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This thesis describes, a population based study conducted in 2003 to explore the
definitions of terminologies related to pregnancy intentions, to identify the determinants of
unintended pregnancy, and to examine the decision making processes associated with
abortion and the consequences of unintended pregnancy in five districts of Nepal. The
study used both qualitative and quantitative research methods. In the qualitative study, 127
free listing, 66 in-depth interviews with men, women, community leaders and health
service providers and 30 case histories were carried out. In the quantitative study, a sample
survey with 997 married women aged 15-24 years and 499 married men aged 15-27 years
was conducted using a two-stage cluster sampling technique. The Nepal DHS 2001 data
were also used to estimate the prevalence of unintended pregnancy and to enable
comparison. The qualitative data were analysed using a thematic approach, the
quantitative data were analysed using both bivariate and multivariate techniques.

The study revealed that the terminologies related to pregnancy intention used in previous
research were generally not understood easily by the respondents. The definition used for
measuring unintended pregnancy in the DHS surveys is inadequate. The prevalence of
unintended pregnancy in the Nepal DHS was under estimated mainly due to the use of
inadequate definition. One in two young women in Nepal ever experienced unintended
pregnancy before the age of 24 years, which is quite high. Those women and men who
have younger age, higher number of children, smaller desired family size, less methods
known, higher level of education, living in the western region, high exposure to mass
media, and poor household wellbeing were more likely to experience unintended
pregnancy. Despite high prevalence of unintended pregnancy, abortion is low. However,
the procedure used for abortion was generally unsafe in the first instance. Multiple factors
affect the decision making stage. Various socioeconomic factors, cultural and religious
beliefs and health concerns were the major reasons for not terminating an unintended
pregnancy. The study revealed that unintended pregnancies have multiple impacts on
women’s health and their social and family life.

The findings suggest that pregnancy intendedness should not only be measured by the
timing of childbearing as used by the most DHS studies; instead, it should include some
additional personal, inter-personal, and context specific questions. The results highlighted
the need for a comprehensive response to improve the reproductive and sexual health of
young couples in Nepal.
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CHAPTER 1
INTRODUCTION

This thesis contributes to a better understanding of the problems related to measuring
pregnancy intentions. It also seeks to identify the major determinants and consequences
of unintended pregnancy amongst young couples in Nepal. It will also highlight the
programmatic implications and areas for future research which will be useful for policy
revision and adequately addressing the needs of young couples. In the context of
legalisation of abortion recently in the country, this information is also expected to serve

as a bench mark for future comparison.

The purpose of this chapter is to give a brief overview of the context of Nepal and the
study objectives, research questions and the importance of the study in the country. After
a brief discussion on the background of the study, achievement of health programme and
research needs, the main objectives and research questions to be addressed in this

research are discussed. The last section of this chapter presents a brief overview of the

context of Nepal.

1.1 Background

Young couple’s behavioural patterns and reproductive health needs are poorly
understood and served in Nepal, despite the fact that young people comprise a significant
proportion of the population of the country. Teenage mothers and their children face a
higher-level risk of morbidity and mortality than their older counterparts. Early
childbearing may also impede young women's educational attainment and opportunities
as well as employment activities. This, in turn, impacts negatively on the country's

development as a whole.

Nepal, being one of the signatories of the International Conference on Population and
Development (ICPD) Plan of Action and the World Health Assembly’s Reproductive
Health Strategy, committed to improve the reproductive health of its people.
Accordingly, the Ninth Five Year plan of the government has given emphasis to
developing a special programme in population and reproductive health with due focus on
young people. This is supported by the development of the ‘National Reproductive
Health Strategy (NRHS) and National Strategies for Adolescents’ Health. In the NRHS,



adolescent reproductive health has been identified as one of the important components of
overall reproductive health (MOH, 2001). Together, the low utilisation of reproductive
health services and a significant number of unintended pregnancies amongst young
couples suggest a strong need for new kinds of health education, counselling of young
couples as well as new forms of health service provision. The development of new
education programmes and health services should be based on concrete information
about actual behavioural patterns amongst those who are facing the problems. However,
no past research has been conducted in Nepal to address the problem of unintended
pregnancies amongst this segment of population, a situation that urgently needs to be
addressed. The study findings will be very useful in refining recently developed national
reproductive health policy and national strategies for adolescents’ reproductive health,
both for the government as well as the NGOs/INGOs and other private organizations

working on reproductive health care intervention programmes for young people in Nepal.
1.2 Achievements of the programmes and research need

The fertility rate in Nepal has reduced from 5.1 births per woman in 1984-86 to 4.1 births
per woman for the period 1999-2001, but this is still relatively high compared with
neighbouring countries. One in six women aged 15-19 years already had at least one
child. By the time women reach 24 years; two in three have at least one child. Despite
high knowledge of modern contraceptive methods amongst ever-married couples, the use
of contraception is still low. Only 39 per cent of currently married women are using a
modern method of contraception. Furthermore, contraceptive use amongst young women
is very low compared with that amongst older women. For example, only nine per cent of
married women aged 15-19 years are currently using a modern method of contraception
compared with 52 per cent of women aged 35-39 years. Twenty-eight per cent of
currently married women in Nepal have an unmet need for family planning services. Of
them, 12 per cent having a need for spacing and 16 per cent having a need for limiting
births. The unmet need for spacing is higher amongst younger women compared with

older women (Ministry of Health (Nepal) et al., 2002).

Despite a steady increase in contraceptive practice, successive national surveys in Nepal
indicate that the prevalence of mistimed and unwanted births amongst women of
reproductive age (15-49 years) increased from 25 per cent in 1991 to 35 per cent in 2002.
Amongst married young women (15-24 years), about one-third of the births are reported

2



unwanted (Ministry of Health (Nepal) et al., 2002). A small study conducted by Centre
for Research on Environment Health and Population Activities (CREHPA) estimated that
39 per cent of all pregnancies were unintended amongst young couples aged 15-24.
Another study conducted amongst young factory workers (14-19 years) revealed that one
in every four girls (26 per cent) had experienced at least one unwanted pregnancy (Puri,
2002). Abortion was strictly illegal until September 2002 but reported to be common'.
Information on the prevalence of induced abortion is not available. However, a hospital-
based study by CREHPA showed that 20 per cent of patients admitted for post abortion
complications were under the age of 20 years. Most of these young women are married

and currently living with their husband (Thapa and Padhye, 2001).

Young people comprise an important group with health needs in Nepal. Approximately
65 per cent of the population is below age 24 (CBS, 2002). Due to the high level of
fertility and the young age distribution of the population, the proportion of young people
in the total population is likely to increase in the coming years (Pradhan et al., 1996). It is
important to address their many needs, particularly those concerned with reproductive
health. A number of socio-cultural factors and traditional beliefs operating in Nepalese
societies have contributed to a high level of illiteracy, early age at marriage, early and
frequent child bearing with their associated complications, unintended pregnancies and
unsafe abortion-related health risks for young people (Tamang and Nepal, 1998). In
addition, an apparent trend of a lowering of the age of menarche, an increase in age at
marriage (which increases the risk of involvement on early sexual experimentation),
changes in values brought by increasing urbanisation, exposure to foreign cultures,
tourism, the mass media, and a decline in the prevalence of the extended family, add to
the health problems of young people (CREHPA, 1996). Although modernization and the
fast development of communication systems provide advancement and opportunities for
the young people as well, without adequate education and training they will be unable to

meet the demands of modern workplaces and will be ill-equipped to deal with and assess

the ramifications of change (AGI, 1998).

One of the major concerns raised at the International Conference on Population and
Development (ICPD) held in Cairo in 1994 was how to understand and meet the needs of

young people for reproductive and sexual health information and services (FCI, 1994).

' Abortion was legalised in the country in September 2002 but the service has been only available at
a few government and private hospitals from February 2004.
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The ICPD emphasised that young people of both sexes are typically poorly informed
about how to protect themselves from unwanted pregnancies and STIs, including
HIV/AIDS. The consensus that emerged in Cairo was that there was an urgent need to
reduce early pregnancies, and to reduce young people’s risk in relation to unsafe abortion
and STIs. Despite the high level of unwanted pregnancies and morbidity and mortality
associated with induced abortion amongst young women, their behaviours, the extent of
the problem and relative degrees of risks of unintended pregnancies are not well
understood in Nepal. Moreover, the determinants of unintended pregnancy and strategies
adopted to deal with it are not well explored. In particular, substantive data are lacking
concerning the understanding of the terminologies used by young people themselves
regarding pregnancies, and the circumstances leading to unintended pregnancies. Further,
neither the pathways that lead to unintended pregnancies and induced abortion, nor the
decision-making processes that lead to induced abortion are known. Such data are
relevant for designing appropriate national and community based intervention
programmes that try to prevent unintended pregnancies and unsafe abortions. The
Ministry of Health of Nepal has recently developed a national adolescent health strategy;

however, to date, there is no public sector reproductive health programme focusing

specially on young people.
1.3 Objectives of the study

The main objective of the study is to identify the major determinants and consequences
of unintended pregnancies amongst young married couples (15-24 years) in Nepal. The
study also aims to explore the understanding of the terms related to pregnancy intentions
from the Nepalese perspective. The ultimate aim is to identify the strategies by which the
reproductive and sexual health of these young couples can be improved most effectively.

More specifically, the study addresses the following research questions.

1.4 Research questions

1. How do young people and community members (young people aged 15-24,
community level health workers, and male and female community leaders) define
terms related to pregnancy intentions? What do these actually mean for them? What

is the range of vocabularies used for pregnancy and abortion?



ii. ~ What proportion of the total pregnancies experienced among young couples in
Nepal are unintended? What factors are associated with unintended pregnancies?

ili. How are decisions made in dealing with unintended pregnancies, especially with
reference to seeking induced abortion?

iv. What are the pathways (personal characteristics, relationship, situations, social, and
abortion law etc) that lead from unintended conception to induced abortion?

v.  What are consequences of unintended pregnancy?

Considering the focus of the study and relative lack of existing information, both
qualitative and quantitative research techniques were used. The information was
collected in three phases. In the first phase, 127 free listings and 66 in-depth interviews
with young married women and men, health services providers, and community leaders
were carried out. In the second phase, a sample survey with 997 women aged 15-24 years
and 499 men aged 15-27 years was conducted. In the third phase, 30 in-depth case
histories with young men and women who had experienced unintended pregnancy were
carried out. Detailed descriptions on the areas of study, sample size and selection

procedures are presented in Chapter Three.

1.5 Country context

Nepal is a predominately hilly and mountainous small land-locked country bordering
with the People’s Republic of China in the north and India in the east, south and west.
The country has diverse cultures, climates, traditions and languages. A large percentage
of the population lives in remote areas, without access to basic infrastructure or services.
The country is divided into three geographic regions: the terai (plains belt), the hills, and
the mountains. As one moves from the terai up to the mountains, living conditions and
access to health care become increasingly difficult. As a result, there are wide

discrepancies in health services in different regions.

The total area of the country is 147, 181 square kilometres. The population is about 23
millions with 781, 686 live births occurring every year (CBS, 2002). The population has
more than doubled in the last 35 years. Life expectancy is one of the lowest in the world:
53.5 years for women and 55 years for men (Pradhan et al., 1996). The country has per
capita income of about $200 a year, and about 49 per cent of its population live below the

poverty line. Development strategies have been hindered, in part, by topography, by



marked caste and class distinction and unequal distribution of power and resources, as
well as by severe gender discrimination in spheres of public and private life. Particularly
in rural areas, where approximately 86 per cent of Nepalese live, women’s access to

literacy, property, and economic resources is often limited.

Nepal has one of the highest maternal death rates amongst the South Asian Assoclation
for Regional Cooperation (SAARC) countries. Reported maternal mortality ratios
(MMRs) vary from 539 per 100,000 live births to 1,500 per 100,000 live births in Nepal
whereas it 1s 390, 380, 420, and 40 per 100,000 live births for Bangladesh, Bhutan, India
and Sri Lanka respectively (Pradhan ez al., 1996; WHO/UNICEF, 1996). It is estimated
that maternal deaths due to unsafe abortion account for more than half of the maternal
deaths in the country (CREHPA, 2000). Beside unsafe abortions, Nepal’s high maternal
mortality and morbidity rates are associated with a number of other factors, such as early,
closely spaced, and repeated pregnancies; poor health and nutritional status of women;
insufficient facilities of essential obstetric care; inaccessibility of health services; low
utilization of health services; harmful traditional beliefs and practices and the low status
of women. The vast majority of births (89 per cent) take place at home, often under
unhygienic conditions and with untrained attendants (Cobb et al., 2001). Physicians

attend only 7.8 per cent of all births and nurses and auxiliary nurse-midwives (ANMs)

attend a further 3.1 per cent (Cobb et al., 2001).

Since the late 1960s, His Majesty's Government of Nepal (HMG/N) has recognized the
need to balance population growth with economic growth. Family planning services in
Nepal were started by the Family Planning Association of Nepal (a non governmental
organization) in 1959. The Nepalese government established the Nepal Family Planning
and Maternal and Child Health Project in 1968 and gradually expanded to cover all 75

districts in Nepal.

Now the family planning services have become an integral part of government health
services. Currently, temporary family planning methods (condoms, the pill, and
injectable) are provided on a regular basis through national, regional, zonal, and district
hospitals, primary health care centres, or health centres, health posts, sub health posts and
peripheral health workers, and volunteers. Services such as Norplant implants and IUD
insertions are only available at a limited number of hospitals, health centres, and selected

health posts where trained personnel are available. Depending on the district, sterilization
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services are provided at static sites through scheduled seasonal or mobile outreach

services (Ministry of Health (Nepal)/New Era/ORC Macro, 2002).

The family planning programme of the government supports a variety of approaches,
including outreach programs, community-based programs, and private sector
involvement. Besides government programmes, a number of non-governmental
organizations (NGOs) are also involved in the delivery of family planning services at the
grass-roots level. In addition to service delivery, a few NGOs are also involved in
behaviour change communication programmes including Information, Education and

Communication (IEC) and adult literacy classes with a focus on family planning.

1.6 Organization of the thesis

The thesis is presented in eight chapters, including the present introduction chapter. A
review of the relevant literature is presented in Chapter Two. Chapter Three summarizes
the study design and methods for data collection. Chapter Four explores the
terminologies related pregnancy planning intentions, their meanings and associated
problems to measurement. Chapter Five examines the prevalence of unintended
pregnancy and identifies the determinants of unintended pregnancy. Decision-making
processes on accepting or terminating a pregnancy are presented in Chapter Six. Chapter
Seven discusses the consequences of unintended pregnancy. The final chapter (chapter 8)

presents the summary, conclusions and recommendations from the study.



CHAPTER 2
LITERATURE REVIEW

2.1 Introduction

The purpose of this chapter is to review the existing literature on the meanings of
terminologies related to pregnancy intentions, determinants and consequences and the
decision-making context of unintended pregnancy amongst young people and identify the
research gaps. This chapter begins with a discussion on the complexities surrounding the
terms ‘wanted’, ‘unwanted’, ‘planned’, ‘unplanned’, ‘intended’ and ‘unintended’
pregnancy. Definitions of young people, general overviews about young people, teenage
childbearing, knowledge of contraceptives and contraceptive use amongst young people,
and sexual behaviour of young people are also discussed in this chapter. In addition, the
prevalence and trends of unwanted pregnancies and births, the rate of induced abortion,
socio-demographic determinants of unintended pregnancies, the consequences of
unintended pregnancies and abortion, and decision-making processes are discussed.

Finally, the research gaps in this area are examined.

Very little published literature has been found that focuses on the determinants and
consequences of unintended pregnancy amongst married young people in developing
countries and particularly in Nepal. These types of literature are scarce in the countries
where abortion is not legal. Some studies have been conducted on similar topics but they
provide only superficial information and are mainly focussed on unmarried people only.
No systematic study on this topic with married young couples (15-24 years) has been
conducted before in Nepal. Moreover, the available studies conducted in other countries
have not used a particular age limit or boundary to refer to young people, which causes
difficulties in comparing results between countries. Furthermore, there is very little
known about intended and unintended pregnancy in local socio-cultural contexts, levels
and trends of unintended pregnancy and their associated factors. Also very little is known,
or at least scientifically not documented, about the pathways that lead from unwanted
pregnancies to induced abortion and the decision-making processes on abortion amongst
young couples in Nepal and elsewhere. However, in this chapter, an attempt has been

made to review such literature as is available.



2.2 Describing the ‘wantedness’ or ‘intendedness’ status of pregnancies

The terms ‘planned’, ‘unplanned’, ‘intended’, ‘unintended’, ‘wanted’ and ‘unwanted’ are
often used 1n relation to pregnancy in health policy, health services and health research.
However, no one clear acceptable definition of unintended pregnancy and its
measurement has been found in the literature. The development of terms related to
unintended pregnancy and their measurement could be traced back to the initial
population-based surveys of fertility behaviours and intentions, beginning with the
Indianapolis Study in 1941. The intended — mistimed - unwanted classification of
pregnancies was developed in analysis of fertility surveys conducted in the 1950s and
1960s (Peterson and Mosher, 1999). The first extensive information on unwanted fertility
comes from the ‘Growth of American Families (GAP) Study’ conducted in 1955. In this
study, fertility was defined as ‘completely planned” when the couple used contraception
regularly and conceived only when they stopped contraceptive practice for the purpose of
having a child. ‘Partially planned fertility’ described those couples who did not have more
children than they wanted but experienced spacing failures in the sense that some
pregnancies occurred considerably earlier (or later) than planned. The concept of ‘excess
fertility’ was reserved for those situations when the couple’s most recent pregnancy was
unwanted then or later by the wife, the husband, or both. The question asked was “Before
your last pregnancy, did you really want another child at some time in the future, or

would you just as soon not to have had one”? (David, 1988).

In the Demographic Health Surveys, women are asked a series of questions for each child
born in the preceding five years (in some countries two years and in some countries three
years) and any current pregnancies to determine whether the particular pregnancy was
wanted then (planned), wanted later (mistimed), or not wanted at all (unplanned). This
information may in fact underestimate unplanned childbearing since women may
rationalize past unplanned births and declare them planned once they have occurred
(Ministry of Health (Nepal)/New Era/ORC Macro, 2002). The National Surveys of
Family Growth (NSFG) of the USA have used a similar definition to that in the DHS
surveys. In the original NSFG, births were categorized as ‘unplanned’ if the woman had
been practising contraception when she became pregnant, if she had not wanted to
become pregnant until a later time or if she had wanted no more children ever (Henshaw,

1998). In later surveys of the NSFG (after 1995) several measures of pregnancy



wantedness were included (Peterson and Mosher, 1999). In these surveys, the pregnancies
of a young unmarried woman having an abortion would be classified as being mistimed
(but wanted) if she said she hoped to marry and have children someday. On the other
hand, an accidental pregnancy to an older, married woman who considered her family
complete would be classified as unwanted. Sable (1999) argues that, in fact, the opposite
is true. The young woman’s ‘mistimed’ pregnancies may truly be unwanted, while the

older woman’s ‘unwanted’ pregnancies may be welcomed and carried to term.

In much research literature, the terms ‘planned’, ‘unplanned’, ‘intended’, ‘unintended’,
‘wanted’ and ‘unwanted’ and the concepts of ‘planning’ or ‘intending’ are treated as self-
evident and unproblematic (Chow et al., 1987; Metson, 1988; Smith, 1990; O'Campo ez
al., 1993; Wamer et al., 1996; Mayer, 1997; McGovem et al., 1997). The approach taken
in large surveys such as the World Fertility Surveys, Demographic and Health Surveys
and NSFG surveys has been less crude; planning or intention status has tended to be
elicited by means of multi-dimensional questions probing not only intentions, but also
contraceptive use, reactions to pregnancy, timing of pregnancy plans and family size
intentions. However, these questions have been used in various combinations and in
different forms, suggesting a lack of clarity about this concept. Most of these questions
have been related to the circumstances of births rather than abortions, the assumption
being that all abortions are carried out for unplanned/unintended pregnancies (Barrett and
Wellings, 2002). Researchers have raised several other issues that undermine the validity
of intendedness as it is currently measured. The first problem is recall bias, which is a
common problem in retrospective questions about pregnancy intentions. Second,
wantedness may change over time. For example, once a woman has a baby, she may be
more likely to say that the pregnancy occurred at the right time, regardless of how she felt
when she actually became pregnant. Third, because pregnancy intention involves human
emotional and psychological factors, it is an extremely complex concept to measure. In
addition, an ideal time to have children is too complicated to examine because partners
may have different views on timing. Discrepancies between the women’s stated and
actual contraceptive practice also complicates the issue of measuring intention status
(Sable, 1999). Research on how young women themselves and the key stake holders
(community leaders, health service providers) understand terms such as ‘planned’,
‘unplanned’, ‘intended’, ‘unintended’, ‘wanted’ and ‘unwanted’ is limited. One USA

study, carried out in 1996 with 18 pregnant women using depth interviews, provided
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information on how women understood these terms. They found that the definitions of
terms related to pregnancy varied substantially amongst women and were highly
correlated to social and cultural influences. The concepts of wanted and unwanted
pregnancy were qualitatively distinct from the concepts of planned and unplanned
pregnancy and were more relevant to the decision to continue or abort the pregnancy.
Attitudes of male partners towards the pregnancy were very influential in how women
defined their pregnancies (Fischer et al., 1999). Another USA study explored concepts of
planning using focus groups of young pregnant African-American women and white
women of low or marginal income status in North Carolina (Moss et al., 1997). In 1999,
the Family Planning Association of Britain commissioned a market research company to
carry out focus groups and interviews with women of different ages and socio-economic

status to explore the attitudes to planning (FPA, 1999).

Another study in Britain investigated a new measure of pregnancy planning/intention
using in-depth interviews with 47 women recruited purposively from antenatal clinics,
termination services and general practitioners. The study found that, when discussing the
circumstances of their pregnancies, women tended not to use the above terms
spontaneously. When asked to explain the terms, women were able to do so but there was
considerable variation in understanding. Women applied the term ‘planned’ only if they
had met four criteria. Intending to become pregnant and stopping contraception were not
sufficient criteria, in themselves, to apply the term; partner agreement and reaching the
right time in terms of lifestyle/life stage were also necessary. In contrast, ‘unplanned” was
a widely applied term and covered a variety of circumstances of pregnancy. The other

terms were less favoured, ‘unwanted’ being disliked (Barrett and Wellings, 2002).

Although Barrett and Wellings (2002) study helped to clarify the understanding of these
terms, socio-economic and cultural practice is completely different in Nepal compared
with that in Britain. Further, the definition of marital status and living arrangements and
styles also varies widely between these two countries. Young married women’s
understanding of these terms is shaped by their circumstances, social values and cultures
along with other factors mentioned above, Nepalese young women might have other ways
of describing the intendedness of their pregnancies. For these reasons, the findings from

previous studies cannot be generalized to Nepal. Therefore, further research is needed to
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expand approaches to these concepts and to develop improved ways of measuring them in

future studies in different contexts.
2.3 Towards a definition of young people

Adolescence has been defined by the World Health Organization as being between the
ages 10 and 19 years while youth is defined as the 15-24 year age group (WHO, 1993).
However, the meaning of the term ‘adolescent’ varies from one culture to another and
little agreement can be found as to when adolescence begins and ends. Adolescence 1s
sometimes divided into early, middle and late periods roughly grouped as 10-14, 15-17
and 18-19 years. These periods roughly correspond with phases in physical, social and
psychological development in the transition from childhood to adulthood
(UNICEF/WHO, 1995). Although the decade of life from 10-19 years provides us with a
formal temporal definition of an adolescent, the development stage known as adolescence
has attributes and characteristics that mark it out as a special phase of life. It is important
to realise that the changes in physical, social and psychological development which are
part of adolescence may not necessarily correspond neatly with specific ages since there
1s considerable variation in their timing from individual to individual (UNICEF/WHO,
1995). In recent articles the term ‘young people’ has been commonly used instead of
‘adolescent’ since it is more neutral in meaning. The latter term carries an implication of
homogeneity amongst people within certain age brackets, which may lead to certain
assumptions and associations regarding their behaviour and attitudes (Ingham, 1992).
Therefore, this study also uses the term ‘young people’ rather than adolescent. The
principal research subjects for this study are married young couples, therefore, the age
range used here is 15-24 years for women and 15-27 years for men and this refers to

author’s general definition of young people from Chapter Three.

2.4 Young people in Nepal

In Nepal, about 65 per cent of the total population are below the age of 24 years (CBS,
2002) and the proportion of those aged between 15 and 19 years increased by more than
27 per cent during 1981-91 (CBS, 1995). Traditionally boys and girls are married at a
young age; this applies particularly to girls who marry shortly after puberty, or sometimes
even before. Choosing a partner is traditionally regarded as the parents’ responsibility,

and frequently neither the bride nor groom has any real say in the choice. Despite laws
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stipulating the legal age at marriage 20 years without the consent of guardians, early
marriage continues to be the norm in most ethnic groups. One Nepalese study has shown
that 34 per cent of 15 year old girls are already married (CREHPA, 1996). The median
age at first marriage for women aged 15-49 is 16.6 years. The median age at first marriage
has risen slowly over the last 25 years or so from 16.1 years amongst the cohort of
women currently age 45-49 to 16.8 years amongst the cohort of women age 20-24. Rural
women marry about a year earlier than urban women. On average men marry about three
years later than women (Ministry of Health (Nepal)/New Era/ORC Macro, 2002).
According to the 2001 DHS, there has been no change in the median age at marriage

amongst males from 1996 to 2001. Similar trend has been observed in South Asian

countries (Bott and Jejeebhoy, 2003).

The fertility of young women is high in Nepal compared with neighbouring countries. Of
all young married females aged 15-19, about 24 per cent bear children. The Nepal DHS
study (2001) reveals that one in six teenage women have at least one child. The
proportion of teenage women who have two or more children is negligible until age 18
and then increases substantially to 12 per cent amongst women age 19. More than half of
women have had two or more children by the age of 24 years. Similar patterns have been
observed in other developing countries. For example, some eight to 15 per cent of young
women had a child by the age of 15 in Cameroon, Liberia, Malawi, Mali, Nigeria, and
Bangladesh. The proportion of young women who have a child by the age of 18 is much
higher, ranging between 15 and 20 per cent in most Latin American countries and in some

countries of North Africa, the near East and Asia (Singh, 1998).

Some major social and health conditions and their contributing factors for young people
in Nepal are summarised in Table 2.1. As shown in the table, young people are facing
problems of nutritional anaemia, early marriage and early childbearing, which result in
complications of pregnancy and childbirth, unintended pregnancy, unsafe abortion,
domestic violence and sexual coercion. Reproductive Tract Infections (RTIs) and
Sexually Transmitted Infections (STIs) including HIV/AIDS are emerging as major health
problems amongst young people. The major contributing factors for these problems are
socio-cultural factors, ignorance, lack of quality health services, poverty, level of

education and gender discrimination (Tamang and Nepal, 1998). Although this
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information identifies the various problems including unintended pregnancy and unsafe

abortion faced by young people in Nepal, no study has looked into depth of the problems.

Table 2.1

Young people’s health and social conditions and their contributing

factors: Nepalese context

Prevailing social and health
conditions for young people

Contributing factors

Early marriage

Socio-cultural / traditional; economic (dowry system)

Early and frequent child bearing

Family pressure, fear of childlessness, son preference,
ignorance and non-use of contraception, poor inter-
personal communication between couples

Complications of pregnancy and
childbirth

Lack of knowledge about sign and symptoms of
complications, careless, early marriage and child
bearing, lack of access to safe mother hood services

Nutritional anaemia

Gender discrimination, poverty; work burden/ heavy
domestic chores, menstrual problem, lack of
knowledge about nutritional diet

Unintended pregnancy and
unsafe abortions

Legal restriction to abortion in the past; lack of
knowledge about safe abortion practices, lack of access
to safe abortion services, reluctance/ fear of utilizing the
services in time

Domestic violence and sexual
coercion

Rigid gender roles, isolation of women, poverty, low
status of women, view of domestic violence as a private
family matters, lack of sex education, lack of clarity in
the law, socio-cultural and traditional

Urlnary tract infection and
reproductive tract infection

Unhygienic sanitation practices during menstruation,
absence of counselling services and parental guidance,
reluctance to consult clinics

Sexually transmitted infections
and Acquired Immune
Deficiency Syndrome

Lack of knowledge about transmission routes and
prevention, routes and prevention, sexual abuse and
exploitation at place of work and at residence,
unprotected sex and infection through migrants male
partners, girls trafficking

Source: Tamang and Nepal, 1998

2.5

Knowledge of contraceptives and use

The use of effective methods of contraception is the main way to prevent unintended

pregnancy and abortion for which knowledge is necessary; however, the link between

knowledge and behaviour is not automatic (Deschner and Cohen, 2003). Knowledge does
not always affect behaviour (WHO, 1997). Demographic and Health Surveys (DHS) have

shown consistently high levels of knowledge about contraceptive methods amongst young

people in developing countries, especially in Asia, northern and southern Africa and Latin

America, but relatively low levels of contraceptive use. Using the DHS data from 37
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countries, Blanc and Way (1998) showed that the majority of young people could name at
least one contraceptive method. However, higher variability has been observed in the
levels of knowledge amongst adolescent women in sub-Saharan Africa than in other
regions. The levels are lowest in Madagascar and Nigeria, where fewer than half of young
people know about any method, and highest in Kenya, Rwanda and Zimbabwe, where at
least 90 per cent of young people are familiar with at least one contraceptive method
(Blanc and Way, 1998). The same study reported that in Asia, the Near East and North
Africa, knowledge levels exceed 90 per cent amongst young women surveyed in all
countries except in Pakistan (67 per cent) and in the Yemen (56 per cent). A similar
pattern 1s evident in Latin America and the Caribbean. In Nepal, almost all young married
women aged 15-24 years have heard of at least one modern family planning method

(Ministry of Health (Nepal)/New Era/ORC Macro, 2002).

Despite the high level of knowledge, the Contraceptive Prevalence Rate (CPR)' is very
low in developing countries, especially in Asia, northern and southern Africa, and Latin
America amongst young people. For example, the CPRs amongst Nepalese married
women aged 15-19 years and 20-24 years are nine per cent and 21 per cent respectively
(Ministry of Health (Nepal)/New Era/ORC Macro, 2002) whereas it is two per cent in
Nigeria, Rwanda, and Senegal and 23 per cent in Cameroon amongst young people aged

15-19 years (Blanc and Way, 1998; CPS, 2003).

Table 2. 2 Contraceptive use among married young women in selected Asian

countries
Country/Survey date Use of any modern method of contraception
Married women aged 15-19| Married women aged 20-24
years (in per cent) years (in per cent)

Nepal, 2001 9.0 21.0
India, 1998-99 5.0 21.0
Pakistan, 1990-91 2.0 4.0
Bangladesh, 1999-2000 31.0 40.0
Philippines, 1998 11.0 23.0
Indonesia, 1997 44.0 59.0
Vietnam, 1998 18.0 43.0
Cambodia, 2000 6.0 9.0

Source: Centre for Communication Programmes, the John Hopkins University, 2003

' Contraceptive Prevalence Rate is defined as the proportion of women and men who reported they were
using a family planning method at the time of interview.
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In other Asian countries, it ranges from two per cent in Pakistan to 44 per cent in
Indonesia among married women aged 15- 19 years. In countries in Latin America and
the Caribbean, CPR amongst young women were comparatively low, exceeding 10 per
cent only in Colombia (Blanc and Way, 1998). With regard to contraceptive method mix,
young married couples in Nepal are mainly using condoms followed by injectables and
oral pills respectively. The use of other long term reversible methods such as IUD and
implants are negligible. The contraceptive method mix varies substantially across the

developing countries (CPS, 2003).

Why has such poor correspondence between knowledge and use of contraception been
found amongst young people? Several studies have been conducted on the reasons for not
using contraception with unmarried young people but very few in-depth studies have been
carried out on the issue amongst married young people. Most of the evidence comes from
the World Fertility Surveys (WFS) or the DHS. Studies conducted amongst unmarried
young women have indicated that perceived side effects of contraceptives have a
significant negative impact on use (Gorgen et al., 1993; Gage, 1998). Because of overt
social disapproval or shame about asking for contraception at young ages and a lack of
privacy at clinics, many young women do not attempt to procure contraceptives (Gage,
1998). Analyses of data from the DHSs and other studies show alienation of the service
providers and their attitude often hinders young people (especially those who are
unmarried) for obtaining contraceptives from maternal and cﬁild health clinics, which are
the primary sources of contraceptives. Moreover, erroneous beliefs about contraceptives,
unavailability of contraceptive methods when needed and objection from the partner are

also reasons for non-use of contraceptives amongst young people (Gage, 1998).

In Nepal, very few married young couples are using contraception but the proportion of
unwanted births especially those that are mistimed is thought to be high. The question still
remains as to whether the limited use of contraception can be explained by the lack of
quality family planning services because of problems of accessibility and the fear of side
effects or whether there are other, more personal and interpersonal factors that can explain
low uptake. These could include difficulties in talking about sex and sexuality, power
roles in relationships, limited spousal communication, lack of negotiation skills, and the
role of older relatives especially the roles of mother in law, perceived cost and benefit of

use and other unidentified socio-cultural factors which might be impeding young people
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to use contraception. No systematic in-depth study has been conducted on this issue in

Nepal.
2.6 Young people’s sexual behaviour

In the absence of effective contraception, the probability of becoming pregnant is related
to the frequency of intercourse. Information on sexual activity, therefore, can be used to
refine measures of exposure to pregnancy. Studies on young peoples’ sexual behaviour in
different parts of the world show that young people’s premarital sexual encounters are
generally unplanned, infrequent and sporadic (WHO, 1993). For the majority of Nepalese
young people, sexual activity commences at an early age. Unlike in many other countries,
the onset of sexual activity occurs largely within the context of marriage, is consistent
with the strong emphasis placed on female ‘purity’ and ‘chastity’, and is sanctioned by
family elders. For example, the median age at first sexual intercourse amongst Nepalese
women aged 15-49 is 16.7 years which is nearly identical to the median age at first

marriage (Ministry of Health (Nepal)/New Era/ORC Macro, 2002).

Again, very few studies have been carried out to understand the sexual behaviour amongst
young people in Nepal, but available studies have indicated that an increasing proportion
of young people are involved in premarital sexual activity and engage in risky sexual
behaviour. For example, a study conducted amongst unmarried men aged 18-24 years
residing in a border towns of Nepal showed that more than half (54 per cent) of young
men are sexually active. Amongst the study group, one in four residents (27 per cent) said
that they had had casual sex in the 12 months preceding the date of survey (Tamang et al.,
2001). Moreover, amongst the sexually active unmarried men, a large majority (77 per
cent) had their first sexual contact while they were 19 vears or below. Another study
conducted amongst young factory workers in Nepal showed that one in five men and one
in every eight women aged 14-19 years are sexually active (Puri, 2002). Similarly,
another study conducted by CREHPA amongst 300 unmarried young people aged 13-19
years found that one in every ten boys are sexually active (CREHPA, 1996). A study
conducted in the three districts of Kathmandu, Makawanpur and Chitwan showed that
about 20 per cent of unmarried young people are sexually active. Of them 16 per cent
reported multiple partners (Gurbacharaya and Subedi, 1992). Despite good levels of
awareness of condoms, HIV/AIDS and other STIs, the use of the condom is very low in

Nepal (Gurbacharaya and Subedi, 1992; UNFPA, 1999; Tamang et al., 2001; Puri, 2002).
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Very little is known about the sexual behaviour of married young people in Nepal. The
Demographic Health Surveys of Nepal have asked few questions to married women about
their sexual behaviour. The studies revealed that 63 per cent of women aged 15-19 and 67
per cent of the women aged 20-24 were sexually active in the four weeks before the date
of survey. Although very few married men (two per cent) have reported extra-marital
sexual relationships, the proportion reporting sexual intercourse outside marriage is
slightly higher amongst younger men age 15-24 years. Similar to unmarried women,
almost all married young women (15-24 years) have heard about condoms but less than
five per cent used them during last sex and most of them used for family planning
purposes rather than protecting from HIV/AIDS or other STIs. Similarly, less than 10 per
cent of young married men had used a condom during their last sexual intercourse either

with spouse or any other partner (Ministry of Health (Nepal)/New Era/ORC Macro,
2002).

Studies of sexual behaviour are prone to methodological problems and are consequently
difficult to validate. Comparison of the results of studies is also problematic. Most past
studies were conducted in small areas and amongst particular groups of the population,
therefore, the results may not give a general picture of the country. Further, socio-cultural
values and norms of researchers and the manner in which the study was conducted may
have influenced results. However, compared to many developing countries, Nepalese
youth demonstrate moderately low levels of sexual experiences and extra marital sexual
relations, yet the findings nonetheless confirm growing concerns within Nepal regarding
unprotected premarital and extra marital sex combined with unprotected marital sex and
other risky behaviours. It is recognized that exposure to intercourse and sexual behaviour
has a relationship with the level of unintended pregnancy. However, this information is
not the central focus of this study. Information related to sexual behaviour is drawn from

other studies whenever needed to triangulate the findings of this study.
2.7  Prevalence and trends of unintended pregnancies and births

Unintended pregnancies are common in both developing and developed countries. In
developed countries, of the 28 million pregnancies occurring every year, an estimated 49
per cent are unintended (AGI, 1999). In developing countries, of the 182 million
pregnancies occurring every year, an estimated 36 per cent are unintended. Using data

from the WFS, Bongaarts (1997) demonstrated that average unintended fertility rose from
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0.82 to 1.2 births per women between two surveys (between the periods of the WFS
conducted around 1980s and the Demographic Health Survey conducted around 1990s) in
20 developing countries included in his analysis. Although intended childbearing almost
invariably declines as countries move through the fertility transition, the trend in
unintended fertility is found to have an inverted U shape. During the first half of the
transition, unintended fertility tends to rise, and it does not decline until near the end of
transition. This pattern is attributed to the combined effects of an increase in the duration
of exposure to the risk of unintended pregnancies and a rise in contraceptive use as
desired family size declines (Bongaarts, 1997). Bongaarts also argued that the substantial
variation in unintended fertility amongst countries is caused by variation in the degree of
implementation of preferences, the effectiveness of contraceptive use, the rate of induced
abortion, and other proximate determinants, such as age at marriage, duration of breast
feeding, and frequency of sexual relations. The unintended fertility rate in Nepal has
declining (2.9 births per woman in 1996 to 2.5 births per woman in 2001) due to above
mentioned factors. However, actual total fertility rate is 1.6 children higher than the

desired total fertility rate (Ministry of Health (Nepal) ef al., 2002).

What about unintended fertility amongst young women? Very little published literature
has been found on married young women’s childbearing and its associated factors. The
available literature has shown that the number of young women giving birth is very large.
In fact, slightly more than 10 per cent of all births worldwide are from young age
mothers. However, in the past 20-30 years, early childbearing has been declining in many
countries of Asia, North Africa and the Middle East. In seven countries of this region, the
proportion of women aged 20-24 who had their first child as a young is 15-35 percentage
points lower than that of women now aged 40-44. For example, in Indonesia, 51 per cent
of women aged 40-44 had their first child during their adolescent years as compared with
33 per cent of younger women (UNESCO, 2002). In most of the sub-Saharan Africa and
Latin America, 15-20 per cent of all births are to women aged 15-19. In Asia, North
Africa and the Middles East, however, the proportion of births to young women is much

lower, ranging from three to 14 per cent in all.

Table 2.3 shows that the levels of unintended pregnancies amongst young women vary

across the region. The World Health Organization (1997) has estimated that between 20
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and 60 per cent of the pregnancies amongst young women (15-24 years of age) are

unintended.
Table 2.3 Prevalence of unintended pregnancies amongst young women aged
under 20 years
Region/country Prevalence of unintended Sources
pregnancy (in per cent)
World (15-24 years of age) 20-60 WHO, 1997
European countries, Canada
and USA 9-65 UNESCO, 2002
Latin America and Caribbean
25-50 AGI, 1998
North Africa and the middle 15-30 AGI, 1998
east
India, Indonesia, Pakistan 10-16 AGI, 1998
Nepal 23 Nepal DHS, 2001
Rest of Asia 20-45 AGI, 1998

Surveys undertaken in European countries, Canada and the United States of America
within the context of the WFS revealed that, amongst the 13 countries, the percentages of
interviewees’ life time pregnancies that had been unintended ranged from 9 per cent in
Spain to 65 per cent in Bulgaria. In all but four of the countries, the proportion amounted
to one-quarter or more. In nine countries, however, no more than 16 per cent of the
pregnancies were reported to have been unintended. Another study that analysed the data
from 53 countries (47 developing and 6 developed) indicated that the proportion of
teenage mothers who had not intended to give birth varies widely within and between
regions. In Latin America and the Caribbean, between one-quarter and one-half of young
mothers say that their birth was unintended; in North Africa and the Middle East, the
proportion ranges between about 15 per cent and 30 per cent. Some 10-16 per cent of
teenage births in India, Indonesia and Pakistan are unintended compared with 20-45 per
cent in the rest of Asia (Table 2.4). The variation is even greater in Sub-Saharan Africa-
from 11-13 per cent in Niger and Nigeria to 50 per cent or more in Botswana, Ghana,
Kenya, Namibia and Zimbabwe. A large shares of adolescent births in developed

countries also are unintended - for example, 66 per cent in the United States (AGI, 1998)

The 2001 DHS study in Nepal estimated that more than 23 per cent of births in the five-

year period preceding the survey were unintended amongst women under the age of 20
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years (Ministry of Health (Nepal)/New Era/ORC Macro, 2002). Another study has
showed that about 20 per cent of the married women aged 15-24 years have reported at
least an experience of unintended pregnancies (Tamang ez al., 2002). Similarly, another
study conducted amongst 500 patients attending pregnancy test in a government hospital
in Nepal showed that 70 of the young women aged 15-24 years reported that their current
pregnancies were unintended (Sharma, 2002). Due to the limitation in the methodologies
and the questionnaire used to measure the unintended pregnancy, the findings cannot be
generalized, however it indicates that there is substantial proportion of young women

experiencing unintended pregnancies in Nepal.
2.8 Unintended pregnancy and induced abortion

Induced abortion is defined as the intentional removal of a foetus from the uterus by any
of a number of techniques (UNFPA, 1999). Unintended pregnancies and induced abortion
occur in every society and, inevitably, all governments and health care systems face the
challenges of providing some elements of abortion care; this may range from life-saving
care to safe and legal abortion on demand. The way in which they respond to this
challenge depends on the degree to which they and their societies acknowledge the
occurrence of unintended pregnancies, unsafe abortion, their religious and cultural beliefs

and gender relations. The safety of abortion care available to a woman has a direct impact

on her health (Tamang, 1996).

The use of abortion to deal with unintended pregnancies occurs not only in countries
where it is legal and safe but also where it is illegal and often unsafe (Bongaarts, 1997).
Reliable statistics on numbers of abortions are available for only a few countries, and are
often not segregated by age. Under reporting is most severe where abortion is illegal.
Ethical, moral, and religious values and societal attitudes make many women reluctant to
report legal and illegal abortions. Despite the shortcoming of relevant data, the overall
picture of unintended pregnancies and abortion is clear. As shown in Table 2.4,
worldwide, of the approximately 210 million pregnancies occurring every year, an
estimated 38 per cent are unintended. Of them, 22 per cent end in abortion (AGI, 1999).
By geographic region, these estimates span an even wider range. The estimated
proportion of unintended pregnancies that end in abortion is high in East Asia compared
with other regions of the world. In Africa, 30 per cent of the 40 million pregnancies

occurring each year are unplanned. Of them, 12 per cent end in abortion (AGI, 1999).
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Despite the illegal status of abortion until September 2002 in Nepal, induced abortion is
fairly widespread in the country to deal with unintended pregnancies. Unqualified persons
perform most of the induced abortion cases with crude and primitive methods. Precise

information on the prevalence of induced abortion is not available. A hospital-based study

Table 2.4 Estimated percentage of unplanned pregnancies and induced
abortions amongst all women by region

Region Number of Per cent of Per cent of unplanned
pregnancies unplanned | pregnancies that ended
(in million) pregnancies in abortion

Worldwide 210 38 22

Developed countries 28 49 36

Developing countries 182 36 20

Africa 40 30 12

East Asia 40 39 30

Rest of Asia 83 34 17

Latin America and the

Caribbean 18 52 23

Eastern Europe 7 33 21

United States, Canada,

Australia, New Zealand and| 10 45 23

Japan

Source: AGI, 1999

conducted in Nepal, during a one-year period in 1984-85 at five major hospitals in and
around Kathmandu valley, reported 1576 cases of abortions. Of these, 1411 cases (89.5
per cent) were spontaneous abortions, 124 cases (7.9 per cent) were induced abortions, 41
(2.6 per cent) were possibly induced abortions (Thapa et al., 1992). Another hospital-
based study conducted amongst 1241 abortion cases recruited in government hospitals
and private clinics in Kathmandu valley found that 234 (18.8 per cent) were induced
abortions (Tamang, 1996). Another study, conducted in 1994 amongst 13,229 women in
the reproductive age group, a total of 109 induced abortion cases were identified in a
period of approximately 30 months, which is very low compared with other studies
(UNFPA, 1999). Studies conducted by CREHPA (1998, 1999) have shown that between
20 per cent and 60 per cent of all obstetric and gynaecological admissions in major

hospitals of the country were abortion complication cases.

As mentioned earlier, adequate data and information are not available by specific age

groups in Nepal. However, a hospital-based study conducted by CREHPA has showed
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that, out of all the patients admitted at the hospital due to induced abortion complications,
one-fifth were under 20 years of age (Tamang and Nepal, 1998). Similar findings have
been observed in some parts of Africa. At certain hospitals in Africa, two-thirds of all
cases of abortion complications amongst women are under the age of 20 years (WHO,
1997). In Congo, Kenya, Liberia, Mali, Nigeria, and Zaire between 38 per cent and 68 per
cent of women seeking treatment for abortion complications are under 20; in Malaysia the
proportion is more than 25 per cent and in Brazil, Chile, Guatemala, Peru and Thailand,
more than 10 per cent. In Canada in 1984, 24 per cent of women undergoing legal

abortion were under 20 years old (WHO, 1993).

The main limitations of these studies are that the base population (that is, the number of
women at risk for induced or spontaneous abortion) was not known. The women who are
hospitalised may be a mere fraction of the base population. These studies most probably
exclude many categories of women, such as those who a) did not want to go hospital for
fear of prosecution, b) did not have access to a hospital, ¢) died before making it to
hospital, d) had no or only minor complications that were treated locally, and e) could
afford private clinical facilities. Therefore, on the one hand, very limited data are
available on abortion, which makes it difficult to estimate prevalence; on the other hand,

estimates are prone to methodological problems.
2.9  Socio-demographic determinants of unintended pregnancy

2.9.1 Maternal age

Generally, age is a measure of both biological and social maturity. The age of a woman at
the time of conception could influence whether the pregnancy is mistimed or unwanted,
because age may indirectly reflect a woman’s level of material, biological, social, and
emotional preparedness for the responsibilities of childbearing. Studies have documented
the association between age of the woman at the time of pregnancy and an unintended
pregnancy (Pratt and Horn, 1985; Forrest, 1994; Allaby, 1995). In general, unintended
births increase with mother’s age but mistimed pregnancies are more frequent amongst
younger age groups compared with older age groups. Maternal age varied positively with
unwanted pregnancies whereas it varied inversely with mistimed pregnancy (Adetnunji,
1998). For example, Adetunji (1998) has found that in Latin America and the Caribbean,

teenage mothers were four to five times more likely to have mistimed pregnancies than
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women of age 35-49 years. Even after controlling for other socio-demographic vanables,
maternal age is a statistically significant predictor of mistimed and unwanted pregnancy
in all the 10 selected developing countries included in his analysis. Similarly, a study
conducted in Nigeria shows that the higher the age of the respondents the greater the

likelihood that they would report previous unwanted pregnancies (Okonofua et al., 1999).

In Nepal, unwanted births increase from 25 per cent amongst mother below 25 years of
age to a high of 71 per cent amongst mothers age 40-44 (Ministry of Health (Nepal)/New
Era/ORC Macro, 2002). But the prevalence of mistimed pregnancy is higher amongst
younger women compared with their older counterparts. In Bangladesh, similar findings
have been observed (National Institute of Population and Training (NIPORT) et al.,
2001). In India, two per cent of the married women aged less than 20 reported unwanted
pregnancy compared with 42 per cent of the women aged 40-44 (International Institute
for Population Science (IIPS) and ORC Macro, 2000) but again mistimed pregnancy is
higher amongst young women compared with older women. This type of finding seems
logical. Studies have shown that young women in many societies including Nepal, India,
Pakistan and Bangladesh would liked to wait longer before getting married or begin
childbearing to study and pursue employment (Bott and Jejeebhoy, 2003). Moreover,
young married women have limited power related to fertility decision making. Therefore,

young people are more likely than older women to suffer mistimed pregnancies.

2.9.2 Marital status

The definition of marriage is changing rapidly in various culture, however, studies
conducted in developed countries have found that a woman’s current marital status is
consistently a strong predictor of mistimed and unwanted pregnancies (Cartwright, 1988;
Denton and Scott, 1994; Forrest, 1994). Never married women are usually more likely
than ever-married ones to report mistimed or unwanted pregnancies. Similarly, using the
DHS data of 10 selected developing countries, Adetunji (1998) found that unwanted
childbearing was significantly associated with marital status in the sub Saharan African
countries; the Dominican Republic, Indonesia, and Morocco. However, the relationship
between marital status and mistimed childbearing was significant only in four sub-
Saharan African countries, the children of women who were not married were at

increased odds of being considered mistimed. In contrast, a Nigerian study showed that
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marital status of women was not a significant predictor for reporting an experience of

unwanted pregnancy (Okonofua et al., 1999).

Fertility planning data are not analysed according to marital status in Nepal. The
successive Nepal DHS studies, fertility planning related questions were asked to only
those who were ever married and currently pregnant at the time of survey. Therefore, little
is known about the association between unintended pregnancy and marital status in the

country including its neighbouring countries - India and Bangladesh.

2.9.3 Number of children

Little 1s known about the relationship between unintended pregnancy and number of
children amongst married young women. Most of the evidence on this relationship comes
from adult women in general. Studies have shown that generally the higher the parity the
greater the likelihood of pregnancies will be unintended. For example, Adetunji (1998)
found that the number of living children was a strong predictor of reporting a child as
unintended in all ten developing countries (Ghana, Kenya, Senegal, Zimbabwe, Egypt,
Indonesia, Morocco, Colombia, Dominican Republic and Peru) included in his analysis.
A mother with one child or no living children at the time of conception was associated
with the likelihood of being classified as having an unintended pregnancy compared with
a mother with two or more children. The odds of mothers with six or more living children
reporting children as unintended were two to 13 times higher than those of mothers with
one child only or no living children. The odds ratios varied slightly across regions; in
Sub-Saharan Africa, the odds of a child being classified as unintended if the mother had
six or more surviving children were on average six to seven times greater than those of a
child preceded by one child only or no living children; in Latin America and the
Caribbean, the odds ratio ranges from two in the Dominican Republic to 10 in Colombia
and Peru, whereas in North Africa/Asia, the odds ratios are about six in Indonesia and
Morocco and 13 in Egypt (Adetnunji, 1998). Similarly, the Nepal Demographic and
Health Survey 2001 has shown that the proportion of unintended births increases with
birth order, from 24 per cent amongst birth order two, to 58 per cent amongst four or
above. Similar findings have been found in India and Bangladesh also (International
Institute for Population Science (IIPS) and ORC Macro, 2000; National Institute of
Population and Training (NIPORT) ez al., 2001).
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2.9.4 Level of education

Education can be interpreted as a measure of self-efficacy, competence and capacity to
make informed decisions. It has been argued that educated women are less fatalistic and
are more attuned to scientific reasoning than the less educated. It is believed that
education shifts the allegiance of a person in a developing country environment from a
traditional culture to a modern culture (Adetnunji, 1998). It is expected that an educated
woman would not have a pregnancy that she was not prepared for, if she had access to
means of avoiding it. For example, a study between 1973 and 1988 in the United States
showed that education is negatively associated with unintended pregnancies. In other
words, the incidence of unwanted births decreases as the number of years of schooling
increases (Linda, 1991). In the 41 developing countries that participated in the WFS,
women with elementary education or less were much more likely than the better-educated

ones to have an unplanned pregnancies or an unwanted birth (Bongaarts, 1997).

Similarly, Adtetunji (1998) found an inverse relationship between mother’s education and
unwanted pregnancies in Latin America and the Caribbean. In India, women with high
school level education are two times less likely than illiterate ones to have an unplanned
pregnancy (International Institute for Population Science (IIPS) and ORC Macro, 2000).
However, a study by Anderson (1981) amongst ever married women showed that its
relationship with educational status is weak, especially when marital duration is taken into
account. In contrast, a Nigerian study showed that better educated women have higher
odds of reporting unwanted pregnancies than those with lower levels of education or
without education. Specifically, women with a university education were, on average,
three times more likely to report an unwanted pregnancy compared with women with no

education (Okonofua et al., 1999).

Although Nepal’s DHS studies have collected data on education level and fertility
planning, the results are not included in the report. The relationship between level of
education and fertility planning and outcomes amongst young women is not known in this

country.
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2.9.5 Social deprivation

Social deprivation is often considered as one of the determinants of unintended
pregnancy. Generally social deprivation includes the elements such as parents’ income,
ethnicity/caste or social class, educational level, health status and employment status of
the young women (Tabberer ef al., 2000). For example, in the United States and Britain,
there is a clear negative relationship between economic status and having a child before
age of 20, which are generally unintended. Another study conducted across the five
developed countries (Canada, France, Britain, Sweden and the US) found that teenage
childbearing is more likely amongst women with low levels of income than their better-
off peers. Levels of teenage childbearing are also strongly related to race, ethnicity and
immigrant status (Olausson er al., 2001; Singh et al., 2001). In contrast, a Nigerian study
revealed that respondents in professional jobs (teaching and medicine) were significantly
more likely to report an unwanted pregnancy compared with unemployed women
(Okonofua et al., 1999). No study in Nepal has looked into the relationship between

social deprivation and unintended pregnancy amongst young women.

To understand the relationship between the planning status of a pregnancy or birth and its
associated factors, one must consider that the mother subjectively defines planning status
on the basis of her circumstances, her family’s circumstances and her expectations
regarding a child’s needs. Hence, wanted children probably are born to women who
consider their circumstances adequate; unwanted children, to women who consider their
circumstances inadequate; and mistimed children, to women who consider their current
circumstances inadequate but anticipate improvement. Therefore, contextual information
is very important to identify the factors associated with the planning status of the
pregnancy. Earlier studies in Nepal have not focussed on understanding the contextual

factors of young women that may determine the level of unintended pregnancy and its co-

factors.
2.10 Causes of unintended pregnancy

Unintended pregnancy can result generally from non-use of contraceptive services,
contraceptive failure and, less commonly less rape or incest (AGI, 1999). Although
contraceptive failure and the failure to use contraception are responsible for the vast

majority of unplanned pregnancies, the reasons why contraceptive methods fail for some
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couples or why they choose not to use contraception are less clear (Klima, 1998).
However, various studies conducted amongst women of reproductive age have shown that
fear of the technology, lack of affordable and accessible contraception services, lack of
knowledge on reliable and suitable contraception, fear of side effects, limited numbers of
male contraceptive methods, restraint by partners, family, or the community and sexual
inequality in many cultures and failure to understand the risk of pregnancies or the impact
of another child on the family economy are hindering young women’s ability to control
own fertility (Kabir, 1989; Blanc and Way, 1998; Klima, 1998; Senanake, 2001). For
example, in 60 per cent of developing countries, half of the population does not have easy
access to contraceptive services. In Latin America, three out of four women who are not
planning their families would like to do so and two out of six births are unintended. In
India, which has had a government family planning programme for 50 years, there are at
least 30 million women who would like to limit their pregnancies but lack the means to
do so. In Nepal, about 37 per cent of the women want to delay or not to have additional
children but are not using any method of contraception. In other Asian countries like
Pakistan, the proportion is even higher. In Africa, particularly, there is high unmet need

for family planning (Senanake, 2001).

Another reason for having an unintended pregnancy is failure of contraception. Efficacy
rates for various contraceptive methods are dependent on the correct and consistent use of
the method as well as the failure rate inherent in the method itself, even with perfect use.
For example, one reason the intrauterine device (IUD) is highly effective is that it has
almost no dependence on user-compliance for effectiveness. On the other hand, methods
such as oral contraceptives and barrier methods are highly dependent on the user for
correct usage and have lower effectiveness rates. Young people are more likely to use
spacing methods for obvious reason and, therefore, more likely to suffer from method
failure. For example, a study conducted in the United States showed that contraceptive
failures result in about 50 per cent of all unintended pregnancies (Forrest, 1994).
Similarly, another US study conducted amongst adolescent women who were not married
but were cohabiting revealed a failure rate of about 47 per cent in the first year of
contraceptive use, while amongst married women aged 30 and older this was only eight
per cent (Fu et al., 1999). A Nepalese study found that 20 per cent in rural and 16 per cent

in urban women (aged 15 - 49) reported method failure as the reason for their unintended

pregnancy (Tamang et al., 2002).
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In addition, studies have shown that young people are naturally impulsive and less likely
to plan than older people, and so the act of intercourse may be unexpected even for
married people in some cultures. They are sexually active and fecund, and therefore may
have high pregnancy rates (Bankole ef al., 1999). Sexuality is a taboo subject to discuss in
most societies. Therefore, young people rarely discuss this topic with their partners or
other persons in or out side the family resulting in lack of basic information on sexual and

reproductive health (Stone ef al., 2003).

Why do Nepalese young married women have low use of contraceptives compared with
older women whereas unintended pregnancy is high amongst this group? Whether it is
only because of inaccessibility of contraceptive methods to these groups, or lack of
quality of care in the services, or there are other factors which hinder young people from
avoiding unintended pregnancy. No detailed study has been carried out in Nepal to

identify the cause of intended pregnancy amongst young married women.
2.11 Consequences of unintended pregnancy

Various investigations have found that women with an unintended pregnancy are less
likely than others to seek and receive prenatal care and more likely to engage in
behaviours that may increase their risks of health problems associated with pregnancy and
birth (Baydar, 1995). Studies have also indicated that unintended pregnancy has
implication on women’s health and family economy. Unintended pregnancy can have
negative health and socio-psychological consequences not only to a woman but also to the
society at large (IPPF, 1988)). Studies have shown that unplanned pregnancy often forces
women to confront difficult issues including abortion, abandoning a child, infanticide or
raising the child without the necessary financial, physical, and emotional support (Kabir,

1989; Shane, 1997; Klima, 1998; Tamang et al., 1998; Cobb et al., 2001; Senanake, 2001;
Binn-pike et al., 2002).

Unwanted pregnancies in younger ages, even within marriage, can be a problem.
Abortion, whether or not legally available, is a frequent consequence of unintended
pregnancy (AGI, 1998; WHO, 2001). In the case of an inexperienced young couple,
abortion is likely to take place later in the pregnancies and is often unsafe, which puts
greater risk on their health and life. If the procedure is illegal, it is often performed under

unsafe conditions increasing the risk even further (WHO, 1993). For example, a hospital-
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based Nepalese study showed that 20-60 per cent of women admitted in gynaecology
department at the government hospitals are due to complications from induced abortion.
Of them, one-fifth were under 20 years of age (Tamang and Nepal, 1998). Similar
findings have been observed in some parts of Africa as well. At certain hospitals in
Africa, two-thirds of all cases of abortion complications amongst women are under the
age of 20 years (WHO, 1997). Even in the countries where abortion is legal, young
women delay seeking abortion services and as a result, often face health complications.
For example, in India, women delay abortion seeking because of not initially recognizing
the pregnancy, postponing communicating the news of an unwanted pregnancy to a
decision maker, lack of awareness of available abortion services, lack of resources, access
available services and fear of social stigmatisation, and many of them face post abortion

complications (Sinha et al., 1998; Johnston, 2002).

These findings suggest that each unintended pregnancy puts women at risk for morbidity
and mortality (Klima, 1998). In the developing countries, not only the mother’s health
but also child or infant survival and wellbeing are linked with unwanted pregnancy.
Furthermore, unintended pregnancy may result in the early discontinuation of breast-
feeding, thereby make vulnerable the health of the weaned child as well (Klima, 1998).
Jouce et al. (2002) found that, in the USA, unwanted pregnancy is associated with
prenatal and postpartum maternal behaviours that adversely affect infant and child health.
Similarly, a cohort study conducted in the USA showed that unintended pregnancy was
significantly associated with pre-term delivery. Women with unintended pregnancies had
almost twice the risk of a pre term delivery as women with intended pregnancies (Orr et
al., 2000). Like wise, the Ecuador Demographic and Maternal-Child Health Survey
(1994) has shown that infants from unwanted pregnancies were more likely than infants
from planned pregnancies to have low birth weight (Eggleston et al., 2001). However, in
this study the mechanism through which pregnancy intention status affects birth weight

was not explored.

As a consequence of unintended pregnancy young women not only face greater health
risks but also curtailed educational and employment opportunities. It has been stated
repeatedly in the literature that an early pregnancy - especially if unplanned - tends to
create poverty, because it hinders the opportunity to economic progress by truncating the

mother’s education, reducing the mother’s employment prospects, lowering family
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income, and compromising the mother’s personal development (Singh and Wulf, 1990;
Ferrando, 1993; Spitz et al., 1996). Adolescent fathers, if they accept responsibility for
the child, must also turn their energies to parenting rather than to education or skills
development. Grandparents must share scarce resources. Further, societies must grapple
with the mcreased population growth that results from larger family sizes and shortened
spans between generations (IPPF, 1988). Most evidence from studies conducted in
Eastern Europe and Scandinavia indicate that children born from unwanted pregnancies
perform less well in school than children from wanted pregnancies. Further evidence from
Scandinavia indicates that the father—daughter relationship is especially problematic for
unwanted daughters and this too may influence their educational attainment (Myhrman ez

al., 1995). In contrast, few studies have shown no effects of wantedness on the baby care

or maternal employment (Baydar, 1995).

Although earlier studies have explored the impact of unintended pregnancy on health
outcomes on mother and child wellbeing, no empirical evidence was found on the
perceived consequences for young women who experience unintended pregnancy. The

perceived consequences may affect health seeking behaviour and decision making on

whether or not to continue with the pregnancy.
2.12  Decision making processes associated with abortion

In general, women with an unintended pregnancy may have only two options: accept the
pregnancy and go for full term delivery or undergo abortion. Very little is known about
how Nepalese young women cope with such a situation. When and how is a decision
taken to abort an unwanted pregnancy? Who are involved in such decision making
processes? What is the role of the husband in such decisions and what is the pathway to
accepting or rejecting abortion? This information is important, as it would provide
opportunities to design interventions which could potentially reduce the prevalence of
unsafe abortion. It would also help in planning information, education and
communication (IEC) and advocacy campaign to try to eradicate the barriers faced by
couples. In Nepal hardly any systematic studies have been carried out on this issue; a few

studies, which have some information on the matter either in Nepal or elsewhere, are

reviewed 1n this section.
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Abortion is unusual event among medical procedures in that it involves legal, political,
economic, theological and moral as well as psychological issues, which impinge on the
woman undergoing the procedure (Alder, 1982). In fact, when an unwanted pregnancy
occurs then the individual has to make a choice whether or not the pregnancy is continued
and they are very much shaped by the social contexts. Decision making processes, and
their outcomes, are patterned by a range of interrelated variables; for example,
interpersonal variables (relationship with partner, family members and peers),
Institutional variables (law on abortion right, access to and visibility of services),
ideological/cultural variables (prevalent views about the acceptability of abortion, and
women’s ‘right to choose’) and social positional variables (position in relation to labour
market, educational and economic opportunities). Holmberg and Wahlberg (2000) argued
that the decision making process amongst young people (specially unmarried) can be
understood by three concepts: reactions (including feelings, apprehensions, and moral
conflicts), impact factors (including quality of relationship, consideration for female
partner, and psychosocial factors) and tools for process (including communication,
secrecy/confidentiality, and organized support). The few available studies have shown
that pregnancy decisions appear to be heavily influenced by the views, or likely reactions,
of others including relatives, peers as well as partners (Holmberg and Wahlberg, 2000;
Tabberer et al., 2000). There is some evidence that a proportion of couples attempt to
rationally evaluate the costs and benefits of childbearing and then try to reach a decision
(Luker, 1975; Bruch, 1980). In Nepal, little is known about this issue. It is frequently
believed that the young women’s social networks (with partner, parents, family members
and peers, health professionals) and the local circumstances (law on abortion, attitude of
communities towards abortion, etc.) also play an important role in decision making on

abortion in Nepal.

2.12.1 Women’s roles

Nepal is a patriarchal family structure country and discussion on matters related to
sexuality, reproduction, abortion etc are considered as taboo. The situation is further
compounded by the legal restriction on abortion. Within the patriarchal family structure,
women have relatively little power, but young married women are particularly powerless,
secluded and voiceless (Karve, 1965; Jejeebhoy and Sathar, 2001). Women then have

little choice about whom and when to marry, whether or not to have sexual relations, and
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when to bear children, whether to keep the baby or terminate the pregnancy. In fact, there
are strong pressures on women to prove their fertility as soon as possible after marriage;
social acceptance and economic security in her marital home are established largely
through fertility, and particularly through the birth of a son (Jejeebhoy, 1998). Young
married women lack decision-making authority in matters related to sex. There is not
much communication or intimacy between a young women and her husband.
Contraceptive and family size decisions typically rest with the husband alone or in

conjunction with older members of his family.

As mentioned earlier, no study has been addressed this issue in Nepal. Experiences from
India show that, in most cases, the husband is the most important person who take the
decision but in some cases women take decisions themselves without consulting with
their partner. For example, in an Indian study, in 15 out of 49 cases (30 per cent) the
decision to abort the unwanted pregnancy was taken by the women themselves without
consulting their husband (Sinha e al., 1998). Generally, women take the decision
themselves under two circumstances. First, when the husband overtly disapproved of it.
Secondly, women themselves assume that their husband wouldn’t allow them for an
abortion. Hence, they do not ask or inform him about the pregnancy and take the decision
to abort it secretly. In the majority of such cases, unsafe abortion practices are adopted
(Khan and D'Costa, 2002). The following description given by one of the respondents of a
study conducted in Bangladesh reflects the process involved in such situation.

“ 1 did not inform to my husband about the pregnancy. I took tamarind and

green pineapple to get rid of the pregnancy. Old people used to say that if green
pineapple or tamarind water taken, women would have menstruation. I took both
nothing happened to me and I had to keep the pregnancy”.
The Indian study found that the education of the women plays a greater role in the
decision-making process for abortion. If the woman is illiterate, even up to primary level,
the husband-wife power equation is relatively more balanced and women could argue and
convince their husband to accept abortion of unwanted pregnancy. In case of illiterate

women, the authority lies exclusively in the husband and he finally decides what to do in

the case of such pregnancies (Sinha et al., 1998).

The age of the women is another factor which influences decision-making about abortion.
Middle aged women, who generally know how their husband will react to the suggestion

of abortion of unwanted pregnancy, are ready to take risks in their own hands and decide
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to abort 1t without informing their husband. However, such initiatives were mostly taken

by middle-aged women (30 years and above).

2.12.2 Role of partners

Some research has shown that the role of partners can be important about whether to
continue or end a pregnancy. For example, in Uttar Pradesh of India, though many
persons were consulted before deciding for an abortion, the husband was the most
important person who finally made the decision in the majority of the cases (Sinha et al.,
1998) . Out of 49 cases wanting to abort their unplanned pregnancy, 32 (65 per cent)
women reported that they first discussed it with their partner and then husbands decided
to go for an abortion. A middle aged illiterate informant who experienced abortion twice,
with a further one she attempted to abort but could not succeed, said:

“....] have had abortion twice. Both the times it was my husband’s decision.

Whatever he says, I always agree with him. He is the head of the household. He

should take the decision. Both the times when he came to know that I am pregnant

he suggested me to undergo an abortion...”.
Similarly, studies in Bangladesh have shown that husbands play a key role in deciding
whether or not to accept an unwanted pregnancy. Even in case when women themselves
decide to abort the unwanted pregnancy, they have to inform their husbands before
undergoing the process (Khan and D'Costa, 2002). Another study conducted in Vietnam
revealed that half of the respondents said that they discussed the matter together, but the
husband decided (Johansson ez al., 1998). A woman with three daughters provides an
illustration:

“Actually, it is husband who is the most important person...As for my family, for
example, let’s suppose that I am pregnant and I say that as I work hard, I cannot
give birth to this child, I have to get an abortion. But if my husband disagrees, and
says no, we have only three daughters, and he obliges me to give birth and he will
be responsible, then I have to listen to him. If I resist, we would have arguments,

’y

quarrels... ...

Henderson (1999) and Tabberer et al. (1999) observed similar findings in the UK. They
found out that partners’ views are important towards the abortion decision - if the partner
expressed the opposite response, indicating strong support for continuation of pregnancy,
the pregnancy may be continued but if the partners’ views favoured the termination of the
pregnancy then it may be terminated (Henderson, 1999; Tabberer et al., 2000). These

findings suggest that the role of the male partner is crucial and the dominant effect in the
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decision-making, but these studies lack information on the type of care and support - such

as financial, emotional and psychological. Most of the studies reviewed above are weak

and superficial on this issue.
2.12.3 Roles of parents and other relatives

The roles of relatives, especially parents and other family members, are not well
understood in developing countries. Again, very few systematic studies are conducted in
Nepal about the role of family members in the decision making process on abortion. But it
is believed that family members especially mothers-in-law, have a significant influence in
the decision-making process. A study conducted amongst young migrant workers in
Nepal has also shown that the young women told mothers, sister-in-laws relatives about
their unwanted pregnancies and sought advice from them (Puri, 2002). Similarly, in an
Indian study, mothers-in-law or sisters-in-law were consulted first in seven cases out of
49 induced abortion cases. In the remaining four cases, neighbours or other relatives were
consulted. Also, studies in Bangladesh showed that neighbours, sisters-in-law, friends and
in some cases health workers provide networks of informal support system in seeking

abortion (Khan and D'Costa, 2002).

Amongst pregnant young women working in an export promotion zone in the Republic of
Korea, one-third consulted parents or relatives (WHO, 2001). Some research conducted in
developed countries found that parents are influential at broader level with regards to
teenage motherhood and abortions but it depends on the perceived reaction of young
women towards their pregnancy by their parents. Young women who felt that their
parents and other relatives will be supportive in their pregnancy were more likely to
consult with their parents than others. For example, a study conducted in California
amongst young women aged 14-21 who sought abortion found that 38 per cent spoke to
their mothers and only 10 per cent told to their fathers (Pope et al., 2001). A study
conducted amongst 168 unmarried young women in three areas of Britain showed that
over half of the women spoke to their mother and a fifth spoke to their father about their
pregnancy (Allen and Dowling, 1998). Similarly, Harden and Ogden (1999) found that
teenagers may not consult with their parents or other relatives if they expect negative
reactions regarding their pregnancy. In contrast, Vietnamese study found that, except for
the husbands, no one else was reported to have any major influence on the decision to

terminate pregnancy. The authors that found that parents and parents in law, especially
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the woman’s mother, and mother-in-law, were sometimes told, but not consulted about

the abortion, or they were not informed at all (Johansson et al., 1998)

In summary, the available limited literature suggests that, in certain circumstances, young
women do consult about the termination their pregnancies with their parents and other
relatives, but generally only with those people who might agree with their decision.
However, the nature of the involvement and the extent of the influence on decision-

making process are not clear.

2.12.4 The role of peers

Although empirical evidence of peer influence on decision-making on abortion is very
limited, it is frequently cited as one of the important factors related to decision making
especially amongst young people. For example, a study conducted amongst young
women aged 15-18 in four countries has shown that 45 per cent of them have discussed
their unwanted pregnancy with their friends and sought for their advice (AGI, 2002).
Allen er al. (1998) found that over one-third of the young unmarried UK women spoke
about the unwanted pregnancy with their friends and seek advice. Smetana and Adler
(1979) also found that young UK women give emphasis on the advice of their friends in
the making decisions (Boyle, 1991). Similarly, Whitehead (2001) found that the family
and friends of teenage pregnant UK women also have a big impact of their own
pregnancy. She further argues that peer group conformity may well be a part of the
influencing process, as may the setting of precedents by other. However, in the USA,
Luker points out that this influence may relate to the ways in which young women choose
their friends. She argues that young women who are acquainted with single teenage
mothers are more likely to decide against having an abortion. This may be an example of

social learning, on the fact that friends may exert good or bad influences (Luker, 1996).

These studies suggests that the interaction with friends and their behaviour influences the
decision whether or not to have abortion, however; the influencing mechanisms, level and
nature of support of their friends that affect the decision-making of the young women are
not clear. Moreover, most of these findings come from very different cultural and sexual
orientation contexts (mainly from western culture), which may be not be applicable in the

case of Nepalese young people.
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2.12.5 The role of service providers

A few studies have documented that women in developing countries consult about their
unintended pregnancy with health service providers (qualified or not qualified) and seek
their advice. For example, a hospital based study in Nepal showed that the most frequent
providers of abortion services to the 165 women interviewed were the local birth
attendants or ‘sudenis’, accounting for 42 per cent of the total cases. Paramedical health
workers and nurses provided abortion services to 18 and six per cent respectively.
Medical doctors provided services for only 14 per cent of the respondents (Thapa et al.,
1992). Similarly, an Indian study showed that only limited proportion of women
consulted medical professionals (nurse or doctor) before going for abortion (Sinha et al.,
1998). In contrast, another study conducted amongst young women (14-19 years) in
Nepal found that young women are quite reluctant to talk about the unwanted pregnancy
and other reproductive health matters with health service providers; fewer than five per
cent of the young women had ever discussed these issues with health services providers
(Pur1, 2002). Cross national research in four developed countries including Britain,
amongst health professional and campaigners found that the young women consult about
their unintended pregnancies with health service providers but the decision to have an
abortion 1s ultimately the woman’s own with the exception of anti-abortion activists
(Welsh et al., 2001). Similarly, another study found that if the young women wanted to
continue the pregnancy, most health professionals only provide support to the woman’s
decision but few reported that they had also discussed the option of a termination of

pregnancy (Allen and Dowling, 1998).

Again, no clear evidence has been found in the literature as to whether or not, and how, a
consultation with health service providers influences the decision making process on
abortion of the young women. Instead, the studies suggest that choosing an abortion
provider can be influenced by multiple factors. For example in India, study results show
that people who obtain abortion from illegal and unregistered facilities generally have
different characteristics and priorities from those who use legal facilities. Low income
women and women who live in rural areas are severely limited with choices for abortion
services, causing such women to be more likely to access abortion from providers of

unsafe abortion. In rural areas, uncertified providers thrive because they can offer
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abortion services at an affordable price, and are often located closer to women’s residence

than legal providers (Johnston, 2002).

In Nepal, no in-depth study has been carried out into the roles of husbands, family
mempbers, relatives, health service providers and social networks in decision-making
processes associated with abortion. Studies in other settings (for examples in India and
Vietnam) have indicated that the process involved in deciding abortion for an unwanted
pregnancy is not simple one (Johansson et al., 1998; Ganatra and Hirve, 2002). Within
the close net of relatives and friends considerable discussion takes place to decide what to
do with an unintended pregnancy. In India, apart from husband, often sister-in-law,
neighbour and close friends are involved in the process (Sinha et al., 1998). In some cases
mother-in-law and parents and village health workers are also consulted. Considering the
religious and legal sensitivity attached to abortion, generally these discussions kept secret
and a very low profile. Unless, women want to undergo abortion secretly from their
husband (believing that they may not agree to abortion), they are the first person with
whom women discuss their problem. Therefore, interactions with husband, family
members, mothers-in-laws in particular and peers can be highly significant in shaping the
decision whether or not to continue a pregnancy (Sinha ez a/., 1998; Ganatra and Hirve,
2002). But in Nepal a range of factors can militate against young couples being able to
make decisions in contexts that maximize choice. It is, therefore, important not to adopt a
model for research that assumes young couples necessarily have, or perceive there to be,
different options available to choose between, and that they are empowered to act in

relation to these options.
2.13 History of legality of abortion in Nepal

From ancient times, abortion was restricted in Nepal either on the grounds of law or
culture, religion, customs, and traditions. No precise legal provision regarding abortion
can be found before the Shah Era of 1853. The civil code (Mulki Ain) introduced in a
written form for the first time in 1853, has a separate legal provision on abortion. As per
this provision, both the woman and the person performing the abortion could be
imprisoned. The revised Civil Code 1963 made abortion even more restrictive and
increased jail punishment (Tamang et al., 2000). This legal restriction on abortion was

continued until 2002.

38



The legislative effort to amend the law on abortion in Nepal was started in 1994. Some
abortion related research that was initiated in 1984 was really useful and instrumental in
Initiating discussions and pressurizing policy makers to liberalize the abortion law. After
extensive discussions amongst people from different sectors in the country, a private bill
to amend the existing abortion laws was registered in Parliament in 1996. Parliamentary
consideration of this amendment has been impeded by several political crisis followed by
change of government and the tenure over of the Member of Parliament who introduced

the private bill in the Parliament.

Again in 1997, a bill addressing a number of issues relating to women’s right to property
inheritance, child marriage, polygamy, rape and the proposed amendment of the abortion
law was introduced (as an 11™ amendment of the Civil Code). The bill remained pending

for a long time in human rights committee of the parliament.

Following changes in the government in 2001, the new Prime Minister took an initiation
on this issue and brought it into the discussion in the parliament. Finally, the House of
Representatives passed the 11™ amendment of the civil code on March 14, 2002, six years
after it was registered in the Parliament and the royal seal of approval was given by the
King in October 2002. The new legislation is an outcome of persistent advocacy efforts of
many rights based organizations and activities supported by research studies and public
opinion polls. The current abortion act guarantees conditional abortion rights to women. It
legalized abortions on the following conditions:

e Up to 12 weeks of gestations for any woman

e Up to 18 weeks of gestations if the pregnancy is the results of from rape or incest

e And at any time during pregnancy, with the recommendation of an authorised

medical doctor, if the life and physical or mental health of the mother is at risk or

if the foetus has a disorder that is expected to results in severe mental or physical

handicap.

Legalisation of abortion has created a new paradigm and challenges for Nepal. As in
many countries where abortion laws were revised from a highly restrictive to a liberal
abortion law, the demand for abortion by Nepalese couples is bound to increase initially
and for some years and then stabilize. Although not all unintended pregnancies end with
induced abortion, it is likely that a significant proportion of the women with unintended

pregnancy would seek to terminate their pregnancy in the changed circumstances.
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2.14 Research gaps in the literature

Research on young couple’s behavioural patterns and their reproductive health needs 1s
lacking in Nepal. Although some studies have been carried out after the WFS survey in
the areas of unintended childbearing especially in developed countries, but very few
studies have focussed on married young people. The focus of previous research (mainly
after ICPD 1994) has been largely on unmarried young women. Although Demographic
and Health Surveys provided information on young couples, information related to

unintended pregnancies and abortions are very limited.

In the literature, there 1s a clear lack in one agreed definition of the terminologies
regarding to ‘pregnancy intentions’ or ‘planning’. Very few studies have explored this
area but these are carried out in the countries with completely different socio-economic
and cultural and value systems compared than Nepal. It is believed that the understanding
of the terms regarding pregnancy can be shaped by the circumstances, social values and
cultures along with other factors; the findings of the earlier studies cannot be generalized

in Nepal. No previous study in Nepal has attempted to explore in this area.

Studies have shown that young married women particularly in Asia and sub-Saharan
Africa are less likely than unmarried to be using modern methods. Despite high levels of
knowledge, a very low proportion of married women are using contraception. Several
reasons for not using contraception have been identified for ﬁnrnarried young people and
older married women but not for married young couples. Married young couples in Nepal
(similar to other developing countries of Asia and Africa) may experience pressure to
have children quickly and may also experience a provider’s bias, particularly against
methods that are thought to impair future fertility. The impact of side effects of
contraception on its use may be related to the context in which they occur. Previous

evidence on the low use of contraception are not adequate to come to a conclusion in

Nepal.

The probability of becoming pregnant is related to the frequency of intercourse.
Therefore, information on sexual behaviour of the couples is very important. Very limited
studies on sexual behaviour of young people in Nepal revealed a moderately low level of
sexual experience and extra marital sexual relations compared with other developing

countries. However, the findings nonetheless confirm the growing concerns within Nepal
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regarding unprotected sexual activities. Further study, especially on the sexual behaviour
of married women in Nepal, is required to understand their inability to protect themselves

from unintended pregnancy as well as STIs and HIV/AIDS.

As documented in the literature, unintended pregnancies are common in both developed
and developing countries. The extent of the problem varies from one country to another.
In Nepal, the successive DHS surveys have documented the levels of unintended
pregnancy but no analysis has been carried out for trend over the years and their
associated factors. In addition, to understand the relationship between the planning status
of a pregnancy or birth and its associated factors, one must consider that the mother
subjectively defines planning intention on the basis of her family’s circumstances and her
expectations regarding a child’s needs. Therefore, the contextual factors are very
important in this aspect, about which little is known in Nepal. Moreover, as discussed
earlier, the DHS surveys have used a conventional definition for ‘pregnancy
intention/planning’ which urgently needs to be refined. The further research will assist in
understanding the extent of the problem after the refinement of the conventional

definition to measure ‘pregnancy intentions’.

No contraception, how widely it is used, can eliminate the need for abortion. Abortion
was illegal in Nepal up to 2002 but it has always been reported to be very common.
Earlier studies have shown some estimates of abortion rates in the country but most of
these studies are prone to methodological problems, therefore, the results couldn’t be
generalized to the whole population. No systematic study on the estimation of abortion

rate has been conducted in the country.

Very rare studies have covered the issues involved in the decision-making process and
dynamics in the context of unintended pregnancies and their outcomes in Nepal. Studies
in other settings have indicated that deciding on abortion is complex process. Interactions
with husband, family members, and friends can be highly significant in shaping the
decision. Despite these, other factors such costs, existing laws, attitude etc can intervene

during decision making stage. However, there is limited evidence at present that suggests

they do so decisively.

Nepal is in transitional period in the history of legality of abortion. Legalisation of

abortion has created a new paradigm and challenges for Nepal. After the legalisation,
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demand for abortion by Nepalese couples has increased however government has just
started service from selected hospitals which is far below than the demand. It is very
important to document the relevant information on unintended pregnancy and abortion in

this transitional period so that changes can be measured over time.

To better understand the underlying factors behind unintended pregnancies and its
consequences amongst married young couples, there is a need for more research in Nepal
that specially focuses on the contexts and the circumstances surrounding unintended
pregnancy, abortion behaviour, reproductive negotiation of young married women,
pathways leading to abortion, decision-making process on abortion. To develop effective
strategies for the prevention of unintended pregnancies, we need to understand why and
how the issue of unwanted pregnancies arises and what will be consequences of it. The
research reported in thesis does not intend to answer all these research gaps. An attempt
has been made to focus more on the issues related to pregnancy intention, the extent of
problem and its determinants, decision making processes on abortion and the

consequences of unintended pregnancy amongst young couples.
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CHAPTER 3
STUDY DESIGN AND METHODS

This chapter provides an overview of study design and methods used in this research. It
details and justifies the study methods chosen, the study area selected, the sample size
used and describes the respondents selection procedure. It also discusses the research
instruments, recruitment and training of the research assistants, the fieldwork, data

management and analysis, potential sources of bias and errors, and ethical

considerations.

3.1 Study methods

This research explores sensitive issues such as unintended pregnancies and induced
abortion. Considering the focus of the study and the relative lack of existing data, both
qualitative and quantitative research approaches were used. In qualitative, free listing

and in-depth interviews were used and in the quantitative research approach, a sample

survey was conducted.

There are various reasons for using both qualitative and quantitative approaches in the
study. First, the study explored understandings of the terminologies regarding
pregnancies, the meanings attached to those terminologies and collected the local
vocabularies used for pregnancy planning and abortion. In addition, it also explored the
decision-making process regarding abortion and the pathways that lead from unintended
conception to induced abortion. It is crucial to obtain such data on the wider social
contexts in which the events occurs. Although much can be learned from quantitative
data, such information does not provide insight into the contexts in which certain
behaviours or decisions occurs. A key supposition underpinning this research is the
recognition of the importance of the socio-cultural context surrounding reproductive and
fertility planning decision-making. A woman or a couple may take decisions alone or
jointly, but they do so in specific social contexts. Deciding for or against any action can
be understood as the process through which women or couples interact and negotiate
with a range of social factors that surround their pregnancy. Qualitative research

approaches are more suitable to obtain these types of information.
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Second, the study aims to estimate the prevalence of unintended pregnancy amongst

young couples and identify the factors associated with it. To obtain this information, a

sample survey was required. This not only provides descriptive data on unintended

pregnancy but also allows for statistical modelling to identify the covariates of

unintended pregnancy. In addition, this is useful to identify the respondents for case

histories in the second phase of the qualitative study.

Third, the data collected from both the research techniques were useful to complement

each other and enable the triangulation of the information, and hence increased the

validity of the resulting analyse. Table 3.1 summarizes the research questions and data

collection tools for the study.

Table 3.1 Data collection matrix: Young person’s pregnancy study in Nepal,

2003

Research questions

Data collection tools

Free
listing

In-depth
interviews

Sample
survey

How do young people and community members
(young people aged 15-24, community level health
workers, male and female community leaders etc.)
define terms related to pregnancies intentions?
What do these actually mean for them? What are
the local vocabularies used for unplanned,
unintended and/or unwanted conception and
induced abortion?

What proportion of the total pregnancies amongst
the young couples in the sample are unintended?
What factors are associated with unintended
conceptions?

How are decisions made (decision-making process)
in dealing with unintended pregnancies, especially
with reference to induced abortion?

What are the pathways (personal characteristics,
relationship, situations, social, family environment
and legal etc) that lead from unintended conception
to induced abortion or births?

What are consequences of unintended pregnancy?
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3.2 Study area

Out of 75 districts in the whole of Nepal, the study was conducted in five districts,
namely Ilam, Morang, Chitwan, Kaski and Lalitpur. The sites were selected purposively
to represent regions of different levels of development, urban and rural settings, cultural
and ethnic diversity and contraceptive prevalence rate. It is believed that unintended
fertility 1s an index of fertility intention. Couples who plan to have fewer children will
be more likely to consider a pregnancy unintended. Therefore, demand for
contraception, as expressed by the CPR; was also considered as one of the indicators in
the district selection for this study. Key indicators of the selected districts are presented

in Table 3.2.

All the districts chosen for this study have higher CPR than national figures and tend to

be more urbanized. However, considering the resources and time available for the study,

it is believed that these districts represent a suitable mix of major caste/ethnicity,

development regions, urban and rural setting and socio-economic diversity of the

country. In addition, the political problem and difficult terrain situation of the country

(making travel very time consuming) rendered it impossible to do the fieldwork in the

Midwestern and Far western regions of the country. Therefore, those areas were

purposively excluded from the sample. Considering area coverage and sample size, the

results of the study can not be generalized to the whole country.

Table 3.2 Key indicators of the selected districts: Young person’s pregnancy
study in Nepal, 2003

Key Indicators Ilam Morang Chitwan | Kaski Lalitpur | National
Study area | Study area | Study area | Study area | Study
1* 2% 3* 4* area 5*

Total population 28,2806 84,3220 47,2048 38,0527 337,785 22,736,934

Number of households 54565 167875 92863 85075 68922 4311747

Number of Village

Developments 48 65 37 43 41 3914

Committees

Number of municipality 1 1 2 2 1 58

Per cent of population

living in urban area 5.7 19.8 18.9 51.9 48.2 14.2

Major ethnicity/caste Brahmin/ | Maithali Brahmin/ | Brahmin/ | Newari Brahmin/
Chbetri Brahmin/ | Chhetri Chhetri Brahmiry | Chhetri/
Rai/Kirat/ | Chhetri Tharu Gurung Chhetri Magar/
Limbu Maithali

Literacy rate 52.5 47.5 55.7 58.1 63.8 53.7

CPR 40.4 55.7 51.7 42.5 85.9 39.3

Source: Population Census 2001 and 1991, CBS, Nepal and Department of Health Services, Ministry of

Health, Nepal

*See Annex I for more details of study area.
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Ilam district 1s located in the Eastern Development Region (see annex 1) of Nepal. Its
neighbouring districts are Panchthar to the North, Morang to the West, Jhapa to the
South and West Bengal of India (Darjeeling) to the East. The area of this district is
extended from hill to mountain region. The district headquarters has good road links
with the capital city and border towns with India (CBS, 2002). In general, the district

can be considered amongst the better off areas of Nepal.

Morang district is located in the Terai to the Eastern Development Region (see Annex I)
of Nepal bordering with India, Jhaha and Sunsari districts. Electricity and telephones are
available here especially in the urban area, although there is not comprehensive

coverage. The district has very good road and transportation facilities to India.

Chitwan district is located to the Central Development Region (see Annex I) of Nepal
bordering with India, Tanahu, Makwanpur and Dhading districts. This is a gateway
district to India and other Tarai towns of Nepal. The district has mixed ethnicity with
diverse cultures. The residents of this district are the permanent migrants from other hill

and regions of the country. Electricity and telephones are available here especially in the

urban areas.

Kaski district is located in the hills in the western development region (see Annex I). It
lies on the lap of Mt. Machhapuchre and Annapurna within the Mahabharat range. It is
one of the main tourist destinations of the country. This district is well connected by

roadways from the Indian border, Sunauli and the capital city Kathmandu.

Finally, Lalitpur is the second biggest city of Nepal and located within the Kathmandu
Valley (see Annex I). It is located in the Central Development Region of Nepal and is
one of the most urbanised cities. Communication facilities are extensive and include

national and international television, fax and internet. Residents in the urban area are

widely exposed to the tourist trade.

A map of Nepal showing the headquarters of the selected districts is presented in Annex

L
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3.3 Composition of young couples in the population

There was no precise information available on the number of young married women
between 15 and 24 years of age for the study sites. Assuming the average number of
young married women of 0.30 per household (based on population census 2001), it was
estimated that there should be about 140,790 (469,300 x 0.30) young married women

between 15-24 years of age in the study areas. Almost the same numbers are expected

for men.

34 Qualitative study

In the qualitative study, free listing, in-depth interviews and case histories were
conducted. Free listing and in-depth interviews were carried out at the beginning of the
research. As Table 3.3 shows, after the preparatory phase, free listing and in-depth
interviews were conducted. As mentioned in Chapter One, the study aimed to collect
local vocabularies used for pregnancies and abortion and meaning attached to them. Free
listing is considered as one of the best research tools to collect such information;
therefore, it was conducted at the beginning of the data collection process. In-depth
interviews with four different types of respondents were conducted simultaneously with
the free listing. Another objective of this research is to gather the detailed information
on the definition on the wantedness of the pregnancies, the situation/circumstances of
women having unintended pregnancies and the perceived socio-psychological and

health consequences of unintended pregnancies. It was intended to help the development

of the survey questionnaire.

After analysis of the first phase qualitative information, the modification and pre-testing
of the survey questionnaire was carried out in the fourth month of the study. A sample
survey was conducted in the second phase of data collection. The last month of data
collection (six) was devoted to collecting case histories. Case histories were conducted
in the last phase (third phase) because it was hoped to understand the personal
experience of young couples on the effects of unintended pregnancies, the decision
making process of abortion, and pathways that lead from unwanted pregnancies to
induced abortion. The sample survey identified the respondents who have had
experience of unintended pregnancy and abortion so that information rich cases could be

selected for the case histories.
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Table 3.3 Activity schedule for data collection: Young person’s pregnancy
study in Nepal, 2003

Activity _ Months
Feb | Mar | Apr | May | June | July

Preparatory phase I

- Translation of key questions and topic
guidelines for free listing and in-depth interviews —

- Recruitment & training of research assistants —

Data collection phase I

- Free listing
- In-depth interviews . D

Preparatory phase II
- Analysis of first phase data and modification of SR S—

survey questionnaire
- Finalisation of topic guidelines for case studies —

Data collection phase II

-Survey

Data collection phase III

In-depth case studies

3.4.1 Types of respondents

Four types of respondents were involved in the study. They were: young married women
aged 15-24 years, men aged 15-27 years, health service providers, and community
leaders. The free listing and in-depth interviews were carried out with all four types of
respondents. There are five main reasons to cover four categories of people in this study.
First, understanding of the terminologies related to pregnancy intention can vary
according to personal, local cultural context, socio-economic and legal circumstances.
Second, although unintended pregnancy can occur throughout reproductive age, it 1s
most common in the young age. Third, contraceptive usages as well as use of
reproductive health services are very low amongst young married people, but the
reasons for it were not well-studied and documented in Nepal. Fourth, the male partners
and health services providers may have important roles in fertility decision-making;
therefore, without knowing their perception and attitude the study can not be considered
as the full picture of the problems. Fifth, gathering information from different

perspectives can increase the validity, reliability and value of the study findings.
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The quantitative survey and the case histories were conducted with young married men

and women only.

3.4.2 Free listing

A productive open-ended technique is free listing, where the informants are asked to list
items (e.g. local terminologies related to pregnancies, abortion). Free listing is a useful
tool for getting inventories of vocabulary and perceived beliefs. It is helpful in the
exploration of the systematic relationship amongst terms and the beliefs related to

causes and solutions.

The main reason for employing free listing exercise was to gather the local vocabularies
related to ‘pregnancy’ and ‘abortion’ and understand meanings attached to them. Free
listing generated a list of abortion service providers, gathered information on the
possible reasons for unintended conceptions and the perceived extent of the problems.
This information was useful in designing the survey research instruments and

triangulating the information collected from the sample survey and in-depth interviews.
3.4.3 Size of the sample for free listing

The targeted sample size for the free listing exercise was 60-80 respondents from four
categories of respondents. No consensus has been found in the literature about the
required sample size for such work. However, it is generally considered that the exercise
should be continued until data saturation is attained. From the author’s previous
experience (having used this tool before in a study entitled “Networking study amongst
female sex workers and injecting drug users in Kathmandu Valley: a focussed
ethnographic study” conducted for Family Health International), after 15 interviews on a
topic, 90 per cent of the responses were similar to those obtained from previous
respondents in the free listing exercises (CREHPA, 2002). On this basis, the target was
to interview 60-80 respondents from the four major categories mentioned above (15-20
In each category) but, altogether 127 respondents were covered for the free listing
exercise. Of them, 40 were young married women aged 15-24 years, 30 were young
married men (15-27 years), 26 were health services providers and 31 were community

leaders (Table 3.4).
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3.4.4 In-depth interviews

In-depth interviews are usually the most appropriate method for getting extended
narrat