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Executive Summary

Introduction

Studies have documented poor sexual and reproductive health (SRH) outcomes among adolescents ages 10 to
19 in many developing countries. These poor outcomes are likely to be exacerbated in contexts such as sub-
Saharan Africa, where the prevalence of teenage pregnancies are high, health care systems are weak, and even
profound disparities in health outcomes exist in settings with relatively good health care services, such as urban
areas. Addressing adolescent sexual and reproductive health needs therefore remains a priority for many
governments in developing countries. The 2015 Kenya National Adolescent Sexual and Reproductive Health
Policy, for instance, recognizes the importance of addressing adolescent sexual and reproductive health needs
for achieving the country’s development goals. Although estimates from the 2014 Kenya Demographic and
Health Survey show the country registered improvements in key reproductive, maternal and child health
outcomes, adolescent outcomes likely remain poor given the challenges associated with adequately addressing
their sexual and reproductive health needs. This report presents findings of further analysis of the 2014 Kenya
Demographic and Health Survey on key sexual and reproductive health outcomes among adolescent girls and
boys 15 to 19 years old in Kenya. Understanding the sexual and reproductive health outcomes of adolescents is,
in turn, important for identifying areas or sub-groups that need attention, and for the design of appropriate
interventions.

Key sexual and Reproductive Health Indicators

o Compared to boys, a lower proportion of adolescent girls interviewed in 2014 attended school at any one
time during the year (68% and 78%, respectively), while a higher proportion of girls than boys had ever
been married (13% and 1%, respectively). Although the proportion of adolescent girls and boys that
attended school at any one time in 2014 was higher in rural than in urban areas, the proportion with
secondary and higher educations was greater in urban than in rural areas. There were, however, no
variations in the proportions of adolescent girls and boys that had ever been married, by type of place of
residence (14% and 13% of urban and rural adolescent girls, respectively, and 1% of urban and rural
adolescent boys).

o More than one third (37%) of adolescent girls and 41 percent of adolescent boys had ever had sexual
intercourse, with sexual activity higher among urban than rural adolescents (41% and 35% of urban and
rural adolescent girls, and 42% and 40% of urban and rural adolescent boys, respectively). Sexual activity
was also higher among older adolescents (18 to 19 years old), those who did not attend school at any time
in 2014, and girls with primary or less education. The proportion of adolescent girls who had ever had
sexual intercourse ranged from 64 percent in West Pokot County to 15 percent in Nyandarua County.

o Eighteen percent of adolescent girls 15 to 19 years old had begun childbearing (i.e. had ever given birth or
were pregnant at the time of the survey). Adolescent childbearing was higher in rural than in urban areas
(19% and 17%, respectively), among 18 to 19 year olds, those with primary or no schooling, those who did
not attend school at any time in 2014, ever married individuals, and those from households in the bottom
two wealth quintiles, with the patterns consistent in both urban and rural areas. Adolescent childbearing
also ranged from 40 percent in Narok County to seven percent in Nyeri County.

o More than one quarter (29%) of adolescent girls who had begun childbearing reported ever experiencing
unintended pregnancy, i.e. a previous birth or current pregnancy, either wanted later (28.8%) or not at all
(0.2%), with the proportion greater in rural than in urban areas (30% and 28%, respectively) among 15 to
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17 year olds, those with secondary and higher educations, those who attended school at any time in 2014,
and never married individuals.

About one quarter (27%) of adolescent girls and 44 percent of adolescent boys who had ever had sexual
intercourse reported using any method of contraception at the time of the survey, with a large proportion
(25% of girls and 43% of boys) using modern methods. Contraceptive use was higher among urban than
rural adolescents, those 18 to 19 years old, and those who did not attend school at any time in 2014. Use
of modern methods among sexually active adolescent girls ranged from 50 percent in Kiambu County—to
none in Garissa and Mandera counties. The most commonly used methods by sexually active adolescent
girls were injectables (48%), condoms (26%), and implants (12%), although use of injectables was higher in
rural than urban areas (53% and 42%, respectively) while use of condoms, implants and pills was higher in
urban than in rural areas.

Most adolescent girls using contraception (47%) obtained the methods from public health facilities, while 25
percent obtained them from private health facilities, and 20 percent obtained them from other sources
including shops, mobile clinics, community-based distributors, and friends or relatives. Public facilities were
major sources for those ages 18 to 19, those with primary or no schooling, those who did not attend school
at any time in 2014, married individuals, and those from the poorest households, while private facilities
were major sources for those 15 to 17 years old, those with secondary and higher educations, and those
from the richest households. A higher proportion of those in urban areas obtained methods from private
rather than public facilities (40% and 34%, respectively), while in rural areas a higher proportion obtained
their methods from public rather than private facilities (56% and 14%, respectively). Unlike adolescent girls,
only 32 percent of adolescent boys using condoms obtained them from a health facility (public or private),
with 66 percent obtaining them from other sources.

Unmet need for contraception was higher among married adolescent girls (23%) than among all married
women (18%), more for spacing (22%) than limiting births (1%), unlike for all married women, for whom it
was equally for spacing and limiting. In addition, unmet need was higher among those ages 18 to 19 (25%),
those with primary or no schooling (24%), and those from the poorest households (32%). It was also higher
in rural than urban areas (29% and 14%), with variations by age, education, and household wealth index. In
urban areas, it was higher among those 15 to 17 years old, those with primary or no schooling, and those
from the poorest households, while in rural areas it was higher among those 18 to 19 years old, those with
secondary and higher educations, and those from households in the extreme and middle quintiles.

Most (71%) adolescent girls not currently using contraception intend to use a method in the future, with the
majority (52%) intending to use a modern method, while a substantial proportion (18%) did not know the
method they intend to use. The proportion that did not know the method they intend to use was higher
among those ages 15 to 17, those who attended school at any time in 2014, and unmarried individuals.
The proportions of non-users who intend to use a method in future were similar in both urban and rural
areas (72% and 71%, respectively), although the proportion that did not know the method they intend to
use was higher in urban than rural areas (22% and 16%, respectively). The proportion of adolescent girls
intending to use a modern method in the future ranged from 89 percent in Nandi County—to two percent in
Wajir—and no non-users in Mandera County reported any intention to use a method in the future.

Most adolescent girls obtained family planning information from radio (66%), followed by print media
including newspapers, magazines or informational materials (49%), and television (39%). The proportions
that heard about family planning from health care workers, public forums, social media, phone or e-mail, or
community leaders were much lower (19%, 19%, 11%, 6% and 24%, respectively). A higher proportion of
adolescent girls in urban than in rural areas obtained family planning information from multiple sources;
girls obtaining family planning information from various sources ranged, with two percent in Wajir to 88
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percent in Taita Taveta hearing family planning information on the radio, three percent in West Pokot to 88
percent in Mombasa from print media, and five percent in Samburu to 86 percent in Nairobi from television.
Regardless of the source of information, there was a positive correlation between the proportion of
adolescent girls accessing information and current use of a method, with counties where access to
information was high generally associated with greater use of a method. Similar to girls, radio was the most
common source of family planning information for boys, followed by television and print media (71%, 39%
and 27%, respectively).

o About one fifth (19%) of ever married adolescent girls asked about experiences of gender-based violence
reported emotional abuse abused (humiliation, threats of harm, insults) by their husbands or partners (16%
in urban and 20% in rural areas). Less than 10 percent of adolescent girls asked about gender-based
violence had experienced sexual abuse, either being forced to have sexual intercourse or perform sexual
acts against their wishes (9% in urban and 5% in rural areas). Only a small fraction (3%) of adolescent
boys asked about gender-based violence reported any sexual abuse (4% in urban and 2% in rural areas).
Physical abuse was the most common gender-based violence among adolescents, with 71 percent of girls
and 58 percent of boys indicating ever being slapped, kicked, dragged, threatened, arm-twisted, pushed, or
choked. The proportion of adolescent girls reporting experiences of physical abuse was higher in urban
than rural areas (75% and 70%, respectively), while the proportion of boys reporting such abuse was higher
in rural than urban areas (59% and 53%, respectively).

Implications

o Low use of contraception among sexually active adolescents coupled with high unmet need among married
adolescent girls, high intentions to use a method in future among non-users, and lack of knowledge of
methods to use, among a substantial proportion of those who intend to use contraception, suggests the
need for concerted efforts to reach this segment of the population with targeted information and services.

o Differences in certain sexual and reproductive health indicators by socio-demographic characteristics
suggest the need for contraceptive information and services responsive to the needs of various groups of
adolescents, especially those hard to reach including the poor, those with low levels of education, and
those in rural or remote areas.

¢ Variations in the importance of various sources of contraceptive information and services suggest that
different contexts require different strategies. The public sector is more important in rural areas than the
private sector is; a mix of the public and private sector approaches might work in urban areas; while in both
contexts, radio would be the most common medium for reaching adolescents with contraceptive
information.

o Although subject to under-reporting, the fact that a selection of ever married adolescent girls reported
emotional abuse by their spouses or partners, and that a selection of adolescents reported sexual abuse,
indicate that SRH interventions should consider addressing intimate partner violence as well as sexual
abuse among this segment of the population.
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Introduction

A number of studies and national surveys in parts of the developing world—such as the Demographic and Health
Surveys—have documented poor sexual and reproductive health (SRH) outcomes among adolescents ages 10
to 19. These outcomes include increased risks of unintended pregnancy, unsafe abortion, miscarriage, pre-term
delivery, low birth weight, neonatal mortality, and sexually transmitted infections (STls) including HIV and AIDS.
The poor reproductive health (RH) outcomes among adolescents have been attributed to low use of
contraception or methods to prevent STI/HIV infection, physiological immaturity, inadequate use of RH care
services, and poor socio-economic conditions (Abou-Zahr and Wardlaw 2003, Alam 2000, Chen et al. 2007,
Conde-Agudelo et al. 2005, Jolly et al. 2000, Magadi et al. 2003, 2007, Magadi 2006, Reynolds et al. 2006).
Moreover, partly because of the cultural views of teenage sexuality and pregnancy, and weak health care
systems, RH services in many parts of the developing world are, in most cases, not oriented for adequately
meeting adolescents’ needs (Katz and Naré 2002, Warenius et al. 2006, Wood and Jakes 2006).

The poor RH outcomes of adolescents are likely to be exacerbated in contexts such as sub-Saharan Africa,
where the prevalence of teenage pregnancies are high, health care systems are weak, and even profound
disparities in health outcomes exist in settings with relatively good health care services such as urban areas
(Fotso 2006, Magadi et al. 2003, 2007, Zere et al. 2007). Poor outcomes are further likely to exert even a greater
burden on the health care systems of many developing countries and result in cyclic patterns whereby services
are heavily geared towards addressing the consequences rather than their causes. Addressing adolescent SRH
needs therefore remains a priority for many governments in developing countries. In Kenya, for instance, the
2015 National Adolescent Sexual and Reproductive Health Policy recognizes the importance of addressing
adolescent SRH needs for achieving the country’s development goals (Republic of Kenya 2015). Although
estimates from the 2014 Kenya Demographic and Health Survey (KDHS) show the country registered
improvements in key reproductive, maternal, and child health outcomes (KNBS et al. 2015), outcomes for
adolescents likely remain poor given the challenges associated with adequately addressing their SRH needs.

This report presents findings of further analysis of the 2014 KDHS on key SRH outcomes among adolescent girls
and boys aged 15 to 19 in Kenya. Understanding the SRH outcomes of adolescents is, in turn, important for
identifying areas or sub-groups that need attention and for designing appropriate interventions. This is in line with
a number of international pronouncements—such as the 1994 International Conference on Population and
Development (ICPD) and the 1995 Fourth World Conference on women (UN/DPI 1995, United Nations 1996)—
that emphasise a rights-based approach to SRH programming for adolescents that entails non-discrimination in
access to SRH information and services as well as involving adolescents in the identification, design and
implementation of SRH programs targeted at meeting their needs. The United Nations Fund for Population
Activities (UNFPA) and the United Nations Children’s Fund (UNICEF) further underscored the importance of
these aspects in addressing young people’s SRH and developmental needs (UNFPA 2007, UNICEF et al. 2002).
The World Health Organization (WHO) also emphasised that for sexual health to be attained and maintained, the
sexual rights of all persons must be respected, protected, and fulfilled (WHO 2005).



Methodology

Data

This report is based on further analysis of the 2014 KDHS data. The 2014 KDHS was a nationally representative
survey of women and men of reproductive age (15-49 and 15-54 years, respectively). A total of 31,079 women
and 12,819 men were interviewed. Unlike previous surveys, the 2014 survey was designed to capture certain
key indicators at the county level. For logistical purposes, some households were selected for the full
questionnaires while others were selected for a short questionnaire aimed at capturing important county
indicators. Of 39,679 households selected for the survey, interviews were completed in 36,430, a household
response rate of 99 percent (KNBS et al. 2015). Slightly less than half (48%) of households where interviews
were completed involved the full questionnaire, and a total of 14,741 women were interviewed from these
households, out of 15,317 eligible, a response rate of 96 percent (KNBS et al. 2015). The rest of the women
interviewed (16,338) were from households selected for the short questionnaire, with a response rate of 97
percent (out of 16,855 eligible). Men were interviewed from every second household selected for the full
questionnaire, with 90 percent of those eligible successfully interviewed. Nineteen percent of all women (5,820)
and 21 percent of all men (2,540) interviewed were between the ages of 15 and 19, and these respondents
constitute the sample for the analysis in this report.

Women who responded to the full questionnaire were asked about their background characteristics, fertility
experiences and preferences, knowledge and use of family planning (FP), maternal and child health, marriage
and sexuality, adult and maternal mortality, work status, husband’s background characteristics, awareness and
behaviors related to HIV and other sexually transmitted infections (STls), domestic violence, female circumcision,
and fistula. The short questionnaire excluded questions about fertility preferences, infant and child feeding
practices, work status, husband characteristics, adult and maternal mortality, domestic violence, female
circumcision, and fistula. The man’s questionnaire, on the other hand, excluded questions about maternal and
child health, adult and maternal mortality, as well as female circumcision and fistula. The domestic violence
module was administered to either a woman or man from a sub-sample of households selected for the full
questionnaire. Further details about the survey are available in KNBS et al. (2015).

Analysis

Analysis for this report focuses on sexual activity, childbearing experiences and intentions, contraceptive use,
exposure to FP messages and experiences of sexual and gender-based violence among adolescent girls and
boys 15 to 19 years old. The analysis entails cross-tabulations of these indicators by adolescents’ background
characteristics including age, education, school attendance in 2014, marital status or experience, and household
wealth quintiles. The analysis is stratified by urban and rural residence, and for all sites combined. Indicators for
adolescent girls are further presented by county, where sample sizes permit, with the overall estimate for each
county and estimate for individuals from households in the bottom three wealth quintiles in the county. It was not
possible to present county estimates for boys because of the small sample sizes. Residential and county-specific
household wealth quintiles were generated for the analysis. All estimates are weighted.



Key Indicators

Background Characteristics

Most adolescent girls and boys interviewed in the 2014 KDHS were between 15 and 17 years old (60% of the
girls and a similar proportion of boys), had primary level educations (50% of girls and 54% of boys), attended
school at any time in 2014 (68% of girls and 78% of boys), had never been married (87% of girls and 99% of
boys), and were from households in the top two wealth quintiles (50% of girls and 45% of boys; Table 1).
Although the proportion of adolescent girls with secondary and higher educations was slightly higher than that of
boys (48% and 45%, respectively), a higher proportion of boys than girls attended school at any one time in 2014
(78% and 68%, respectively). By contrast, a higher proportion of girls than boys had ever been married (13% and
1%, respectively).

Table 1: Distribution of adolescent girls and boys 15 to 19 years old, by background characteristics

Urban Rural All sites
Characteristics Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)

Age group (years)

15-17 52.4 54.2 64.0 62.6 60.3 60.3

18-19 47.6 45.8 36.0 374 39.7 39.7
Highest level of education

No schooling 15 0.8 2.7 1.3 2.3 1.2

Primary 376 40.8 55.7 58.5 49.9 53.5

Secondary and above 60.9 584 4.7 40.2 47.8 453
Attended school at any time in 2014

No 435 27.9 25.2 19.1 31.1 21.6

Yes 55.5 72.0 74.2 80.4 68.3 78.1

Missing 1.0 0.1 0.6 05 0.7 04
Marital experience

Never married 85.6 994 87.4 99.2 86.8 99.3

Currently married/living together 12.8 0.3 1.5 0.7 11.9 0.6

Formerly marrieda 1.6 0.3 1.1 0.1 1.3 0.1
Household wealth quintile

Lowest 13.4 17.2 9.6 8.3 10.8 10.8

Second 14.9 22.1 19.7 20.1 18.2 20.6

Middle 17.2 20.8 23.7 24.3 21.6 234

Fourth 20.9 19.6 25.7 245 242 231

Highest 33.8 20.3 21.3 227 25.3 221
All respondents 100.0 100.0 100.0 100.0 100.0 100.0
Number of respondents 1,859 709 3,961 1,831 5,820 2,540

Notes:  aSeparated/divorced/widowed

Certain characteristics of adolescents varied by place of residence. The proportion of adolescent girls ages 15 to
17 was higher in rural than urban areas (64% and 52%, respectively) with a similar pattern for boys (63% and
54% in rural and urban areas, respectively; Table 1). Similarly, the proportion of adolescent girls attending school
at any one time in 2014 was higher in rural than in urban areas (74% and 56%, respectively), with the same
pattern for boys (80% and 72%, respectively). By contrast, the proportion of adolescent girls with secondary and
higher educations was higher in urban than in rural areas (61% and 42%, respectively), with a similar pattern for
boys (58% and 40%, respectively). The proportion of adolescent girls from households in the top two wealth



quintiles was also higher in urban than in rural areas (55% and 47%, respectively), while for boys the proportion
was higher in rural than urban areas (47% and 40%, respectively). There were no variations in the proportions of
adolescent girls and boys ever been married, by type of place of residence (14% and 13% of urban and rural
adolescent girls, respectively, and 1% of urban and rural adolescent boys).

Sexual activity

Slightly more than one third (37%) of adolescent girls and 41 percent of adolescent boys had ever had sexual
intercourse (Table 2). For both girls and boys, the proportion that had ever had sexual intercourse was highest
among those aged 18 to 19 (60% and 59% for girls and boys, respectively), those who did not attend school at
any time in 2014 (72% and 69%, respectively), and those from second poorest households (44% and 43%,
respectively). By contrast, the proportion of adolescent girls who had ever had sexual intercourse was highest
among those with primary educations or no schooling, while for adolescent boys it was highest among those with
secondary and higher educations. Sexual activity was slightly higher among adolescent girls who did not attend
school at any time in 2014 than among a similar group of adolescent boys. Sexual activity was lower among
never married adolescent girls compared to a similar group of adolescent boys (28% and 40%, respectively).

Table 2: Distribution of adolescent girls and boys 15 to 19 years old who had ever had sexual
intercourse, by background characteristics

Urban Rural All sites
Characteristics Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)

Age group (years)

15-17 24.8 26.0 215 28.9 224 28.2

18-19 58.9 61.2 60.0 58.2 59.6 59.2
Highest level of education

No schooling/primary 474 401 36.8 38.1 39.3 38.5

Secondary and above 37.0 43.6 334 42.5 34.8 42.9
Attended school at any time in 2014

No 67.8 73.3 75.9 66.7 72.3 69.1

Yes 19.3 30.0 21.2 333 20.7 325
Marital experience

Never married 31.2 41.8 26.0 39.4 27.6 40.1

Ever marrieda 100.0 100.0 100.0 100.0 100.0 100.0
Household wealth quintile

Lowest 39.7 39.9 40.2 34.3 40.0 36.8

Second 455 44.0 42.9 41.9 435 42.5

Middle 514 43.0 34.0 415 38.4 41.9

Fourth 43.8 323 35.7 41.2 37.9 39.1

Highest 328 50.5 27.3 36.9 29.7 404
All respondents 411 421 354 39.9 37.2 40.5
Number of respondents 1,859 709 3,961 1,831 5,820 2,540

Notes:  2Formerly or currently married/living with a man/woman.

For both girls and boys, the proportions that had ever had sexual intercourse were higher in urban than in rural
areas (41% and 35%, respectively for girls, 42% and 40%, respectively, for boys; Table 2). Variations in sexual
activity by age, education, school attendance, and marital status in urban and rural areas were largely similar to
the patterns among all girls and boys. In urban areas, however, sexual activity was slightly lower among
adolescent girls who did not attend school at any time in 2014 than among a similar group of boys (68% and



73%, respectively) while in rural areas it was higher among girls who did not attend school than among a similar
group of boys (76% and 67%, respectively).

Variations by county showed that the proportion of adolescent girls who had ever had sexual intercourse was
highest in West Pokot (64%) and lowest in Nyandarua (15%; Table A1 in Appendix). Five counties with the
highest proportion of adolescent girls who had ever had sexual intercourse include West Pokot, Migori, Samburu,
Homa Bay, and Narok, while five counties with the lowest proportion include Nyandarua, Embu, Nyeri, Garissa,
and Murang’a (Figure 1). Five counties with the highest proportion of adolescent girls from households in the
bottom three wealth quintiles who had ever had sexual intercourse include Samburu (61%), Kajiado (60%),
Migori (60%), Homa Bay (56%), and Nairobi (53%), while five counties with the lowest proportions include Embu
(16%), Nyeri (19%), Murang’a (21%), Machakos (21%), and Nyandarua (21%; Table A1).

Figure 1: Counties with highest and lowest proportions of adolescent girls 15 to 19 years old who had
ever had sexual intercourse
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Childbearing Experiences and Intentions
Childbearing Experiences

Similar to the level in 2008-2009, 18 percent of adolescent girls 15 to 19 years old had begun childbearing (i.e.
had ever given birth or were pregnant at the time of the 2014 survey), while only one percent of adolescent boys
had ever impregnated a girl or had a partner who had given birth (Table 3). The proportion of adolescent girls
who had begun childbearing was highest among those 18 to 19 years old, those with primary educations or no
schooling, those who did not attend school at any time in 2014, ever married, and those from households in the
bottom two wealth quintiles. These patterns were consistent in both urban and rural areas. Further analysis
shows that among adolescent girls who had begun childbearing, 14 percent had given birth to at least two
children, which represents a slight increase from the 2008-2009 level of 12 percent (not shown).



Table 3: Distribution of adolescents girls and boys 15 to 19 years old who had begun childbearing,

by background characteristics

Urban Rural All sites
Characteristics Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)

Age group (years)

15-17 9.1 0.1 8.2 0.2 8.5 0.1

18-19 26.3 1.8 36.7 1.7 32.7 1.8
Highest level of education

No schooling/primary 27.0 1.3 23.2 0.8 241 0.9

Secondary and above 111 0.6 11.8 0.7 115 0.6
Attended school at any time in 2014

No 34.6 3.0 57.9 3.1 475 3.0

Yes 2.7 0.0 4.6 0.2 4.1 0.1
Marital experience

Never married 6.7 0.7 8.5 0.3 8.0 04

Ever marrieda 80.4 215 87.1 62.1 84.8 52.8
Household wealth quintile

Lowest 20.2 0.5 24.7 14 229 1.0

Second 26.0 21 26.0 1.3 26.0 15

Middle 27.6 0.2 16.9 0.6 19.6 05

Fourth 18.7 0.0 18.6 0.6 18.6 04

Highest 6.3 1.4 10.2 04 8.5 0.7
All respondents 17.3 0.9 18.5 0.8 18.1 0.8
Number of respondents 1,859 709 3,961 1,831 5,820 2,540
Notes:  2Formerly or currently married/living with a man/woman.

County variations show Narok with the highest proportion of adolescent girls that had begun childbearing, while
Nyeri had the lowest (Table A2). Homa Bay, West Pokot, Tana River, and Nyamira were in the top five counties
with the highest proportions, while Elgeyo Marakwet, Nyandarua, and Lamu were counties with the lowest
proportions of adolescent girls who had begun childbearing (Figure 2). Five counties with the highest proportion of
girls from households in the bottom three wealth quintiles that had begun childbearing include Narok, Kajiado,
Homa Bay, Kwale, and Mombasa, while counties with the lowest proportions include Murang'a, Elgeyo Marakwet,

Nyeri, Embu, and Isiolo (Table A2).

Figure 2: Counties with highest and lowest proportions of adolescent girls who had begun childbearing
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Unintended Pregnancy

More than one quarter (29%) of adolescent girls who had begun childbearing reported ever having an
unintended pregnancy, a previous birth or current pregnancy either wanted later (28.8%) or not at all (0.2%). The
proportion of adolescent girls reporting experiencing unintended pregnancy was higher in rural than in urban
areas (30% and 28%, respectively; Table 4). The proportion was also highest among those 15 to 17 years old,
those with secondary and higher educations, those who attended school at any time in 2014, and never married
individuals. These patterns were consistent in both urban and rural areas. In urban areas, however, the
proportion was highest among girls from households in the middle wealth quintile, while in rural areas it was
highest among those from households in the top wealth quintiles (Table 4).

Table 4: Distribution of adolescent girls 15 to 19 years old who experienced unintended pregnancy,
among those who had begun childbearing, by background characteristics

Urban Rural All sites
Characteristics Number Number Number
Percent Percent Percent
of cases of cases of cases

Age group (years)

15-17 30.9 89 34.1 208 33.2 297

18-19 26.5 233 27.8 523 274 756
Highest level of education

No schooling/primary 24.6 196 24.8 536 24.7 732

Secondary and above 32.7 126 42.8 195 38.8 321
Attended school at any time in 2014

No 254 279 27.2 579 26.6 858

Yes 47.0 28 40.6 135 41.7 163
Marital experience

Never married 38.3 106 45.7 296 440 402

Ever marrieda 221 216 18.6 435 19.8 651
Household wealth quintile

Lowest 24.1 50 20.3 94 21.6 144

Second 16.9 72 27.0 203 24.4 275

Middle 41.9 88 345 159 371 247

Fourth 24.6 73 274 189 26.6 262

Highest 26.6 39 414 86 36.7 125
All respondents 27.8 322 29.6 731 29.0 1,053

Notes:  2Formerly or currently married/living with a man.

Use of Contraception
Current Use of Contraception

Slightly more than one quarter (27%) of adolescent girls and 44 percent of adolescent boys who had ever had
sexual intercourse reported using a method of contraception at the time of the survey, with a large proportion
(25% of girls and 43% of boys) using modern methods (Table 5). For both girls and boys, the proportion using
any method or modern methods was higher in urban than in rural areas. In addition, the proportion using modern
methods was highest among those 18 to 19 years old and those who did not attend school at any time in 2014.
For girls, there was no difference in use of modern methods by education (25% among those with primary or no
education and a similar proportion among those with secondary and higher educations), while use was highest



among those married or living with a man at the time of the survey. For boys, use of modern methods was
highest among never married individuals and those with secondary and higher educations. For both girls and

boys, use of modern methods was lowest among those from the poorest households.

Table 5: Sexually active adolescent girls and boys 15 to 19 years old using contraception, by background

Current use of any method

Characteristics Urban Rural All sites
Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)
Age group (years)
15-17 36.1 46.8 18.0 31.6 20.5 35.1
18-19 35.0 53.9 28.5 49.1 31.0 50.7
Highest level of education
No schooling/primary 33.7 44.4 239 34.4 26.7 36.7
Secondary and above 30.9 56.2 25.2 50.2 21.7 524
Attended school at any time in 2014
No 35.2 52.8 31.3 46.2 32.9 48.7
Yes 229 50.6 15.4 39.1 17.2 419
Current marital status
Unmarried2 234 51.7 19.6 414 21.0 44.4
Married/living with a man/woman 51.4 28.6 34.3 29.0 40.2 28.9
Household wealth quintile
Lowest 33.3 35.7 13.5 39.0 213 37.4
Second 33.2 416 20.3 38.1 238 39.2
Middle 37.5 58.4 26.7 40.5 30.4 45.1
Fourth 34.7 54.4 29.3 426 31.0 44.9
Highest 246 63.7 26.8 441 258 50.4
All respondents 32.2 51.5 24 .4 41.2 271 442
Current use of a modern method
Age group (years)
15-17 25.1 415 16.4 30.6 19.1 33.1
18-19 32.7 52.3 25.7 47.9 28.3 49.3
Highest level of education
No schooling/primary 32.0 38.8 21.9 34.3 24.8 35.3
Secondary and above 28.8 55.1 223 47.7 251 50.4
Attended school at any time in 2014
No 33.1 47.9 28.2 45.6 30.3 46.5
Yes 215 49.6 13.9 37.7 15.8 40.5
Current marital status
Unmarried2 22.3 48.8 17.7 40.2 19.4 42.7
Married/living with a man/woman 477 28.6 31.1 29.0 36.8 28.9
Household wealth quintile
Lowest 33.2 324 11.2 36.6 19.8 34.6
Second 32.8 39.0 18.6 37.7 225 38.1
Middle 33.8 50.8 23.7 38.8 271 41.9
Fourth 30.9 54.4 28.0 42.6 28.9 44.9
Highest 24.0 63.3 227 41.8 23.3 48.7
All respondents 30.3 48.7 221 40.0 25.0 42.5
Number of respondents 764 299 1,400 730 2,164 1,029

Notes:  aNever or formerly married.




There were variations in patterns of use of modern methods among adolescent girls and boys in urban and rural
areas. For instance, among adolescent girls in urban areas, use of modern methods was slightly higher among
those with primary or no educations than those with secondary and higher educations (32% and 29%,
respectively; Table 5). In addition, use of the methods was lowest among those from the richest households. By
contrast, there was no difference in use of modern methods by education among adolescent girls in rural areas
(22% each), while use was lowest among those from poorest households. Overall variations of use of modern
methods among adolescent girls by these characteristics are therefore largely driven by the patterns in rural
areas.

Among boys in urban areas, use of modern methods was slightly higher among those who attended school at
any time in 2014 than those who did not (50% and 48%, respectively), while in rural areas use was higher among
those who did not attend school than those who did (46% and 38%, respectively). Use of modern methods
among boys increased with household socio-economic status in both urban and rural areas, however.

Mombasa county had the highest proportion (52%) of sexually active adolescent girls using any method of
contraception, while Garissa and Mandera had none (Table A3). Machakos, Kiambu, Trans-Nzoia, and Makueni
were among the top five counties with highest proportions of adolescent girls using any method of contraception,
while Samburu, Marsabit, Turkana, Waijir, and West Pokot had the lowest (Table A3). Variations in use of
modern methods show that Kiambu, Kirinyaga, Machakos, Mombasa, and Kisii had the highest proportions of
sexually active adolescent girls using contraceptive methods, while Narok, Turkana, Murang'a, Marsabit, West
Pokot, and Wajir had the lowest (Figure 3).

Figure 3: Counties with highest and lowest proportions of sexually active adolescent girls using modern
methods of contraception
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Method Mix

The most commonly used methods by sexually active adolescent girls were injectables (48%), condoms (26%),
and implants (12%; Figure 4). Although these patterns were consistent in both urban and rural areas, use of
injectables was higher in rural than in urban areas (53% and 42%, respectively) while use of condoms, implants,
and pills was higher in urban than in rural areas.




Figure 4: Method mix among sexually active adolescent girls 15 to 19 years old using contraception
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Sources of Contraception

Most adolescent girls using contraception (47%) obtained their method from public health facilities, 25 percent
obtained them from private health facilities, while another 20 percent obtained them from other sources including
shops, mobile clinics, community-based distributors, and friends or relatives. The proportion that obtained
methods from public health facilities was highest among those aged 18 to 19, those with primary education or no
schooling, those who did not attend school at any time in 2014, married individuals, and those from the poorest
households (Table 6). By contrast, the proportion that obtained methods from private facilities was highest
among those 15 to 17 years old, those with secondary and higher educations, and those from the richest

households.

Table 6: Sources of contraception for adolescent girls 15 to 19 years old, by background characteristics

Urban Rural All sites
Characteristics Public Private Number Public Private Number Public Private  Number
(%) (%)  of cases (%) (%) of cases (%) (%) of cases

Age group (years)

15-17 10.8 51.5 63 411 16.9 98 29.2 30.5 161

18-19 415 36.0 183 62.0 13.3 244 53.2 23.0 427
Highest level of education

No schooling/primary 38.4 38.9 116 66.9 15.2 203 56.5 23.8 319

Secondary and above 294 40.9 130 40.1 13.0 139 34.9 26.5 269
Attended school at any time in 2014

No 35.6 43.2 194 64.3 15.9 237 514 28.1 431

Yes 18.3 31.4 45 341 10.0 96 29.0 16.9 141
Current marital status

Unmarrieda 21.0 36.3 124 40.9 16.3 185 329 24.3 309

Married/living together 46.3 43.7 122 73.9 12.0 157 61.8 25.9 279
Household wealth quintile

Lowest 58.1 10.5 33 79.1 3.8 21 66.2 79 54

Second 422 39.9 41 713 5.9 68 60.2 18.9 109

Middle 271 36.0 62 40.9 225 85 35.1 28.2 147

Fourth 354 41.7 59 56.9 175 106 49.2 26.1 165

Highest 16.8 61.6 51 50.8 10.2 62 354 335 113
All female respondents 33.6 40.0 246 56.0 14.3 342 46.6 251 588

Notes:  aNever or formerly married.
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There were variations in the proportions of adolescent girls who obtained methods from public or private facilities
by urban or rural residence. The proportion that obtained methods from private facilities was higher than from
public facilities in urban areas (40% and 34%, respectively), while in rural areas a higher proportion obtained
their methods from public rather than private facilities (56% and 14%, respectively). Variations in sources of
contraception by age, school attendance, and household wealth quintile in urban and rural areas were similar to
overall patterns. Unlike the overall patterns, however, the proportion that obtained methods from private facilities
in rural areas was slightly higher among those with primary education or less than those with secondary and
higher educations, and among unmarried than married individuals. Overall variations in use of private facilities by
these characteristics were therefore largely driven by patterns in urban areas.

Unlike adolescent girls, only about one third (32%) of adolescent boys using condoms obtained them from a
health facility (public or private), with 66 percent obtaining them from other sources. Similar to adolescent girls,
the proportion obtaining condoms from private facilities was higher than for public facilities in urban areas (15%
and 10%, respectively) while in rural areas a higher proportion obtained them from public rather than private
facilities (31% and 5%, respectively; Table 7). In addition, the proportion of boys who obtained condoms from
public facilities was highest among those of primary educations or no schooling, those who attended school at
any time in 2014, and those from the poorest households. By contrast, the proportion that obtained condoms
from private facilities was highest among those 15 to 17 years old, with secondary and higher education, those
who did not attend school at any time in 2014, and those from the richest households.

Table 7: Sources of condoms for adolescent boys 15 to 19 years old, by background characteristics

Urban Rural All sites
Characteristics Publi Private Number Public Private  Number Public Private  Number
c(%) (%) of cases (%) (%) of cases (%) (%) of cases

Age group (years)

15-17 115 268 41 324 5.9 94 26.1 12.3 135

18-19 9.2 10.6 97 29.5 4.8 178 22.3 6.8 275
Highest level of education

No schooling/primary 15.5 7.6 45 314 3.3 140 27.6 4.4 185

Secondary and above 7.2 19.1 93 295 7.2 132 20.3 12.1 225
Attended school at any time in 2014

No 8.9 21.7 63 25.1 54 100 18.8 1.7 163

Yes 10.7 101 75 33.7 5.1 171 26.8 6.6 246
Household wealth quintile

Lowest 31.2 3.3 14 21.8 8.4 19 25.9 6.2 33

Second 134 133 27 43.9 24 54 33.8 6.0 81

Middle 13.0 126 32 27.9 5.3 66 23.0 7.7 98

Fourth 0.6 35 19 31.8 3.7 77 25.7 3.6 96

Highest 25 27.3 46 21.9 8.3 56 13.3 17.0 102
All male respondents 9.9 15.4 138 30.5 5.2 272 23.6 8.6 410

Notes:  @Never or formerly married.

Unmet Need for Contraception

Unmet need for contraception was higher among married adolescent girls (23%) than among all married women
(18%), although more for spacing (22%) than limiting births (1%), unlike for all married women, for whom it was
equally for spacing and limiting. Unmet need was highest among those 18 to 19 years old (25%), those with
primary education or no schooling (24%), and those from the poorest households (32%; Table 8). Unmet need
was also higher in rural than urban areas (29% and 14%). There were urban and rural variations in unmet need
by age, education, and household wealth index. In urban areas, unmet need was highest among those 15 to 17
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years old, those with primary or no schooling, and those from the poorest households. By contrast, unmet need
in rural areas was highest among those 18 to 19 years old, those with secondary and higher educations, and
those from households in the extreme and middle quintiles (Table 8).

Table 8: Currently married adolescent girls 15 to 19 years old with unmet contraceptive need, by

background
Urban Rural All sites
Characteristics Number Number Number
Percent Percent Percent
of cases of cases of cases

Age group (years)

15-17 17.6 30 19.0 46 18.4 76

18-19 12.3 81 31.8 142 24.8 223
Highest level of education

No schooling/primary 19.6 61 25.1 148 23.5 209

Secondary and above 6.6 50 41.9 40 224 90
Household wealth quintile

Lowest 315 14 315 36 315 50

Second 13.8 18 251 62 225 80

Middle 19.3 35 335 38 26.7 73

Fourth 4.3 39 25.5 35 14.3 75

Highest 0.0 5 31.8 17 24.8 21
All respondents 13.7 111 28.7 188 232 299

Intention to Use Contraception

More than two thirds (71%) of adolescent girls not currently using contraception intend to use a method in future,
with the majority (52%) intending to use a modern method, while a substantial proportion (18%) did not know the
method they intend to use (Table 9). The proportion that intends to use a modern method was highest among
those 18 to 19 years old, those with secondary and higher educations, those who did not attend school at any
time in 2014, married individuals, and those from households in the top two wealth quintiles. The proportion that
did not know the method they intend to use was, on the other hand, highest among those 15 to 17 years old,
those who attended school at any time in 2014, and unmarried individuals. A high proportion of those with
secondary and higher educations and those from the richest households also reported that they did not know the
method that they intend to use (20% and 21%, respectively). The proportion that did not intend to use a method
in future was highest among those 15 to 17 years old, those with primary or no schooling, those who attended
school at any time in 2014, married individuals, and those from the poorest households.

The proportions of non-users who intend to use a method in future were similar in both urban and rural areas
(72% and 71% in urban and rural areas, respectively; Table 9). The proportion that did not know the method they
intend to use was higher in urban than in rural areas (22% and 16%, respectively), however, while the proportion
that intended to use a modern method was higher in rural than in urban areas (54% and 49%, respectively). In
both urban and rural areas, the proportion of adolescent girls who intended to use a modern method in future
was highest among those 18 to 19 years old, those who did not attend school at any time in 2014, and married
individuals. The proportion in urban areas that intended to use a modern method was slightly higher among
those with primary or no schooling, however, than among those with secondary and higher educations (50% and
48% respectively). By contrast, the proportion in rural areas that intended to use such methods was higher
among those with secondary and higher educations than among those with primary or no schooling (60% and
49%, respectively). In addition, the proportions in urban areas that intended to use a modern method were
highest among adolescent girls from households in the extreme ends of the wealth quintile distribution (lowest
and highest), while in rural areas, the proportion increased with socio-economic status (Table 9).
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Table 9: Distribution of adolescent girls 15 to 19 years old not currently using contraception who intend to use a method in future, by background characteristics

and type of method
Characteristics Modern method Traditional method Don’t know method Does not intend to use Number of cases
All Urban  Rural | All Urban  Rural | All Urban Rural All Urban Rural | All Urban  Rural
sites areas  areas | sites areas  areas | sites areas areas sites areas areas | sites areas  areas

Age group (years)

15-17 476 426 494 1.0 1.1 0.9 195 245 17.6 319 318 32.0 1,593 425 1,168

18-19 614 569 63.8 12 14 1.1 139 179 1.7 235 238 234 842 297 546
Highest level of education

No schooling/primary 493 495 49.2 06 10 0.5 155 147 15.7 347 349 34.6 1,222 243 980

Secondary and above 555 480 60.4 15 13 1.7 196 254 15.8 234 253 22.1 1,213 479 734
Attended school at any time in 2014

No 625 61.3 63.4 12 12 1.2 114 158 8.1 249 217 27.2 629 264 365

Yes 489 414 515 10 12 0.9 196 249 17.8 305 325 29.8 1,795 455 1,340
Current marital status

Unmarrieda 510 466 52.8 1.0 1.1 1.0 185 230 16.5 295 293 29.7 2,251 674 1,577

Married/living with a man 69.7 752 67.8 13 22 1.0 6.2 48 6.7 228 179 245 185 48 136
Household wealth quintile

Lowest 379 508 30.5 1.3 33 0.2 129 153 1.5 479 307 57.9 252 92 159

Second 438 512 48.1 16 23 1.1 140 1741 13.1 357 295 374 404 89 316

Middle 50.1 423 52.6 15 1.1 1.7 192 239 17.7 292 327 28.0 539 131 408

Fourth 580 46.3 61.9 09 15 0.7 16.3 207 14.8 249 315 22.7 606 151 455

Highest 570 512 61.0 04 00 0.7 214 253 18.8 212 235 19.6 634 259 375
All respondents 524 485 54.0 1.1 1.2 1.0 175 218 15.7 290 285 29.3 2,436 722 1,714

Notes:  aNever or formerly married
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Nandi County had the highest proportion of adolescent girls who intended to use a modern method in future,
while Wajir had the lowest (89% and 2%, respectively), while no non-users in Mandera County reported any
intention to use a method in future (Table A4). Trans-Nzoia, Kericho, Kisii, Kitui, and Bungoma counties with
highest proportions of adolescents girls intending to use a modern method in the future, while Marsabit, Garissa,
West Pokot, and Lamu were counties with lowest proportions (Figure 5). One third or more adolescent girls in
eight counties did not know the method they intend to use in future: Bomet (33%), Meru (34%), Kiambu (37%),
Taita Taveta (39%), Kisumu (39%), Kirinyaga (39%), Nyamira (45%), and Tharaka-Nithi (50%; Table A4).

Figure 5: Counties with highest and lowest proportions of adolescent girls that intend to use modern
methods of contraception in future
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Exposure to Family Planning Messages
Sources of Information for Girls

Radio was adolescent girls’ most common source of FP information, followed by print media (newspapers,
magazines, informational materials), and television—at 66 percent, 49 percent, and 39 percent, respectively—
providing FP messages in the preceding months (Table 10). The proportion of adolescent girls who heard FP
messages from these sources was highest among those 18 to 19 years old and those with secondary and higher
educations. The proportion also increased with higher household socio-economic status. The proportions of
adolescent girls who heard about FP from health care workers, public forums, social media, phone or e-mail, or
community leaders were much lower (19%, 19%, 11%, 6% and 24%, respectively).

A higher proportion of adolescent girls in urban than rural areas obtained FP information from any source (radio,
television, print media, health care worker, public forums, social media, phone or e-mail, or community leaders;
Table 10). Variations in the proportions that obtained information from radio, television, or print media, by age,
education, and household wealth quintile, in both urban and rural areas, were similar to overall patterns.
Television was the second most important source of FP information for urban adolescent girls, while print media
was the second most important source for those in rural areas, and television third.
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Table 10: Sources of family planning information for adolescent girls 15 to 19 years old, by background

Characteristics Radio Television Print Media Health Provider Public Forums Social media Phone/email Community leaders
Al Urban Rural [All  Urban Rural [All  Urban Rural [All  Urban Rural [All Urban Rural |All Urban Rural [All Urban Rural |All Urban Rural
sites areas areas |sites areas areas |sites areas areas |sites areas areas |sites areas areas |sites areas areas (sites areas areas [sites areas areas

Age group (years)

15-17 60.7 684 578 |335 621 23.0 |442 570 394 |127 172 113 |152 227 124 6.9 153 38 (42 77 29 [208 281 181

18-19 741 744 739 |470 699 331 |572 665 515 |266 287 256 |263 305 238 180 256 133 |76 97 64 (290 273 300

Highest level of education

No schooling/primary 543 625 520 |224 463 158 |340 425 316 |17.0 229 155 |139 218 117 27 49 21 18 31 14 181 231 167

Secondary and above  |77.2 759 780 (548 761 405 |642 715 592 [204 232 189 |249 288 224 195 282 136 (9.2 116 76 (297 302 293

Attended school at any time in 2014

No 707 741 679 |472 684 300 |529 655 428 |31.8 292 334 |225 248 207 165 215 124 |72 98 51 268 286 254

Yes 63.6 691 61.8 |349 635 254 |474 578 440 |10.6 149 95 182 278 151 8.8 191 54 (48 78 38 (228 274 213

Current marital status

Unmarried? 65.5 702 634 |389 664 269 |495 613 444 |149 196 131 |188 264 155 114 220 67 |55 88 441 238 283 219

Married/living withaman (68.3 77.6 629 (372 610 232 (459 621 364 (393 381 399 (246 258 240 9.1 7.3 102 |54 75 44 246 243 248

Household wealth quintile

Lowest 450 648 324 (132 282 37 |335 487 238 |[139 204 9.0 142 221 92 45 88 18 |35 62 1.7 199 303 134

Second 58.0 681 549 |223 438 158 |37.7 56.0 322 |234 220 238 |174 202 16.6 56 80 49 |31 65 20 190 181 193

Middle 65.0 702 631 |298 570 203 |420 533 380 |201 326 162 |198 253 178 7.9 155 52 (42 44 42 (211 268 1941

Fourth 704 715 700 |424 814 275 |534 646 490 |224 291 200 |201 318 156 146 275 96 |68 108 52 (270 238 282

Highest 752 751 752 |635 821 507 |648 705 61.0 |13.0 142 124 |218 269 182 168 262 102 |78 113 54 (281 336 242

All respondents 658 712 633 |38.7 657 265 |491 614 436 |188 231 171 |194 263 163 111 201 741 55 87 441 239 217 222

Number of respondents {2,716 843 1,873 |2,716 843 1,873 |2,716 843 1,873 |1,281 359 922 |2,716 843 1,873 |2,716 843 1,873 |2,716 843 1,873 |2,716 843 1,873

Notes:  aNever or formerly married.
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The proportion of adolescent girls who obtained FP information from radio ranged from two percent in Wajir to 88
percent in Taita Taveta (Table 11). Besides Waijir, counties with the lowest proportions of adolescent girls
obtaining FP information from radio were Turkana (11%), Garissa (12%), and Samburu (13%), while counties
with the highest proportions were Nairobi (84%), Bomet (83%), Homa Bay (82%), and Kericho (81%). Five
counties where television was the most common source of FP information for adolescent girls included Nairobi
(86%), Mombasa (79%), Kiambu (72%), Kajiado (69%), and Kisumu (62%). Television was least common as a
source of FP information in Samburu (5%), Wajir (6%), Nyamira (8%), West Pokot (9%), and Garissa (10%).
Print media, on the other hand, was most common in Mombasa (88%), Tharaka-Nithi (74%), Kiambu (74%),
Nairobi (71%), and Taita Taveta (71%), and least common in West Pokot (3%), Turkana (4%), Samburu (5%),
Marsabit (6%), Mandera (7%), and Garissa (9%; Table 11). Regardless of information source, there was a
positive correlation between the proportion of adolescent girls accessing information and current use of a
method, with counties where access to information was high generally being associated with greater use of a
method (Figure A1). The association was, however, less strong for access to information from health care
workers, social media, phone or e-mail, or community leaders, as evidenced by the less steep trend lines (Figure
A1).
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Table 11: Distribution of sources of family planning information for adolescent girls 15 to 19 years old, by county

County Radio  Television Print Health  Public Social Phone/e- Community Number

media  provider forums media  mail leaders of cases

Baringo 58.0 315 42.6 11.9 23.0 8.1 3.1 449 37
Bomet 82.8 15.0 434 11.7 11.0 45 0.7 10.6 68
Bungoma 78.2 335 39.8 11.2 25.6 4.1 4.4 32.7 148
Busia 64.8 249 43.3 17.6 14.9 3.0 2.9 18.8 75
Elgeyo Marakwet 76.1 28.3 64.7 10.7 275 8.9 4.2 19.3 24
Embu 42.3 18.5 41.6 5.5 58 3.5 1.3 13.8 42
Garissa 12.4 10.5 8.8 5.4 1.2 8.8 0.0 0.0 31

Homa Bay 81.9 19.3 43.7 15.1 27.3 16.2 9.6 248 80
Isiolo 34.2 222 31.3 29.9 20.6 18.9 5.1 35 8

Kajiado 68.2 68.9 61.2 15.6 20.6 34.9 7.3 30.7 44
Kakamega 73.0 24.8 46.7 12.7 8.2 6.1 2.8 275 125
Kericho 80.9 458 64.1 23.8 26.4 10.5 9.9 375 53
Kiambu 715 719 73.7 26.8 20.7 22.7 3.8 41.7 127
Kilifi 53.5 28.7 47.9 19.1 16.2 6.7 41 23.0 106
Kirinyaga 50.4 35.8 29.6 244 12.4 11.5 1.6 5.0 25
Kisii 75.6 36.5 25.9 33.1 11.9 11.8 04 22.0 90
Kisumu 79.0 61.6 56.4 32.6 18.6 15.2 10.0 34.8 95
Kitui 56.7 15.9 36.1 10.7 22.9 12.8 4.6 241 66
Kwale 49.8 21.3 68.5 20.6 11.6 4.1 4.3 3.2 54
Laikipia 33.6 23.3 20.5 19.6 84 29 0.0 104 30
Lamu 57.2 25.8 29.7 7.2 17.2 0.8 34 13.0 11

Machakos 68.4 24.7 41.9 20.6 23.8 8.5 2.1 171 64
Makueni 55.0 325 43.7 11.7 30.7 8.3 4.3 25.8 77
Mandera 35.8 22.8 7.3 29.2 2.0 2.0 2.0 0.0 18
Marsabit 244 223 6.3 9.9 10.2 4.1 1.4 1.4 12
Meru 276 27.3 35.1 20.9 4.4 33 1.2 6.6 94
Migori 72.0 29.1 41.2 28.5 18.1 3.8 4.3 15.5 57
Mombasa 60.3 79.4 88.3 42.0 31.0 16.4 14.9 214 48
Murang'a 54.2 30.6 32.3 7.0 24 21.2 9.3 1.7 63
Nairobi 84.3 86.2 70.6 26.3 40.9 22.8 13.7 36.8 217
Nakuru 78.7 57.5 58.5 39.2 26.7 26.1 10.8 30.4 140
Nandi 67.9 25.0 471 0.0 14.4 4.6 2.8 28.4 58
Narok 66.5 14.2 53.5 30.5 20.0 2.6 1.8 42.0 49
Nyamira 77.2 7.6 57.1 0.0 19.5 1.4 0.0 29.9 23
Nyandarua 76.7 35.7 65.6 13.9 40.2 13.8 12.0 211 26
Nyeri 60.5 471 58.7 8.3 21.8 13.0 12.0 31.8 50
Samburu 13.4 5.4 4.5 16.2 04 0.0 0.0 0.0 9

Siaya 78.2 23.2 443 26.3 13.0 7.6 0.6 2.8 62
Taita Taveta 87.6 30.3 714 0.0 16.4 10.6 12.9 251 15
Tana River 24.9 13.2 10.8 6.3 43 0.4 0.8 0.8 21

Tharaka-Nithi 72.7 46.4 74.0 11.8 56.6 6.2 5.9 38.6 23
Trans-Nzoia 73.0 26.3 59.9 3.8 13.1 6.5 3.8 26.1 80
Turkana 1.3 11.6 4.0 94 1.6 5.6 0.0 0.0 21

Uasin Gishu 62.2 44.0 455 13.9 20.0 7.1 2.3 18.5 68
Vihiga 78.5 53.4 729 13.7 10.4 5.8 12.2 23.0 49
Waijir 1.8 5.6 12.3 6.8 1.1 6.5 1.1 1.1 16
West Pokot 16.9 8.7 2.7 19.7 0.0 0.0 0.0 0.0 15

17




Sources of Information for Boys

Similar to girls, radio was the most common source of FP information for boys, followed by television and print
media (71%, 39% and 27%, respectively; Table 12). The proportion of adolescent boys who obtained information
from these sources was highest among those ages 18 to 19 and those with secondary and higher educations; it
also increased with higher household socio-economic status. In addition, a higher proportion of adolescent boys
in urban than in rural areas obtained FP information from these sources. Variations by age and education in
urban and rural areas were similar to overall patterns. The proportions that obtained information from the sources
also increased by household socio-economic status among boys in rural areas, while in urban areas, there was
wealth gradient in access to information from television but not in radio or print media. The proportion of boys
who obtained information from health care workers was six times lower than that of girls, with no major variations
between urban and rural areas (3% and 2%, respectively; Table 12).

Table 12: Distribution of sources of family planning information for adolescent boys 15 to 19 years old,
by background characteristics

Characteristics Radio Television Print Media Health Provider
All Urban |Rural Al Urban |Rural [All Urban |Rural All Urban | Rural
sites |areas |areas [sites |areas |areas |sites |areas |areas sites |areas |areas

Age group (years)

15-17 659 [69.8 |64.6 331 |555 256 216 (308 18.5 23 3.0 21

18-19 786 (822 |76.9 484 |71.7 |373 342 414 30.8 28 1.8 3.3

Highest level of education

No schooling/primary 629 |[67.2 617 228 |406 (182 125 |17.7 11.2 1.6 2.7 14

Secondary and above  80.8 |81.3 |804 |58.9 |788 |47.7 |435 [485 |408 36 |23 43

Attended school at any time in 2014

No 702 |76.6 |66.5 421 1608 |315 259 (324 222 1.6 1.7 14

Yes 712 |751 |69.8 385 [63.8 (297 26.7 |36.9 231 2.8 2.7 2.8
Current marital status

Unmarried? 710 [756 |69.2 392 [63.0 (299 266 |35.7 23.1 25 24 25

Married/living with a man [67.5 |23.8 |75.2 432 |445 [429 22.7 (100 249 59 0.0 7.0
Household wealth quintile

Lowest 470 |68.7 [29.8 143 259 |5.1 128 |23.3 45 1.6 29 0.5

Second 69.0 [81.8 |63.6 277 |484 (189 19.5 ]30.2 14.9 23 25 2.2

Middle 708 [71.3 |70.6 311|647 |[19.9 260 (443 19.9 25 15 2.8

Fourth 782 (818 |771 457 815 |34.6 291 |36.9 26.7 28 3.6 2.6

Highest 771 724 (787 639 (901 |54.8 379 419 36.6 29 1.9 3.3
All respondents 710 [754 |69.2 392 [629 |[30.0 266 |35.7 23.1 25 24 2.6

Number of respondents {2,540 |709 |1,831 ]2,539 |709 |1,830 ]2,540 |709 1,831 2,537 | 709 1,828

Notes: aNever or formerly married.
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Experiences of Sexual and Gender-Based Violence

Emotional Abuse

About one fifth (19%) of the sample of ever married adolescent girls asked about experiences of gender-based
violence (N=111) reported emotional abused by their husbands or partners (16% in urban and 20% in rural
areas; not shown). Emotional abuse entailed being humiliated, threatened with harm, insulted, or made to feel
bad by the husband or partner. The proportion reporting emotional abuse was higher among those ages 18 to 19
than those 15 to 17 years old (21% and 11%, respectively; N=30 and N=81, respectively; not shown). It was also
nearly four times higher among those with primary or no schooling than among those with secondary and higher
educations (23% and 6%, respectively; N=85 and N=26, respectively; not shown).

Sexual Abuse

Less than 10 percent of adolescent girls asked about gender-based violence had experienced sexual abuse,
being forced to have sexual intercourse or perform sexual acts against their wishes (9% in urban and 5% in rural
areas; Table 13). The proportion that had ever experienced sexual abuse was highest among those ages 18 to
19, those with primary or no schooling, those who did not attend school at any time in 2014, ever married
individuals, and those who had begun childbearing. These patterns were consistent in both urban and rural
areas. There was no clear pattern in the experiences of sexual abuse by household wealth quintiles in urban
areas, while in rural areas it was highest among adolescent girls from the poorest households. Only a small
fraction (3%) of adolescent boys asked about gender-based violence reported any sexual abuse (4% in urban
and 2% in rural areas; Table 13).

Table 13: Distribution of adolescents girls and boys 15 to 19 years old who had experienced sexual

abuse, by background characteristics

Urban Rural All sites
Characteristics Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)

Age group (years)

15-17 3.8 4.2 5.1 24 48 2.8

18-19 17.0 34 6.1 2.1 9.6 2.5
Highest level of education

No schooling/primary 171 2.0 7.5 29 9.7 2.7

Secondary and above 4.3 5.2 3.2 1.3 3.6 2.7
Attended school at any time in 2014

No 15.1 1.9 74 5.7 10.4 45

Yes 4.6 4.5 4.9 1.2 4.8 2.0
Marital experience

Never married 9.3 3.8 5.2 2.3 6.4 2.7

Ever marrieda 9.9 0.0 6.8 0.0 8.0 0.0
Has begun childbearing

No 8.6 3.8 5.3 2.2 6.2 2.7

Yes 12.6 0.0 6.0 10.4 8.4 8.9
Household wealth quintile

Lowest 9.6 7.2 74 0.0 8.3 2.9

Second 13.3 2.0 45 0.9 6.2 1.2

Middle 8.5 0.0 5.7 4.0 6.4 3.1

Fourth 15 6.2 6.2 0.0 5.2 1.2

Highest 12.5 4.2 4.2 5.4 74 5.0
All respondents 94 3.8 54 2.3 6.5 2.7
Number of respondents 280 247 729 703 1,009 950

Notes: aFormerly or currently married/living with a man/woman; Sexual abuse- being forced to have sexual intercourse or to

perform sexual acts against wishes.
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Physical Abuse

Physical abuse was the most commonly reported form of gender-based violence among adolescents, with 71
percent of girls and 58 percent of boys reporting ever having been slapped, kicked, dragged, threatened, arm-
twisted, pushed, or choked (Table 14). The proportion of adolescent girls reporting experiences of physical
abuse was highest among those 18 to 19 tears old, those with primary or no schooling, those who did not attend
school at any time in 2014, ever married individuals, those who had begun childbearing, and those from the
extreme ends of household wealth quintile distribution. These patterns were largely similar for boys, except for
the distribution by childbearing experiences and household wealth quintiles. Adolescent boys who had no
children and those from the extreme ends of the household wealth quintile distribution were the least likely to
report experiencing physical abuse.

Table 14: Distribution of adolescent girls and boys 15 to 19 years old who had experienced physical
abuse, by background characteristics

Urban Rural All sites
Characteristics Female Male Female Male Female Male
(%) (%) (%) (%) (%) (%)

Age group (years)

15-17 70.0 47.5 69.3 59.6 69.5 56.8

18-19 80.5 59.8 70.5 58.8 73.7 59.1
Highest level of education

No schooling/primary 73.6 48.0 714 61.9 71.9 59.2

Secondary and above 75.3 57.3 67.9 54.6 70.2 55.5
Attended school at any time in 2014

No 75.2 50.8 74.3 729 74.6 66.3

Yes 75.1 54.1 68.5 55.2 70.0 54.9
Marital experience

Never married 73.2 52.8 67.8 59.3 69.3 57.6

Ever marrieda 82.0 100.0 87.3 57.9 85.3 67.3
Has begun childbearing

No 73.5 53.0 69.0 59.7 70.1 58.0

Yes 78.2 100.0 74.3 0.0 75.7 14.5
Household wealth quintile

Lowest 56.9 41.0 85.4 46.8 73.8 445

Second 70.8 49.8 67.7 67.6 68.3 63.6

Middle 80.8 58.6 65.6 55.9 69.2 56.5

Fourth 69.3 57.3 62.1 66.9 63.6 65.0

Highest 82.6 55.2 78.7 50.6 80.2 52.1
All respondents 74.5 53.2 69.7 59.3 71.0 57.7
Number of respondents 280 247 729 703 1,009 950

Notes: aFormerly or currently married/living with a man/woman; Physical abuse- being slapped, kicked, dragged, threatened, arm-
twisted, pushed or choked.

The proportion of adolescent girls reporting experiences of physical abuse was higher in urban than rural areas
(75% and 70%, respectively) while the proportion of boys reporting such abuse was higher in rural than in urban
areas (59% and 53%, respectively; Table 14). There were also urban and rural differences in the proportions of
adolescent girls and boys reporting experiences of physical abuse, by education and school attendance. The
proportions of adolescent girls in urban areas reporting physical abuse were similar among those with secondary
and higher as well as lower levels of education. The pattern was similar for school attendance in 2014. By
contrast, in rural areas the proportion was highest among adolescent girls with primary or no schooling and those
who did not attend school at any time in 2014. For boys in urban areas, the proportion was highest among those
with secondary and higher educations and those who attended school at any time in 2014, while in rural areas it
was lowest among those with these characteristics (Table 14).
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Summary and Implications

Summary of Sexual and Reproductive Health Indicators

Compared to boys, a lower proportion of adolescent girls interviewed in 2014 attended school at any one time
during the year (68% and 78%, respectively) while a higher proportion of girls had ever been married (13% and
1%, respectively). Although the proportion of adolescent girls and boys who attended school at any one time in
2014 was higher in rural areas, the proportion with secondary or higher educations was higher in urban areas.
There were, however, no variations in the proportions of adolescent girls and boys who had ever been married,
by type of place of residence (14% and 13% of urban and rural adolescent girls, respectively, and 1% of urban
and rural adolescent boys).

More than one third (37%) of adolescent girls and 41 percent of adolescent boys had ever had sexual
intercourse, with sexual activity higher among urban adolescents (41% and 35% of urban and rural adolescent
girls, and 42% and 40% of urban and rural adolescent boys, respectively). Sexual activity was also higher among
older adolescents (18 to 19 years old), those who did not attend school at any time in 2014, and girls with
primary or education or less. The proportion of adolescent girls that had ever had sexual intercourse ranged from
64 percent in West Pokot County to 15 percent in Nyandarua County.

Eighteen percent of adolescent girls ages 15 to 19 had begun childbearing (i.e. had ever given birth or were
pregnant at the time of the survey). Adolescent childbearing was higher in rural than urban areas (19% and 17%,
respectively), among those 18 to 19 years old, those with primary education or no schooling, those who did not
attend school at any time in 2014, ever married individuals, and those from households in the bottom two wealth
quintiles, with the patterns consistent in both urban and rural areas. Adolescent childbearing ranged from 40
percent in Narok County to seven percent in Nyeri County.

More than one quarter (29%) of adolescent girls who had begun childbearing reported ever experiencing an
unintended pregnancy (i.e. a previous birth or current pregnancy that was either wanted later (28.8%) or not at all
(0.2%)), with the proportion higher in rural than in urban areas (30% and 28%, respectively), among those 15 to
17 years old, those with secondary and higher educations, those who attended school at any time in 2014, and
never married individuals.

About one quarter (27%) of adolescent girls and 44 percent of adolescent boys who had ever had sexual
intercourse reported using any method of contraception at the time of the survey with a large proportion (25% of
girls and 43% of boys) using modern methods. Contraceptive use was higher among urban than rural
adolescents, those aged 18 to 19, and those who did not attend school at any time in 2014. Use of modern
methods among sexually active adolescent girls ranged from 50 percent in Kiambu County to none in Garissa
and Mandera counties. The most commonly used methods by sexually active adolescent girls were injectables
(48%), condoms (26%), and implants (12%), although use of injectables was higher in rural than in urban areas
(53% and 42%, respectively) while use of condoms, implants and pills was higher in urban areas.

Most adolescent girls using contraception (47%) obtained their method from public health facilities, while 25
percent obtained them from private health facilities and 20 percent obtained them from other sources including
shops, mobile clinics, community-based distributors, and friends or relatives. Public facilities were major sources
for those 18 to 19 years old, those with primary education or no schooling, those who did not attend school at
any time in 2014, married individuals, and those from the poorest households, while private facilities were major
sources for those 15 to 17 years old, those with secondary and higher educations, and those from the richest
households. A higher proportion of those in urban areas obtained the methods from private than public facilities
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(40% and 34%, respectively) while in rural areas a higher proportion obtained methods from public rather than
private facilities (56% and 14%, respectively).

Unlike adolescent girls, only 32 percent of adolescent boys using condoms obtained them from a health facility
(public or private), with 66% obtaining them from other sources.

Unmet need for contraception was higher among married adolescent girls (23%) than among all married women
(18%), although it was more for spacing (22%) than limiting births (1%), while for all married women it was
equally for spacing and limiting. In addition, unmet need was higher among those aged 18 to 19 (25%), those
with primary education or no schooling (24%), and those from the poorest households (32%). It was also higher
in rural than in urban areas (29% and 14%) with variations by age, education, and household wealth index. In
urban areas, it was higher among those 15 to 17 years old, those with primary education or no schooling, and
those from the poorest households, while in rural areas it was higher among those 18 to 19 years old, those with
secondary and higher educations, and those from households in the extreme and middle quintiles.

Most (71%) adolescent girls not currently using contraception intend to use a method in the future, with the
majority (52%) intending to use a modern method while a substantial proportion (18%) did not know the method
they intend to use. The proportion that did not know the method they intend to use was higher among those 15 to
17 years old, those who attended school at any time in 2014, and unmarried individuals. The proportions of non-
users that intend to use a method in future were similar in both urban and rural areas (72% and 71%,
respectively) although the proportion that did not know the method they intend to use was higher in urban than
rural areas (22% and 16%, respectively). The proportion of adolescent girls intending to use a modern method in
the future ranged from 89 percent in Nandi County to two percent in Wajir, with no non-users in Mandera County
reporting any intention to use a method in the future.

Most adolescent girls obtained family planning information from radio (66%), then print media, including
newspapers, magazines, or informational materials (49%), and then television (39%). The proportions that heard
about family planning from health care workers, public forums, social media, phone or e-mail, or community
leaders were much lower (19%, 19%, 11%, 6% and 24%, respectively). A higher proportion of adolescent girls in
urban than in rural areas obtained family planning information from multiple sources, and among those the
proportion that obtained family planning information from radio ranged from two percent in Wajir to 88 percent in
Taita Taveta, three percent in West Pokot to 88 percent in Mombasa from print media, and five percent in
Samburu to 86 percent in Nairobi from television. Regardless of information source, there was a positive
correlation between the proportion of adolescent girls accessing information and current use of a method, with
counties where access to information was high generally associated with greater use of a method. Similar to
girls, radio was the most common source of family planning information for boys, followed by television and print
media (71%, 39% and 27%, respectively).

About one fifth (19%) of ever married adolescent girls who were asked about experiences of gender-based
violence reported emotionally abuse (humiliated, threatened with harm, insulted or made to feel bad) by their
husbands or partners (16% in urban and 20% in rural areas). Less than 10 percent of adolescent girls asked
about gender-based violence had experienced sexual abuse, being forced to have sexual intercourse or perform
sexual acts against their wishes (9% in urban and 5% in rural areas). Only a small fraction (3%) of adolescent
boys asked about gender-based violence reported sexual abuse (4% in urban and 2% in rural areas). Physical
abuse was the most common form of gender-based violence among adolescents, with 71 percent of girls and 58
percent of boys indicating that they had ever been slapped, kicked, dragged, threatened, arm-twisted, pushed, or
choked. The proportion of adolescent girls reporting experiences of physical abuse was higher in urban than in
rural areas (75% and 70%, respectively), while the proportion of boys reporting such abuse was higher in rural
than in urban areas (59% and 53%, respectively).
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Implications

o Low use of contraception among sexually active adolescents coupled with high unmet need among married
adolescent girls, high intentions to use a method in future among non-users, and lack of knowledge of
methods to use among a substantial proportion of those who intend to use contraception suggest the need
for concerted efforts to reach this segment of the population with targeted information and services.

o Differences in certain SRH indicators by socio-demographic characteristics suggest the need to make
contraceptive information and services responsive to the needs of various groups of adolescents,
especially those hard to reach including the poor, those with low levels of education, and those in rural or
remote areas.

o Variations in the importance of various sources of contraceptive information and services suggest that
different contexts require different strategies. The public sector is more important in rural areas than the
private sector is, a mix of the public and private sector approaches might work in urban areas while in both
contexts radio would be the most common medium for reaching adolescents with contraceptive information.

o Although subject to under-reporting, the fact that a section of ever married adolescent girls reported
emotional abuse by their spouses or partners, and that a section of adolescents reported sexual abuse,
indicates that sexual and reproductive health interventions should consider addressing intimate partner
violence as well as sexual abuse among this segment of the population.
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Limitations of Analysis

One limitation of the analysis is that it relies on existing cross-sectional data. Thus, although there are notable variations in
some of the SRH indicators by certain characteristics of the adolescents, it is not possible to make causal inferences or
provide explanations for the observed patterns. Small sample sizes might also affect some of the estimates at the county
level and in some instances could not allow for analysis at such level. In addition, indicators of sexual and gender-based
violence may be biased downwards because of under-reporting due to stigma associated with the experiences.
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Appendices

Table A1: Distribution of adolescent girls 15 to 19 years old who had ever had sexual intercourse, by county and
household wealth index

Al adol t airl Adolescent girls from bottom three wealth
County adolescent girls quintiles
Percent Number of cases Percent Number of cases

Baringo 43.1 83 48.3 57
Bomet 46.5 129 46.6 83
Bungoma 30.9 319 28.5 199
Busia 39.6 131 40.6 78
Elgeyo Marakwet 334 51 39.6 31
Embu 16.1 91 16.4 73
Garissa 19.8 67 27.3 3
Homa Bay 53.6 177 56.1 110
Isiolo 32.0 18 33.7 8
Kajiado 427 106 59.9 54
Kakamega 36.6 242 39.9 151
Kericho 48.8 91 52.0 61
Kiambu 39.4 142 34.7 139
Kilifi 33.0 152 34.0 193
Kirinyaga 25.3 54 31.6 34
Kisii 37.7 191 43.5 106
Kisumu 40.0 179 443 85
Kitui 271 169 215 114
Kwale 36.3 132 40.4 90
Laikipia 29.7 65 26.3 50
Lamu 28.8 20 28.8 16
Machakos 29.8 143 20.7 93
Makueni 27.0 168 26.2 98
Mandera 24.2 36 405 13
Marsabit 379 25 31.3 12
Meru 39.9 185 446 138
Migori 60.9 140 59.5 90
Mombasa 353 123 48.3 60
Murang'a 20.0 137 20.6 86
Nairobi 46.2 467 53.0 216
Nakuru 359 295 39.3 188
Nandi 341 133 38.9 87
Narok 51.8 107 52.7 81
Nyamira 46.7 58 471 35
Nyandarua 14.9 67 20.7 45
Nyeri 18.9 101 18.7 55
Samburu 56.0 21 61.2 12
Siaya 37.8 130 314 86
Taita Taveta 249 36 21.2 22
Tana River 394 41 36.2 28
Tharaka-Nithi 441 50 40.7 31
Trans-Nzoia 40.2 185 446 137
Turkana 457 51 35.6 24
Uasin Gishu 447 137 416 87
Vihiga 24.6 98 24.3 47
Waijir 254 41 26.4 23
West Pokot 63.5 38 50.9 21
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Table A2: Distribution of adolescent girls 15 to 19 years old who had begun childbearing, by county
and household wealth index

All adolescent girls

Adolescent girls from bottom three
wealth quintiles

County
Percent Number of cases Percent Number of cases

Baringo 13.2 83 13.5 57
Bomet 24.0 129 26.5 83
Bungoma 14.4 319 1.7 199
Busia 20.8 131 20.6 78
Elgeyo Marakwet 8.7 51 9.5 31
Embu 8.0 91 10.0 73
Garissa 10.2 67 13.2 3
Homa Bay 33.3 177 33.2 110
Isiolo 18.9 18 10.9 8
Kajiado 20.2 106 36.2 54
Kakamega 19.4 242 26.9 151
Kericho 20.5 91 26.5 61
Kiambu 14.1 142 134 139
Kilifi 218 152 244 193
Kirinyaga 11.3 54 15.6 34
Kisii 18.4 191 215 106
Kisumu 15.4 179 19.6 85
Kitui 14.8 169 13.3 114
Kwale 24.2 132 30.0 90
Laikipia 18.7 65 20.3 50
Lamu 10.0 20 1.9 16
Machakos 14.0 143 11.3 93
Makueni 11.1 168 12.3 98
Mandera 10.1 36 15.5 13
Marsabit 16.6 25 20.0 12
Meru 19.9 185 22.8 138
Migori 24.3 140 25.0 90
Mombasa 16.6 123 29.1 60
Murang'a 6.3 137 8.1 86
Nairobi 174 467 254 216
Nakuru 18.4 295 239 188
Nandi 15.6 133 20.0 87
Narok 40.4 107 458 81
Nyamira 27.8 58 28.8 35
Nyandarua 9.7 67 14.4 45
Nyeri 6.9 101 9.8 55
Samburu 25.7 21 22.3 12
Siaya 17.2 130 15.1 86
Taita Taveta 134 36 16.5 22
Tana River 28.2 41 27.2 28
Tharaka-Nithi 13.7 50 12.9 3
Trans-Nzoia 23.3 185 275 137
Turkana 20.2 51 15.1 24
Uasin Gishu 222 137 28.1 87
Vihiga 12.7 98 124 47
Waijir 174 41 13.2 23
West Pokot 28.6 38 26.6 21
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Table A3: Distribution of adolescent girls 15 to 19 years old using contraception, among those who had ever

had sexual intercourse, by county and type of method

County Any method Modern methods Number of
(%) (%) cases

Baringo 14.4 11.9 36
Bomet 12.9 9.7 60
Bungoma 229 229 98
Busia 17.0 17.0 52
Elgeyo Marakwet 30.2 21.8 17
Embu 175 175 15
Garissa 0.0 0.0 13
Homa Bay 35.3 34.1 95
Isiolo 221 20.6 6
Kajiado 16.2 13.8 45
Kakamega 15.5 15.5 89
Kericho 28.4 28.4 44
Kiambu 49.6 49.6 95
Kilifi 18.8 18.8 83
Kirinyaga 45.0 45.0 14
Kisii 39.4 39.4 72
Kisumu 23.3 23.3 71
Kitui 25.3 25.3 46
Kwale 32.1 321 48
Laikipia 13.8 13.8 19
Lamu 16.8 16.8 6
Machakos 50.6 42.9 43
Makueni 46.6 347 45
Mandera 0.0 0.0 9
Marsabit 8.4 53 10
Meru 34.8 34.8 74
Migori 174 15.2 85
Mombasa 51.8 415 44
Murang'a 11.2 6.8 27
Nairobi 36.2 34.4 216
Nakuru 16.2 13.9 106
Nandi 214 20.6 45
Narok 20.1 8.9 56
Nyamira 30.0 28.9 27
Nyandarua 13.1 131 10
Nyeri 19.5 19.5 19
Samburu 10.7 10.7 12
Siaya 229 22.0 49
Taita Taveta 28.4 28.4 9
Tana River 23.8 19.7 16
Tharaka-Nithi 26.3 26.3 22
Trans-Nzoia 474 35.3 74
Turkana 8.2 8.2 23
Uasin Gishu 27.8 26.5 61
Vihiga 14.3 14.3 24
Waijir 34 3.4 10
West Pokot 4.0 4.0 24
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Table A4: Distribution of adolescent girls 15 to 19 years not currently using contraception who intend to use a
method in future, by county and type of method

County Modern Traditional Don’t know _ Does not Number
method method method intend to use | of cases

Baringo 59.1 1.8 7.8 314 34
Bomet 36.0 1.0 334 29.6 66
Bungoma .7 0.0 10.9 174 133
Busia 53.6 1.8 10.8 338 68
Elgeyo Marakwet 499 1.0 15.5 34.5 23
Embu 51.7 0.0 18.2 30.2 42
Garissa 10.7 0.0 0.0 89.3 3
Homa Bay 60.6 1.0 1.0 384 65
Isiolo 285 0.0 114 60.1 8
Kajiado 493 5.4 7.3 379 42
Kakamega 45.0 0.0 23.1 319 117
Kericho 79.7 8.0 0.0 12.3 48
Kiambu 38.3 0.0 36.7 25.0 99
Kilifi 38.7 0.0 14.8 46.5 101
Kirinyaga 32.7 0.0 39.1 28.2 21
Kisii 72.6 1.3 11.9 14.2 74
Kisumu 427 0.0 38.9 18.5 83
Kitui 322 1.6 24.0 42.2 62
Kwale 719 0.0 0.0 28.1 49
Laikipia 60.2 34 12.9 23.6 28
Lamu 27.0 2.7 16.0 54.3 11
Machakos 65.2 0.0 114 23.4 55
Makueni 433 6.4 30.8 194 74
Mandera 0.0 0.0 0.0 100.0 18
Marsabit 9.7 2.0 0.0 88.3 12
Meru 54.9 0.7 337 10.7 83
Migori 35.0 37 6.4 55.0 51
Mombasa 61.9 0.0 8.2 29.9 38
Murang'a 42.3 4.6 26.5 26.7 62
Nairobi 56.2 0.0 26.3 175 171
Nakuru 69.0 0.0 10.8 20.2 131
Nandi 89.2 0.0 1.1 9.6 54
Narok 38.9 0.8 30.9 29.5 45
Nyamira 358 0.0 451 19.1 20
Nyandarua 517 3.1 19.5 25.8 25
Nyeri 47.0 0.0 26.7 26.4 47
Samburu 38.7 0.0 1.3 60.0 8
Siaya 63.9 1.6 6.9 27.6 56
Taita Taveta 331 0.0 38.5 28.4 15
Tana River 34.3 0.0 2.8 62.9 20
Tharaka-Nithi 34.2 0.0 49.7 16.1 21
Trans-Nzoia 80.0 0.0 10.2 9.9 69
Turkana 314 0.0 3.4 65.2 20
Uasin Gishu 61.3 14 6.8 30.5 58
Vihiga 58.1 0.0 11.6 30.3 48
Waijir 2.3 0.0 0.0 97.7 16
West Pokot 221 0.0 0.0 779 14
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Figure A1: County correlations between access to family planning information from specific sources

and current use of contraception among adolescent girls 15 to 19 years old

Correlation between access to information from radio
and current use of a method

Correlation between access to information from
television and current use of a method
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