Sociodemographic, sexual, reproductive and relationship characteristics of
adolescents having an abortion in Portugal: A homogeneous or a
heterogeneous group?

Joana Pereira, Raquel Pires, Anabela Aradjo-Pedrosa, Lisa Vicente,
Teresa Bombas, & Maria Cristina Canavarro

2017

The European Journal of Contraception & Reproductive Health Care
Volume 22

Numero 1

Paginas: 53-61

dot:10.1080/13625187.2016.1266323



Abstract

Objectives: The aims of the study were to describe the sociodemographic, sexual, reproductive
and relational characteristics of adolescents having an abortion in Portugal and to explore the
differences

between three adolescent age groups. Methods: We recruited a nationally representative sample
of 224 adolescents (<16 years, n = 18; 16-17 years, n = 103; 18-19 years, n = 103) who had an
abortion. Data were collected from 16 health care services that provide abortion. Results: The
adolescents were predominantly single, were from non-nuclear families, had low-socioeconomic
status and were students. Mean age at first sexual intercourse was 15 years and mean
gynaecological age was 5 years. Most had had multiple sexual partners, and for most it was their
first pregnancy. At conception, the majority were involved in a long-term romantic relationship,
were using contraception but did not identify the contraceptive failure that led to the pregnancy.
Significant age group differences were found. Compared with the younger age groups, the 18-19
years age group was more frequently married or living with a partner, had finished school, had
attained a higher educational level (as had their partner), intended to go to university, and had a
greater number of sexual partners. Compared with the other groups, those under 16 years of age
reported earlier age at menarche and at first sexual intercourse, and had a lower gynaecological
age. Conclusions: Our study characterises the life contexts of Portuguese adolescents who had an
abortion. It highlights the need to recognise the heterogeneity of this group according to age.
The findings have important implications for the development of age-appropriate guidelines to

prevent unplanned pregnancy.
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Introduction

European Union countries that allow abortion on request report an annual rate of 12.2
abortions per 1000 women aged <20 years. Portugal has one of the lowest adolescent abortion
rates (Silva et al, 2011). Since 2007, Portuguese women have been legally able to request an
abortion during the first 10 weeks of gestation. It is estimated that since then more than 35% of
pregnant Portuguese adolescents have decided to terminate a pregnancy (PORDATA, 2013),
representing 11% of all legal abortions performed in Portugal (Directorate-General of Health
[DGH], 2016). Despite the large body of international research describing the characteristics of
women who have had an abortion, few studies have focused on adolescents (Silva et al,, 2011),
and most have reported contradictory results. This may be due to the fact that adolescents’ sexual
and reproductive health is largely dependent on their sociocultural environment (World Health
Organization [WHO], 2006) However, little is known about the adolescents who have undergone
an abortion in Portuguese sociocultural context.

The literature shows that adolescents who terminate a pregnancy are predominantly single, of
low socioeconomic status, live in an urban environment and are students. Their decision to have
an abortion is related to aspirations and their desire for academic success (Helstrom, Zatterstrom,
& Odlind, 2006). As regards family structure, i.e, living or not living in a nuclear family, studies
have produced mixed results (Evans, 2001; Felton, Parsons, & Hassell, 1998). There have been
significant discrepancies in the prevalence rates of previous childbirth and abortion (Moreau,
Trussell, & Bajos, 2012; Singh, Fong, & Loh, 2002). While some studies have shown that
adolescents were not using contraception at the time of conception (Helstrom et al.,, 2006), others
have reported the opposite, highlighting the importance of contraceptive misuse or failure (e.g.,
condom rupture, forgetting to take the pill) in the occurrence of unplanned pregnancy (Moreau
et al, 2012). Notwithstanding the relevance of the partner's characteristics in reproductive
decisions (Sihvo, Bajos, Ducot, & Kaminski, 2003), the few studies that have focused on the
relationship context of adolescent pregnancies ending in abortion have also produced
inconsistent results about the nature of the relationship, i.e., casual or romantic, and their partner’s
characteristics, such as educational level and occupation (Helstrém et al., 2006; Sthvo et al., 2003;
Singh et al,, 2002).

Despite the relevance of the existing research, all the reviewed studies treat adolescents who
have had an abortion as a homogeneous group and do not take into consideration any
discrepancies between different age groups. This may also explain the inconsistent results found
across studies. To our knowledge, only one study about adolescent abortion compared age
groups (<16 years, 16-17 years and 18-19 years; Leppalahti, Gissler, Mentula, & Heikinheimo,
2012) and it concluded that the rates of abortion and repeat abortion were higher among older
adolescents. Other age differences remain unexplored among adolescents who have terminated

a pregnancy. There is therefore a need for further research into the characteristics of the



adolescent population seeking abortion, in order to develop age-appropriate guidelines for
pregnancy prevention and abortion counselling. Our study aimed to: (1) describe the
sociodemographic, sexual, reproductive and relational characteristics of a nationally
representative sample of adolescents who have had an abortion in Portugal; and (2) explore the

differences between three age groups: <16, 16-17 and 18-19 years.

Methods

Procedure and participants

The study sample was collected between September 2013 and September 2014 at 16 health
care services that provide abortion, under the approval of the respective research ethics
committees. The inclusion criteria were as follows: (1) an abortion was provided on request; (2)
the study participant was between 10 and 19 years old (the World Health Organization’s definition
of adolescence (WHO, 1975); and (3) the study participant was able to understand and answer the
data sheet. Adolescents were invited to participate in the study by a health care provider after the
decision to perform an abortion had been made, i.e., during the medical appointment prior to the
abortion procedure. Adolescents were informed about the study goals, and those who agreed to
participate provided written informed consent. When participants were under 16 years of age (the
age when adolescents no longer need parental or legal guardian consent to terminate a
pregnancy; Assembly of the Republic [AR], 2007), the consent form was also signed by their parent
or legal guardian. The adolescents were instructed to answer the data sheet during the week of
their post-abortion follow-up appointment (~ 2-3 weeks later) and to return it to the health care
provider in a sealed envelope without any identification.

Using a non-probabilistic convenience sampling method, 233 adolescents were recruited.
However, nine (one below 16 years of age and eight in the 18- to 19-year-old group; 4.02%) were
excluded because they returned an incomplete data sheet (>20% missing data). The final sample
consisted of 224 adolescents aged 14-19 years. Three age groups were then defined: <16 years
(n =18, 8.0%), 16-17 years (n = 103, 46.0%) and 18-19 years (n = 103, 46.0%). The age groups
were defined according to previous studies that pregnancy outcomes were analysed in
adolescentes (Leppalahti et al,, 2012; Phipps et al., 2008; Phipps & Sowers, 2002). We also took
into consideration several Portuguese legal issues that may lead to different sexual and
reproductive experiences for adolescents, some of them in the context of abortion. Specifically,
and according to Portuguese law, adolescents under the age of 16 need consent from a parent
or legal guardian to terminate a pregnancy (AR, 2007). Age<16 years has been defined as early
adolescent childbearing (Phipps & Sowers, 2002). Moreover, Portugal has one of the higher rates

in Europe of abortion in adolescents aged <15 years (Silva et al, 2011), which stresses the need



to understand the characteristics of this group. From the age of 16, adolescents are allowed to
marry with the consent of a parent or legal guardian, but they may decide to terminate a
pregnancy without parental consent. Adolescents reach legal majority at the age of 18 years (AR,
1978), although they continue to be considered as adolescents until the age of 19 (DGH, 2012;
WHO, 1975). Thus, according to Portuguese law, adolescents receive different treatment
depending on their age. To our knowledge, however, no studies have explored the characteristics
of each age group in the context of abortion.

Official data do not provide the number of abortions performed in each age group used in
our sample, but only the number of abortions performed in adolescents aged <15 years (n = 82,
3.54%) and in those aged between 15 and 19 years (n = 2234, 96.46%; DGH, 2012). According to
these data, the youngest group represents a small percentage of all abortions performed in
adolescents, as was the case in our sample. This may explain the large differences in sample sizes
among age groups. Based on the age variable, the sample collected (n = 224) was nationally
representative of adolescents (<20 years old) having an abortion in Portugal. For this calculation,
it was established a margin of error of 4% and a confidence level of 95%. A minimum number of
71 adolescents was needed in order to have a representative sample of 2316 abortions performed

in Portugal in women aged <20 years (Alferes, 2002; DGH, 2012).

Measures

Sociodemographic, sexual, reproductive and relational characteristics were obtained through
a data sheet specifically developed by the researchers for this project using open and closed-
ended questions. This data sheet was adapted from the clinical assessment interview for pregnant
adolescent patients of the Psychological Intervention Unit of the Maternity Daniel de Matos, HUC

(Araujo Pedrosa, Canavarro, & Pereira, 2003).

Sociodemographic characteristics

Participants provided information on age, ethnic origin, marital status, family structure,
socioeconomic status, place of residence, occupation, educational level, grade repetition and

educational aspirations.

Sexual and reproductive characteristics

Participants provided information on age at menarche, age at first sexual intercourse, number
of sexual partners, gynaecological age, previous abortion and childbirth, contraceptive use at
conception, and, for those who used contraception, identification of contraceptive failure. They

also provided information on the gestational age and the abortion procedure.



Relational characteristics

Participants provided information on relationship type and length at the time of conception,

age difference with their partner, and the partner’s occupation and educational level.

Data analysis

All data analyses were conducted using SPSS Statistics software, version 22.0 (IBM, Armonk,
NY). Descriptive statistics (means, standard deviations [SDs] and frequencies) were used for
characterisation purposes. Comparison tests were performed to identify between-group
differences in sociodemographic, sexual and reproductive, and relational characteristics. For
continuous variables, Kruskal-Wallis tests and post hoc Mann-Whitney U-tests with Bonferront
correction were used. For categorical variables, x? tests with Monte Carlo correction for cells with

frequencies <5 were used.

Results

Sociodemographic characteristics

Table 1 shows that the adolescents were predominantly of European ethnic origin, single, from
non-nuclear families of low socioeconomic status and living in a town or city. The majority were
students, had an educational level between the 10™ and 12t grades, had repeated one grade, and
intended to pursue higher education. No differences were found between the age groups
regarding ethnic origin, family structure, socioeconomic status, place of residence or grade
repetition. However, compared with the under-16 and 16-17-year age groups, the adolescents
aged 18-19 years more frequently reported being married or living with a partner and having a
higher educational level. They were also more likely to report dropping out of school. However,

about 57% intended to pursue higher education.



Table 1 | Sociodemographic characteristics of adolescents who had had an abortion; comparison between age groups

Total sample

Under 16 years old

16-17 years old

18-19 years old

(n=224) (n=18) (n=103) (n=103) r D p-value
Age
M (SD) 17.33 (1.34) 14.61 (0.50) 16.58 (0.49) 18.55 (0.50)
Ethnic origin, 1 (%)
European ethnic origin 184 (82.1) 18 (100.0) 82 (79.6) 84 (81.6) 3.64(13) 162
Non-European ethnic origin 31(13.8) 0 (0.0) 17 (16.5) 14 (13.6)
Missing 9 (4.0 0(0.0) 4 (3.9) 5(4.9)
Marital status, 1 (%)
Single 210 (93.8) 18 (100.0) 101 (98.1) 91 (88.3) 9.59(.21) 008
Married/living with a partner 14 (6.3) 0(0.0) 2(1.9) 12 (11.7)
Family structure, n(%)?
Non-nuclear 127 (56.7) 11(61.1) 51 (49.5) 65 (63.1) 436(13) 144
Nuclear 96 (42.9) 7 (38.9) 52 (50.5) 37 (35.9)
Missing 1(0.4) 0(0.0) 0(0.0) 1(1.0)
Socioeconomic status, 7 (%)°
Low 158 (70.5) 16 (88.9) 70 (68.0) 72 (69.9) 6.93(.18) 139
Medium/High 63 (28.1) 2 (11.1) 33(32.0) 28 (27.2)
Missing 3(1.3) 0(0.0) 0(0.0) 3(29)
Place of residence, n (%)¢
Urban 167 (74.6) 12 (66.7) 78 (75.7) 77 (74.8)
Rural/Suburban 46 (20.5) 6(33.3) 19 (18.4) 21 (20.4) 1.70(.09) 428
Missing 11 (4.9) 0(0.0) 6 (5.8) 5(4.9)
Occupation, n (%)
Student 196 (87.5) 18 (100.0) 97 (94.2) 81 (78.6)
Employed 7.1 0(0.0) 1(1.0) 6 (5.8) 13.45(.17) .009
Unemployed 20 (8.9) 0(0.0) 5(4.9) 15 (14.6)
Missing 1(0.4) 0(0.0) 0(0.0) 1(1.0)
Educational level (years in school), 1 (%)
5-6 years 3(1.3) 1(5.6) 2(1.9 0(0.0)
7-9 years 2(23.2) 10 (55.6) 29 (28.2) 13 (12.6) 49.13(.35) .000
10-12 years 120 (53.6) 4(22.2) 60 (58.3) 56 (54.4)
> 13 years 6(11.6) 0(0.0) 1(1.0) 25 (24.3)
Missing 3(10.3) 3(16.7) 11(10.7) 9(8.7)
Grade Repetition
M (SD) 1.21 (1.12) 1.24 (1.30) 142 (1.24) 0.99 (0.91) 4.90(.02) .086
Range 0-6 0-4 0-6 0-3
Length of intended study, n(%)®
Middle School 73.1) 2 (11.1) 5(4.9) 0(0.0)
High School 70 (31.3) 8 (44.4) 39(37.9) 23 (22.3) 26.78(.24) .001
University 121 (54.0) 7 (38.9) 55 (53.4) 59 (57.3)
No further study 25(11.2) 1(5.6) 4(3.9) 20 (19.4)
Not known 1(0.9) 0(0.0) 0(0.0) 1(1.0)

Note. @The family structure was classified as nuclear family (families in which both biological parents lived with the adolescent) and non-nuclear family (mother only, father only, other configuration).
bSocioeconomic status (SES) was derived from the educational level and occupation of the family's main provider according to Portuguese standard procedures (i.e. low (e.g., non-specialized workers),
medium (e.g., small business owners, high school teachers) and high (e.g., governmental or private companies’ administrators, lawyers) (Simdes, 1994). Because the high SES category only contained 10
(4.5%) adolescents, this variable was coded as low or medium/high. The place of residence was assessed with the question, “Where do you live (location)?” and was classified as urban (population density
exceeding 500 inhabitants/km2) or rural/suburban (population density less than 500 inhabitants/km2).2° *Educational aspirations were assessed with the question "How long do you want to study?”, and
were classified as middle school, high school, university, does want study no longer, and does not know.



Table 2 | Sexual and reproductive characteristics of adolescents who had an abortion and comparison between age groups

Total sample

Under 16 years old

16-17 years old

18-19 years old

X2(W/ Un p - value
(n=224) (n=18) (n=103) (n=103)
Age at menarche
M (SD) 12.14 (1.63) 10.94 (1.31) 12.03 (1.37) 12.45 (1.81) 15.44(.07)
14-15<16-17(.07); 14-15<18-19(.10); .000
Range 8-17 8-13 9-15 8-17
16-17<18-19(.02)
Age at first sexual intercourse
M (SD) 15.39 (1.37) 13.94 (1.09) 15.07 (1.22) 15.97 (1.27) 39.82(.18)
14-15<16-17(.11); 14-15<18-19(.23); .000
Range 11-19 12-15 11-17 13-19
16-17<18-19(.10)
Number of sexual partners
M (SD) 2.17 (1.26) 1.35(0.79) 2.01(1.19) 2.49 (1.31) 20.72(.10)
14-15<16-17(.07); 14-15<18-19 .000
Range 1-7 1-4 1-7 1-7
(.15); 16-17<18-19(.05)
Gynecological age?
M (SD) 5.20 (1.82) 3.67 (1.37) 4.25 (1.40) 5.98 (1.80) 51.79(.24)
14-15<16-17(.05); 14-15<18-19(.21); .000
Range 0-10 1-7 0-8 3-10
16-17<18-19(.19)
Previous induced abortions, 7 (%)
No 208 (92.9) 18 (100.0) 98 (95.1) 92 (89.3) 126
4.14(.14)
Yes 16 (7.1) 0(0.0) 5(4.9) 11(10.7)
Previous childbirth, 7 (%)
No 220 (98.2) 18 (100.0) 103 (100.0) 99 (96.1) .091
4.78(.15)
Yes 4(1.8) 0(0.0) 0(0.0) 4(3.9)




Contraception use at conception, (%)
No
Yes
Type of contraception used at conception, 7 (%)
Condom
The pill
Dual protection
Implant
Not stated
Identification of contraceptive failure, n (%)
No
Yes
Gestational age, weeks
M (SD)
Range
Induced abortion procedure, 17 (%)
Medical
Surgical

Missing

60 (26.8)
164 (73.2)

91 (55.5)
54 (32.9)
13(7.9)
1(0.6)
5(3.0)

103 (62.8)
61(37.2)

6.92 (1.45)
4-10

184 (82.1)
30 (13.4)
10 (4.5)

9 (50.0)
9 (50.0)

7(77.8)
1(11.1)
1(11.1)
0(0.0)
0(0.0)

4 (44.4)
5 (55.6)

6.94 (1.25)
5-9

14 (77.8)
4(22.2)
0(0.0)

26 (25.2)
77 (74.8)

45 (58.4)
25 (32.5)
3(3.9)
1(1.3)
339

51 (66.2)
26 (33.8)

7.01 (1.48)
4-10

83 (80.6)
16 (15.5)
4 (3.9

25 (24.3)
78 (75.7)

39 (50.0)
28 (35.9)
9 (11.5)
0 (0.0)
2(2.6)

48 (61.5)
30 (38.5)

6.84 (1.47)
4-10

87 (84.5)
10(9.7)
6 (5.8)

5.40(.16)

7.49(.15)

6.74(.12)

.68(.00)

2.49(.11)

.067

485

150

712

.288

Note.?Gynecological age was computed by subtracting the age at menarche from the age at conception.



Sexual and reproductive characteristics

The mean age at menarche was 12 years old; adolescents engaged in sexual intercourse for
the first time, on average, 3 years later. The mean gynaecological age was 5 years. Most
adolescents had multiple sexual partners (n = 2.17, SD = 1.26), and for most this was their first
pregnancy. The majority became pregnant while using contraception, but did not identify the
contraceptive failure that led to the pregnancy. Those who did identify contraceptive failure
reported condom rupture (n = 37, 60.7%), forgetting to take the pill (n = 17, 27.9%) and taking
antibiotics with the pill (7 = 3, 4.9%). The majority of adolescents who did not use contraception
at the time of conception did not identify the reason for non-use of contraception (n =51, 85.0%).
Those who did, reported reasons such as “did not have an active sexual life/boyfriend” (n = 2,
3.3%), "forgot to use contraception” (n = 2, 3.3%), "did not want/like to use tt" (n =1, 1.7%), “my
boyfriend did not want to use contraception” (n =1, 1.7%), “l| had no access to contraception” (n
=1, 1.7%), "l was waiting to start to take the pill" (n = 1, 1.7%) and "I had side effects from
contraception” (n = 1, 1.7%). Mean gestational age at the time of abortion was 7 weeks; most
adolescents received a medical abortion. No age differences were found regarding history of
abortion or childbirth, use or type of contraception at conception, identification of contraceptive
failure, gestational age or abortion procedure. However, those under 16 years reported earlier
age at menarche (U = 514.00, p = 0.004; U = 451.50; p < 0.001), at first sexual intercourse (U =
416.50, p < 0.001; U = 203.50, p < 0.001) and a lower gynaecological age (U = 573.00, p = 0.016;
U = 250.00, p < 0.001) compared with the other groups (Table 2). The 18- to 19-year-old group
reported a higher number of sexual partners (U = 316.50, p < 0.001; U = 3279.50, p = 0.003)

compared with the other two groups.

Relationship characteristics

At conception, the majority of adolescents were involved in a long-term romantic relationship
(M= 13.00 months, SD = 11.36) with an older partner who was in school and had an educational
level between the 10th and 12th grades. No age differences were found regarding the type or
length of the relationship with the partner at conception, or between the adolescent and the
partner, or the partner’s occupation. However, the 18- to 19-year-old group reported the highest

educational level for their partner in relation to the other groups (Table 3).



Table 3 | Relational characteristics of adolescents who had had an abortion and comparison between age groups

Total sample Under 16 years old 16-17 years old 18-19 years old
(n=224) (n=18) (n=103) (n=103) r D p-value
Romantic relationship at conception, n (%)
No 7 (3.1) 1(5.6) 1(1.0) 54.9) 229
Yes 217 (96.9) 17 (94.4) 102 (99.0) 98 (95.1) 29012
Relationship length, months
M (SD) 13.00 (11.36) 9.41 (8.64) 11.91 (9.06) 14.85 (13.61) 3.99(.02) 136
Range 1-84 1-36 1-48 1-84
Age difference between adolescent and her partner?
M (SD) 2.75 (3.35) 2.53 (1.01) 2.67 (2.86) 2.86 (4.01) .978(.00) 613
Range -2-27 1-4 -2-27 -2-27
Partner's Occupation, 77 (%)
Student 110 (49.1) 7 (38.9) 58 (56.3) 45 (43.7)
Employed 39 (17.4) 1(5.6) 14 (13.6) 24 (23.3) 11.31(.16) .079
Unemployed 23(10.3) 4 (22.2) 7 (6.8) 12 (11.7)
Does not know 52 (23.2) 6(33.3) 4 (23.3) 22 (21.4)
Partner’s Educational level, years in school (%)
5-6 years 9 (4.0 0(0.0) 2(1.9 7 (6.8)
7-9 years 61 (27.2) 1(61.1) 34 (33.0) 16 (15.5)
33.12(.28)
10-12 years 110 (49.1) 3(16.7) 51 (49.5) 56 (54.4) .000
>13 years 20 (8.9) 0 (0.0) 4 (3.9) 16 (15.5)
Does not know 24 (10.7) 4 (22.2) 2 (11.7) 8 (7.8)

Note. @The partners’ age difference was computed by subtracting the female’s age from her partner’s age.



Discussion

Findings and interpretation

Our results are consistent with previous research showing that adolescents who have an
abortion are predominantly single, have low socioeconomic status, live in towns or cities
(Mavroforou, Koumantakis, & Michalodimitrakis, 2004), and are from non-nuclear families (Felton
et al., 1998). The majority are high school students (Helstrom et al, 2006) and intend go on to
higher education. The mean age at menarche is 12 years; most adolescents engage in first sexual
intercourse, on average, 3 years later and have multiple sexual partners. Non-nuclear family
structures have been related to low parental supervision, which increases adolescents’ likelihood
of engaging in risky behaviours (Brauner-Otto & Axinn, 2010), as well as having multiple sexual
partners (Davies et al.,, 2006).

Although the literature has presented significant discrepancies between previous childbirth
and abortion (Moreau et al., 2012; Singh et al,, 2002), for the majority of the adolescents in our
study this was their first pregnancy. Furthermore, our findings highlight that pregnancy occurs
not only through non-use but also through inconsistent or incorrect use of contraception.
Although the majority of adolescents were using contraception, it did not prevent the occurrence
of an unplanned pregnancy. Thus, our results stress the importance of identifying contraceptive
failure that leads to unplanned pregnancy (Helstrom et al,, 2006; Moreau et al,, 2012) and adoption
of preventive behaviours. However, the majority of the adolescents did not identify the
contraceptive failure. Those who did report detectable faults, such as condom rupture and
forgetting to take the pill, did not adopt effective alternative contraceptive behaviours to prevent
the occurrence of pregnancy.

Regarding the adolescents who did not use contraception, most did not justify this behaviour.
Those who did, reported occasional sexual intercourse, forgetting to use contraception, negative
attitudes towards contraception and their partner’s refusal to use contraception. The literature
has ascribed these behaviours to an inadequate perception of pregnancy risk (i.e., adolescents
did not equate the possibility of becoming pregnant with contraceptive failure or non-use of
contraception (Jones, Darroch, & Henshaw, 2002), or to a lack of knowledge about alternative
behaviours to address contraceptive failure (e.g., use of emergency contraception; Johnson,
Nshom, Nye, & Cohall, 2010; Nunes, 2005).

Our findings are consistent with research showing that adolescents were involved in a romantic
relationship with an older partner at the time of conception (Helstréom et al, 2006), and the
majority were high school students. Studies have shown that when an adolescent has an older
partner, it may increase the risk of being ineffective in preventing pregnancy (Araljo Pedrosa,
2009), because adolescents usually perceive less support regarding contraceptive use and

experience more controlling behaviours from older partners than from partners of a similar age



(Wang & Chiou, 2008). Thus, to effectively negotiate pregnancy prevention with partners older
than themselves, adolescents must be taught communication skills earlier in their development.

Finally, based on the adolescents’ age, our results highlight the heterogeneity of the
characteristics of those who had an abortion. Some of the differences may be expected on the
basis of different developmental stages and increasing experience with age (Phipps et al., 2008),
namely marital status, educational level, occupation, gynaecological age and number of sexual
partners. However, other variables should be considered in interventions to prevent unplanned
pregnancy (Phipps et al, 2008). Adolescents in the youngest age group reported earlier age at
menarche and at first sexual intercourse and lower gynaecological age, characteristics that
distinguish them from the other groups and that should not be ignored given younger
adolescents’ longer exposure to the potential risk of pregnancy (Aradjo Pedrosa, 2009; Treffers,
Olukoya, Ferguson, & Liljestrand, 2001; Valle, Torgersen, Raysamb, Klepp, & Thelle, 2005). On the
other hand, they have less knowledge about sexual health (Leppalahti et al,, 2012) and lower
cognitive ability, which decreases their competence in contraceptive decision-making
(Commendador, 2007) and explains the non-use or incorrect use of contraception (Wang & Chiou,
2008). Furthermore, the fact that adolescents under 16 years of age may require parental or legal
guardian consent in the decision-making process may increase the complexity of this
reproductive decision.

The 16- to 17-year-old age group may be considered as a transitional group between the
younger and older age groups (Phipps et al, 2008). In comparison with the youngest group,
although some of their characteristics reduce the potential risk of pregnancy, such as having a
higher age at menarche, age at first sexual intercourse and gynaecological age, others increase it
(e.g., the number of sexual partners). However, the remaining variables are similar to those of the
under-16 age group.

The 18- to 19-year-old group more frequently reported being married or living with a partner
and having a higher number of sexual partners: characteristics which have been related to a higher
risk of ineffective pregnancy prevention (Coker, Richter, Valois, McKeown, & Garrison, 1994; Vikat,
Rimpela, Kosunen, & Rimpela, 2002) and repeat abortion (Leppalahtti et al.,, 2012). They reported
a higher educational level, also of their partner, and more frequent intention of going to
university, compared with the other groups. On the other hand, some had dropped out of school
and did not want to continue their studies. These differences may be explained by the fact that
some of these adolescents and their partners had more often finished mandatory education
and/or had fulfilled their academic aspirations and wanted to begin work; some had left the

parental home and were living with their partner.

Strengths and weaknesses of the study



Our results will enable the development of public healthstrategies for adolescent Portuguese
women and provide useful indicators for international research, especially in relation to the
differences in age groups of adolescents having an abortion. This is the first study in Portugal that
has used a national approach to characterise the different life contexts of adolescents.
Internationally, our findings help to clarify the scarce and sometimes inconsistent knowledge
about the characteristics of the adolescent population having an abortion. The inclusion of
variables such as age at menarche and at first sexual intercourse and the number of sexual
partners are important contributions to the field, given that these variables have been neglected
in previous research. Moreover, in contrast to previous studies, the present study also included an
analysis of the characteristics of the adolescents’ partners, which allowed us to understand the
relational context. Our study is also the first to explore differences between the age groups of
adolescents who had an abortion against the background of a wide range of sociodemographic,
sexual, reproductive and relational characteristics. Knowledge about life contexts and different
needs of adolescents who had an abortion according to their age may be useful in developing
age-appropriate guidelines for interventions to prevent unplanned pregnancy and support
adolescents’ reproductive decisions.

There are some limitations to consider when analyzing our findings. First, although the size of
the groups was consistent with national statistics, given the small size of the under-16 age group,
the study only allowed us to detect of mainly medium to large effects. Second, due to the sensitive
nature of some of the study variables assessed, such as age at first sexual intercourse, number of
sexual partners and contraceptive use, it was difficult to control for socially desirable answers
(Palen et al.,, 2008; Rose et al., 2009). Future research should therefore evaluate other sources of
information (e.g., adolescents’ partners) as a strategy to overcome the inconsistencies in the data.
Furthermore, because the data were collected at multiple Portuguese health services, and several
health care providers were involved in the sample collection, we could not obtain complete
information on how many adolescents refused to participate. However, based on the discrepancy
between the total number of our sample and the total number of abortions during the time period
when the study was conducted (DGH, 2016), we infer that the refusal rate was high. Finally, owing
to the absence of a comparison group of adolescents who decided to continue their pregnancy,
we were not able to elucidate the specificities of these groups according to their reproductive

decision.

Differences in results and conclusions in relation to other studies

Our results suggest that, compared with the other groups, the decision to terminate a
pregnancy in 18- to 19-year-olds may not be exclusively related to academic aspirations, because

some reported dropping out of school and did not intend to continue their studies. However, it



seems possible to expect that unemployment and poor living conditions may be important

variables to consider in the decision to terminate a pregnancy.

Relevance of the findings: implications for clinicians and policy-makers

Our findings have important implications for clinical practice in the prevention of unplanned
pregnancy and abortion. The results highlight that pregnancy may occur not only due to the non-
use of contraception, but also to its inconsistent or incorrect use. The results reinforce the need
to intervene in a differentiated manner according to the different requirements of each of these
behaviours (Jones et al, 2002; Pires, 2014). Regarding adolescents who reported the use of
contraception, it is important to understand their knowledge about contraception (Pires, 2014),
how they use it (Dias, 2009; Health Behaviour in School-Aged Children, 2014), their difficulties in
using it correctly, and the consequences of these behaviours (Jones et al., 2002; Tripp & Viner,
2005). Condoms were the most frequently used type of contraception, and they are dependent
on user compliance and have a higher rate of contraceptive failure (Lim, Wong, Yong, & Singh,
2012). In this sense, the use of effective contraceptive methods (Silva et al, 2011), such as long-
acting reversible contraception, which are not dependent on user compliance (Brown & Guthrie,
2010; Kost, Singh, Vaughan, Trussell, & Bankole, 2008) has been suggested as a safe and highly
effective option to prevent unplanned pregnancy, including among adolescents (WHO, 2004a).
Moreover, the risk of repeat abortion decreases if contraceptive use is started immediately after
abortion (Hetkinheimo, Gissler, & Suhonen, 2008). As regards adolescents who do not use
contraception, it is important to inform them about the risk of unprotected sexual intercourse,
demystify the negative side effects of contraception, clarify the benefits of contraception,
promote negotiation skills about contraceptive use with their partner (Pires et al, 2014), and
inform them how they can access contraception.

Finally, our study stresses that preventive interventions for abortion must be sensitive to the
heterogeneity of the adolescents’ characteristics and their life contexts. Specifically, our results
highlight the need to develop early preventive interventions if there is a likelihood of early sexual
intercourse, as this may represent a longer exposure to the potential risk of pregnancy (Araudjo
Pedrosa, 2009; Coley & Chase-Lansdale, 1998; Treffers et al, 2001; Valle et al,, 2005). Regarding
the characteristics of younger adolescents, school appears to be a preferential preventive context
when both they and their partners are students. Since 2010, sexuality education has been a
compulsory subject on Portuguese school curricula (AR, 2010). Considering our results, it is
important to include accurate information about contraception, the importance of consistent
contraceptive use (Bankole, Singh, & Haas, 1998; Larsson, Aneblom, Odlind, & Tydén, 2002;
Nunes, 2005) skills training to identify possible contraceptive failures (Pires et al, 2014),
alternative strategies to address contraceptive failure (Kost et al,, 2008) and the use of emergency

contraception (Pires et al., 2014).


https://www.ncbi.nlm.nih.gov/pubmed/?term=Heikinheimo%20O%5BAuthor%5D&cauthor=true&cauthor_uid=18672117
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gissler%20M%5BAuthor%5D&cauthor=true&cauthor_uid=18672117

Community health care providers also have an important role in preventive interventions,
particularly among older adolescents who have left school and are beyond the reach of school
sexuality education programmes (WHO, 2004b). Family planning clinics play an important role in
promoting the sexual and reproductive health of young people (WHO, 2004b). In the Portuguese
national health system, consultations and access to contraception are provided free of charge.
Moreover, routine primary health care, family medicine and/or paediatric consultations can also
represent important opportunities for counselling about sexuality and contraception (Chernick,
Kharbanda, Santell & Dayan, 2012; Nunes, 2005; Silva et al, 2012). Indeed, even after
contraception is prescribed, adolescents may have difficulty understanding or applying the
information given by a health care provider (WHO, 2004a). Therefore, contraceptive use and all
related issues should be evaluated and discussed every time an adolescent interacts with a health
care provider (WHO, 2004a; Zink, Shireman, Ho, & Buchaman, 2002).

The focus of intervention should not be exclusive to adolescents but should also include their
partners, given that the majority in our study were involved in a romantic relationship. The
difference in the age of partners ranged from - 2 to 27 years, indicating that some were adults.
These findings highlight the need to rethink health policies in order to include the male
population in preventive actions and promote safe sexuality in both the school and community
context (Pires, 2014). Involving adolescents’ partners in family planning consultations may also be
useful in preventing unplanned pregnancy (Pires, 2014).

Promoting educational campaigns about sexuality in the mass media (Silva et al,, 2011) and in
social networks can be an important strategy to improve information about contraception and
how to use it, thus promoting sexual and reproductive health among adolescents.

Our results stress the importance of continuing to invest in preventive school and/or
community interventions, as well as interventions adapted to the needs of the adolescent

population according to age (WHO, 2004b).

Unanswered questions and future research

Further investigations are needed to clarify the most important reasons that lead to pregnancy
termination according to age group and the influence of significant others in the decision-making
process. Moreover, studies are required that explore which adolescent characteristics predict
repeat abortion. Finally, further investigation should compare the characteristics of adolescents

who, faced with a pregnancy, decide to have an abortion and those who continue their pregnancy.

Conclustions



Our study provides a number of unique contributions to knowledge about the life contexts
(sociodemographic, sexual, reproductive and relational characteristics) of Portuguese adolescents
having an abortion. Our findings suggest that unplanned pregnancy may occur not only due to
the non-use of contraception but also due to its inconsistent or incorrect use. Moreover, our
findings highlight that interventions to prevent unplanned pregnancy should be sensitive to the
heterogeneity of adolescents’ life contexts and, depending on their age, prioritise different
contexts of intervention, such as school and community. Finally, through medical appointments
for the abortion procedure and post-abortion follow-up, health care providers have the
opportunity to understand adolescents’ knowledge about contraception, how they use it, their
previous experiences and difficulties (Moreau, Trussell, Desfreres, & Bajos, 2010), as well as their
relational context, and to promote informed contraceptive choices in the light of the adolescents’

characteristics.
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