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Abstract
Background: Risky sexual behaviors contribute to increased risk of adolescent pregnancy and HIV
infections. This qualitative study sought to understand factors that might buffer this risk amongst
sexually-active adolescents in Soweto, South Africa.

Methods: We used purposive sampling to recruit women at age 24 years from Soweto, South Africa, who
self-reported having sexual debut by age 15 years. Twenty women were recruited into 2 equal groups: (i)
those who did not become pregnant before 18 years (n=10) and (ii) those who became pregnant before
18 years (n=10). In-depth qualitative interviews were conducted with the two groups of women to
understand their family backgrounds, the conversations about sex to which they are exposed, sexual
behaviors and steps they took, or didn’t take, during adolescence to prevent early pregnancies. Interviews
were transcribed verbatim and thematically analyzed with the aid of MAXQDA software.

Results: Both groups of adolescents reported predisposing risks to early pregnancy including in�uence
from peers and older friends to engage in early sex; unstable family relationships and limited
conversations about sex. Key factors that differentiated the two groups were family structure and
support, as well as, the adolescent’s ability to navigate choices and make decisions on consistent
condom use, access to information and desire to complete schooling. Other supportive systems identi�ed
by those who did not become pregnant included life-orientation courses provided at school, access to
health services, and positive peer in�uences.

Conclusion: The family is a key institution in supporting adolescents’ decisions regarding their behaviors
and choices, as are peers and exposures to formal or informal information they receive about sex. Policy
makers should work closely with other social support systems such as schools, healthcare providers and
peers to ensure that adolescents have access to relevant information, including sex education, and
contraceptives. 

Introduction
Preventing unintended pregnancies and early childbirth amongst teenagers has been a focus of the
development agenda for decades[1]. The number of adolescent pregnancies has declined in most
developed high-income regions but remains a major concern in low- and middle-income countries. Every
year, an estimated 21 million young women aged 15–19 years in developing countries become pregnant,
of which almost half (49%) are unintended[2], and more than half of these end in induced abortions, and
miscarriages[3]. Nearly half of abortions in sub-Saharan Africa (SSA) occur among adolescent girls and
young women under the age of 25 years[4].

South Africa is home to approximately 9.7 million adolescents[5]. The adolescent pregnancy rate is 47
births per 1000 females aged 15–19 per annum[6]. A study conducted in Soweto found that 23% of
pregnancies carried by 13–16 year old young women and 14.9% in the 17–19 year age range ended in
abortion[7]. Early sexual debut has been associated with increased adolescent pregnancy[8]. Recent
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studies have also associated early adolescent pregnancies with increased Human Immunode�ciency
Infections (HIV) amongst adolescents and young women [9].

Predisposing factors for adolescent pregnancy include early marriage, gender-based violence [10, 11],
lack of comprehensive sexuality education[12], poor reproductive health services [13] and lack of skills
and power to negotiate safer sex options [10]. Poor parental supervision and single motherhood (due to
parental separation)[14], unstable families, poor mother-daughter relationships[15], limited conversations
between parents and adolescents on issues around sex[7] have also been associated with adolescent
pregnancy. Sexual risk-taking behaviours, including early sexual debut, unprotected sex, multiple sex-
partners, low contraceptive use and negative peer pressure are common among young people in South
Africa [16].

A key strategy to reduce risk factor exposure has been sex education to empower adolescents [12]. Sex
education programs can lead to improved knowledge and better adolescent reproductive health outcome
– including ability to make informed and crucial choices[12, 17]. In addition, economic empowerment can
improve women’s decision-making by changing the power structure in relations, and may enable access
to contraceptives[18, 19]. Other strategies involve engaging families, peers, healthcare services and
schools to support and help adolescents to make decisions that are in their best interest, particularly as
they transition from childhood to adulthood [20].

Studies from Ghana and Tanzania have shown that adolescent girls are able to avoid early pregnancies
and cope well with pregnancy [21, 22]. However, little is known about factors that protect or buffer
sexually-active adolescents against risks of early pregnancy in South Africa. Exploring these protection
mechanisms may inform policies and communication strategies around sex that can support
adolescents in preventing unplanned pregnancies.

This study explored how some adolescent girls in Soweto who experience “early sexual debut” - de�ned
for the purpose of this study as engaging in their �rst sexual experience at or before the age of 15 years –
are able to successfully prevent pregnancy through to age 18 years, while remaining sexually-active in an
environment where rates of teenage pregnancy remain high.

Materials And Methods
Study Design

This qualitative study used in-depth interviews with adolescent girls to understand conversations about
sexual activity, between adolescents and their parents/caregivers, partners, friends/peers, and school;
condom and contraceptive use; and steps that adolescents took, or didn’t take, to prevent early
pregnancies. To guide the researcher’s application of quality assurance measures, the Consolidated
Criteria for Reporting Qualitative Research (COREQ) checklist was utilised [23].
Setting
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Birth to Twenty plus (Bt20+) is a birth cohort of children born within a 7-week period between late April
and early June 1990 [24]. Those enrolled in Bt20 + had continued residence within the metropolitan area
of Johannesburg-Soweto for at least 6 months after birth. The cohort was recruited from antenatal and
public health facilities. The pregnancy prevention study discussed in this paper was nested within the
Bt20 + cohort. Soweto is the largest, most populated and well-known historically disadvantaged township
in South Africa, linked to the anti-Apartheid struggle and political riots[25]. The township covers more
than 200 km2 and has a population of approximately1·3 million[26]. In Soweto, a third of women have
their �rst child by the time they are 19 years old[27].
Eligibility and Participant Recruitment

Purposive sampling was employed to compile a list of eligible participants from the larger Bt20 + cohort.
Women were eligible to participate if they (i) currently lived in Soweto, (ii) had self-reported sexual debut
by age 15 years, reported in earlier waves of the study, (iii) were comfortable speaking English, and (iv)
provided consent to participate. In addition, sampling depended on the women having a pregnancy by
age 18 years. Of 64 eligible women based on residence and age of reported early debut, 24 were identi�ed
as not having been pregnant and 39 had been pregnant by 18 years. Participants were randomly selected
using a random number generator, �ve from each group at a time, and invited into the study. Ten
interviews were conducted with participants in each group, for a total of 20 interviews.

Interview guide and questions were developed according to the following domains and themes (i)
adolescent’s living environment, (ii) Sexual history, condom and contraceptive use, (iii) conversations with
family members, peers, and schools about sex, and (iv) steps taken to prevent pregnancy. A pilot study,
using focus group discussion (FGD) was conducted with the Bt20 + research staff (black Africans) who
understood the local languages including the context where the study was conducted. Staff members
helped in the development of the interview guide, reviewed the questions and provided feedback on the
language of interview questions and cultural appropriateness of topics. Subsequent changes to the
interview guide were made to improve the natural �ow of the conversation and to allow for more probing
questions. As is conventional in qualitative research, interview guides were adjusted throughout data
collection to incorporate questions about emerging topics[28]. An interview guide that was used is
provided as Supplementary �le 1.
Data Collection

Data collection took place between June and July 2014, when participants were 24 years old. All
participants provided written informed consent and were invited to use a pseudonym [to protect their
identity] before the start of the interview. Data were collected through individual semi-structured
interviews at the Bt20 + research facility at Chris Hani-Baragwanath Academic Hospital, Soweto. Each
interview lasted approximately 45–60 minutes. Interviews were conducted in English by KC. However, a
trained female African translator �uent in isiZulu and seSotho, the most commonly spoken local
languages in Soweto, was available in case of need for translation. Additional information collected
during the interviews included adolescents’ living environment, with whom they lived while growing up,
whether they had graduated secondary school, and information about their sexual history. Following each
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interview, the interviewer wrote extensive �eld notes, highlighting the key issues that emerged after each
interview. All participants were reimbursed for travel expenses and were provided refreshments during the
interview.
Researcher characteristics and re�exivity

KC, a young American woman conducted the interviews with the 20 participants; asking culturally
sensitive topic. Being an “outsider” (non-South African) may have in�uenced her views on issues around
sex and sexual behavior. In addition, there were potential concerns about whether participants would be
open and honest in their responses. To mitigate this, KC worked closely with Bt20 + research staff, who
helped in developing questions and reviewing the interview guide to make sure all questions and prompts
were culturally appropriate. In addition, a constant thoughtful process in reviewing �eld notes and
interviews with the participants and other researchers involved in the study allowed �exibility in data
collection, analysis and reporting of study �ndings.

The study received approval by the University of the Witwatersrand Ethics Committee [Ethics Protocol
Number M140481] and Emory University Institutional Review Board [IRB00073568].
Data Analysis

All interviews were audio-recorded and transcribed verbatim. KC began preliminary data analysis while
conducting interviews. After reviewing three transcripts, she created a list of deductive and inductive
codes from the data. The deductive codes came from topics in the interview guide and inductive codes
captured new themes that emerged in the data. She developed a codebook, which included de�nitions,
perceptions and adolescent experiences. This codebook was reviewed by two experts in the research
team. The codebook was revised, and together with the transcripts, were imported into Max Qualitative
Data Analysis (MAXQDA10) qualitative software for data management, coding and analysis. ENB, a
medical anthropologist and an experienced qualitative researcher, independently coded a subsample of
the transcripts and reviewed the coded data for further analysis and classi�cations. Thereafter, ENB and
KC had discussions where they compared and discussed the �nal data classi�cation. They then involved
two other researchers involved in the study, who also reviewed the �nal codes. Discrepancies between the
coding and code de�nitions were discussed until consensus was reached. Thematic analysis was used to
identify themes and patterns in the data. Key emerging themes included the content of conversations that
occurred between the young women and in�uential people in their lives, risks to adolescents becoming
pregnant and protective factors that prevented adolescents from getting pregnant.

Results
Table 1 shows demographic characteristics of participants. All participants were Black Africans, 24 years
old at the time of the interview, and self-reported age of sexual debut by 15 years of age. Many
participants lived with extended family members as primary caregivers. Only one participant reported
living with both parents. Completion of secondary school was more common among those who did not
become pregnant before 18 years (Group 1). 
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Table 1: 

Participants socio-demographic characteristics

 
Total number of
Participants (N=20)

Group 1: Did not
become pregnant
(N=10)

Group 2:
 Became
pregnant
(N=10)

Area of residence during
adolescence    

Soweto 18 9 9
Outside of Soweto* 2 1 1

Primary Caregiver(s) during
adolescence**    

Both parents 1 1 0
Both parents and siblings 3 2 1
Mother 4 2 2
Mother and siblings 3 1 2
Grandparents  3 2 1
Other relatives

(aunt/uncle/cousins/siblings) 6 2 4
Completed high school     

Yes 13 9 4
No 4 0 4
Unknown  3 1 2

* Participants who reported not living in Soweto during adolescence attended boarding
school outside of Soweto or temporarily living in another province
** Participants reported who they lived with as an adolescent - this person or these people
were categorized as “Primary Caregiver(s)”

The results were examined by looking at overall themes and further examining differences between the
two groups of young women. Although both groups were predisposed to similar risk factors to becoming
pregnant, results suggested that participants who did not become pregnant by age 18 years had strong
family support systems, were exposed to conversations about sex, access to information etc., which
helped them to make decisions and choices such as consistent condom use that protected them from
early pregnancies. We present our results along the three key themes that emerged from this study as
discussed in the next section.

1. Conversations about sex

One of the main aims of this study was to investigate whether conversations about sex occurred before
or after the participant’s sexual debut, and how this in�uenced her sexual behavior.

Group 1 Participants (those who did not become pregnant before 18 years):

Participants in group 1 largely reported that they had conversation with their mothers (whether mother
was a primary caregiver or not), followed by relatives e.g. aunts and grandmothers. Most participants
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engaged in conversation about sex before sexual debut.

“[mother] was educating me a lot about sex about using protection, diseases, all the things like sexual
intercourse and pregnancy”.

At age 15, [My] aunt started the conversation because she was a teen mother herself; [Aunt emphasized
that] ‘boys [will] give you babies; you have to be careful of them when you grow up.’
However, one participant narrated that despite her mother being her primary caregiver, she never had any
conversations with her about sex: “I didn’t talk with mother at all […], I wish she had told me about it…”

Others mentioned that conversations with grandmothers or aunts were too general or untimely and only
emerged when adolescents were pregnant or after giving birth – a factor that drove adolescent to get
more information by themselves from other sources:

I didn’t formally sit down before debut and talk about contraceptives or anything, they just talked in
general […]. I had to learn contraceptives myself.
Group 2 participants (those who became pregnant before 18 years):

Out of the ten participants in group 2, six reported that they did not have any conversations about sex
with any of the primary caregivers. One participant believed lack of conversation was due to caregiver not
knowing what to say: “… really they can’t say anything to you because they don’t want you to start [sex]
and then they don’t know what to say really.” Another participant said; “I didn’t know why she
[grandmother] didn’t have the conversations [with me]”.

The few who said that they had conversations about sex reported that conversation was initiated when it
was late – when they were either already sexually-active, pregnant or after giving birth:

She just didn’t really think that I was there or that I was thinking about that [sex]. I think she only maybe
started mentioning it when I got to university, but obviously by then she didn’t know that I had already
started having sex.
She [mother] only started talking to me about sex when I was already pregnant. She probably would have
given me good advice earlier. Maybe I wouldn’t be pregnant by now, raising a child as a single mom.
Interestingly, two participants revealed that they were uncomfortable discussing about sex, as illustrated
below:

It was too odd for me it was like a foreign language for me when she talked about sex with me; it was
because she saw my �rst [menstrual] period.
For the few who had had conversations before or after sexual debut, they found the information helpful,
and it in�uenced their sexual behavior, by guiding them on what they should or shouldn’t do to avoid early
pregnancies. Those who did not engage in any conversation about sex narrated how lack of this
important information in�uenced them to doing things they could have prevented (see summary in Table
2). 
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Table 2: 

Conversation about sex and influence on adolescent sexual behavior

Group 1  
Yes- conversation
with mother
before pregnant
 

“Yes, oh yes…. I learned not to fall pregnant at an early stage, and
diseases, I never had those diseases, like vaginal diseases or whatever”

Yes- conversation
with friends
 

“…some of them [friends] had kids at a very young age. So, it was mostly
their advice that made me think twice about getting myself in such
situations, yes.”
 

Yes- conversation
with family
members

“They [family] supported me and I think it is probably something I want
to do when I have my kids. I want to keep the communication open and
tell them….”
 
 

 
No conversation

“[I] didn’t talk with mother at all. Looking at the experience that I’ve had,
I wish maybe that she had told me more, told me more about it [sex],
maybe I would have waited for a later stage.”

Group 2  
Yes- After
pregnant 
 

“…she was telling me I should always use protection. I think it did
change my behavior because, after talking with her I realized that I will
have to use protection
 

Yes- when
pregnant

“I regret a lot of things when I think about my past. And I really wish that
my mom had taken the time to sit down and talk to me…. I think things
would be a whole lot different”
 

No conversation “I would have liked to talk to grandma though, maybe I wouldn’t have
had sex at such an early age. Maybe I would have made wiser decisions.”

2. Risk factors for early pregnancy

Findings from this study show that participants in both groups experienced similar risks of becoming
pregnant before 18 years of age as discussed below.

Family issues

Adolescents reported family issues, including strict parents, unstable families (fragmented due to divorce,
separation or death of parents), or generally having poor family relationships which hindered
conversations about sex. These challenges exposed adolescents to risks of early pregnancies:

I only talked to my sister […] when my sister told her [mother], she was shouting most of the time. Uhm...,
why did I have sex, why didn’t we use a condom, yeah.
Living with grandparents was particularly di�cult for adolescents to talk about sex and topics around
sexuality due to the generation gap. Some participants thought their elderly grandparents (or parents)
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were too “old-fashioned” to talk about sex.

“I didn’t feel comfortable talking to my grandma about it because she is old”

Limited conversations about sex were also linked to culture and taboos around such topics. For example,
some participants felt that talking about sex would signify being rude to their parents or would signify
that one was already engaging in sex. Others mentioned that conversations about sex were perceived by
their caregivers as a way of encouraging sex:

The Black society, it is totally forbidden to speak to the elders about sex, because if you mention it, they
think you are doing it. If they say anything about it, it seems like they are promoting it.
Peer/friends in�uence

Secondly, both groups of adolescents discussed being exposed to a great deal of negative peer pressure,
particularly surrounding sex and sexual behavior. For example, some reported that older friends who were
sexually experienced tended to have a negative in�uence on participants, and often encouraged them to
have sex even if participants indicated that they weren’t yet ready. One common trend that was discussed
among participants in both groups was the pressure from friends and peers to have sex with one’s
boyfriends, because if they didn’t someone else would.

… [friend said] if you aren’t having sex with your partner, it means that your partner is having sex with
someone else and not you, so you should just do it, they would say. It is nice, just try it…
However, one difference between the two groups of participants was the ability to rise above and
overcome the peer pressure. It was clear that peer pressure existed, and was particularly strong at times,
but many of the participants who did not become pregnant by age 18 years were focused on future goals,
particularly school completion, and took speci�c steps to try and prevent pregnancy.

Religion

Religion was also discussed as a risk factor in the sense that, sex topics were rarely discussed in church
and adolescents who were found engaging in sex were considered sinners. Ultimately, this kind of
perception prevented adolescents from discussing sexual issues that were bothering them with members
of their faith group:

Well in church you can’t really talk about sex because everyone in church is holy…
“At church, they always preach sex before marriage is a sin. So, if you were doing it, you don’t feel
comfortable talking to them [church members] about sex.”

3. Protective factors against early pregnancy

Despite being sexually-active or exposed to several risk factors, more participants from group 1 reported
taking steps or demonstrated ability to navigate choices e.g. consistent condom use to prevent early
pregnancies and desire to �nish school. Family support was key and largely centered on timely
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communication/conversations about sex and providing general guidance to adolescents. Other social
support structures within their community including school, health services and peers were found to be
paramount in helping to protect adolescents from early pregnancies as summarized below:

4. Adolescents’ ability to navigate choices:

The most frequent action mentioned by adolescents who successfully prevented early teenage pregnancy
was consistent condom use. While other methods of protections e.g. contraception pills were cited,
condom use was mentioned as a primary action by almost all the participants who did not become
pregnant by age 18 years. The ability to use protection depended on several factors. One was the ability
to communicate with one’s partner and their partner’s receptivity to using condoms. Participants who
indicated that they had an understanding partner, or had been in a long term relationship with one partner
(as opposed to multiple partners) discussed how helpful this was in negotiating condom use and
preventing early pregnancies:

Yeah, I said [to partner] that we should use condoms and he was very supportive.
Yes, I only had one partner. We were in a long term relationship and we had talked about sex earlier, he
agreed to using condoms until we reached 18 years.
In addition, participants who had prior knowledge about various forms of contraception from their
education or conversations with friends, family members, or clinic staff, were more aware of the ways in
which they could protect themselves:

I mean I knew about fertility and stuff I mean when I was like 9, by the time I became a teenager I was
well aware of sex and yeah.
Moreover, adolescents’ ability to seek additional information and make decisive choices were said to also
protect them from early pregnancies as exempli�ed below:

“It really had nothing to do with her [Aunt], because every time I spoke to her, at the end of the day, its up
to me to choose, so yeah I decided to use condoms”.

5. Family support:

As discussed above, family was a key pillar in supporting adolescents during their adolescence.
Adolescents who mentioned having a good relationship at home, also revealed that their caregivers
introduced conversations about sex in good time. One participant said: “Like I think that I was fortunate
enough that I was in a very open family where sex wasn’t taboo just to speak about it, it wasn’t anything
foreign or anything.”

6. Social support systems:

Other supportive social systems such as school, peers/friends, health services and religion were indicated
to be key in helping adolescents navigate through the decisions they made, and thus helped them to
prevent early pregnancies. First, school was found to be key in supporting adolescents through life
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orientation courses, providing more information not only about pregnancies but also about sexually
transmitted diseases; this communication rarely happened at home. One participant said:

“Uhm they [teachers] taught us everything about sex. They taught us about, uhm, all those menstruations,
STDs [sexually transmitted Diseases] and everything”.

Second, exposure to friends and peers who were also intent to avoid pregnancy helped adolescents in
decision making and positive choices that protected them from an unintended early pregnancy:

We talked about the disadvantages of having sex in high school, and, whether you can get the infections
or get pregnant.
Most participants mentioned that they were more comfortable talking to their peers or friends compared
to older people:

“it was comfortable talking with my friends. They could talk about condoms �avors, etc.”

Third, a few participants also mentioned that health service staff at the clinic were helpful in providing
them information and contraceptives that empowered them to prevent early pregnancy:

The nurse at the clinic… well when we got there, we were actually looking for information about STDs and
STIs, yeah, so she was telling us the different types of STIs we should look out for, how it is contracted,
yeah.
Table 3 provides a summary of themes and illustrative excerpts on factors that protected against
pregnancy before 18 years of age.

Table 3: 

Summary of protective factors against early pregnancy
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Protective factors quotations
Family
support

e.g. living with mother,
lessons from family
members who had children,
having good family
relationships and
conversations about sex,
etc.

“[living with mother] I mean I knew about
fertility and stuff when I was like 9, by the
time I became a teenager I was well aware of
sex.”
“Also, them having kids at a very young age,
so it was more like advising me, that I should
be more informed….”
“My sisters advised me on the abstinence
because of what they went through growing
up…”
 

Ability to
make
informed
choices &
Access to
information
 

This included consistent
condom use; adolescent
initiated condom use, etc.

“I’ve always had condoms with me every time.
They are in my toiletry, my bag, my purse,
always have them. It might not be for me; I
might be with friends somewhere and you
never know.” 

   
  “I went out there looking for information

without anyone telling me to look for
information.”
 
“Magazines, internet, how can I put it? …I
have never really had a problem about
accessing information”
“I make my own decisions. It is just about
me.”
 

School
 
 

Motivation to complete
school, life orientation
courses at school

“Well I think they [school mates] made me
open my eyes at the time, cause I had seem
most of the people in high school, they hadn’t
finished metric if they had got pregnant…, so
all I wanted to do was finish high school.”

  “Uhm they [teachers] taught us everything
about sex.”

Friends/peers Exposure to good
friends/peers 

“Yes…we all advised each other that it is best
to use condoms because we were still at
school”
“…He [partner] was a little bit older than me
so he knew everything you know. So, he was
very cautious in talking me through it…”

Hospital
 
 

Access to the clinic “I used to attend the Birth to Twenty clinic,
and they would tell us everything about sex
[…].”
“We were told at the clinics most of the time,
[…], you find the stalls where they place
condoms and stuff.”

 
 

Discussion
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The novelty of this study is that it includes young women who had sex earlier yet did not become
pregnant. Interviews with the two group of women – those who did not become pregnant before 18 years
and those who became pregnant before 18 years facilitated comparisons between the two groups, thus
enabling us to understand the protective factors against unplanned pregnancies. The key themes that
emerged as protective factors against early pregnancies were: 1) Adolescent’s ability to navigate choices,
future oriented goals and supportive environment to achieve the goals; 2) Family structure, support and
conversations about sex, 3) Social support (peers, school, healthcare services).

Adolescents Ability to navigate choices

Similar to other studies, participants in this study reported having been exposed to risks such as negative
in�uence from friends/peers who pressured them to have sex, culture/taboos and religious beliefs that
prohibited communication about sex amongst young people [10, 11]. Despite this, our �ndings suggest
that adolescents who did not become pregnant by 18 years were able to navigate choices, distinguished
between healthy and unhealthy behaviours, and integrated multiple sources of information to protect
themselves. Ability to navigate choices was largely in�uenced by a supportive family relationships and
positive peers. Our �ndings concur with other studies which have reported that adolescents have the
ability to make positive decisions e.g. consistent condom use[11, 22], which not only protect them from
early pregnancies but also from infections such as HIV [16]. However, this is dependent on having
supportive family and peers – especially those who provides them with relevant information[29]. Other
studies have attributed adolescents’ decision making capacity not only to their social support
systems[20], but also, to their stage of neurodevelopment, including complex reasoning[30]. In addition,
although adolescents are prompted to make decisions based on immediate rewards, we found that
adolescents were also motivated to make positive choices regarding future bene�ts, for example, their
ability to �nish school and live a better life, as reported elsewhere[31]. Generally, the developmental
processes that underlie choices that adolescents make against the risks to which they are exposed to
remain poorly understood and require further investigation.

Family structure and support

The family was key in protecting adolescents against unplanned pregnancies. Adolescents who lived in
families with affectionate, supportive and accepting relationships, or those who were in close relationship
with their mothers, reported having conversations about sex and learning about various preventive
measures. This �nding is consistent with a recent study from Ghana which reported that parents were the
key social actors in advising adolescents on matters relating to sex[21]. A national longitudinal youth
survey in the United States of America (USA) also found that cohesive family environments (e.g.,
communication, attachment, monitoring) are associated with fewer cases of risky sexual behaviors[29].
Conversely, many adolescents who became pregnant before 18 years reported that they came from
unstable families with poor relationships at home, and/or were living with extended family members.
These conditions diminished possibilities of conversations about sex before sexual debut. Previous
studies from South Africa have attributed adolescents’ risky sexual behaviors to a lack of parental
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supervision[32], particularly due to dysfunctional families and poor mother-daughter relationships [15].
Other studies have shown that poor parent-child relationship may in�uence early sexual initiation, drug
use and mental health, particularly depression[33]. Some participants indicated that their
parents/caregivers did not know how and when to introduce conversations around sex[34]. These
�ndings parallel other studies which have reported that most parents struggle to introduce conversations
around sex to adolescents, feeling that adolescents are too young for such conversations [35].

Exposure to Peers/ friends

Adolescents reported the positive in�uence they received from peers/friends including partners, that
helped them from preventing unplanned pregnancies. For example, many participants who did not
become pregnant before 18 years revealed how they were supported by their peers in making decisions to
�nish their studies and protect themselves from risky sexual behaviors (e.g. consistent condom use). In
addition, adolescent who were in a long term/consistent relationship with one partner and those who had
good relationship with their partners revealed that the partners advised them on how to prevent
unintended pregnancies. A recent study from South Africa has highlighted that girls who have sex with a
single partner, as opposed to multiple partner are less likely to get unintended pregnancies[16]. Despite
the commonly reported negative peer in�uence, research indicates that peers play a critical role in the
lives of adolescents by serving as support for one another, and as trusted sources of information[36, 37].
Peer-to-peer support can be encouraged through building knowledge about sexual health issues amongst
youth and providing opportunities to practice intrapersonal/communication skills that can facilitate
effective interactions and support.

Support from school and Health care services

Schooling was found to be a key motivating and protective factor against early pregnancy. Although
adolescents were interviewed when they were 24 years old, those who did not become pregnant before
18 years revealed that they were motivated to �nish secondary school in order to achieve a better future
life. Others indicated that life orientation lessons provided at school were informative and helped them in
their decision making. Findings from this study illuminate the positive aspect of school environments and
calls for education professionals to ensure that adolescents have a good foundation of sexual health
knowledge and encourage adolescent girls to stay in school until completion of their studies. In Kenya,
girls who stayed in school for the subsequent year and were rewarded with free school uniform the
following year, had a 17% less chances of early childbearing compared to a control group[38]. A study in
Malawi also reported a 70% increase in school attendance and reduced adolescent pregnancies through
school interventions such as paying fees for girls and supporting their families [39]. Schools can also
work closely with health services, such as through the Integrated School Health Programme (ISHP) in
South Africa [40] to ensure that adolescent girls and boys have access to health information and other
support that may help them prevent risky sexual behaviors.

Despite the potential role of health services in the provision of reproductive health services to women,
only a few participants mentioned accessing care at the clinics in Soweto. This study did not explore
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further on issues around access to healthcare facilities in Soweto and this warrants further exploration.
However, recent studies in South Africa have postulated that many women continue to face challenges
accessing reproductive health services [41], including cost of care, transport to hospital or poor services
at the hospital [42]. Thus, it is important to strengthen healthcare systems to offer adolescent-friendly
reproductive health services in South Africa [43, 44] and other similar settings.

Implications

We found that when supported, adolescents can make important choices pertaining to their health and
wellbeing, including preventing unwanted pregnancies. As such, policy makers should work to support
adolescents through sex education and access to health information to help them make good choices in
their lives. This is particularly important given that the choices that adolescents make have
consequences in terms of their health and well-being during adulthood [45].

Family plays a crucial role in shaping adolescents’ decisions. However, there were gaps especially where
conversations about sex were not introduced at home, and where family relationships were poor and
parents strict and uncommunicative about sex. Policy makers should devise strategies to ensure that
parents and other caregivers are informed about adolescent health, helping caregivers to see the value in
conversations about sex with their children, introducing conversations on time and appreciating their
lasting impact in improving adolescent health now and in the future. This can be an effective way to
ameliorate the risks reported in this study and can set the stage for future open communication between
parents and children. Importantly, there is need for sexual and reproductive health promotion, for
example, through mass media (TV, radio, internet, social media) that targets adolescents in general – girls
and boys, both those who are sexually-active and those who are not, to provide them with relevant
information on how to prevent early or unplanned pregnancies, or how have a healthy pregnancy and
childbirth[21].

South Africa has a range of well-established policies that aim to address various determinants of
adolescent pregnancy. These includes the youth and adolescent health policy, which aim to strengthen
and provide guidance to efforts aimed at both preventing and responding to health needs of young
people [46]; the national contraception and fertility planning policy aimed at reprioritising contraception
and fertility planning in South Africa [47]; and the comprehensive sexuality education policy guidelines
aimed at preparing teachers to teach sexuality education programmes in schools, and ensuring learners
who get pregnant are not expelled from school [48]. Policy makers should build on such existing policies
by ensuring that these policies are centered around adolescents themselves; and that future interventions
should be framed in ways that are fundamentally empowering for young women. In this regard, policy
makers should also use multi-sectoral approaches, highlighting the potential of family, schools, hospitals,
and peers in promoting and protecting adolescent health.

Limitations
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This study had several limitations. First, results provided here might have been affected by recall bias.
Interviews were conducted when participants were 24 years old, when they were asked about pregnancy
prevention efforts during adolescence, events that occurred as much as 10 years earlier. It is possible that
their re�ections on these factors may differ from what it was like when they were younger. However, most
participants were able to talk a great deal about their efforts, conversations they had with peers and
family members, and steps they took to prevent pregnancy. Second, the results may not be generalizable
to all South Africans, because the sample was selected from the Bt20 + cohort in Soweto, an urban
sample of young people. However, the goal of qualitative research is not to generalize �ndings [49] but to
fully explore individuals’ lived experiences. Lastly, language barrier was a potential limitation given that
the interview did not understand the local African languages. To address this, a female African translator
�uent in isiZulu and seSotho, the most commonly spoken local languages in Soweto, was available if
discrepancies arose or were suspected, although this did not arise in the course of the study.

Conclusion
Findings reported in this study inform the discourse around adolescent health by providing a comparative
analysis of factors that protect adolescents from early pregnancy in contexts where early sexual debut
and teenage pregnancy are common. Adolescents should be supported with relevant information and
communication that will help them prevent unplanned pregnancies. In addition, the role of family and
other caregivers remains key in closely monitoring of the evolving sexuality of adolescents and providing
support in relation to their everyday choices. Policy makers should also work closely with other social
support systems such as schools, health services and peers by ensuring that adolescents have access to
relevant information that could help them prevent early pregnancies.
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