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Abstract

Arims: The aims of the current study were to identify the prevalence of unwanted childbirth (UC), to explore the association
with sociodemographic factors and to identify possible contributing factors such as psychosomatic health, contraceptive use,
experiences of induced abortion and sexual violence.

Methods: We used Swedish data from the randomised population-based study SRHR2017 on sexual and reproductive health
and rights (SRHR), based on self-administered surveys, linked to nationwide registers. The national sample consisted of
14,537 women and men aged between 16 and 84 years. With logistic regression, we examined differences in self-reported
experience of UC, stratified by sex, in relation to socio-economic factors, as well as several possible contributing factors.
Results: Despite advances in SRHR and fertility control, 6% of women and men in Sweden reported UC. This experience
tends to be unevenly distributed in the population according to age, country of birth and, to some extent, income and
educational attainment. Previous experience of induced abortion, sexual violence and threat from a partner were significantly
associated with UC, whereas self-reported good health was protective. Conclusions: Mechanisms behind unintended,
unplanned, unwanted or mistimed pregnancies are complex. Current results focus on the role of individual
factors and personal experiences. In addition, in line with previous understanding, there is a need for adopting
a broader socio-ecological perspective on fertility intentions.
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Introduction . -
The terms ‘unintended’, ‘unplanned’ or ‘mistimed’

The right to ‘decide whether, when and by what
means to have a child or children, and how many
children to have’ is essential to attaining sexual and
reproductive health, which in turn is essential for
public health and societal welfare [1]. Having con-
trol over one’s reproductive life is dependent on, for
example, the right to information, access to effec-
tive contraception and safe abortion services and a
life free from violence. Analysing experiences of
unwanted childbirth (UC) helps us to understand
underlying causes and to target support.

pregnancies are often used when measuring preg-
nancy intentions, but the term ‘unwanted’, in relation
to both pregnancies and subsequent childbirth, is
seldom explored. The definition of UC is still not
clear, since research suggests it can overlap with
unintended, unplanned or mistimed pregnancies.
However, in this study, we use the term ‘unwanted
childbirth’ as actually having had a child without
wanting to. By using data from the cross-sectional
randomised population-based study SRHR2017, we
sought to explore UC in the Swedish population.
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Prevalence of unintended pregnancies and UC

Estimates from 2015 state that 90% of all European
women who wanted to avoid conception were using
contraceptives [2]. Yet, rates of unintended pregnan-
cies are high. Studies suggest that 35% of all pregnan-
cies in Western Europe and 54% in Eastern Europe
are unintended [3]. A British population-based study
indicated an annual prevalence of unintended preg-
nancies of 1.5% [4]. However, when measuring unin-
tended pregnancies, answers largely depend on how
and when questions are posed [5]. Rates of induced
abortions cannot be used as a proxy of unintended
pregnancies, since numbers globally tend to be under-
estimated. US data suggest that 42% of all unin-
tended pregnancies end in induced abortions, and
44% in live births [6].

Having a child unwillingly may or may not inter-
twine with unwanted pregnancy, and can extend
beyond the mother. Direct causality between unin-
tended pregnancies, unintended births and subse-
quent health outcomes for the mother, child or family
is difficult to demonstrate, even in longitudinal stud-
ies. Studies, however, suggest that antenatal maternal
behaviours mediate the relationship between preg-
nancy intention and health outcomes [7]. Unwanted
or mistimed pregnancies (and subsequent childbirth)
have been associated with prenatal and post-partum
behaviours such as seeking antenatal care at a later
stage [7], smoking, alcohol and drug consumption
[7,8], (post-partum) depression and anxiety [7,9]
and a shorter period of breastfeeding [7], which can
have a negative effect on the child, such as preterm
births and low birthweight.

The Swedish setting

For several reasons, we would expect rates of UC to
be relatively low in Sweden. Previous studies have
suggested that universalist welfare states, such as
that in Sweden, provide good opportunities for peo-
ple to translate intentions of childbearing into cor-
responding actions. Sweden is a forerunner on gender
equality, with generous family policies [10]. There is
universal access to sex education, contraceptive coun-
selling, contraceptives and induced abortion that have
been legal since 1973.

However, the unmet need for contraception among
Swedish women has been estimated to be 8.9% accord-
ing to a nationwide survey [11]. One reason could be
the use of less effective methods instead of so-called
long-acting reversible contraception. Furthermore,
rates of pregnancy termination are higher in Sweden
compared to the majority of other Western countries:
around 35,000-38,000 annually (20/1000 women) in
the those aged 1544 years [12].

Measuring UC

Previous studies have mainly focused on women, and
concluded that not all women have a time plan for
conception. Qualitative studies suggest that in order
to formulate a pregnancy as ‘planned’, several crite-
ria, such as stopping contraception, partner agree-
ment and timing in relation to lifestyle and life stage,
have to be met [13]. The terms ‘intended’, ‘wanted’
and ‘planned’ might carry different meanings for dif-
ferent respondents. A range of respondent options
has been suggested to capture the phenomenon.

Possible underlying mechanisms

The decision to have children is personal, but it is
influenced by macro-level factors such as the welfare
state and cultural changes in society. Religious and cul-
tural beliefs or opposition, such as not accepting con-
traceptives or induced abortions [5], values and norm
systems will also have an impact. Pressure and social
control from parents, partners, peers and the commu-
nity are also possible determinants of UC, especially
in non-Western cultures [14]. Individual preferences
might be difficult to disentangle from societal factors.

Individual determinants of unintended pregnan-
cies are: length of the reproductive span, exposure to
the risk of conception, the desired number of chil-
dren, contraceptive use and effectiveness [5], sub-
jective norms about childbearing and perceived
behavioural control [10]. Early sexual debut, poor
negotiation skills, high alcohol and drug use and low
socio-economic status have also been identified as
risk factors for unintended pregnancies [4]. Pregnancy
intentions do not automatically translate into actions.
Studies have shown that almost half of pregnancies
reported as unintended occurred among women who
were not using contraceptives [6].

US data have shown that those reporting an
unwanted birth were more likely to be older [15] and
socio-economically disadvantaged [15,16]. Access to
reproductive health-care services and information,
including induced abortion [5], are central determi-
nants. Studies have also found that relational and
economic uncertainty and a lack of consistency in
the behaviours necessary to avoid unintended preg-
nancies (self-efficacy) were associated with unin-
tended pregnancies [16].

Some evidence also points parents labelling preg-
nancies as unwanted when children have attributes
that do not match the parents’ wishes. Some evidence
for a preference for a mixed-sex composition was
found in a study including European countries [17].

Studies conducted in both European middle- and
high-income settings [18] and in middle- and low-
income settings worldwide [19] found an association



between experiences of abusive relationships (emo-
tional, physical and/or sexual) and unintended preg-
nancies. In a European setting, experiences of abusive
relationships were most common among those with a
short education who were suffering economic hard-
ship and had an ethnic background different from
the majority in their country of residence [18].

In sum, UC is a public-health problem, and the
prevalence of unwanted pregnancy remains high in
the Western world, despite good access to contracep-
tives and counselling. Less is known on how common
it is to have had a child unwillingly.

Aims

The aim of the current study was to identify the prev-
alence of having had a child unwillingly. Furthermore,
it aimed to explore differences in these experiences
according to sociodemographic factors, and to ana-
lyse possible contributing factors.

Methods
Sample and data collection

The present study is based on a stratified randomised
population-based survey on sexual and reproductive
health and rights (SRHR), including Swedish resi-
dents aged 1684 years, and performed by the Public
Health Agency of Sweden in 2017. A sample of
approximately 50,000 individuals were invited to
participate in the survey, answering either online or
by post during the autumn of 2017. The sampling of
participants was based on information from the
Swedish Total Population register, which includes
information on all Swedish residents such as date of
birth, age, sex, immigration dates, emigration dates
and place of residence. The sampling frame consisted
of 7,906,368 individuals. A simple stratified random
sample of 50,016 individuals was drawn. Due to
over-coverage, 232 individuals were excluded. Thus,
49,784 remained and received the questionnaire. In
total, 15,186 individuals responded, generating a
response rate of 31%. Non-responders were more
likely to be men, young and born outside of Sweden
and to have a lower educational level. The partial
non-response varied between 0% and 14%. A total of
639 questionnaires were excluded due to contradic-
tory responses, and another 582 questionnaires were
excluded due to missing responses. Thus, the final
sample consisted of 13,965 individuals. The sample
was weighted to account for non-response on basis of
sex, region of residence, country of birth and highest
attained educational level. The SRHR2017 was fur-
ther enriched by linking it to the national Longitudinal
Integration Database for Health Insurance and Labor
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Market Studies (LISA). From LISA, information on
sex, age, country of birth, region of residence, immi-
gration status, highest attained educational level and
income was obtained. Thus, none of the register-
based variables had any missing values. The ethical
committee in Stockholm approved the SRHR2017
study (Dnr: 2017/1011-31/5).

Variables

Background wvariables. The following sociodemo-
graphic variables were included in the analyses: sex,
age group (16-29, 30-44, 45-64 and 65-84 years),
country of birth (Western countries and non-Western
countries), region of residence (northern, mid-west,
middle, Stockholm, south and south-west), highest
attained educational level (<9 years, 10-12 years and
>12 years) and income level (lowest income group
(0-20) represents the 20% of individuals with lowest
income, and highest income group (80-100) repre-
sent the 20% of individuals with the highest income).

Unwanted pregnancy. The outcome variable was
based on the question ‘Have you ever had children
even though you did not want to?’, with the response
options ‘Yes’/No’.

Exposure variables. The outcome variable was exam-
ined in relation to health variables: psychosomatic
health complaints (defined as having had headache,
stomach ache, back pain, feeling low, feelings of irri-
tation, bad mood, nervousness, experienced sleeping
problems, dizziness or feeling powerless at least once
a week during the past six months) and general health
status (very good, good, neither good nor bad, bad or
very bad), where the response alternatives ‘very good’
and ‘good’ were combined as ‘good’.

Lifetime use of ‘unsafe’ versus ‘safer’ contracep-
tive methods, by either the respondent or a partner,
was also explored. Sexual intercourse interrupted by
withdrawal of the penis before ejaculation, fertility
computer or fertility apps and ‘safe periods’ were
defined as ‘unsafe’ methods. Contraceptive pills
(with oestrogen — combined), mini-pills, long-acting
reversible contraception (contraceptive implants,
contraceptive vaginal rings, contraceptive patches,
contraceptive injections, hormonal coils), copper
coils, condoms, diaphragms and emergency con-
traceptive pills were defined as ‘safer’ methods.
Experiences of abortion was based on the question
‘Have you or a partner of yours ever been pregnant’,
with the response options ‘Yes’/No’. Respondents
answering ‘yes’ were then asked, ‘Has any pregnancy
been terminated with an abortion?’, with the response
options ‘Yes’/No’.
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Experience of sexual violence was based on the
question ‘Have you been subjected to (a) experiences
of physical violence or threats of physical violence in
an attempt to have sexual intercourse or perform
similar sexual acts, or (b) physical violence or threats
of physical violence in order to have forced sexual
intercourse (oral, vaginal or anal)?’. Threat from a
partner was based on the question ‘Have you had
partners who have threatened to, for example, hurt
themselves or the children, take the children and
leave you, break your things, tell others about things
that you wanted to keep secret?’

Statistical analysis

Background demographics are presented by sex,
using design information and sample weights.
Second, we present proportions of having had chil-
dren unwillingly stratified by sex. Third, with logistic
regression analyses, we examined differences accord-
ing to age, educational level, income level, geographi-
cal region and country of birth of having had a child
without wanting to stratified by sex. We present three
models: one crude, one adjusted for sex, age and
country of birth and one additionally adjusted for
geographical region and highest attained educational
level. All confidence intervals were estimated with
95% certainty. All analyses were carried out using
Stata v15 (StataCorp, College Station, TX).

Results

Estimates of ever having had a child without
wanting to

In Table I, background demographics are presented
as unweighted and weighted percentages. Table II
presents estimates of the proportions who reporting
having had children without wanting to in relation to
background variables. A total of 6.1% (5.6-6.6%)
reported having had a child without wanting to
among individuals aged 16-84 years: 6.3% among
women and 5.9% among men.

Education was the only background variable in
which statistically significant sex differences were
found. Women with less than nine years of education
more often reported experiences of having had chil-
dren without wanting to (7.5%, 95% CI 5.8-9.6%)
compared to men (4.1%, 95% CI 3.0-5.7%). The
difference was reversed among those with more than
12 years of education (women: 4.8%, 95% CI 4.0—
5.9%; men: 7.2%, 95% CI 6.0-8.7%). Naturally,
there were significant differences across age groups
for both women and men, as having a child without
wanting to was more common with increasing age.

Table I. Sample characteristics by sex, unweighted and weighted
(%).

Unweighted Weighted

Female Male Female Male

N 7.903 6.062

Age (years)

16-29 24 16 21 22
30-44 25 21 24 25
45-64 26 28 32 32
65-84 26 35 23 21
Country of birth

Western countries 97 96 91 91
Non-Western countries 3 4

Educational level (years)

<9 13 16 17 20
10-12 37 42 43 46
>12 50 42 40 34
Income level

0-20 22 17 22 18
20-40 20 20 20 20
40-60 19 22 18 22
60-80 20 20 20 20
80-100 20 21 20 21
Geographical region

Northern 18 17 9 9
Mid-west 16 17 23 23
Middle 17 16 15 15
Stockholm 17 16 24 23
South 15 17 13 13
South-west 17 17 16 17

Estimates were higher for those born in non-West-
ern countries compared to those born in Western
countries, including Sweden:11.0% (95% CI 7.5—
15.8%) compared to 5.5% (95% CI 4.9-6.1%)
among women, and 12.2% (95% CI 8.5-17.2%)
compared to 5.7% (95% CI 5.0-6.4%) among men.

Among women, there was an income gradient, in
which proportions of unwanted pregnancies were
more commonly reported among women with the
lowest income (7.9%, 95% CI 6.5-9.6%) com-
pared to women with the highest income (4.0%,
95% CI 2.9-5.3%). Among men, there was no such
gradient, even though proportions were highest
among men with the lowest income: 8.4% (95% CI
6.5-10.8%).

In the logistic regression models, the odds of hav-
ing had a child without wanting to were highest in the
oldest age group (65-84 years) for both women and
men, after adjusting for several background factors
(model A and B, Table III).

Being born in non-Western countries was posi-
tively associated with the outcome and among both
women (multi-adjusted odds ratio (OR)=2.67, 95%
CI 1.66-4.28) and men (multi-adjusted OR=2.87,
95% CI 1.85-4.45).



Table II. Proportions who have had children without wanting to,
women and men.

Women Men

Age (years)

16-29 2.4 (1.6-3.6) 1.7 (1.0-2.7)
30-44 5.8 (4.5-7.4) 6.5 (5.0-8.4)
45-64 6.5 (5.3-7.9) 7.9 (6.6-9.5)
65-84 8.8 (7.5-10.3) 8.2 (6.9-9.7)
Country of birth

Western countries 5.5 (4.9-6.1) 5.7 (5.0-6.4)

Non-Western countries 11.0 (7.5-15.8) 12.2 (8.5-17.2)

Educational level (years)

<9 7.5 (5.8-9.6) 4.1 (3.0-5.7)
10-12 7.0 (5.9-8.2) 6.9 (5.9-8.2)
>12 4.8 (4.0-5.9) 7.2 (6.0-8.7)
Income level

0-20 7.9 (6.5-9.6) 8.4 (6.5-10.8)
20-40 6.8 (5.4-8.5) 5.6 (4.3-7.2)
40-60 6.7 (5.2-8.5) 7.2 (5.7-9.0)
60-80 4.6 (3.4-6.3) 4.2 (3.1-5.7)
80-100 4.0 (2.9-5.3) 6.2 (4.8-8.1)
Geographical region

Northern 4.6 (3.5-6.0) 4.8 (3.5-6.4)
Mid-west 5.8 (4.5-7.5) 6.1 (4.8-7.8)
Middle 5.8 (4.5-7.5) 5.1 (3.9-6.8)
Stockholm 7.1 (5.7-9.0) 8.2 (6.4-10.5)
South 5.3 (3.9-7.0) 6.0 (4.5-8.0)
South-west 6.0 (4.6-7.8) 5.8 (4.4-17.5)

Data shown as % with 95% confidence intervals (CI).

After adjustments, the risk of having had a child
without wanting to decreased with an increase in
income. However, the relationship was not linear. In
the highest income category, the risk of having a child
unwillingly was 0.48 (95% CI 0.33-0.70) for women
and 0.72 (95% CI 0.49-1.07) for men.

For men, having more than 12 years of education
increased the odds of having had a child unwillingly
(multi-adjusted OR=1.54, 95% CI 1.02-2.34) com-
pared to men with no more than nine years of edu-
cation. For women, the opposite was true, as a
longer education decreased the odds (multi-adjusted
OR=0.57,95% CI 0.39-0.83).

As described in Table IV, psychosomatic health
complaints were positively associated with the out-
come (multi-adjusted OR=1.37,95% CI 1.15-1.63),
and reporting good or very good health was nega-
tively associated with the outcome (multi-adjusted
OR=0.69, 95% CI 0.57-0.84).

Among individuals who reported employing ‘safer’
methods of contraception, the odds were 1.68 higher
(multi-adjusted OR, 95% CI 1.15-2.46) compared
to those who had not used any method of contracep-
tion. Among those employing ‘unsafe’ methods of
contraception, the odds were 2.63 higher (multi-
adjusted OR, 95% CI 1.78-3.88) compared to non-
users (Table IV). The odds were also threefold higher
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among those who had experienced induced abortion,
whether as pregnant or as a partner, any time in life
(multi-adjusted OR=3.07, 95% CI 2.52-3.74).

Furthermore, there was a strong association
between having had a child without wanting to and
experiences of both threat from a partner (multi-
adjusted OR=3.0, 95% CI 2.34-3.82) and sexual
violence (multi-adjusted OR=1.80, 95% CI 1.34—
2.42;Table IV).

Discussion

Findings and interpretation in relation to
previous studies

Increasing outcome prevalence along with increasing
age is natural in a questionnaire that asks for lifetime
prevalence. Furthermore, a stark bias is of course that
the oldest respondents did not have access to legal
induced abortion during their fertile years. The lower
prevalence among the younger groups can also be due
to medical advances, such as access to legal induced
abortion, but also relate to changed norms and atti-
tudes concerning childrearing and family formation.

It appears as if a longer education could function
as a protective factor for women’s reproductive deci-
sions and autonomy. Educational attainment may
contribute through both selective and causal mecha-
nisms. Women from poorer families may have less
access to reproductive health care early in life, and
thus may be more likely to face the same challenges
later in life. In addition, the perceived costs of having
a child might be less among women with lower educa-
tion, and unwanted births may derail women’s future
educational trajectories. For men, there might be a
selection effect in which well-educated men are seen
as more attractive on the ‘marital market’ and there-
fore more likely to become fathers, both intended and
unintended. There are Swedish research findings that
support the idea that less educated men are more
likely to become involuntarily single and childless
[20]. Previous research has suggested that early par-
enthood is associated with less sense of autonomy and
control and perceiving life as less pleasurable and
meaningful [21]. These factors were largely mediated
by later life socio-economic and health status.

Being born in non-Western countries remained
positively associated with the outcome for both
women and men. This indicates the underlying dif-
ferences in vulnerability and deprivation, depending
on cultural and social background.

Among those reporting using both ‘safer’ and
‘unsafe’ methods of contraception, the odds of hav-
ing had children without wanting to were elevated,
but more so among those employing only ‘unsafe’
methods. Since we lack information on motivation
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Table IV. Risk of having had a child without wanting to in relation to contraceptive use and experiences of induced abortion, sexual violence
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and threat from partner and health complaints and general health status.
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Crude

Multi-adjusted?

Good general health
Psychosomatic health complaints
Sexual violence

Threat from partner

Abortion

Contraception

Safer

Unsafe

0.62 (0.52-0.74)
1.20 (1.01-1.42)
1.84 (1.39-1.83)
2.64 (2.10-3.32)
3.04 (2.53-3.66)

1.60 (1.11-2.33)
2.26 (1.56-3.29)

0.69 (0.57-0.84)
1.37 (1.15-1.63)
1.80 (1.34-2.42)
2.99 (2.34-3.82)
3.12 (2.57-3.81)

1.68 (1.15-2.46)
2.63 (1.78-3.88)

Data shown as OR with 95% CI.

2Adjusted for: sex, age, country of birth, geographical region and income.

and reasons behind contraceptive use, we cannot
fully explain this difference. Some of those who did
not use any contraceptive method at all (unsafe) had
not had sex during the past 12 months (11%). The
odds of having had a child unwillingly were three
times higher among individuals with experience of
induced abortion. Many young women do not use
contraceptives in between partners, and these num-
bers are higher in Sweden as compared to Finland
for instance [11].

Psychosomatic health complaints were associated
with having had children unwillingly in the present
study. This is in line with a review of the literature
from 2013, which demonstrates that births resulting
from unintended pregnancy were associated with
elevated levels of depression and anxiety and lower
reported levels of happiness [7].

The finding that experiences of sexual violence
were associated with higher odds of having had chil-
dren without wanting to has been demonstrated pre-
viously [18]. Violence, whether within a relationship
or not, might limit reproductive freedom and deci-
sion making. The feeling of not wanting a child might
be an expression of not wanting a child within that
particular relationship. However, we do not know
whether the sexual violence occurred in proximity to
the unwanted pregnancy, since both questions relate
to lifetime experiences.

Strengths and limitations

SRHR2017 provides unique data with nationally
representative population data, including both
women and men, enriched with high-quality
nationwide register data. Our study does, however,
have several limitations. The use of cross-sectional
data precludes any causal interpretation regarding the
relationship between having had a child unwillingly
and any associated factors. Our results therefore gen-
erate some further hypotheses rather than conclude
causal associations. Furthermore, the response rate

was 31%. However, the sample was weighted to
account for non-response which helps us ascertain
representability. Yet, it remains unclear exactly how
the lower response rates from foreign-born respond-
ents may have impacted the prevalence of having a
child without wanting to. Also, we only measured the
occurrence of UC with one item. Some studies adopt
a set of questions: if the pregnancy was intended (i.e.
wanted at the time), mistimed (wanted but not at the
time it occurred) or unwanted (not wanted at any
time) [18]. Perhaps numbers would have been higher
if the question had been posed in a more open man-
ner, since the term ‘not wanting to’ is quite strong
compared to ‘not planning to’ or ‘not intending to’,
which indicates our estimates of having a child with-
out wanting to are an underestimation of unintended
or mistimed pregnancies. Last, having a child without
wanting to was captured retrospectively. We do not
know if some of the exposures occurred prior to or
after the outcome. Previous studies have recom-
mended retrospective measurement when assessing
unwanted fertility, as numbers are more accurate in
relation to the actual number of births [15]. There
are, however, issues with both prospective and retro-
spective strategies when measuring unwanted fertility
[22]. First, there is the risk of recall bias, in which the
respondent might not remember if they wanted chil-
dren at the time of the pregnancy. Second, rationalisa-
tion bias or social desirability bias might occur, in
which pregnancies that end with childbirth in retro-
spect are less likely to be reported as unwanted. The
factthatnoteven 1% of the respondents in SRHR2017
reported having more children than they had intended
or wished for points to the previously noted finding
[22] that existing children are unlikely to be reported
as unwanted, even in cases where a current pregnancy
is referred to as mistimed or unwanted. Underlying
mechanisms include social, religious and cultural
control and regulation ofsexual and reproductive
lives, especially women’s, by families, communities
and societies [14,23].



222

Future interventions and research

C. Deogan et al.

Universal as well as directed interventions on fertility
planning are encouraged, especially towards low-
educated women. Strengthened sexual education
and provision of good-quality health services for
young adults, including asking about experiences of
violence in prenatal care, are recommended.
Secondary prevention interventions could include
targeted parental support interventions to at-risk
families. Studies have shown that mothers’ retrospec-
tive perceptions of pregnancy desire can be predictive
for the child’s social-emotional development [24]. In
the post-partum period, information on the child
being wanted could be gathered by health-care per-
sonnel to guide them on where to focus resources.

More research needs to focus on men’s reproduc-
tive goals and needs. Partners’ influences on wom-
en’s fertility intentions could also be an area of
investigation, as well as a more nuanced picture on
fertility intentions, in which both the positive and
negative consequences of having children should be
highlighted.

Conclusions

In our study, 6% of the Swedish population reported
having had a child without wanting to. Lower income,
being born in non-Western countries and shorter
education for women and longer education for men
were statistically significantly associated with having
had a child without wanting to. The presence of psy-
chosomatic health complaints, poor general health,
‘unsafe’ contraceptive use and experiences of threat
from a partner and of sexual violence were all con-
tributing factors.
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