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Abstract

Background Marriage below the age of 20 brings negative health consequences to female adolescents. Ethiopia is one of
the top ten countries with the highest rates of child marriage despite the minimum legal age at first marriage was 18 years.
Objective To assess the prevalence of adolescent marriage and its associated factors among young women of Delanta
District, North-East Ethiopia.

Methods A community-based cross-sectional study was conducted on 597 adolescent women between the age of 15 and
19. A cluster sampling technique was used for this study. Data were entered and cleaned by EpiData-3.02 and analyzed by
SPSS-20.

Results Around 40% of adolescents were married at the time of the survey. Adolescent marriage was twice higher among
girls below the age of 18 (AOR: 2.12, 95%CI (1.15, 3.90)). Lack of comprehensive knowledge on obstetrics fistula prevention
increases the risk of adolescent marriage by three folds.

Conclusion This study indicated that adolescent marriage was higher in the area. Delaying the age at first marriage by

implementing the Ethiopian Family Code proclamation is needed

Background

Adolescent marriage, which is defined as marriage below the
age of 20, negatively affects the health of female adolescents.
Annually around 21 million women between the age of 15
and 19 years become pregnant in developing countries with
12 million births (Darroch et al., 2016). The minimum age at
marriage varies across countries which are 20 years in Nepal
(September 8, 2016) and 18 years in most countries. The
prevalence of adolescent marriage is higher in sub-Saharan
Africa and South Asia. Around 75% of women in Niger,
66% in Bangladesh, 48% in Burkina Faso, 39% in Nigeria,
41% in Ethiopia, 45% in Somalia, 47% in India, 30% in
Brazil, and 55% in Mali were married by age 18 (United
Nation Population Fund, 2012). In developing countries,
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nearly 33% and 11% of girls are married by age 18 and 15,
respectively, resulting in 39,000 adolescent marriages every
day. Twenty percent of child marriage and 40% of adolescent
girl marriage were in Africa (Hodgkinson et al., 2016).
Ethiopia is a country having 24% of adolescents between the
ages of 10 and 19. The 2016 Ethiopia Demographic and Health
Survey (EDHS) reveals that the median age at first marriage in
women was 17.1 years and nearly 17% of women aged 15-19
were married (Central Statistical Agency, July 2017) though
the minimum age at first marriage for both men and women
is 18 years (Nayak BK, July 2013). Ethiopia is one of the top
ten countries with the highest rates of child marriage (United
Nations Children’s Fund, 2014). It was practiced because of
socioeconomic difficulties, cultural values, religious beliefs, and
women’s low autonomy in decision-making (Montazeri et al.,
2016). Residing in a rural area, having not attended school, being
followers of the Muslim religion, residing in the Amhara region,
and having uneducated families contributing to the highest rate
of adolescent marriage in the country (Erulka, 2013).
Adolescent marriage is a common global problem
violating the human rights of individuals. It increases
the risk of acquiring sexually transmitted diseases(STIs),
cervical cancer, death during childbirth, obstetric fistulas,
premature birth (death as neonates, infants, or children)
(Nour NM, 2006, Nayak BK, July 2013), marital violence
(Raj et al., 2010; Speizer & Pearson, 2011; Yount et al.,
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2016), uncontrolled fertility (Godha et al., 2011), and
education dropout and limits woman’s opportunities
(Svanemyr et al., 2012). Globally, around 50,000-100,000
women are affected by obstetric fistula every year as a
result of childbirth complications. It is common in sub-
Saharan Africa and South Asia, as access to and use of
emergency obstetric care is limited (Tebeu et al., 2012).
More than 110,000 women in Ethiopia had a vaginal fistula
(Ahmed & Tungalp, 2015). In Ethiopia, around 9000 new
cases of obstetrics fistula occur every year. The condition
occurs disproportionately among impoverished girls
and women, especially those that live far from medical
services (DSW, 2011). The most affected groups were
15- to 19-year-old girls (2%). One of the measures to be
taken in the prevention of fistula is the prevention of early
childbearing by banning adolescent marriage (Kalembo &
Zgambo, 2012).

The eligible age range in this study was set between 15
and 19 years following the rationale that they constitute
the most affected age group (Adler et al., 2013) having the
highest risk for both maternal morbidities and mortalities
in the first reproductive life’s of women (Central Statistical
Agency, July 2017, Central statistical Agency, 2007) and
again obstetric fistula as a result of pregnancies below
the age of 20 constitute a large proportion in developing
countries (Tebeu et al., 2012). This group of women is
understudied because of legal reasons to access informed,
written, and voluntary consent from the participant
especially those below the age of 18 (Banke-Thomas et al.,
2013). There are also research gaps on the prevalence and
trends of child marriage and its causes (Svanemyr et al.,
2015).

This research was conducted in the Amhara region,
where the highest number of early marriages in the country
(Inbaraj, 2015). This study aimed to assess the prevalence of
adolescent marriage and its associated factors among women
aged 15 to 19 years in Delanta District, Northeast Ethiopia.

Methods

Study Area and Period. The study was conducted in
Delanta District, which is part of Amhara Regional State
of Ethiopia, located in north-east parts of the country.
Wogeltena is the town for this particular district and is
located in the South Wollo Zone of the Amhara Region and
situated on the main road between Dessie and Amba Mariam
and Lalibela. It is situated at a distance of 494 km north-east
away from Addis Ababa and 325 km east from Bahir Dar.
The majority of the inhabitants (90.78%) followed Ethiopian
Orthodox Christianity, while 9.21% of the population
were Muslim (Central statistical Agency, 2007). The total
population of the district reached 142,009, of which 23.58%
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are women of reproductive age. The district has 6 health
centers and 33 health posts (2014/15 annual report of the
District). The study was conducted from March 22 to 31,
2016.

Study Design. A community-based cross-sectional study
design was conducted.

Populations. All adolescent women of the district
between the ages of 15 to 19 were included in this study.
Women residing in the area for at least six months before
the study were included.

Sample Size Calculation. The sample size was estimated
by using a single population proportion formula based on the
30% prevalence of adolescent marriage in Ethiopia (Erulka,
2013) with a level of precision at 95%, taking 5% for non-
response rate and with a design effect (Deff) of 2. The final
sample size reached 619 after adjustment (N=3577).

Sampling Procedures (Techniques). In Delanta District,
there were 33 rural kebeles and one urban center. They
comprised a total of 3577 women between the age of 15 and
19 years (2014/2015 annual report of the District). Rural kebeles
of the district were stratified into those having health centers
and without the assumption of the presence of health center
within the kebele may results in high awareness in health-
related consequences of early marriage which further influences
marital age. After stratification, six rural kebeles were selected
by simple random sampling techniques (lottery method) and
the urban center was purposively included. Cluster sampling
technique was used to get the desired sample size (n=619). The
survey was conducted 2 weeks before the actual data collection
time and a total of 635 eligible women were identified. In case
of more than one woman in a household during data collection,
only one eligible woman was included by the lottery method
(Fig. 1).

Data Collection Tool and Procedure. A structured
interviewer-administered questionnaire was first prepared
in English and then translated into the local Amharic
language and again re-translated to English to maintain
consistency in translation. Data was collected from each
study subject by using structured Amharic interview
questions. The study subjects were interviewed by six
trained data collectors.

Study Variables

Dependent variable. Adolescent marriage (ever married/
not married).

Independent variables: Age (current age, age at first
marriage, and pregnancy), Marital status, religion, residence,
women education and occupation, awareness of obstetrics
complication, exposure to media, history of contraceptive
use, household head education and occupation, history of
induced abortion, comprehensive knowledge on obstetrics
fistula prevention (OFP), and pregnancy history.
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YW-Young Women ( Women between15 and 19 years)

CST- Cluster Sampling Technique

Fig. 1 Schematic diagram of sampling procedure of adolescent women in Delanta District, 2016

Operational Definitions

Adolescent: Women who belonged to the age between 15
and 19.

Adolescent marriage: Participants were classified as
having adolescent marriage if they were married, divorced,
and widowed at the time of data collection.

Comprehensive knowledge on OFP: Participants
who scored 75% or more on knowledge questions were

classified as having comprehensive knowledge while those
with a score of less than 75% were classified as having not
comprehensive knowledge. The criteria’s used to assess
knowledge on OFP found elsewhere (Banke-Thomas et al.,
2013).

Access to media: Having access to media was considered
if participants had access to one or more of the available
medias (radio, television, magazine).

Kebele: The smallest administrative unit in the district.
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Awareness on obstetrics complications: If a girl
mentioned at least one of the following pregnancy and
childbirth complications (hypertension disorder of
pregnancy, obstructed labor, bleeding, obstetrics fistula,
abortion, ectopic pregnancy, ruptured uterus), she were
considered as having an awareness.

Data quality control: Pretest was conducted before the
main study on 31 girls and the necessary modifications were
made to the instrument to simplify the language but data
on pretest were excluded from the main study. Double data
entry for 10% of the questionnaire was performed to see
consistency in data entry and separately entered data were
checked to correct mismatches.

Data processing and analysis: Data were entered and
cleaned using EpiDATA version 3.02 and analyzed by SPSS
version 20 statistical software. Both descriptive and analytic
analyses were computed. A bivariate logistic regression was
performed, and variables showing association (p <0.2) with
adolescent marriage were entered into multivariate logistic
regression to control the effect of confounding variables.
Factors considered significant in the final model were p <0.05.

Ethical considerations: To conduct the study permission
was obtained from Haramaya University College of Health and
Medical Science after an ethical review of the contents of the
proposal by the University Institutional Health Research Ethics
Review Committee (IHRERC). Letter of support was received
from Delanta District Administration Office for the necessary
facilitation and smooth undertaking of the study. Written,
informed, and signed consent were taken from respondents of
age 18 and above, and for those aged below 18 years informed,
written, and signed consent were taken from their guardian’s
(Biological families, caregiver, and husband) before their
voluntarism and assent from the participants for interview.
Participation in the study was fully voluntary.

Results
Characteristics of Study Participants

A total of 619 contacts were made, whereby 22 declined
to participate, making the total number of respondents to
be 597 (96.4%). Of the 22 who declined to participate, 2
were from the urban group. The mean age of participants
was 17.62 (SD + 1.36) years old and 98.7% were Orthodox
Christianity followers. Among the total sample 28.6% had
not received school education and near to half were students
(Table 1).

Adolescent Marriage and Behavior

The prevalence of adolescent marriage in the area was 38.9%
(95% CI 35, 42.7). Near to 42% of women who have an
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awareness of obstetrics complications, 18% of under-eighteen
girls, and 69% of contraceptive users were married. From
all women who had a history of pregnancy, the majorities
(60.5%) were pregnant before the age of 18 (Table 1).

Factors Associated with Adolescent Marriage

This study showed a significant association between wom-
en’s age and the odds of having a marriage. Women who
were under the age of 18 were three times more likely to
have a marriage (AOR=2.62, 95% CI 1.46, 4.71) than those
who were 18 and above. Those who had access to media
were 66% less likely to engage in marriage (AOR =0.34,
95% CI 0.17, 0.69). Women who were from families of no
formal education had three times more risk of adolescent
marriage (AOR=3.47 95% CI 1.27, 9.48). Women who had
no comprehensive knowledge on OFP were three times more
likely to marry during their adolescent period (AOR 2.92,
95% CI 1.60, 5.33) (Table 2).

Discussion

The results of this showed that the prevalence of
adolescent marriage in Delanta District was 38.9% of
which 42.4% were below the age of 18. The finding was
lower than studies conducted in Bangladesh (68.9%)
(Yount et al., 2016), Serbia (50.4%) (Hotchkiss et al.,
2016), Nepal (53.3%) (Sah et al., 2014), India (58%)
(Raja et al., July 2010), Sudan (45.9%) (Ali et al., 2014),
and Brukinefaso (55%) (Banke-Thomas et al., 2013).
These differences could be attributed with the current
study were the most recent, difference in study subjects
whereby most of the above studies were retrospectively
collected from already married women’s above the age
of 20, differences in the legal age at first marriage and
socio-cultural differences mainly of religion and ethnicity
across countries. The result was higher than the national
data 17% in 2016 (Central Statistical Agency, July 2017)
and 26.7% in 2005 (Central Statistical Agency [Ethiopia]
and ORC Macro, 2006). The higher the prevalence
could be attributed with the national survey included
most urbanized areas whereby adolescent marriage was
unlikely. This result exposes the contradiction between
situations on the ground and what the law prescribes,
whereby the legal age for marriage is set at 18 years
for girls in Ethiopia (Ethiopia, 2007). This effectively
signifies the importance of reaching out to girls with
reproductive health messages.

According to this study, adolescent marriage was higher
in rural areas (41.0% in rural vs 27.2% in urban). The
practice of child marriage was common among girls who
reside in rural locations (Hotchkiss et al., 2016; Ali et al.,
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2014; United Nations Children’s Fund, 2014). Women living
in rural areas could have lower access and exposure to mass
media which might further reduce their level of awareness
and knowledge on health-related issues. Bringing changes
in attitudes, social norms, and behaviors that may lead to
positive public health outcomes in rural areas might be
challenging (Asp et al., 2014). A study on knowledge about
reproductive health among Bangladesh women also showed
that rural women had lower knowledge than their urban
counterparts (14% vs 75%) (HAUE M et al., 2015). Health
knowledge declined as the distance from the nearby health
institution increases, which is common in rural areas, and
may expose them to adolescent marriage. This urban—rural
gap signifies the need for focusing on rural women targeting
the reduction of the risks towards early marriage.

In this study, the risk of adolescent marriage was three
times higher among women who had no comprehensive
knowledge of OFP (AOR 2.92, 95% CI 1.60, 5.33). The
reason could be girls might not resist the practice if they
have low knowledge of the negative health outcomes of child
marriage (Nasrullah et al., 2014). Empowering girls with
health information (health and sex education) can increase
their self-esteem and improves their sense of self and self-
efficacy which further affects the age at first marriage
(Olson, November 26, 2014).

Parental education positively contributes to the health of
children. In this study women who were from non-educated
families had three times more risk of adolescent marriage
(AOR 3.39, 95% CI (1.18, 9.74). This was supported by
study results showing women from low family education
had a greater chance of getting married early (Marchetta
& Sahn, 2016). Household decision-making on the choice
and timing of marriage could be exclusively preserved for
parents if girls are from uneducated families (Adedokun
et al., 2016) as they might not be able to predict and
evaluate the consequences of early marriage (Montazeri
et al., 2016a). In non-educated families, parental control
affects a girl’s freedom of expression and forcing them into
marriage (Sabbe et al., 2013). Educated families indirectly
affect the timing of marriage by taking school as the best
alternative than early marriage for girls (Carlson, 1979).
Women who had no formal education were 84% less likely
to marry (AOR=0.16, 95% CI 0.08, 0.35)). This finding was
not supported by different studies (Ikamari, 2005, Gurmu
& Mace, 2013; Erulka, 2013) but the possible reason may
be linked with recent changes in social norms in which
adolescents believed that “men don’t want to marry an
illiterate girl since girls’ economic contribution to make
more money and better management of household finances
is more with better education” (Jones et al., 2014).

Women below the age of 18 had two times more risk of
adolescent marriage (AOR 2.12, 95% CI 1.15, 3.90). The
possible justification might be people within the region
believed that adolescent marriage is considered as early if it
occurred before age 15 for girls (Gage, April 2009). It may
also be related to the issue that, the younger a woman had
been at the time of her marriage, the more likely she is from
parents who had no education (Erulka, 2013).

Based on the result of this study adolescents who had
a history of pregnancy were 59% less likely to marry. The
cause of the association may be the presence of a high rate of
adolescent pregnancies before marriage (35.5%). It could be
linked with community perceptions on perceived premarital
fertility which is undesirable. Premarital pregnancy may be
considered as a loss of parental authority and increasing the
freedom of young’s which may result in marital stigma. In
most scenarios, pregnancy before marriage was associated
with non-contraceptive use and refusal of abortion care
for religious reasons which in turn may be associated with
a high risk of STIs (Zwang & Garenne, 2008) and may
prevent it from marriage. Adolescents who had a history
of contraceptive use had 87% less risk of early marriage.
This finding was supported by pieces of evidence showing
a high rate of contraceptive use among adolescent girls
were from unmarried women whose rights of childbearing
and age at first marriage were respected (Pdez & Ortega,
2016; Marrone et al., 2014). Those who are utilizing
contraception methods maybe those who had knowledge
about contraception (Okeowo & Olujide, 2014) which may
further affect the age at first marriage.

Conclusion

The finding indicated that adolescent marriage was a
significant public health problem in Delanta District.
Reproductive health programs in the area should target
adolescent girls to increase their reproductive health
knowledge through health education to tackle adolescent
marriage. The district should work to delay age at first
marriage by implementing the Ethiopian Family Code
proclamation whereby the legal age for marriage should be
18 years and above. Provision of contraception and increases
its awareness needs special attention to prevent childbearing
at a young age. Attention should be given to increase the
educational status of women and school education on
adolescent sexual and reproductive health. Research on
knowledge of families regarding the health threats of
adolescent marriage and existed legal grounds is needed
since most risky decisions are made by parents.
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Appendix

Table 1 Characteristics of participants included in the study, Delanta District, 2016

Variable Variable category Marital status
Ever married, N (%) Not married, N (%)
Residence Rural 207(41.0) 298(59.0)
Urban 25(27.2%) 67(72.8)
Age of women <18 40 (18.2) 180 (81.8)
18 and above 192 (50.9) 185 (49.1)
Religion Orthodox 231 (39.2) 358 (60.8)
Other? 1(12.5) 7 (87.5)
Women’s education Non-formal 101 (59.1) 70 (40.9)
Primary 96 (33.8) 188 (66.2)
Secondary + 35 (24.6) 107 (75.4)
Women’s occupation Housewife 149 (74.9) 50 (25.1)
Student 40 (13.6) 255 (86.4)
Merchant 20 (41.7) 28 (58.3)
Farmer 12 (42.9) 16 (57.1)
Other® 11 (40.7) 16 (59.3)
Occupation of head of households in the family Farmer 142 (37.8) 234 (62.2)
Merchant 44 (64.7) 24 (35.3)
Other® 16 (39.0) 25 (61.0)
Household head education in the family No formal education 114 (36.2) 201 (63.8)
Primary 67 (51.9) 62 (48.1)
Secondary and above 51 (33.3) 102 (66.7)
Auvailability of health center in nearby areas (<1 h foot Yes 73 (26.4) 203 (73.6)
distance) No 159 (49.5) 162 (50.5)
Awareness on obstetrics complications Yes 140 (41.5) 197 (58.5)
No 92 (35.4) 168 (64.6)
Ever had history of pregnancy (N=152) Yes 98 (64.5) 54 (35.5)
No 134 (30.1) 311 (69.9)
History of induced abortion (N=152) Yes 10 (76.9) 3(23.1)
No 75 (54.0) 64 (46.0)
Age at first pregnancy (N=152) <18 53 (57.6) 39 (42.4)
18 and above 45 (75.0) 15 (25.0)
Access to media Yes 200 (40.4) 295 (59.6)
No 32 (31.4) 70 (68.6)
Ever use of modern contraceptive Yes 174 (69.0) 78 (31.0)
No 58 (16.8) 287 (83.2)
Comprehensive knowledge on OFP Yes 110 (45.5) 132 (54.5)
No 122 (34.4) 233 (65.6)
Age at first marriage (N=232) <18 148(63.8%)
18 and above 84 (36.2%)
Marital status 232 (38.9) 365 (61.1)

20ther—Catholic and Protestant

Other—Government employed, private employed, and daily laborer
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Table 2 Factors associated with adolescent marriage among women’s of Delanta District, 2016

Variable Variable category Marital status
COR (95% CI) AOR (95% CI)

Residence Rural 0.54 (0.33,0.88) 0.97 (0.38, 2.46)
Urban 1 1

Age of women <18 4.67 (3.14, 6.95) 2.62 (1.46,4.71)"
18 and above 1 1

Women’s education Non-formal 0.23 (0.14, 0.37) 0.16 (0.08, 0.35)"
Primary 0.64 (0.41, 1.01) 0.42 (0.22, 1.83)
Secondary + 1 1

occupation of head of households in the family Farmer 1.06 (0.54, 2.04) 0.63 (0.24, 1.66)
Merchant 0.35 (0.16, 0.78) 0.35(0.13, 0.98)"
Other® 1 1

Household head education in the family

Awareness on obstetrics complications

Ever had history of pregnancy

Access to media

Ever use of modern contraceptive

No formal education
Primary

Secondary and above
Yes

No

Yes

No

Yes

0.88 (0.59, 1.33)

0.46 (0.29, 0.75)
1
1

1.23 (1.93, 3.86)

0.24 (0.16, 0.35)
1

0.67 (0.43, 1.06)
1

0.09 (0.06, 0.13)

3.47 (1.27,9.48)"

1.45 (0.56, 3.81)
1
1

0.98 (0.52, 1.53)

0.54 (0.30, 0.97)"
1

0.34 (0.17, 0.69)"
1

0.13 (0.08, 0.23)"

Comprehensive knowledge on OFP Yes

1 1
1 1
1.59 (1.14, 2.22) 2.92 (1.60, 5.33)"

"P<0.05

20ther—Government employed, private employed, and daily laborer
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