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Abstract: Pregnancy termination is a significant public health challenge in Tanzania, contributing to 
reproductive, emotional, and psychosocial difficulties among sexually active female youth. This 
study analyzed a pooled weighted sample of 13,182 sexually active female youth using data from 
four Tanzania Demographic and Health Surveys conducted between 2004/05 and The overall 
prevalence of pregnancy termination was 9.0%, with rates remaining relatively stable over time: 9.5% 
in 2004/05, 9.3% in 2010, 8.2% in 2015/16, and 9.1% in Adjusted analysis revealed that female youth 
aged 20-24 and those residing in the Eastern region and Zanzibar had higher odds of pregnancy 
termination. Conversely, secondary or higher education, late sexual initiation, current abstinence, 
and contraceptive use were associated with decreased odds of pregnancy termination. These findings 
highlight persistent pregnancy termination rates influenced by age, education level, timing of sexual 
debut, and geographic location. To reduce this prevalence, comprehensive sexual education that 
encourages delayed sexual debut, expanded youth-friendly contraceptive services, enhanced 
educational support for pregnant young women, and policy reforms aimed at improving healthcare 
access are essential. Implementing these strategies may effectively address the complex determinants 
and improve reproductive health outcomes among Tanzanian female youth. 

Keywords: pregnancy termination; Female youth; Trend; Tanzania 
 

Background 

Globally, unintended pregnancy remains a significant public health challenge, with an estimated 
121 million unintended pregnancies occurring annually, of which approximately 61% end up being 
terminated [1]. Pregnancy termination refers to the process of ending a pregnancy by removing the 
contents of a pregnant woman's uterus, typically using medical, surgical, or non-surgical, as well as 
traditional methods [2]. The  2010 to 2014 trend shows that more than 25 million pregnancy 
terminations were reported globally, of these, 15% were among adolescents aged 15 to 19 [3]. Female 
youths aged 15-24 face disproportionate risks, with limited access to comprehensive sexual education 
and family planning services [4]. Despite legal restrictions in many countries, pregnancy termination 
continues to occur covertly, often under unsafe conditions that contribute to maternal mortality and 
morbidity, especially in Sub-Saharan Africa (SSA) and other low- and middle-income countries 
(LMIC) [5]. Understanding the complex interplay of socioeconomic, cultural, and health system 

Disclaimer/Publisher’s Note: The statements, opinions, and data contained in all publications are solely those of the individual author(s) and 
contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to people or property resulting 
from any ideas, methods, instructions, or products referred to in the content.

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 25 April 2025 doi:10.20944/preprints202504.2198.v1

©  2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202504.2198.v1
http://creativecommons.org/licenses/by/4.0/


 2 of 16 

 

factors that influence pregnancy termination decisions among young women is essential for 
developing effective interventions that address root causes rather than symptoms [2]. 

There are an estimated 2.2 million unintended pregnancies annually among adolescents and 
young women in SSA, and more than 25% of them end up in unsafe termination [6]. The SSA region 
faces unique challenges, including high adolescent fertility rates [7], limited contraceptive access [8], 
and restrictive abortion laws in many countries [9], posing the need for understanding this public 
health concern of pregnancy termination. Between 2010 and 2018, an estimated pregnancy 
termination rate of 16.27% occurred in SSA [10]. Of these, 75% were classified as unsafe, and female 
youths accounted for 57% of the reported cases [1]. Research indicates that female youth in SSA who 
seek pregnancy termination often cite educational disruption, economic constraints, partner rejection, 
and social stigma as key motivating factors [2,7,11]. The covert nature of many unsafe pregnancy 
terminations leads to health consequences like maternal death, hemorrhage, infection, and infertility. 
The majority of reported maternal deaths in the region are due to the complications of pregnancy 
termination [6,12,13]. 

The health impact of unsafe pregnancy termination extends beyond immediate physical 
complications to include significant psychological distress, social isolation, and economic hardship 
due to catastrophic health expenditures [14]. Female youths who experience complications from 
unsafe procedures often delay seeking care due to fear of legal repercussions and social stigma, 
increasing the severity of outcomes [11]. Health systems in resource-limited settings are also 
impacted by the cost of treating these preventable complications [15]. Additionally, the intersection 
of pregnancy termination with other health issues, like HIV/AIDS and sexually transmitted 
infections, creates complex challenges that require integrated approaches to sexual and reproductive 
health care for female youths [16]. Research on factors associated with pregnancy termination among 
sexually active female youths is crucial for global health as it addresses a key determinant of maternal 
mortality, particularly in vulnerable populations like female youths [3]. Despite significant policy 
advances through initiatives like the Sustainable Development Goals and the Guttmacher-Lancet 
Commission on Sexual and Reproductive Health and Rights, implementation gaps persist in most 
LMICs  [17,18].   

In Tanzania, pregnancy termination among sexually active female youth represents a significant 
but understudied public health concern [19]. It remains a debatable issue due to restrictive laws that 
only permit the procedure under specific circumstances, such as to save the life or health of the 
pregnant woman or in cases of sexual violence [20]. The legal framework is not only restrictive but 
also lacks clarity, which further hinders women's access to safe pregnancy termination services [19]. 
Even with these legal restrictions, sexually active female youth continue to seek pregnancy 
terminations, often through unsafe methods that contribute to Tanzania's maternal mortality rate 
[19,21]. Despite available studies on pregnancy termination in Tanzania [19,22,23], studying trends 
in pregnancy termination is crucial. Assessing trends helps to elucidate the implications for maternal 
health and informs policymakers about the need for reforms that prioritize women's health rights 
and promote safe practices, which reduce maternal mortality rates linked to unsafe pregnancy 
terminations. The reproductive health landscape for female youth in Tanzania is characterized by 
limited access to comprehensive sex education, inconsistent contraceptive availability, and strong 
sociocultural and religious influences that stigmatize premarital sex and unintended pregnancies, 
which increase the rate of these unsafe practices [24].  

Recent studies indicated that youth in urban areas, those with lower education levels, and those 
experiencing economic hardship are more likely to consider pregnancy termination, though reliable 
data remains scarce due to the sensitive nature of the topic [7,25]. While existing studies have 
provided valuable insights, few have explored the trends of pregnancy termination within the youth 
population. This has left a gap in understanding that the current study seeks to address. This created 
a knowledge gap, which resulted in the need for this study. Therefore, this study aims to assess the 
trends and factors associated with pregnancy termination among sexually active female youth in 
Tanzania by using the 2004/5 to 2022 Tanzania Demographic Health Survey (TDHS). The findings of 
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this research are essential for developing context-specific strategies that can effectively reduce 
maternal deaths, decrease health system burdens, and advance gender equity in health outcomes 
globally. 

 

Methods 

2.Data source and design  

This study was an analytical cross–sectional survey that utilized secondary data spanning from 
the 2004/05 to 2022 TDHS, which conducts nationally representative population-based household 
surveys typically every five years. The Tanzania National Bureau of Statistics conducted the survey 
with the Ministries of Tanzania Mainland and Zanzibar. Tanzania is one of the countries in East 
Africa, covering an area of 945,087 square kilometers, including 61,000 square kilometers of inland 
water. According to the 2022 census, the country has a population of approximately 62 million people 
[26]. 

2.Population and sampling  

A nationally representative cross-sectional study using secondary data from the TDHS covering 
the years 2004/05 to The TDHS, conducted every five years, gathers updated information on health 
and health-related indicators. The sample design of the DHS employed a two-stage sampling process 
to provide national, urban, and rural estimates for both Tanzania Mainland and Zanzibar. In the first 
stage, sampling points (clusters) were selected from enumeration areas (EAs) based on the previous 
Tanzania Population and Housing Census (PHC), using a probability proportional to size (PPS) 
sampling technique. Regions were grouped into zones to minimize sampling errors and enhance 
accuracy in zonal-level estimates. Tanzania was stratified by geographical regions and urban/rural 
classification, with each stratum treated as a distinct sampling domain. In the second stage, 
households were systematically selected from each cluster. To account for unequal selection 
probabilities and non-responses, individual weights were calculated for each respondent. We used 
the Individual recode files (IR) for this study extracted from each survey wave. Women between the 
ages of 15 and 49 who were either inhabitants of the chosen households permanently or guests who 
were there the night before the survey were eligible.  

This study focused on female youth aged 15-24 years. Therefore, women aged ≥25 years were 
excluded. To accurately assess pregnancy termination, women who reported never having had 
sexual intercourse were also excluded, as they would not have experienced pregnancy. Datasets from 
four survey rounds were appended and appropriately weighted to ensure representativeness and 
reliable estimates. The final weighted sample comprised 13,182 sexually active female youth, 
distributed as follows: 2,949 in 2004/05, 2,720 in 2010, 3,788 in 2015/16, and 3,725 in 2022. (Figure 01).  
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Figure Flow chart showing the sample size used in the analysis; data from the Tanzania and demographic health 
surveys 2004/05-2022. 

 

2.Study Variables 

2.3.Dependent variable 

The outcome variable in this study was pregnancy termination, which was assessed using a self-
reported questionnaire item: 'Have you ever had a pregnancy terminated?' and was recorded as a 
binary response (yes/no). Pregnancy termination was defined as any pregnancy that resulted in a 
miscarriage, abortion, or stillbirth, as used by studies in SSA to mitigate socio-desirability bias [27]. 
Young women might reinterpret their experience of induced abortion as a miscarriage or stillbirth, 
as these are less stigmatized and not legally prohibited.  

2.3.Independent variables 

The current study examined variables based on the available data and literature [1,7,23,25]. The 
following variables were included under the individual level; age in years (15–19 or 20–24), education 
level (no formal education, primary or secondary/higher), marital status (never married or ever 
married), wealth index (poor, middle, rich), literacy (literate or illiterate), working status (working or 
not working), contraceptive use (any method or none), sexual initiation (<15 or ≥15 years), literacy 
(literate or illiterate), sex of household head (male or female) and media exposure status was created 
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from the frequency of reading a newspaper or magazine, watching TV, and listening to the radio. If 
a woman has at least one yes, she has considered having media exposure and was coded as (yes or 
no), visiting a health facility in the past 12 months (yes or no), currently abstaining (yes or no), sex of 
household head (male or female), household members (≤5 or ≥6), residence (urban or rural) and 
geographical zones (western, northern, central, southern, lake, eastern and Zanzibar).  

2.Data management and analysis 

To account for the complexity of the survey design, individual sampling weights 
(v005/1,000,000), primary sampling units (clusters), and strata were applied to adjust for the cluster 
sampling design and to control for potential under- or over-sampling. Data cleaning, coding, and 
analysis were conducted using STATA version 18.5 (STATA Corp, College Station, TX). Descriptive 
statistics were summarized using means, standard deviations (SD), and frequencies, with 
proportions for categorical variables. The prevalence of pregnancy termination was calculated as the 
number of female youths who experienced pregnancy termination divided by the total number of 
female youths in the dataset. 

A weighted binary logistic regression model was used to determine factors associated with 
pregnancy termination, with results presented as odds ratios (OR) and 95% Confidence Intervals (CI). 
Univariate analyses were performed by fitting each explanatory variable against the outcome 
variable (pregnancy termination) to produce crude odds ratios (COR). A backward selection method, 
using a p-value of <0.1, was applied to select covariates for inclusion in the final multivariable 
analysis. Before multivariable regression, the variance inflation factor (VIF) was used to assess 
multicollinearity. The resulting mean VIF of 4.61 confirmed the absence of significant 
multicollinearity. Finally, a multivariable weighted logistic regression model was fitted, controlling 
for potential confounders, including respondents’ age, to estimate adjusted odds ratios (AOR) with 
corresponding 95% confidence intervals (CI) to determine the strength and magnitude of the 
associations. All analyses were two-tailed, and a p-value of <0.05 was considered statistically 
significant. 

 

Results 

3.Characteristics of study participants 

Table 1 presents the sociodemographic characteristics of sexually active female youths across 
the survey years. More than half of the women were aged 20-24 years, with an overall mean age of 
20.4 years (standard deviation = 2.5). The majority (>50%) had attained primary education, and a 
similar proportion were literate. Regarding socioeconomic status, over one-third were from the poor 
quintile and nearly half from the rich quintile. In terms of sexual initiation, the majority (>80.0%) had 
their first sexual intercourse aged ≥15 years. As expected, most households were headed by males 
(>70%), and more than 50% of the female youths were employed. More than half had visited a health 
facility in the past 12 months, and nearly half were from households with at least six members. Less 
than one-third of the women were using contraceptive methods, and less than one in five female 
youth were currently abstaining (Table 1).  
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Table Sociodemographic characteristics of sexually active female youth in Tanzania from 2004/05-2022 
(N=13,182). 

Characteristics  TDHS Year 
2004/05 

(N=2949) 
2010 

(N=2720) 
2015/16 

(N=3788) 
2022 

(N=3725) 
Age group (years)     
  15-19 1108 (37.6) 987 (36.3) 1515 (40.0) 1248 (33.5) 
  20-24 1841 (62.4) 1733 (63.7) 2273 (60.0) 2476 (66.5) 
  Mean (±SD) 20.4 (2.5) 20.5 (2.6) 20.2 (2.5) 20.6 (2.4) 
Education Level     
  No formal education 767 (26.0) 507 (18.6) 366 (9.7) 558 (15.0) 
  Primary 1962 (66.5) 1709 (62.8) 2300 (60.7) 1896 (50.9) 
  Secondary/Higher 220 (7.5) 503 (18.5) 1121 (29.6) 1271 (34.1) 
Marital Status     
  Never married 793 (26.9) 911 (33.5) 1317 (34.8) 1251 (33.6) 
  Married 1688 (57.3) 1479 (54.4) 1415 (37.4) 1370 (36.8) 
  Cohabiting 302 (10.2) 131 (4.8) 731 (19.3) 808 (21.7) 
  Separated/Widowed 166 (5.6) 199 (7.3) 324 (8.5) 295 (7.9) 
Literacy 

    

  Illiterate 1088 (36.9) 784 (28.8) 755 (19.9) 729 (19.6) 
  Literate 1861 (63.1) 1936 (71.2) 3033 (80.1) 2996 (80.4) 
Working Status     
  Not working 721 (24.5) 682 (25.1) 1324 (35.0) 1864 (50.0) 
  Working 2228 (75.5) 2038 (74.9) 2463 (65.0) 1861 (50.0) 
Media Exposure     
   No 578 (19.6) 528 (19.4) 544 (14.4) 1140 (30.6) 
   Yes 2371 (80.4) 2192 (80.6) 3244 (85.6) 2585 (69.4) 
Sexual initiation     
   Early (<15 years) 426 (14.5) 412 (15.1) 659 (17.4) 649 (17.4) 
   Late (≥15 years) 2523 (85.5) 2308 (84.9) 3129 (82.6) 3076 (82.6) 
   Mean (±SD) 16.2 (2.1) 16.1 (2.1) 16.3 (2.2) 16.4 (2.1) 
Current contraceptive use     
   None 2316 (78.6) 1931 (71.0) 2625 (69.3) 2610 (70.1) 
   Any method 632 (21.4) 789 (29.0) 1163 (30.7) 1115 (29.9) 
Currently Abstaining     
   No 2467 (83.7) 2336 (85.9) 3243 (85.6) 3273 (87.9) 
   Yes 482 (16.3) 384 (14.1) 545 (14.4) 452 (12.1) 
Wealth Index     
   Poor 1150 (39) 990 (36.4) 1395 (36.8) 1374 (36.9) 
   Middle 543 (18.4) 515 (18.9) 650 (17.2) 701 (18.8) 
   Rich 1256 (42.6) 1215 (44.7) 1743 (46) 1650 (44.3) 
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Visited health facility last 12 
months 

    

   No 1349 (45.8) 1044 (38.4) 1324 (35.0) 1626 (43.7) 
   Yes 1599 (54.2) 1676 (61.6) 2463 (65.0) 2099 (56.3) 
Household size     
   ≤5 1565 (53.1) 1275 (46.9) 1877 (49.6) 2141 (57.5) 
   ≥6 1384 (46.9) 1445 (53.1) 1910 (50.4) 1584 (42.5) 
   Mean (±SD) 6.4 (4.7) 6.9 (4.5) 6.8 (4.6) 6.3 (4.6) 
Sex of Household Head     
   Male 2342 (79.4) 2143 (78.8) 2938 (77.6) 2726 (73.2) 
   Female 607 (20.6) 577 (21.2) 850 (22.4) 999 (26.8) 
Residence     
   Urban 844 (28.6) 809 (29.7) 1344 (35.5) 1255 (33.7) 
   Rural 2105 (71.4) 1911 (70.3) 2444 (64.5) 2469 (66.3) 
Geographical Zones     
   Western 296 (10.0) 274 (10.1) 398 (10.5) 338 (9.1) 
   Northern 294 (10.0) 271 (10.0) 366 (9.7) 347 (9.3) 
   Central 296 (10.1) 230 (8.5) 365 (9.6) 405 (10.9) 
   Southern 678 (23.0) 569 (20.9) 772 (20.4) 781 (21.0) 
   Lake 843 (28.6) 866 (31.8) 1155 (30.5) 1113 (29.9) 
   Eastern 496 (16.8) 468 (17.2) 674 (17.8) 682 (18.3) 
   Zanzibar 46 (1.6) 42 (1.5) 57 (1.5) 59 (1.6) 

 

3.Prevalence and trend of pregnancy termination 

The present study estimated the overall pooled weighted prevalence of pregnancy termination 
among sexually active female youth in Tanzania to be 9.0% (95% CI: 8.4–9.6). Specifically, the 
prevalence varied by year: 9.5% in 2004/05, 9.3% in 2010, 8.2% in 2015/16, and 9.1% in 2022. 
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Figure Trend of pregnancy termination among sexually active female youth in Tanzania from 2004/05–2022. 

3.The trend of pregnancy termination across female youth’s characteristics  

Table 2 indicates the trend and statistical significance for different sociodemographic 
characteristics across the four survey years. Age group, marital status, working status, and 
geographical zones were statistically significant in various years, indicating that these factors had a 
meaningful impact on the prevalence of pregnancy termination. Education level, media exposure, 
and sexual initiation showed varying levels of significance depending on the survey year. 

The prevalence of pregnancy termination for the 15-19 age group decreased from 7.1% in 2004/05 
to 4.7% in 2022, though there were fluctuations in between (such as a slight increase in 2015/16). The 
20-24 age group showed a slight decrease in prevalence over the years but remained relatively stable 
at around 10-12%. Women with no formal education had a higher prevalence of pregnancy 
termination compared to those with primary or secondary/higher education, though the trends 
varied across the years. There is a notable decrease in the prevalence among women with no formal 
education from 12.3% in 2004/05 to 9.9% in 2022. 

Early sexual initiation (<15 years) showed a notable spike in 2010 (13.2%) but returned to a level 
similar to late initiation (≥15 years) in Women using any method of contraception consistently 
showed a lower prevalence of pregnancy termination, with a slight increase in 2022, particularly 
among those who used contraception. Women from poorer households had a consistently higher 
prevalence of pregnancy termination than those from wealthier households across the years, though 
the richest women showed an increase in 2022 (10.9%). 

In terms of geographical locations, Urban women had a higher prevalence of pregnancy 
termination in 2022, with 10.9%, compared to rural women (8.2%). There were noticeable 
geographical differences, particularly in the Eastern zone of mainland Tanzania, where the 
prevalence of pregnancy termination increased dramatically to 15.9% in Other zones, like Central 
and Southern, showed a decrease over time, particularly in 2022 (Table 2). 

Table Percentage distribution of pregnancy termination by background characteristics among sexually active 
female youth from 2004/05–2022 in Tanzania. 

Characteristics TDHS Year 
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2004/05 

(n=279) 

% [95%CI] 

2010  

(n=254) 

% [95%CI] 

2015/16 

(n=310) 

% [95%CI] 

2022 

(n=338) 

% [95%CI] 

Age group (years) * *** *** *** 

   15-19 7.1 [5.5-9.3] 3.3 [2.3-5.0] 5.6 [4.3-7.2] 4.7 [3.6-6.3] 

   20-24 10.7 [9.2-12.8] 12.7 [10.6-

15.2] 

9.9 [8.6-11.4] 11.3 [9.8-12.9] 

Education Level * * *** ns  

   No formal education 12.3 [9.8-15.2] 9.5 [6.9-13.1] 13.0 [9.1-18.3] 9.9 [6.9-13.8] 

   Primary 8.9 [7.5-10.7] 10.6 [8.8-12.7] 8.9 [7.6-10.3] 9.6 [8.2-11.2] 

   Secondary/Higher 4.4 [2.0-9.6] 5.0 [3.0-8.3] 5.2 [3.8-7.1] 7.9 [6.3-9.9] 

Marital Status *** *** *** *** 

   Never married 3.2 [2.0-4.9] 2.2 [1.3-3.6] 3.2 [2.3-4.6] 3.4 [2.4-4.8] 

   Married 11.4 [9.6-13.5] 13.0 [10.9-

15.5] 

10.8 [9.2-12.6] 10.6 [8.7-12.5] 

   Cohabiting 15.8 [11.2-21.9] 9.0 [4.2-18.1] 9.9 [7.8-12.6] 13.2 [10.6-

16.5] 

   Separated/Widowed 8.7 [4.9-14.8] 14.9 [9.3-22.9] 12.9 [8.7-18.7] 15.3 [10.6-

21.6] 

Literacy ns ns ns ns 

   Illiterate 10.3 [8.4-12.6] 9.6 [7.3-12.5] 10.2 [7.7-13.3] 10.6 [7.9-13.9] 

   Literate 8.9 [7.4-10.9] 9.2 [7.5-11.3] 7.7 [6.7-8.8] 8.7 [7.6-9.9] 

Working Status ns * * ns 

   Not working 7.9 [5.6-11.1] 7.0 [5.0-9.8] 5.9 [4.6-7.5] 8.8 [7.4-10.6] 

   Working 9.9 [8.5-11.7] 10.1 [8.5-12.0] 9.4 [8.1-10.9] 9.3 [7.8-11.2] 

Media Exposure ns ns ns ns 

   No 8.1 [5.9-11.0] 8.7 [6.3-11.9] 8.4 [6.0-11.6] 8.3 [6.5-10.7] 

   Yes 9.8 [8.3-11.5] 9.5 [7.8-11.5] 8.1 [7.1-9.3] 9.4 [8.2-10.8] 

Sexual initiation ns * ns * 

   Early (<15 years) 9.5 [6.7-13.2] 13.2 [9.6-17.9] 8.3 [6.2-11.0] 13.3 [10.3-

17.0] 

   Late (≥15 years) 9.4 [8.1-11.0] 8.7 [7.3-10.3] 8.1 [7.1-9.3] 8.2 [7.1-9.5] 

Current contraceptive use * ns ns ns 

   None 10.4 [8.9-12.1] 10.0 [8.2-12.0] 8.5 [7.4-9.8] 8.9 [7.7-10.3] 

   Any method 6.1 [4.3-8.6] 7.8 [5.7-10.6] 7.5 [5.9-9.5] 9.5 [7.7-11.5] 

Currently Abstaining * ns  * ns 

   No 10.2 [8.6-11.9] 9.6 [8.1-11.3] 8.7 [7.7-9.9] 9.3 [8.2-10.5] 

   Yes 6.0 [4.1-8.7] 7.9 [4.6-13.5] 4.5 [2.9-6.8] 7.8 [5.3-11.3] 

Wealth Index ns ns * * 

   Poor 9.6 [7.9-11.6] 8.8 [6.9-11.1] 8.6 [7.1-10.4] 7.6 [6.1-9.4] 

   Middle 10.9 [8.2-14.5] 11.5 [8.1-16.2] 10.5 [8.2-13.3] 7.7 [5.7-10.3] 

   Rich 8.7 [6.7-11.2] 8.8 [6.8-11.4] 6.9 [5.7-8.5] 10.9 [9.2-12.9] 
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Visited health facility last 12 months ns * *** *** 

   No 8.9 [7.3-10.9] 6.9 [5.2-9.2] 5.7 [4.4-7.2] 6.7 [5.3-8.4] 

   Yes 9.9 [8.2-11.8] 10.8 [8.9-13.0] 9.5 [8.3-10.9] 10.9 [9.4-12.7] 

Household size * ns * ns 

   ≤5 11.5 [9.7-13.5] 10.3 [8.1-12.9] 9.4 [7.9-10.9] 10.0 [8.5-11.7] 

   ≥6 7.2 [5.5-9.5] 8.5 [6.8-10.7] 7.1 [5.7-8.5] 7.8 [6.3-9.7] 

Sex of Household Head * * ns  ns 

   Male 10.3 [8.8-12.0] 10.4 [8.7-12.3] 8.0 [7.0-9.2] 9.7 [8.5-11.2] 

   Female 6.3 [4.3-9.1] 5.4 [3.5-8.4] 8.7 [6.4-11.7] 7.3 [5.6-9.5] 

Residence ns ns ns * 

   Urban 8.8 [6.5-11.8] 9.0 [6.4-12.7] 7.1 [5.6-9.0] 10.9 [8.8-13.3] 

   Rural 9.7 [8.3-11.5] 9.5 [7.8-11.4] 8.7 [7.6-10.0] 8.2 [7.0-9.5] 

Geographical Zones ns ns  ns *** 

   Western 8.9 [6.4-12.4] 10.3 [6.0-17.2] 8.8 [6.0-12.8] 10.2 [7.2-14.3] 

   Northern 7.2 [4.7-10.8] 7.7 [4.7-12.6] 4.7 [2.7-8.2] 7.7 [4.9-11.9] 

   Central 10.9 [8.0-14.8] 6.9 [4.2-10.9] 8.6 [6.0-12.2] 4.0 [2.1-7.4] 

   Southern 11.2 [8.6-14.4] 8.5 [6.2-11.4] 8.2 [6.4-10.4] 6.8 [5.3-8.8] 

   Lake 8.5 [5.9-12.3] 10.5 [7.8-13.9] 8.5 [5.9-11.9] 8.2 [6.4-10.5] 

   Eastern 9.1 [6.2-13.0] 9.6 [5.9-15.2] 8.5 [5.9-11.9] 15.9 [12.8-

19.8] 

   Zanzibar 14.5 [10.2-20.3] 12.3 [9.3-16.2] 11.8 [8.5-16.1] 12.8 [8.9-18.0] 

***p<0.001; *p<0.05; ns; not significant  
 

3.Logistic regression analysis of factors associated with pregnancy termination 

 
The results from Table 3 indicate an association between different predictors and pregnancy 

termination. In the adjusted analysis, female youth aged 20-24 years (AOR=1.79, 95%CI: 1.48-2.16) 
had a higher likelihood of pregnancy termination compared to their counterparts. Female youth with 
secondary or higher education were 31% less likely to have pregnancy termination compared to those 
with no formal education (AOR=0.69, 95%CI: 0.52-0.92). In terms of engaging in sexual intercourse, 
female youth who had late initiation (AOR=0.68, 95%CI: 0.56-0.83) had lower odds of pregnancy 
termination compared to their counterparts. Female youth who were currently abstaining had lower 
odds of pregnancy termination compared to their counterparts (AOR=0.60, 95%CI: 0.47-0.78). Female 
youths who use contraception (AOR=0.66, 95%CI:(0.54-0.79) had decreased odds of pregnancy 
termination compared to their counterparts. Regarding geographical zones., female youths in Eastern 
(AOR=1.77, 95%CI:1.28-2.43)) and Zanzibar (AOR=1.53, 95%CI: 1.08-2.15) had higher odds of 
pregnancy termination (Table 3).  

 

Table Logistic regression analysis of factors associated with pregnancy termination (2005-202) among sexually 
active female youth in Tanzania. 

Characteristics  Unadjusted p-value Adjusted p-value  
OR (95%CI) 

 
OR (95%CI) 

 

Age group (years)     
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   15-19 1.00  1.00  
   20-24 2.25 (1.89-2.68) <0.001 1.79 (1.48-2.16) <0.001 
Education Level     
   No formal education 1.00  1.00  
   Primary 0.83 (0.69-1.00) 0.054 0.86 (0.70-1.06) 0.163 
   Secondary/Higher 0.53 (0.41-0.68) <0.001 0.69 (0.52-0.92) 0.012 
Marital Status     
   Never married 1.00  1.00  
   Married 4.09 (3.27-5.14) <0.001 3.65 (2.83-4.70) <0.001 
   Cohabiting 4.39 (3.35-5.75) <0.001 3.86 (2.89-5.16) <0.001 
   Separated/Widowed 4.88 (3.55-6.70) <0.001 3.99 (2.82-5.63) <0.001 
Literacy   -  
   Illiterate 1.00    
   Literate 0.82 (0.69-0.97) 0.020   
Working Status     
   Not working 1.00  1.00  
   Working 1.31 (1.11-1.54) 0.001 1.18 (0.99-1.40) 0.070 
Media Exposure     
   No 1.00  1.00  
   Yes 1.09 (0.91-1.32) 0.317 1.22 (0.99-1.49) 0.061 
Sexual initiation     
   Early (<15 years)   1.00  
   Late (≥15 years)  0.76 (0.63-0.92) 0.004 0.68 (0.56-0.83) <0.001 
Current contraceptive use     
   None 1.00  1.00  
   Any method 0.83 (0.70-0.99) 0.034 0.66 (0.54-0.79) <0.001 
Currently Abstaining     
   No 1.00  1.00  
   Yes 0.66 (0.52-0.84) 0.001 0.60 (0.47-0.78) <0.001 
Wealth Index     
   Poor 1.00  1.00  
   Middle 1.18 (0.97-1.44) 0.098 1.29 (1.05-1.59) 0.016 
   Rich 1.03 (0.87-1.22) 0.732 1.33 (1.08-1.63) 0.007 
Residence   -  
   Urban 1.00    
   Rural 1.01 (0.85-1.19) 0.931   
Geographical Zones     
   Western 1.45 (1.04-2.03) 0.029 1.18 (0.84-1.68) 0.342 
   Northern 1.00  1.00  
   Central 1.10 (0.77-1.58) 0.588 1.03 (0.71-1.49) 0.891 
   Southern 1.29 (0.96-1.75) 0.088 1.25 (0.92-1.70) 0.150 
   Lake 1.34 (0.99-1.82) 0.054 1.09 (0.80-1.49) 0.565 
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   Eastern 1.71 (1.25-2.35) 0.001 1.77 (1.28-2.43) <0.001 
   Zanzibar 2.03 (1.47-2.79) <0.001 1.53 (1.08-2.15) 0.016 

OR; Odds ratio, CI: Confidence Intervals. 

Discussion  

Our study aimed to assess the trends and factors associated with pregnancy termination among 
sexually active female youth in Tanzania by using the 2005 to 2022 TDHS. This study showed a 
pooled weighted prevalence of pregnancy termination among sexually active female youth in 
Tanzania was 9.0%, which aligns with existing literature concerning the complexity of reproductive 
health challenges in the region and East Africa [25]. The reported prevalence is higher than that in 
some SSA countries but also lower compared to some other countries [25].  Previous studies have 
shown that Tanzania exhibits relatively high rates of unintended pregnancies, with approximately 
one million women facing unintended pregnancies yearly, 39% of these resulting in pregnancy 
termination [23]. The observed pooled prevalence still calls for necessary attention to minimize this 
rate and ultimately contribute to safe maternal health. 

The observed trends in prevalence rates in this study suggest a trajectory during the monitored 
years, reflecting varying socio-economic and policy environments affecting women's reproductive 
choices [1]. This trend showed a decline and a slight increase in the prevalence that correlate with 
several factors that hinder effective family planning initiatives in Tanzania [28]. In comparison, the 
study by Ahinkorah emphasized that socio-economic factors are significant determinants in 
maintaining the trend of pregnancy termination rates [7]. The slight uptick in 2022 implies a 
resurgence of unplanned pregnancies linked to the socio-political climate impacting women's health 
services during the COVID-19 pandemic, which resulted in substantial service interruptions, as 
reported by a study assessed by several SSA countries [29]. Hence, while the reported prevalence is 
suboptimal, it also highlights the necessity for more robust health policy initiatives aimed at 
improving reproductive health education and access to safe pregnancy termination services in 
Tanzania. 

This study also established several factors that influence pregnancy termination among female 
youths in Tanzania. The same factors can inform public health interventions in Tanzania, but in other 
SSA countries. The findings from the adjusted analysis reveal that female youth aged 20-24 years 
have a significantly higher likelihood of experiencing pregnancy termination compared to their 
younger counterparts. This aligns with existing literature, which suggests that older female youths 
often face more complex social and economic pressures that contribute to unintended pregnancies 
and resultant terminations [1]. Another study also showed a similar trend, where older youth not 
only exhibit higher sexual activity but also face systemic barriers to accessing reproductive health 
services, thus increasing their vulnerability to unintended pregnancies that end up being terminated 
[25].  

Educational attainment emerged as a crucial factor in reducing pregnancy termination rates. 
This finding is consistent with the assertion that education equips young women with knowledge 
and agency over their reproductive choices [30]. Tanzania has ongoing discussions on whether 
pregnant adolescents can continue with their schooling [31], whereby these findings inform 
policymakers on the importance of education in preventing pregnancy termination. Recent research 
indicates that increased education levels correlate with improved access to contraception and a 
proactive approach to sexual health decision-making [7,9]. Conversely, disparities in education 
amongst Tanzanian youth often exacerbate the prevalence of unintended pregnancies, as those with 
no formal schooling have reported higher rates of sexual initiation and limited contraceptive use [32]. 

Considering the timing of sexual initiation, female youth who engaged in late initiation of sexual 
activities reported lower odds of pregnancy termination. This observation underscores the benefits 
of promoting delayed sexual initiation as a programmatic strategy for addressing adolescent 
pregnancy in Tanzania [33]. Previous studies advocate for comprehensive sex education programs 
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that emphasize the value of abstinence during formative years, which results in fewer unintended 
pregnancies among youths [34]. Such interventions are effective in reducing pregnancy rates across 
various regions, including SSA [33].  

Furthermore, the importance of family planning services is shown by the finding that higher 
contraceptive uptake is associated with lower termination rates, which corroborates the previous 
findings that access to modern contraceptive methods is crucial for mitigating unintended 
pregnancies among young women and hence reducing pregnancy termination for non-medical 
reasons [35]. Additionally, geographical variations were evident, with higher odds of pregnancy 
termination in Eastern regions and Zanzibar. This finding is similar to the previous study, which was 
conducted in Arusha, which is found in Eastern regions and Zanzibar [36]. These regions were also 
found to have higher odds of early sex initiation in the previous study [33]. This regional disparity 
reflects underlying structural and socio-cultural differences that impact access to healthcare services, 
as provinces with restricted reproductive rights often exhibit higher rates of unwanted pregnancies 
and unsafe abortions [33,36]. These findings support an urgent need for tailored reproductive health 
policies that address the unique challenges faced by youths in different geographic contexts within 
Tanzania. 

4.Strength and limitations  

The strengths of this study include its use of a large, nationally representative, weighted sample 
derived from four TDHS rounds and its ability to provide valuable policy insights through the 
analysis of national survey data. Spanning nearly two decades, allowing for robust trend analysis 
and generalizability across Tanzania's diverse regions Nonetheless, limitations must be 
acknowledged. Potential underreporting of pregnancy terminations due to self-reported data, which 
may be subject to recall, social desirability bias, legal restrictions, and stigma surrounding the practice 
in Tanzania. The DHS questionnaire design likely captures only a portion of actual pregnancy 
terminations, as it does not explicitly distinguish between induced abortions and spontaneous 
miscarriages, potentially masking the true prevalence. Additionally, the cross-sectional nature of 
each survey wave limits causal inference, and the study may miss important contextual factors such 
as specific cultural practices, quality of local healthcare services, and individual decision-making 
processes that cannot be captured through standardized survey instruments. These findings can be 
interpreted with the above notations. 

Conclusion  

This study reveals that pregnancy termination among sexually active female youth in Tanzania 
remains a public health concern, influenced by various sociodemographic factors including age, 
educational attainment, timing of sexual initiation, and regional disparities. Implementing 
comprehensive, age-appropriate sexual education programs in schools that emphasize delayed 
sexual debut and responsible reproductive choices will help decrease the rate of unsafe pregnancy 
termination. Healthcare systems should prioritize expanding youth-friendly contraceptive services 
with particular attention to older female youth (20-24 years) who demonstrate higher odds of 
pregnancy termination. Regionally tailored interventions are essential, especially targeting Eastern 
regions and Zanzibar where pregnancy termination rates are elevated. Additionally, strengthening 
educational opportunities for young women appears crucial, as higher education levels correlate with 
lower pregnancy termination rates. Policy reforms should focus on removing barriers to reproductive 
healthcare access while considering the socio-cultural contexts unique to each region. Finally, 
continuous monitoring of pregnancy termination trends through improved data collection methods 
would enable more effective evaluation of interventions and guide resource allocation to address this 
critical reproductive health challenge among Tanzania's female youth population.  
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DHS Demographic Health Survey 
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HIV/AIDS Human immunodeficiency virus/acquired immunodeficiency syndrome  
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SSA Sub-Saharan Africa 
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