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Republic	of	Estonia		
	1.3	million	inhabitants		
	13 630 births	in	2017	
		

Independent	republic	since	1918	
	
Soviet	occupa?on	since	the		
WW	II	–	thereaPer	very	closed	

society	
	
Regained	independence	in	1991	
	
Parliamentary	democracy	
EU,	NATO	member	since	2004	
	
The	least	religious	country	in	

Europe?	
	
World	Bank	high-income	economy	

country	since	2006	
	
≈69%	Estonians		
≈31%	(mainly)	Russian-speaking		
minority	



AIM	



•  to	analyze	trends	in	adolescent	pregnancies	in	
Estonia	from	1992	un?l	2017		

•  to	analyze	the	propor?on	of	adolescent	
repeated	pregnancies	from	1996	un?l	2017	



CONTEXT	



•  abor%on	on	request	legal	since	1955	
•  no	parental	consent	for	abor%on	needed	for	
the	minors	(except	in	2009-2015)	

•  1/3	of	the	Health	Insurance	price	of	the	
abor%on	paid	by	woman	

•  all	minors	have	Health	Insurance	
•  first	sexual	intercourse	17.5	years	among	
25-29	y	olds	(2015)	–	increased	1	year	during	
the	study	period	



•  modern	contracep%on	arrived	in	Estonia	in	the	
beginning	of	1990ies	

•  mandatory	school	sexuality	educa%on	1996	
•  network	of	youth	SRH	counselling	services	
since	1990ies	



•  the	percentage	of	teenage	mothers	from	all	
parturients	was	14.6%	in	1992	and	2.0%	in	
2017		

•  the	percentage	of	adolescents	from	all	women	
termina?ng	pregnancy	was	11.4%	in	1992	and	
7.2%	in	2017		
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A B S T R A C T

Purpose: To examine pregnancy rates and outcomes (births and abortions) among 15- to 19-year
olds and 10- to 14-year olds in all countries for which recent information could be obtained and to
examine trends since the mid-1990s.
Methods: Information was obtained from countries’ vital statistics reports and the United Nations
Statistics Division for most countries in this study. Alternate sources of information were used if
needed and available. We present estimates primarily for 2011 and compare them to estimates
published for the mid-1990s.
Results: Among the 21 countries with complete statistics, the pregnancy rate among 15- to 19-year
olds was the highest in the United States (57 pregnancies per 1,000 females) and the lowest rate
was in Switzerland (8). Rates were higher in some former Soviet countries with incomplete sta-
tistics; they were the highest in Mexico and Sub-Saharan African countries with available infor-
mation. Among countries with reliable evidence, the highest rate among 10- to 14-year olds was in
Hungary. The proportion of teen pregnancies that ended in abortion ranged from 17% in Slovakia to
69% in Sweden. The proportion of pregnancies that ended in live births tended to be higher in
countries with high teen pregnancy rates (p ¼ .02). The pregnancy rate has declined since the mid-
1990s in the majority of the 16 countries where trends could be assessed.
Conclusions: Despite recent declines, teen pregnancy rates remain high in many countries.
Research on the planning status of these pregnancies and on factors that determine how teens
resolve their pregnancies could further inform programs and policies.
! 2015 Society for Adolescent Health andMedicine. Published by Elsevier Inc. This is an open access

article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).

IMPLICATIONS AND
CONTRIBUTION

Adolescent pregnancy
rates declined since the
mid-1990s in most devel-
oped countries with reli-
able trend data, but the
rate remains exceptionally
high in the United States.
Rates are even higher in
Sub-Saharan Africa and in
some former Soviet coun-
tries where data quality is
variable. The proportion
of pregnancies ending in
abortion varies widely
across countries.

The causes and consequences of teen pregnancies have
been the topic of much research, policy and program dis-
cussion, and debate. Some studies have suggested that teen
pregnancies compromise women’s educational prospects and
economic opportunities [1e3], and other work indicates that

teen pregnancies are a marker of such conditions, rather
than an underlying cause of them [4,5]. There does appear
to be consensus, however, that teen pregnancies are asso-
ciated with poor social and economic conditions and
prospects.

A substantial proportion of teen births are intended in
developing countries where many women still marry early [6].
However, even intended pregnancies to young women in low-
resource settings are of policy and public health relevance
because of the risks associated with them. The risk of death
associated with pregnancy is about a third higher among 15- to
19-year olds than among 20- to 24-year olds [7]. It appears that
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METHODS	



Abor?on	and	birth	data	

•  the	Estonian	Medical	Sta?s?cal	Bureau	(1992–
1995)	

•  the	Estonian	Abor?on	Registry	(EAR,	1996–
2017)	

•  the	Estonian	Medical	Birth	Registry	
(established	in	1992)		

•  mean	annual	female	popula?on	15-19y	
– 1992:	52	154	
– 2017:	29	040	

•  			



RESULTS	



1992	 1993	 1994	 1995	 1996	 1997	 1998	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 2006	 2007	 2008	 2009	 2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	
Estonia	 55.5	 51.1	 41.3	 38.4	 42.4	 42.3	 40.8	 37.1	 32.0	 30.4	 27.2	 27.9	 27.3	 25.9	 25.6	 26.2	 23.8	 20.8	 18.9	 18.3	 17.6	 16.8	 15.0	 14.8	 12.9	 10.7	
Finland	 12.4	 10.9	 10.7	 11.0	 11.4	 12.0	 13.0	 14.1	 14.8	 15.4	 16.3	 15.3	 15.8	 15.0	 14.2	 13.5	 12.8	 12.9	 12.2	 12.7	 11.0	 10.5	 9.2	 8.4	
Sweden	 20.1	 18.8	 17.8	 16.9	 17.7	 17.8	 18.5	 19.0	 21.2	 22.7	 25.5	 25.0	 24.4	 24.3	 25.4	 24.8	 24.4	 22.5	 20.9	 19.8	 18.8	 15.1	 14.4	
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1992	 1993	 1994	 1995	 1996	 1997	 1998	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 2006	 2007	 2008	 2009	 2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	
Estonia	 50.5	 44.0	 40.5	 37.8	 35.5	 30.9	 27.4	 26.3	 25.5	 23.8	 21.8	 20.8	 21.4	 21.4	 21.7	 23.9	 22.9	 20.5	 17.3	 16.3	 15.5	 16.4	 15.6	 12.6	 10.6	 10.2	
Finland	 12.4	 11.0	 10.2	 9.8	 9.8	 9.0	 9.4	 9.8	 10.2	 10.6	 11.2	 10.4	 10.6	 10.3	 9.6	 9.2	 8.7	 8.6	 8.6	 7.9	 7.7	 7.5	 7.4	 6.4	
Sweden	 11.4	 10.6	 9.6	 8.6	 7.7	 7.2	 6.5	 6.8	 7.1	 6.6	 6.6	 6.0	 5.8	 5.8	 5.9	 5.5	 6.0	 5.9	 6.1	 6.2	 5.7	
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1996	 1997	 1998	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 2006	 2007	 2008	 2009	 2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	

eestlased	 105.7	 122.4	 132.5	 136.0	 113.4	 116.4	 115.4	 132.0	 121.5	 112.7	 119.3	 108.9	 101.1	 102.7	 112.5	 120.7	 120.1	 104.3	 104.4	 129.7	 136.6	 107.3	

mi5e-eestlased	 151.3	 172.0	 182.6	 150.1	 145.8	 147.7	 144.8	 136.9	 142.7	 141.6	 113.4	 112.1	 113.2	 96.4	 95.0	 85.4	 94.4	 93.5	 75.2	 87.8	 89.2	 91.9	
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Abor.on	ra.o,	Estonians,	non-Estonians,	women	15−19	years,	1996−2017,	
Estonia	



1996	 1997	 1998	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 2006	 2007	 2008	 2009	 2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	
≥2	previous	deliveries	 11	 8	 8	 7	 2	 9	 2	 2	 3	 4	 2	 5	 7	 6	 7	 2	 3	 3	 1	 2	 1	 1	
1	previous	delivery	 138	 121	 95	 115	 85	 85	 78	 72	 73	 65	 64	 71	 92	 75	 59	 44	 50	 41	 39	 41	 25	 33	
no	previous	delivery	 1573	 1376	 1241	 1190	 1216	 1131	 1055	 1020	 1042	 1041	 1038	 1087	 946	 773	 594	 524	 444	 453	 419	 322	 287	 262	
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1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	
≥2	previous	TOP	 61	 59	 65	 49	 41	 51	 31	 29	 29	 29	 34	 35	 21	 28	 22	 19	 15	 16	 11	 13	 13	 13	
1	previous	TOP	 397	 392	 345	 317	 272	 230	 214	 216	 200	 183	 193	 201	 162	 126	 114	 86	 82	 70	 58	 74	 57	 41	
no	previous	TOP	1594	1596	1576	1486	1300	1283	1166	1212	1198	1133	1071	1037	 901	 710	 582	 536	 470	 427	 374	 344	 303	 253	
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women	aged	15−19	years,	1996−2017,	Estonia	



1996	 1997	 1998	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 2006	 2007	 2008	 2009	 2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	
≥2	deliveries	 27	 27	 16	 24	 11	 19	 16	 10	 10	 13	 14	 9	 10	 12	 5	 11	 6	 7	 9	 7	 2	 6	
1	delivery	 392	 354	 349	 261	 226	 224	 201	 194	 194	 182	 194	 187	 184	 127	 139	 100	 93	 72	 63	 49	 48	 41	
no	delivery	 1633	 1666	 1618	 1567	 1375	 1319	 1195	 1255	 1224	 1150	 1091	 1078	 890	 725	 574	 530	 468	 434	 371	 375	 323	 260	
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DISCUSSION	



Defini?ons?	

•  repeat	pregnancy/abor?on	
•  rapid	repeat	pregnancy/abor?on	
•  subsequent	pregnancy/abor?on	

interval	6	m?	12	m?	18	m?	24	m?		
during	years	under	20?	



DISCUSSION	

ORIGINAL ARTICLE Reproductive epidemiology

Trends in teenage termination
of pregnancy and its risk factors:
a population-based study in Finland,
1987–2009
S. Leppälahti1, M. Gissler2,3, M. Mentula1, and O. Heikinheimo1,*
1Department of Obstetrics and Gynaecology, Kätilöopisto Hospital, University of Helsinki and Helsinki University Central Hospital, PO Box
610, 00029-HUS, Helsinki, Finland 2THL National Institute for Health and Welfare, PO Box 30, FI-00271 Helsinki, Finland 3NHV Nordic
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study question: What are the current trends in teenage termination of pregnancy (TOP) and its risk factors?

summary answer: The incidence of teenage TOP fluctuated substantially during the study period and the incidence of repeat TOP
among adolescents increased markedly in the 2000s.

what is known already: Teenage pregnancy is associated with difficulties in psychological, sexual and overall health. The pro-
portion of teenage pregnancies resulting in termination varies by country and time, but only few countries have reliable statistics on TOPs.

study design, size, duration: This nationwide retrospective register study included all the TOPs (n ¼ 52 968) and deliveries
(n ¼ 58 882) in Finland between 1987 and 2009 among girls ,20 years of age at the beginning of pregnancy.

participants/materials, setting, methods: The cohorts were divided into three subgroups; 13–15- (n ¼ 6087),
16–17- (n ¼ 18 826) and 18–19- (n ¼ 28 055) year-olds.

main results and the role of chance: After an initial steady decline, the incidence of teenage TOP increased by 44%
between 1993 (8.0/1000) and 2003 (11.5/1000), and thereafter declined by 16% until 2009 (9.7/1000). The incidence was higher in
older adolescents, but the trends were alike in all age groups. Early TOPs (performed at ,56 days of gestation) more than tripled from
11 to 36% during the study period. However, the proportion of second-trimester TOPs remained steady at !7%. Young age [13–15
years: odds ratio (OR) 1.75 (95% confidence interval (CI) 1.57–1.94), 16–17 years: OR 1.13 (1.05–1.23), 18–19 years: OR 1 (reference
category)] and non-use of contraception [(OR 11.16 (10.15–12.27)] were related to a higher risk of second-trimester TOP. The incidence of
repeat TOP increased by 95% from 1.9/1000 to 3.7/1000 in 18–19-year-olds and by 120% from 0.5/1000 to 1.1/1000 in 16–17-year-olds
between 1993 and 2009. Increasing age [13–15 years: OR 0.16 (95% CI 0.14–0.19), 16–17 years: OR 0.49 (0.45–0.52), 18–19 years 1
(Ref)], living in an urban area [rural: OR 0.62 (0.56–0.67), urban: OR 1 (Ref)] and having undergone a second-trimester TOP [OR 1.46
(1.31–1.63)] were risk factors for repeat TOP. The planned use of intrauterine contraception for post-abortal contraception increased
from 2.6 to 6.2% and among girls with repeat TOP from 10 to 19%.

limitations: The retrospective nature of the study remains a limitation and the quality of the data is reliant on the accuracy of reporting.
We were not able to link repeat TOPs of the same woman in our data set. However, the share of repeat abortions was moderate.

wider implications of the findings: The rate of teenage TOP seems to rapidly reflect changes in national sexual and
reproductive health services and policy. The rising rate of repeat TOP is alarming and may represent a sign of marginalization among
these girls. All efforts to maintain a low rate of teenage pregnancy are welcomed.

study funding: Helsinki University Central Hospital Research Funds, the Academy of Finland and the National Institute for Health and
Welfare, Finland.

competing interests: The authors of the study have no competing interests to report.
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A B S T R A C T

Purpose: The purpose of this study was to use national statistics on abortions carried out in En-
gland and Wales to more precisely estimate the proportion of young women aged <20 years
obtaining an abortion who have had one or more previous pregnancies.
Methods: Secondary analysis of abortion data from the Office of National Statistic and the
Department of Health by parity for women aged <20 years, ordinarily residing in England and
Wales, from 1992 to 2013.
Results: Over the past 20 years, the proportion of teenagers in England and Wales having an
abortion as a result of a subsequent pregnancy increased by 33% (from .172 in 1992 to .229 in 2013).
Most of this increase occurred before 2004, and the proportion now appears to have stabilized. In
2013, 22.9% of the young women aged <20 years who underwent an abortion had had at least one
previous pregnancy (either a birth or an abortion). Only a minority (<5% of young women who
obtained an abortion) had had more than one previous pregnancy.
Conclusions: The findings show that nearly one in four teenagers presenting for an abortion have
already been in contact with health services for a previous birth or abortion. Greater policy
emphasis must be placed on the accurate identification of the proportion of teenage pregnancies
that occur as a result of a subsequent pregnancy and developing more effective “secondary pre-
vention” interventions to help the first-time pregnant and parenting teenagers manage their
future reproductive lives and prevent further unplanned pregnancies.
! 2015 Society for Adolescent Health and Medicine. Published by Elsevier Inc. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

IMPLICATIONS AND
CONTRIBUTION

Nearly, one in four teen-
agers aged <20 years pre-
senting for an abortion in
England and Wales have
already had previous
pregnancies. This adds to
evidence which indicates
that teenagers who
become pregnant are a
high-risk group for further
pregnancies and suggests
that greater emphasis
must be placed on devel-
oping more sophisticated
and effective “secondary
prevention” interventions.

The teenage conception rate in England and Wales has
notably declined in recent years and is now at a record low. For
15- to 19-year-olds, the estimated conception rate for 2013 was
40.5 per 1,000, down by 44% from 61.6 per 1,000 in 1998 [1]
(the baseline year for the former Labour government’s
Teenage Pregnancy Strategy, which sought to halve the under 18
conception rate over a 10-year period [2]). However, further

reductions are still needed to bring the rate in line with other
Western European countries [3]. As not all teenage conceptions
are first-time conceptions, it is important to know the number
of teenagers who become pregnant for the first time and the
number who become pregnant for the second time or more.
This information will help to guide more targeted in-
terventions to maintain the downward trend in teenage
pregnancy and to monitor the effectiveness of current sexual
health priorities on reducing under 18 conceptions [4e6] and
unwanted pregnancies among all women of fertile age,
including unwanted pregnancies after a birth and after an
abortion [4].
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Factors influencing repeated teenage pregnancy:
a review and meta-analysis
Joemer C. Maravilla, RN; Kim S. Betts, PhD; Camila Couto e Cruz; Rosa Alati, PhD

T eenage mothers have an elevated
risk of repeated pregnancy (RTP)

within 2 years of their first pregnancy.1

Considering the impact of teenage
pregnancy and childbirth on maternal
deaths2 and the debilitating effects on
neonatal and child health outcomes,
especially in low- and middle-income
countries,3-5 RTP leads to higher risk of
preterm births,6 mental health issues,7

and developmental problems8 among
children. Compared with the first preg-
nancy (or teen pregnancy in general),
RTP leads to higher risk of preterm
births, mental health issues, and devel-
opmental problems among children.
Compared with the first pregnancy, RTP
reflects not only the reproductive health
status of adolescents but also the capacity
of health systems to address the needs (ie,
education, social welfare) of adolescents
after their first pregnancy. With these
immense effects across life course, iden-
tification of the causes of RTP is essential
to develop appropriate prevention stra-
tegies to reduce its occurrence.

The only systematic study that has
exclusively reviewed RTP risk factors was
conducted by Rigsby et al9 in 1998.
Rigsby et al9 examined 20 studies from

1966e1997 and found 31 RTP pre-
dictors that were grouped according to
family structure, psychologic, education,
obstetric, and family planning charac-
teristics. The review mainly identified
studies with case-control or cross-
sectional designs but did not perform a
metaanalytic approach to produce

aggregate estimates of risk factors,
explore heterogeneity among study esti-
mates, and include studies conducted in
countries other than the United States.
Knowing the high RTP rates among
developing countries,10-12 there is a need
to contextualize RTP factors in this type
of setting. RTP predictors may differ
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OBJECTIVE: Existing evidence of predictors of repeated teenage pregnancy has not been
assessed rigorously. This systematic review provides a comprehensive evaluation of
protective and risk factors that are associated with repeated teenage pregnancy through
a metaanalytical consensus.
DATA SOURCES: We used PubMed, EMBASE, CINAHL, ProQuest, PsychINFO, Scien-
ceDirect, Scopus, and Web of Science databases from 1997e2015 and the reference
list of other relevant research papers and related reviews.
STUDY ELIGIBILITY CRITERIA: Eligibility criteria included (1) epidemiologic studies that
analyzed factors associated with repeated pregnancy or birth among adolescents <20
years of age who were nulliparous or experienced at least 1 pregnancy, and (2)
experimental studies with an observational component that was adjusted for the
intervention.
STUDY APPRAISAL AND SYNTHESIS METHODS: We performed narrative synthesis of
study characteristics, participant characteristics, study results, and quality assessment.
We also conducted random-effects and quality-effects metaanalyses with meta-
regression to obtain pooled odds ratios of identified factors and to determine sources
of between-study heterogeneity.
RESULTS: Twenty-six eligible epidemiologic studies, most from the United States
(n¼24), showed>47 factors with no evidence of publication bias for each metaanalysis.
Use of contraception (pooled odds ratio, 0.60; 95% confidence interval, 0.35e1.02),
particularly long-acting reversible contraceptives (pooled odds ratio, 0.19; 95% confi-
dence interval, 0.08e0.45), considerably reduced repeated teenage pregnancy risk.
Among studies about contraception, the number of follow-up visits (adjusted coefficient,
0.72; P¼.102) and country of study (unadjusted coefficient, 2.57; permuted P¼.071)
explained between-study heterogeneity. Education-related factors, which included
higher level of education (pooled odds ratio, 0.74; 95% confidence interval, 0.60e0.91)
and school continuation (pooled odds ratio, 0.53; 95% confidence interval, 0.33e0.84),
were found to be protective. Conversely, depression (pooled odds ratio, 1.46; 95%
confidence interval, 1.14e1.87), history of abortion (pooled odds ratio, 1.66; 95%
confidence interval, 1.08e2.54), and relationship factors, such as partner support,
increased the repeated teenage pregnancy risk.
CONCLUSION: Contraceptive use, educational factors, depression, and a history of
abortion are the highly influential predictors of repeated teenage pregnancy. However,
there is a lack of epidemiologic studies in low- and middle-income countries to measure
the extent and characteristics of repeated teenage pregnancy across more varied
settings.

Key words: adolescent, factor, metaanalysis, repeated teenage pregnancy, review
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Factors influencing repeated teenage pregnancy:
a review and meta-analysis
Joemer C. Maravilla, RN; Kim S. Betts, PhD; Camila Couto e Cruz; Rosa Alati, PhD

T eenage mothers have an elevated
risk of repeated pregnancy (RTP)

within 2 years of their first pregnancy.1

Considering the impact of teenage
pregnancy and childbirth on maternal
deaths2 and the debilitating effects on
neonatal and child health outcomes,
especially in low- and middle-income
countries,3-5 RTP leads to higher risk of
preterm births,6 mental health issues,7

and developmental problems8 among
children. Compared with the first preg-
nancy (or teen pregnancy in general),
RTP leads to higher risk of preterm
births, mental health issues, and devel-
opmental problems among children.
Compared with the first pregnancy, RTP
reflects not only the reproductive health
status of adolescents but also the capacity
of health systems to address the needs (ie,
education, social welfare) of adolescents
after their first pregnancy. With these
immense effects across life course, iden-
tification of the causes of RTP is essential
to develop appropriate prevention stra-
tegies to reduce its occurrence.

The only systematic study that has
exclusively reviewed RTP risk factors was
conducted by Rigsby et al9 in 1998.
Rigsby et al9 examined 20 studies from

1966e1997 and found 31 RTP pre-
dictors that were grouped according to
family structure, psychologic, education,
obstetric, and family planning charac-
teristics. The review mainly identified
studies with case-control or cross-
sectional designs but did not perform a
metaanalytic approach to produce

aggregate estimates of risk factors,
explore heterogeneity among study esti-
mates, and include studies conducted in
countries other than the United States.
Knowing the high RTP rates among
developing countries,10-12 there is a need
to contextualize RTP factors in this type
of setting. RTP predictors may differ
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OBJECTIVE: Existing evidence of predictors of repeated teenage pregnancy has not been
assessed rigorously. This systematic review provides a comprehensive evaluation of
protective and risk factors that are associated with repeated teenage pregnancy through
a metaanalytical consensus.
DATA SOURCES: We used PubMed, EMBASE, CINAHL, ProQuest, PsychINFO, Scien-
ceDirect, Scopus, and Web of Science databases from 1997e2015 and the reference
list of other relevant research papers and related reviews.
STUDY ELIGIBILITY CRITERIA: Eligibility criteria included (1) epidemiologic studies that
analyzed factors associated with repeated pregnancy or birth among adolescents <20
years of age who were nulliparous or experienced at least 1 pregnancy, and (2)
experimental studies with an observational component that was adjusted for the
intervention.
STUDY APPRAISAL AND SYNTHESIS METHODS: We performed narrative synthesis of
study characteristics, participant characteristics, study results, and quality assessment.
We also conducted random-effects and quality-effects metaanalyses with meta-
regression to obtain pooled odds ratios of identified factors and to determine sources
of between-study heterogeneity.
RESULTS: Twenty-six eligible epidemiologic studies, most from the United States
(n¼24), showed>47 factors with no evidence of publication bias for each metaanalysis.
Use of contraception (pooled odds ratio, 0.60; 95% confidence interval, 0.35e1.02),
particularly long-acting reversible contraceptives (pooled odds ratio, 0.19; 95% confi-
dence interval, 0.08e0.45), considerably reduced repeated teenage pregnancy risk.
Among studies about contraception, the number of follow-up visits (adjusted coefficient,
0.72; P¼.102) and country of study (unadjusted coefficient, 2.57; permuted P¼.071)
explained between-study heterogeneity. Education-related factors, which included
higher level of education (pooled odds ratio, 0.74; 95% confidence interval, 0.60e0.91)
and school continuation (pooled odds ratio, 0.53; 95% confidence interval, 0.33e0.84),
were found to be protective. Conversely, depression (pooled odds ratio, 1.46; 95%
confidence interval, 1.14e1.87), history of abortion (pooled odds ratio, 1.66; 95%
confidence interval, 1.08e2.54), and relationship factors, such as partner support,
increased the repeated teenage pregnancy risk.
CONCLUSION: Contraceptive use, educational factors, depression, and a history of
abortion are the highly influential predictors of repeated teenage pregnancy. However,
there is a lack of epidemiologic studies in low- and middle-income countries to measure
the extent and characteristics of repeated teenage pregnancy across more varied
settings.
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FIGURE 2
Metaanalyses of factors of repeated teenage pregnancies and births
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2012). Along those lines, the call for women-controlled
dual-prevention technologies, such as female condoms and
microbicides, consistently highlights the notion that women
need access to methods that they can use covertly, regard-
less of their male partners’ knowledge or participation
(Mathenjwa & Maharaj, 2012). Though woman-controlled
safe sex is a powerful and necessary feminist concept, it
may be less relevant to those situations in which women’s
heterosexual activity is consensual and, ideally, mutually plea-
surable. However, for at least some women, gender-based
power differences may mean that using contraceptives to
enhance well-being is of less immediate salience than, say,
maintaining sexual safety or minimizing sexual harm.

Gender inequality may affect sex and contraception in
more subtle ways, too. For example, women are more likely
to be depressed than men (Piccinelli & Wilkinson, 2000);
they may also face more stress and fatigue, particularly with
young children in the household (Bird, 1997). Depression,
stress, and use of psychotropic drugs can undermine both
sexual functioning (Echeverry, Arango, Castro, & Raigosa,
2010; Garbers, Correa, Tobier, Blust, & Chiasson, 2010)
and effective contraceptive use (Stidham Hall, Moreau,
Trussell, & Barber, 2013).

Sexual Scripts. Gendered sexual scripts serve as
another strong influence on women’s sexual and contra-
ceptive experiences (Levin, 2010). Strongly rooted cul-
tural norms contrast gender expectations in sexual desire
and pleasure, the degree to which one’s sexuality and sex
“drive” are controllable, and who bears primary respon-
sibility for sexual protection and pregnancy prevention
(Borges & Nakamura, 2009; Brown, 2015; Campo-
Engelstein, 2013; Gubrium & Torres, 2013; Hust,

Brown, & L’Engle, 2008). The stage is set for women
to enact a gendered responsibility for contraception that is
often disconnected from pleasure seeking—traditionally
viewed as men’s domain. For example, in an analysis of
direct-to-consumer contraceptive advertising, investigators
concluded that “[t]he viewer of these websites comes
away with the impression that for men sex is supposed
to be fun and feel good and for women sex is risky and
not to be done without taking precautions” (Medley-Rath
& Simonds, 2010). Others have documented the tension
women may feel between, on the one hand, assuming
bodily control and independently making contraceptive
decisions and, on the other hand, wanting to share
responsibility as a couple (Lowe, 2005). Women may
feel greater social pressure to maximize their indepen-
dence through contraception than to achieve sexual
empowerment (Lowe, 2005). One scholar analyzed
young women’s struggle for/with the needs of two differ-
ent bodies: the “sexy body” versus the “fertile body”
(Keogh, 2006). Most cultural scripts of masculinity and
sexuality do not involve these latter tensions. While both
women and men may describe how condoms, withdrawal,
and/or vasectomy can decrease men’s pleasure (Marchi,
De Alvarenga, Osis, & Bahamondes, 2008), fewer scripts
exist on how contraceptive methods may potentially
diminish or improve women’s pleasure and sexual well-
being.

Sexual Empowerment. Scholarship also draws ties
between sexual empowerment and contraceptive practices,
with women who are more socially and sexually empow-
ered more likely to use the contraceptives they wish
(Crissman, Adanu, & Harlow, 2012; Do & Kurimoto,

Figure 1. Conceptual model of the sexual acceptability of contraception.
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How contraceptives affect women’s sexual well-being is critically understudied. Fortunately, a
growing literature focuses on sexual aspects of contraception, especially hormonal contraception’s
associations with libido. However, a more holistic approach to contraceptive sexual acceptability is
needed to capture the full range of women’s sexual experiences. We conducted a narrative literature
review of this topic, working with an original sample of 3,001 citations published from 2005 to 2015.
In Part 1, we draw from a subset of this literature (264 citations) to build a new conceptual model of
sexual acceptability. Aspects include macro factors (gender, social inequality, culture, and struc-
ture), relationship factors (dyadic influences and partner preferences), and individual factors (sexual
functioning, sexual preferences, such as dis/inhibition, spontaneity, pleasure, the sexual aspects of
side effects, such as bleeding, mood changes, sexual identity and sexual minority status, and
pregnancy intentions). In Part 2, we review the empirical literature on the sexual acceptability of
individual methods (103 citations), applying the model as much as possible. Results suggest
contraceptives can affect women’s sexuality in a wide variety of positive and negative ways that
extend beyond sexual functioning alone. More attention to sexual acceptability could promote both
women’s sexual well-being and more widespread, user-friendly contraceptive practices.

Access to safe, effective contraception is both a public health
and feminist imperative. Family planning products and ser-
vices are associated with a range of health benefits, including
reduced unintended pregnancies, improved infant health,
and lowered pregnancy-related morbidity and mortality
(Kavanaugh & Anderson, 2013). Successful fertility control
also leads to many social and economic benefits for women,
from educational attainment and personal autonomy to rela-
tionship stability and satisfaction (Sonfield, Hasstedt,
Kavanaugh, & Anderson, 2013). Thus, contraceptive access
and acceptability are critical to both sexual and social health.

A severely understudied aspect of contraceptives is
their sexual acceptability, or how methods influence the
user’s sexual experiences, which can in turn influence
family planning preferences and practices. Though contra-
ception is expressly designed for sexual activity, we know
little about how contraceptives affect women’s sexual
functioning and well-being. This “pleasure deficit”
(Higgins & Hirsch, 2007) is even more striking when
compared to research on male-based methods
(Oudshoorn, 2003) or even newer multiprevention tech-
nologies for women, such as microbicides (Jones et al.,
2009; Martin et al., 2010; Mathenjwa & Maharaj, 2012;
Sobze Sanou et al., 2013; Tanner et al., 2009; Woodsong
& Alleman, 2008; Zubowicz et al., 2006). Researchers
and policymakers have recognized that limited uptake of
these latter methods will result unless they are sexually
acceptable (i.e., do not hinder or interfere with sexual
pleasure) for both partners. In comparison, portrayals of
female-based contraceptives in the scientific, media, and
public policy spheres are almost entirely de-eroticized.
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ABSTRACT
Background Repeat termination of pregnancy
highlights the issues of unplanned pregnancies
and effective post-termination contraceptive
practices.
Objective To examine the risk factors at the
time of a first termination that are associated
with subsequent repeat termination.
Design Registry-based study.
Setting Grampian region of Scotland, UK.
Methods A retrospective study using data from
the Termination of Pregnancy Database, NHS
Grampian for the period 1997–2013.
Associations between repeat termination and
women’s sociodemographic characteristics and
contraceptive use were assessed using
multivariable logistic regression models.
Results This study showed that 23.4% of
women who had an initial termination
(n=13 621) underwent a repeat termination.
Women who had repeat terminations were more
likely to be aged under 20 years at their initial
termination with an adjusted odds ratio (AOR) of
5.59 [95% confidence interval (CI) 4.17–7.49],
to belong to the most deprived social quintile
[AOR 1.23 (95% CI 1.05–1.43)], and to be more
likely to have had two or more previous livebirths
[AOR 1.51 (95% CI 1.12–2.02)] or miscarriages
[AOR 1.40 (95% CI 1.02–1.92)]. The likelihood
of having a repeat termination was increased in
women who had a contraceptive implant as
post-termination contraception [AOR 1.78 (95%
CI 1.50–2.11)] compared to women who left
with none or unknown methods following the
first termination. In those who had repeat
terminations, women who had an implant or
Depo-Provera® were at increased odds of repeat
termination in the 2–5 years interval compared
to the 0–2 years after their initial termination.

Conclusions Teenage pregnancy, social
deprivation, two or more previous livebirths or
miscarriages at the time of the initial termination
were identified as risk factors for repeat
terminations. Post-termination contraception
with implants and Depo-Provera® were
associated with repeat termination 2–5 years
after the first termination.

INTRODUCTION
Terminations of pregnancy have been
noted to be declining in Scotland from
13.1 per 1000 women in 2008 to 11 per
1000 women in 2014. However, around
one-third of these women in 2012 had
had one or more previous terminations
and the rate of repeat terminations has
remained static at 3.6 per 1000 women
of reproductive age in 2008 to 3.5 in
2014.1

Key message points

▸ Risk factors for repeat terminations of
pregnancy include younger age at
initial termination, belonging to a more
deprived Scottish Index of Multiple
Deprivation quintile and engaging in
risky sexual behaviour.

▸ Women who had a progestogen
implant for contraception following
their first termination had an increased
likelihood of a subsequent termination.

▸ Depo-Provera® and implants offer pro-
tection from repeat termination for up
to 2 years after the initial termination,
but thereafter become risk factors.
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Violence	and	contracep?on	

-	childhood	sexual	violence	and	low	self-esteem	are	related	to	
In?mate	partner	violence	(IPV)		and	ineffec?ve	contracep?on	use	
(Nelson	et	al,	2017)	
	
-	IPV	associated	with	unfavourable	sexual	and	reproduc?ve	health	
outcomes	(premature	birth,	neonatal	death,	mul?ple	abor?ons,	
unintended	pregnancies,	non-use	of	contracep?on)	(WHO,	2011;	
Sarkar	2008)	
	
-		witnessing	family	violence	by	adolescents	seems	to	have	the	same	
effect	on	sexual	risk-taking	as	direct	violence	(van	Rosmalen-
Nooijens	et	al,	2017;	Haldre	et	al,	2009)	
	
-	IPV	raises	the	likelihood	that	women	choose	sterilisa?on	
(McCloskey	et	al,	2017)	



CONCLUSIONS	



•  teenage	fer?lity	and	abor?on	rates	have	
decreased	substan?ally	and	become	a	rather	
rare	event	in	Estonia	

•  decrease	in	parallel	with	improved	access	to	
contracep?on,	sexuality	educa?on	and	
services	

•  during	the	study	period	a	lille	less	than	one	
fiPh	of	teenage	abor?on	pa?ents	have	
experienced	previous	delivery	or	abor?on,	
around	one	tenth	of	teenage	parturients	are	
mul?para	

•  the	propor?on	of	repeated	pregnancies	
among	adolescents	has	remained	the	same		



•  what	is	the	possible	lowest	teenage	abor?on/
pregnancy	rate?	

•  what	is	the	possible	lowest	teenage	repeated	
abor?on/pregnancy	rate?	



 
 
 
Key message points 

 Categorising women undergoing abortion into groups according to number of 

previous abortions has little scientific merit 

 Women undergoing their first abortion and women undergoing subsequent 

abortions should be treated no differently 

 Future research on abortion should focus more on psychosocial antecedents 

to unintended pregnancy 

 
 
Introduction 
The terms repeat abortion and repeat aborter appear in the scientific literature from 

the early 1970s onwards.  To begin with the pejorative term “abortion recidivism” was 

used by some1.    The initial concern appeared to be that women might be using 

abortion instead of contraception as a means of fertility control, with connotations of 

irresponsibility2-7.  There were also concerns about risk of morbidity and mortality for 

the woman from complications, possible psychiatric sequelae and possible 

cumulative adverse effects on future reproductive outcome3;4;6.  The latter concerns 

are not dealt with in this paper but are fully addressed in an evidence-based 

guideline8.   

 

Women have been regarded as less deserving when they present for abortion with a 

history of having had a previous abortion.  Doctors have felt “that to agree to a 

second abortion would only encourage immorality or at least carelessness”9.  In a 

recent survey, service providers were found to have discriminatory policies in their 

written approval criteria.  One provider stated that “consultants are reluctant to 

undertake repeated terminations” and another that “if a doctor perceives that the 

patient regards termination of pregnancy as a form of contraception by virtue of the 

number of previous procedures had” then abortion will not be offered within the 

service contract10.  In some countries doctors have threatened women with 

sterilisation if they attend for subsequent abortions11;12. 

 

In countries that have good access to legal abortion women will use safe abortion as 

an adjunct to contraception.  Some methods of contraception are highly effective, but 

even when these methods are used, failures during typical use are substantial for 
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