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Abstract

Reproductive coercion is behavior that interferes with the autonomous decision-making of a 

woman, with regards to reproductive health. It may take the form of birth control sabotage, 

pregnancy coercion, or controlling the outcome of a pregnancy. The objectives of this article are to 

address the questions: 1. What is known about reproductive coercion, its prevalence and 

correlates? 2. What strategies do women use to preserve their reproductive autonomy when 

experiencing reproductive coercion? 3. What interventions are effective to decrease reproductive 

coercion? In this review of 27 research studies, 12 contained findings regarding the general 

phenomenon of reproductive coercion, and 19 contained findings about at least one component of 

reproductive coercion. Additionally, 11 studies contained findings related to the intersection of 

IPV and reproductive coercion, 6 presented data on strategies women use to resist reproductive 

coercion, and 3 included intervention data. Variation in measurement makes synthesis of 

prevalence and correlate data challenging. The reviewed literature presents reproductive coercion 

as a phenomenon that disproportionately affects women experiencing concurrent IPV, women of 

lower socioeconomic status, single women, and African American and multiracial women. Women 

who experience reproductive coercion were found to present frequently for certain health services. 

Most data on reproductive coercion are descriptive; there is need for further research to examine 

the co-occurrence with related phenomena such as IPV and unintended pregnancy. More research 

is also needed on the strategies women use to resist reproductive coercion as well as interventions 

aimed at survivors and perpetrators of reproductive coercion and healthcare providers who 

encounter them.

Keywords

Reproductive coercion; Pregnancy; Contraception; Sexual violence; Pregnancy; unwanted; 
Domestic violence; Intimate partner violence

Introduction

In a violent intimate partner relationship, the underlying dynamic is often of an abuser 

utilizing a variety of tactics in an effort to create vulnerabilities, and to achieve power over 

and coercive control of his partner (Dutton & Goodman, 2005). Abusive partners may exert 
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power and control in non-violent ways, such as isolation, financial control, and emotional 

abuse (Gentry & Bailey, 2014; Katerndahl, Burge, Ferrer, Becho, & Wood, 2013; Sanders, 

2015). Non-violent power and control tactics may be exerted specifically on the reproductive 

health of women, in a phenomenon that has recently been labeled as reproductive coercion, 

or reproductive control. Within the context of intimate partner violence (IPV), the definition 

of coercion includes the threat of consequences for non-compliance with a demand, while 

control is defined as the influence one person has over another, and encompasses coercion 

(Dutton, Goodman, & Schmidt, 2005); the term reproductive coercion will be used in this 

review, as it is the term most commonly used in current literature. Reproductive health care 

providers and researchers have long recognized that women who experience IPV are 

vulnerable to negative reproductive health outcomes including unintended and unwanted 

pregnancy and sexually transmitted infections (Coker, 2007). The specific focus on the study 

of reproductive coercion enables researchers to examine the complex etiology of this 

phenomenon, as well as the intersection with IPV and unintended pregnancy.

Reproductive coercion is defined as behavior that interferes with the autonomous decision-

making of a woman, with regards to reproductive health (Miller, Jordan, Levenson, & 

Silverman, 2010; Miller, Decker, et al., 2010; Moore, Frohwirth, & Miller, 2010). 

Specifically, this may take the form of birth control sabotage (such as removing a condom, 

damaging a condom, removing a contraceptive patch, or throwing away oral contraceptives), 

coercion or pressure to get pregnant, or controlling the outcome of a pregnancy (such as 

pressure to continue a pregnancy or pressure to terminate a pregnancy).

Perpetrators of reproductive coercion may be an intimate partner, a family member, or a 

family member of the partner (Gupta, Falb, Kpebo, & Annan, 2012). While it is recognized 

that women may place pregnancy pressure of varying degrees on their male partners, and 

may “entrap” partners into pregnancy and/or parenting by surreptitious means, research 

comparing the effects on female and male victims is lacking. Additionally, the underlying 

mechanisms and the impact on the victims may be inherently different. Important questions 

are raised by studying reproductive coercion of victims of any sex, and by any perpetrator, 

and the results can help inform our understanding of reproductive autonomy and freedom in 

reproductive choices. This review will focus on the phenomenon of reproductive coercion 

perpetrated by male intimate partners.

Since reproductive coercion was first labeled and purposefully studied in 2010 (Miller, 

Decker, et al., 2010; Moore et al., 2010) prevalence estimates have ranged from 8 (Black et 

al., 2011) to 16 percent (Clark, Allen, Goyal, Raker, & Gottlieb, 2014) of the populations 

being studied. However, prior to 2010, and even after, behaviors of reproductive coercion 

emerge in research findings without necessarily being labeled as such. By examining these 

findings as a whole, a greater understanding of reproductive coercion, its prevalence and 

correlates, and its knowledge gaps, emerges.

Several concepts are closely related or intersected with reproductive coercion. There is a 

strong relationship between reproductive coercion and IPV. Reproductive coercion is one of 

many forms of power and control exercised by an abusive partner, but it also can occur in the 

absence of any physical violence. Questions exist about the nature of the relationship and the 
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chronology of occurrence of these distinct but related phenomena. In some cases 

reproductive coercion could be a harbinger of abusive behavior, while in others it could be a 

secondary form of control in addition to physical abuse.

Unintended pregnancy is a related phenomenon with significant intersection with the study 

of reproductive coercion. Reproductive coercion is one potential cause of unintended 

pregnancy; a deeper understanding of racial and ethnic disparities in reproductive coercion 

may help to explain some of the disparities in unintended pregnancy. Pregnancy intention, 

self-efficacy, and contraceptive compliance, are examples of important factors in the study of 

unintended pregnancy, but they omit important aspects of gender and power imbalance that 

also may be impacting this phenomenon (Connell, 1987).

Reproductive autonomy is also distinct but closely related to reproductive coercion. 

Reproductive autonomy describes a broader concept consisting of multiple domains of 

autonomous decision-making and empowerment with regards to reproductive health, 

including freedom from reproductive coercion, communication, and autonomy during 

decision-making (Upadhyay, Dworkin, Weitz, & Foster, 2014). This concept focuses on the 

ability to make decisions regarding reproductive health that may be impacted by multiple 

other forms of individual and systematic policies and pressures that are outside the scope of 

this review, including government coercion (forced sterilization, laws restricting fertility or 

abortion, etc.) and cultural or societal pressure regarding reproductive norms and 

expectations. While there is significant overlap between the concepts of reproductive 

autonomy and reproductive coercion, this review is limited to literature specific to the 

behaviors of reproductive coercion.

The objectives of this article are to review the current state of knowledge about reproductive 

coercion and about the specific behaviors of reproductive coercion, when examined 

separately, in an American context, to address the questions:

1. What is known about reproductive coercion, in terms of prevalence, correlates, 

and specific manifestations and behaviors?

2. What strategies do women use to preserve their reproductive autonomy when 

experiencing reproductive coercion?

3. What interventions are effective to decrease reproductive coercion?

Methods

Searches were conducted with the assistance of a research librarian in July 2015. Databases 

searched were PubMed, CINAHL, PsycINFO and Embase, and search terms included 

“reproductive”, “coercion”, “sexual partners”, “pregnancy”, “contraception”, “birth control”, 

“reproductive behavior” and “sexual behavior”. These broad keywords were designed to 

encompass the specific behaviors of reproductive coercion. Inclusion criteria were research 

studies of humans, English language, and the five years before and after reproductive 

coercion was first named in the literature (Miller, Jordan, et al., 2010; Miller, Decker, et al., 

2010; Moore et al., 2010) (2005 to 2015), that covered male partner reproductive coercion or 

any of the specific behaviors of reproductive coercion. Abstracts and titles were reviewed for 
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this inclusion criteria, as well as exclusion criteria: only examining sexual coercion, IPV, or 

coercion by the government (e.g., forced sterilization). Articles that were potentially relevant 

were reviewed in full-text for inclusion and exclusion criteria. Research on reproductive 

coercion that is set outside the United States tends to address coercion by family members or 

in-laws, or to uncover cultural etiologies such as preference for male children, so to maintain 

focus on the gendered phenomenon of male partner reproductive coercion, this review 

excluded articles that were set outside the United States. Following database searches, a 

hand search was conducted, on the reference lists of all relevant articles.

The Meta-analysis of Observational Studies in Epidemiology (MOOSE) (Stroup et al., 2000) 

and Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

(Liberati et al., 2009) protocols were used to guide the review. Data was extracted from each 

included article on the topics of reproductive coercion, birth control sabotage, pregnancy 

coercion, abortion coercion, intersection with IPV, intersection with unintended pregnancy, 

resistance strategies and interventions, and compiled chronologically to facilitate analysis of 

the knowledge development that has occurred in this emerging area of research. Most studies 

reviewed for this paper contained findings in more than one subtopic on which data was 

gathered.

Quality assessments of each research study were conducted. Quantitative descriptive studies 

were evaluated with the Strengthening the Reporting of Observational Studies in 

Epidemiology (STROBE) checklist (Vandenbroucke et al., 2007). Qualitative studies were 

evaluated with the Journal of Obstetric, Gynecologic & Neonatal Nurses (JOGNN) 

Qualitative Research assessment tool for qualitative studies (Cesario, Morin, & Santa-

Donato, 2002). Experimental studies were evaluated with the Effective Public Health 

Practice Project (EPHPP) quality assessment tool (Effective Public Health Practice Project 

(EPHPP), n.d.). And mixed methods studies were evaluated with the Journal of Mixed 

Methods Research review criteria (Journal of Mixed Methods Research, n.d.). The STROBE 

checklist and Journal of Mixed Methods tool do not include scoring systems, so these tools 

were adapted for purposes of this review, and a scoring system was created that was 

comparable to the JOGNN instrument, to enable comparison of studies. Quality was rated 

QI (75–100 percent of criteria were met), QII (50–74 percent of criteria were met), or QIII 

(less than 50 percent of criteria were met).

Results

Description of Studies

Search results are summarized and displayed in Figure 1. Initial searches of electronic 

databases yielded 1,546 citations, and the hand search of reference lists yielded an additional 

19, for a total of 1,565 citations. After removing duplicates, screening titles and abstracts, 

and excluding articles based on exclusion criteria, 25 articles remained to be reviewed. Two 

articles reported on the same parent study (Borrero et al. (2015) focused on pregnancy 

intention but reported on findings about reproductive coercion; part way through their 

qualitative interviews, when reproductive coercion themes began to emerge, interview 

questions were added with that aim, and that became the focus of the second article by 

Nikolajski et al. (2015)).
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The research reviewed included 10 qualitative studies and 17 quantitative studies, of which 2 

were mixed-methods, one was a randomized control trial and 14 were descriptive studies. Of 

the 27 studies, 13 contained findings regarding the general phenomenon of reproductive 

coercion (Borrero et al., 2015; Clark et al., 2014; Hathaway, Willis, Zimmer, & Silverman, 

2005; Kazmerski et al., 2015; McCauley et al., 2014, 2015; Miller et al., 2007, 2014; Miller, 

Decker, et al., 2010; Moore et al., 2010; Nikolajski et al., 2015; Sutherland, Fantasia, & 

Fontenot, 2015; Upadhyay et al., 2014), and 19 contained findings about a component of 

reproductive coercion – specifically birth control sabotage or pregnancy or abortion coercion 

(See Figure 2 for conceptual map of reproductive coercion with examples of behaviors for 

each subdomain). (Borrero et al., 2015; Chibber, Biggs, Roberts, & Foster, 2014; Finer, 

Frohwirth, Dauphinee, Singh, & Moore, 2005; Foster, Gould, Taylor, & Weitz, 2012; 

Hathaway et al., 2005; Herrman, 2007; Miller, Decker, et al., 2010; Miller et al., 2007, 2011, 

2012, 2014; Moore et al., 2010; Nikolajski et al., 2015; Patel, Laz, & Berenson, 2015; 

Silverman et al., 2010, 2011; Sutherland et al., 2015; Teitelman, Tennille, Bohinski, 

Jemmott, & Jemmott, 2011). Additionally, 11 studies contained findings related to the 

intersection of IPV and reproductive coercion (Clark et al., 2014; Dick et al., 2014; Gee, 

Mitra, Wan, Chavkin, & Long, 2009; Kazmerski et al., 2015; McCauley et al., 2014; Miller 

et al., 2011, 2014; Miller, Decker, et al., 2010; Silverman et al., 2010, 2011; Sutherland et 

al., 2015), 3 contained findings related to reproductive coercion and unintended pregnancy 

(Miller et al., 2014; Miller, Decker, et al., 2010; Sutherland et al., 2015), 6 contained 

findings related to strategies women use to resist reproductive coercion (Miller et al., 2007; 

Moore et al., 2010; Nikolajski et al., 2015; Sutherland et al., 2015; Teitelman et al., 2011; 

Thiel de Bocanegra, Rostovtseva, Khera, & Godhwani, 2010) and 3 contained findings on 

interventions for reproductive coercion (Burton & Carlyle, 2015; Clark et al., 2014; Miller et 

al., 2011). These results are summarized below, grouped according to the findings, with 

additional information reported in Tables 1–4.

Measurement Instruments

Several studies in this review used or adapted a set of 10 questions to measure reproductive 

coercion that were originally created by Miller et al., in 2010 (Miller, Decker, et al., 2010), 

based on earlier qualitative work (Miller et al., 2007). These questions, or adaptations of 

them, were used in a total of 9 studies (Clark et al., 2014; Dick et al., 2014; Kazmerski et al., 

2015; McCauley et al., 2014, 2015; Miller et al., 2011, 2014; Miller, Decker, et al., 2010; 

Sutherland et al., 2015). Only four of these studies reported Cronbach alpha coefficients, and 

these ranged from 0.66–0.76, indicating moderate internal reliability (Dick et al., 2014; 

Kazmerski et al., 2015; Miller et al., 2014; Sutherland et al., 2015). The Miller et al. items 

have been used in racially and ethnically diverse populations, with only three studies testing 

it in a majority White population (McCauley et al., 2015; Miller et al., 2014; Sutherland et 

al., 2015). To date, detailed psychometric analysis (validity testing and/or factor analysis) on 

the Miller et al. items has not been published.

In addition to the Miller and colleagues (2010) reproductive coercion measurement items, 

one other relevant instrument was discovered in the literature search for this review, which 

has recently been developed for measuring reproductive autonomy (Upadhyay et al., 2014). 

The article describing the validation of this instrument does not present prevalence data 
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about reproductive coercion and so it is not included in tables, but results about strength of 

association of various characteristics with reproductive coercion are presented in the results 

section.

The Reproductive Autonomy Scale measures freedom from reproductive coercion as a 

subdomain of reproductive autonomy, in a 14-item instrument that includes 5 items specific 

to reproductive coercion, that are reverse-scored relative to the Miller and colleagues items. 

This instrument was validated in English and Spanish, in 19 suburban and urban sites across 

the United States, on a sample of 1,892 adolescent and adult women. The sample was 

ethnically and racially diverse, with 38 percent having a high school education or less, and 

86 percent single women, but generalizability was limited by sampling exclusively from 

family planning and abortion facilities, which may also bias results in favor of those already 

motivated enough to reach healthcare providers. The final Cronbach alpha coefficient on the 

full instrument was 0.78, indicating moderate internal reliability, but the coefficient for the 

coercion-specific items was 0.82, indicating strong internal reliability. Construct validity was 

assessed through association with contraceptive use among women seeking to avoid 

pregnancy, which was associated in the expected direction on two of the three subscales 

(including the coercion subscale). One limitation of the instrument is that it was only tested 

on women who were seeking to avoid pregnancy; there is no validation data for women who 

are seeking pregnancy. Though further psychometric testing is indicated for both 

instruments, both the reproductive coercion and reproductive autonomy measures are 

promising and reliable instruments for researchers.

Reproductive Coercion – General

Thirteen of the reviewed studies contained findings regarding the general phenomenon of 

reproductive coercion. Three of the studies aimed to examine related phenomena (IPV, 

sexual minority status, pregnancy intentionality), and had incidental findings related to 

reproductive coercion (Borrero et al., 2015; Hathaway et al., 2005; McCauley et al., 2014), 

while aims in the remaining studies were focused on a reproductive coercion research 

question.

Summary of Findings—The quantitative studies with findings in this area report 

prevalence of reproductive coercion ranging from 5–13 percent in a samples of 16–29 year 

olds attending family planning clinics (Kazmerski et al., 2015; Miller, Decker, et al., 2010). 

Some studies reported on factors that were associated with reproductive coercion. Three 

studies found it to be significantly more common among women with less education (Miller 

et al., 2014; Miller, Decker, et al., 2010; Upadhyay et al., 2014) and significantly less 

associated with younger age (Upadhyay et al., 2014). Five studies found reproductive 

coercion to be more prevalent among non-Hispanic Black, multiracial or Latina women, or 

women born in the United States when compared to those born elsewhere (Clark et al., 

2014; Miller et al., 2014; Miller, Decker, et al., 2010; Sutherland et al., 2015; Upadhyay et 

al., 2014), and one found the highest odds of experiencing reproductive coercion among 

multiracial women (AOR 2.5, 95% CI 1.04–5.99) (Clark et al., 2014). Two studies found 

being single or in a dating relationship were significantly associated with experiencing 

reproductive coercion (Clark et al., 2014; Miller et al., 2014), while one found no significant 
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difference based on marital status (Upadhyay et al., 2014). One study found lack of health 

insurance (a marker for socioeconomic status) to be significantly associated (Clark et al., 

2014). One study found that women who have sex with both women and men were 75% 

more likely to have experienced recent (past 3 months) reproductive coercion from a male 

partner (McCauley et al., 2015). One study of college students found reproductive coercion 

significantly associated with living with a partner (as opposed to living in a dormitory or 

with parents) (Sutherland et al., 2015). One study’s results had clear and direct implications 

for healthcare providers: women who experienced reproductive coercion were significantly 

more likely to have visited a healthcare provider for one or multiple pregnancy tests, 

sexually transmitted infection tests, or for emergency contraception (Kazmerski et al., 2015). 

Another study reported a stronger association between reproductive coercion and seeking 

services at abortion facilities as compared to family planning facilities, though this 

difference was not significant (Upadhyay et al., 2014).

Qualitative findings in this category described the experience of partners limiting women’s 

ability to choose whether or not to have children (Hathaway et al., 2005), having a partner 

who actively tried to impregnate them, age differentials with older male partners, and 

illuminating examples of reproductive coercion (Miller et al., 2007).

Birth Control Sabotage

Thirteen studies reported findings relating to birth control sabotage. Eight studies 

specifically aimed to study reproductive coercion, and reported findings on birth control 

sabotage as a component of this (Hathaway et al., 2005; Miller et al., 2007, 2011, 2014; 

Miller, Decker, et al., 2010; Moore et al., 2010; Nikolajski et al., 2015; Sutherland et al., 

2015). Two studies specifically aimed to study birth control sabotage (Teitelman et al., 2011; 

Thiel de Bocanegra et al., 2010). The remaining two studies reported findings on birth 

control sabotage that were incidental to the specified aims of the study (Borrero et al., 2015; 

Miller et al., 2012; Silverman et al., 2011).

Summary of Findings—A wide range of birth control sabotage was examined in 

quantitative studies. Miller et al. (2010) reported a prevalence of 15 percent for this general 

finding, and Miller et al. (2011) reported a range of 7 percent (control group) to 11 percent 

(intervention group) for recent birth control sabotage (past three months). Miller et al. 

(2014) found very low prevalence (less than 1% each) of putting holes in a condom, 

breaking condoms on purpose, restricting access to birth control or to family planning 

clinics, though these data are for past 3 months prevalence only. Prevalence of being made to 

have sex without a condom ranged from 0.5 percent (past 3 months) to 20 percent (Miller et 

al., 2014; Silverman et al., 2011). Prevalence of having a partner remove a condom during 

sex ranged from 1 to 2 percent (Miller et al., 2014; Sutherland et al., 2015). Birth control 

sabotage was found to be most prevalent among non-Hispanic Black women (27 percent), 

and also more prevalent among women born in the United States when compared to those 

born elsewhere (Miller, Decker, et al., 2010).

Qualitative studies described findings regarding specific methods of birth control sabotage: 

women were prevented from obtaining birth control or getting refills on oral contraceptives 
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(Hathaway et al., 2005; Miller et al., 2007; Thiel de Bocanegra et al., 2010), reported having 

sex without a condom despite asking their partners to wear one (Nikolajski et al., 2015; 

Teitelman et al., 2011), had partners lie about being infertile (Hathaway et al., 2005), tear, 

poke or bite holes in condoms (Hathaway et al., 2005; Miller et al., 2007; Moore et al., 

2010), fail to withdraw when using the withdrawal method for contraception (Moore et al., 

2010), throw contraceptive methods in the trash (Borrero et al., 2015; Miller et al., 2007; 

Nikolajski et al., 2015), scare them with exaggerated risks of oral contraceptives (Moore et 

al., 2010), refuse to wear condoms (Borrero et al., 2015; Hathaway et al., 2005; Moore et al., 

2010; Nikolajski et al., 2015), tell them they were wearing a condom when they were not 

(Nikolajski et al., 2015), not tell them if a condom fell off or broke during sex (Moore et al., 

2010), and remove condoms during sex without telling them (Miller et al., 2007; Moore et 

al., 2010; Nikolajski et al., 2015; Teitelman et al., 2011).

Pregnancy Coercion

Thirteen studies reported findings on pregnancy coercion, which for this analysis is 

considered coercion or pressure to get pregnant or not to get pregnant (coercion or pressure 

to terminate or not to terminate a pregnancy will be considered separately). The behavior of 

telling a partner not to use birth control could be considered birth control sabotage or 

pregnancy coercion; for this review it is treated as pregnancy coercion (which is also how 

the measurement instrument classifies it (Miller, Decker, et al., 2010)). Eight studies 

specifically aimed to study reproductive coercion, and reported findings on pregnancy 

coercion as a component of this (Hathaway et al., 2005; Miller et al., 2007, 2011, 2014; 

Miller, Decker, et al., 2010; Moore et al., 2010; Nikolajski et al., 2015; Sutherland et al., 

2015). No studies specifically aimed to study pregnancy coercion; 5 studies aimed to study 

aspects of intentionality in pregnancy (Herrman, 2007; Miller et al., 2012, 2014; Miller, 

Decker, et al., 2010; Patel et al., 2015). Some studies fell into multiple categories (Miller et 

al., 2014; Miller, Decker, et al., 2010).

Summary of Findings—Three quantitative studies reported prevalence rates for the broad 

category of pregnancy coercion, ranging from 1 to 19 percent (Miller, Decker, et al., 2010; 

Patel et al., 2015). Other studies reported prevalence rates of specific behaviors related to 

pregnancy coercion: prevalence of recent (past 3 months) experience of partner telling her 

not to use contraception was 3 percent (Miller et al., 2014), another study reported a 

prevalence of 6% (Sutherland et al., 2015). Prevalence of recent (past 3 months) 

experiencing a partner forcing or pressuring her to become pregnant was 2 percent, and less 

than one percent reported a partner telling the woman he would leave her if she didn't get 

pregnant, he would have a baby with someone else if she didn't get pregnant, and hurting her 

physically because she did not agree to get pregnant (Miller et al., 2014). Only one study 

examined the relationship between immigrant status and pregnancy coercion, and found that 

American-born women were more likely to experience pregnancy coercion than foreign-

born (Miller, Decker, et al., 2010). One study reported that non-pregnant women who were 

ambivalent about pregnancy were more than twice as likely to have experienced pregnancy 

coercion (Patel et al., 2015). Pregnancy coercion was found to be most prevalent among 

multiracial women (27.5 percent) and non-Hispanic Black women (25.9 percent), and 
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among women born in the United States as comepared to those born elsewhere (Miller, 

Decker, et al., 2010).

Qualitative findings described specific tactics of pregnancy coercion, which included verbal 

threats (a partner telling a woman he was going to impregnate her) (Moore et al., 2010), 

coercing or pressuring sex (Hathaway et al., 2005; Herrman, 2007), refusing to use a male-

controlled method of contraception (Hathaway et al., 2005; Herrman, 2007; Miller et al., 

2007; Moore et al., 2010; Thiel de Bocanegra et al., 2010), accusations of infidelity if 

condoms were requested (Moore et al., 2010), refusing to allow or pressure not to use a 

woman-controlled method of contraception (Hathaway et al., 2005; Herrman, 2007; Miller 

et al., 2007; Moore et al., 2010; Nikolajski et al., 2015), monitoring of menstrual cycles and 

gynecology appointments (Nikolajski et al., 2015), purchasing of ovulation and pregnancy 

testing kits (Nikolajski et al., 2015), pressure to undergo tubal ligation (female sterilization) 

(Hathaway et al., 2005), and pressure not to undergo tubal ligation (Hathaway et al., 2005).

Several qualitative studies offered previously unreported information on pregnancy coercion. 

One study identified pressure specifically to produce male children (Thiel de Bocanegra et 

al., 2010). One study offered the perspective of a woman who experienced pregnancy 

pressure by her partner, which she interpreted as his commitment to the relationship 

(Teitelman et al., 2011). Others offered the perspective of participants that male partners 

who pressured them to get pregnant did so out of a desire for a “nuclear family” or to force 

them to stay in the relationship and ensure a permanent connection (Miller et al., 2012; 

Moore et al., 2010). Two studies identified connections between pregnancy coercion and 

male incarceration or housing and employment instability, reflecting that men facing 

incarceration would want to have a strong connection to someone on the outside, or would 

want to be assured of their fidelity (Moore et al., 2010; Nikolajski et al., 2015). Interestingly, 

this connection was limited to African American participants; White participants tended to 

connect pregnancy coercion to love and relationship factors (Nikolajski et al., 2015). These 

findings merit further exploration with qualitative as well as quantitative research.

Abortion Coercion

Ten studies reported findings on abortion coercion, which for this analysis is considered 

coercion or pressure to control the outcome of a pregnancy by termination, or coercion or 

pressure not to terminate. Four of the studies specifically aimed to study reproductive 

coercion, and reported findings on abortion coercion as a component of this (Hathaway et 

al., 2005; Miller et al., 2007; Moore et al., 2010; Nikolajski et al., 2015). Four studies aimed 

to study abortion or reasons for seeking abortion (Chibber et al., 2014; Finer et al., 2005; 

Foster et al., 2012; Silverman et al., 2010). In the remaining studies, findings on abortion 

coercion were incidentally reported.

Summary of Findings—Findings in this area centered on how partners influenced the 

decision to terminate a pregnancy. Some studies found large numbers of abortions being 

influenced by male partners not wanting a child, or other non-coercive partner-related 

factors (i.e., partner being the wrong person to have a baby with, in some cases due to abuse, 

partner being unwilling or unable to support the baby, or new or unstable relationship with 
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partner) (Chibber et al., 2014; Finer et al., 2005; Silverman et al., 2010). Few quantitative 

studies specifically identified partner coercion or pressure in the decision to terminate; those 

that did reported low prevalence, ranging from 0.1 percent to 4 percent (Chibber et al., 2014; 

Finer et al., 2005; Foster et al., 2012; Silverman et al., 2010). One study also reported 

findings about male partners pressuring women not to terminate, or preventing them from 

seeking abortion services, and this was reported at 8 percent prevalence (Silverman et al., 

2010). Of note, the highest prevalence values in each of these categories come from an 

exclusively male sample (Silverman et al., 2010). These numbers are self-report of abortion 

pressure by the men themselves; the potential for social desirability bias here indicates these 

actual numbers may be even higher. One study reported that when violence was present in 

the lives of women seeking abortion, it was not often used to coerce abortions or pregnancy 

continuation, but more often was part of the woman’s reason for seeking an abortion, in an 

effort to end the relationship or to prevent a continuing connection to an abusive partner 

(Chibber et al., 2014).

Qualitative findings described male behaviors of pressuring women to have abortions 

(Hathaway et al., 2005; Miller et al., 2007; Moore et al., 2010; Nikolajski et al., 2015; Thiel 

de Bocanegra et al., 2010) as well as preventing women from having abortions or accessing 

abortion services (Hathaway et al., 2005; Herrman, 2007; Moore et al., 2010; Nikolajski et 

al., 2015; Thiel de Bocanegra et al., 2010). Two studies described women whose partners 

threatened to harm or kill them if they had abortions (Moore et al., 2010; Nikolajski et al., 

2015), and one described women whose partners threatened to use violence to cause an 

abortion (Moore et al., 2010). Specific behaviors related to abortion coercion included 

excessive badgering and making promises to provide financial support for the baby when 

women wanted to terminate, making a woman eat on the day of her abortion so she would be 

ineligible for the procedure, being disruptive at the abortion clinic to get the woman to leave, 

and refusing to provide money for an abortion or for transportation to the abortion clinic 

(Moore et al., 2010).

Intersection with Intimate Partner Violence

Eleven studies reported findings on the intersection of reproductive coercion and IPV. Six 

studies specifically aimed to study reproductive coercion or reproductive coercion and IPV 

(Clark et al., 2014; Kazmerski et al., 2015; Miller et al., 2011, 2014; Miller, Decker, et al., 

2010; Sutherland et al., 2015). The remaining studies all had aims relating to IPV (Dick et 

al., 2014; Gee et al., 2009; McCauley et al., 2014; Silverman et al., 2010, 2011).

Summary of Findings—All studies with findings in this area found associations between 

reporting reproductive coercion and reporting IPV. Synthesizing the findings is challenging 

as some studies examined reproductive coercion as a risk factor for IPV and others reversed 

the directionality of the relationship. Two studies reported on the prevalence of reproductive 

coercion without concomitant IPV, with a prevalence of 7–9 percent (compared to 24 

percent with concomitant IPV (McCauley et al., 2014)), and one hypothesized that there 

might be a temporal relationship, with reproductive coercion preceding IPV in an abusive 

relationship (Kazmerski et al., 2015; Miller, Decker, et al., 2010). Six of the 11 studies found 

a higher prevalence or higher risk of reproductive coercion among women who had 
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experienced IPV compared to participants who had not experienced IPV (Dick et al., 2014; 

Gee et al., 2009; McCauley et al., 2014; Miller, Decker, et al., 2010; Silverman et al., 2010, 

2011), and one study found a higher prevalence of women experiencing reproductive 

coercion without concomitant IPV (9 percent) than with IPV (4.4 percent), though this may 

have been due to the study asking only about episodes of each in the 3 months prior to 

reproductive healthcare clinic visits (Kazmerski et al., 2015). This relationship was 

significant in both directions; two studies also found that women who experienced 

reproductive coercion had increased odds or prevalence of experiencing IPV (Gee et al., 

2009; Miller, Decker, et al., 2010). Two studies found that large percentages of women who 

had experienced reproductive coercion had also experienced IPV (Clark et al., 2014; 

Sutherland et al., 2015). When reproductive coercion occurred without IPV it was more 

likely to be reported by Black women (Clark et al., 2014). One study found a dose-response 

relationship, with greater frequency of IPV (in this case cyber-dating abuse) increasing odds 

of experiencing reproductive coercion (Dick et al., 2014). A synergistic effect of 

reproductive coercion and IPV was found, with one study noting that while reproductive 

coercion and IPV separately increased the odds of seeking various reproductive health 

services, the combined effect of both reproductive coercion and IPV further increased the 

odds (Kazmerski et al., 2015), and the one intervention study in this review finding a greater 

impact in reduction of pregnancy coercion among women who had experienced IPV than 

among those who had not (Miller et al., 2011). Miller et al. (2014) reported on the 

intersection between reproductive coercion and IPV in relation to the additional intersection 

with unintended pregnancy (see unintended pregnancy section for those results). IPV 

findings are further summarized on Table 3.

Intersection with Unintended Pregnancy

Five studies reported findings on the intersection between reproductive coercion and 

unintended pregnancy. Three of the studies specifically aimed to study either reproductive 

coercion or reproductive coercion and unintended pregnancy (Miller et al., 2014; Miller, 

Decker, et al., 2010; Sutherland et al., 2015). Two studies specifically aimed to study 

intentionality in pregnancy (Borrero et al., 2015; Miller et al., 2012).

Summary of Findings—In general, studies with findings in this area reported more 

unintended pregnancies in women who had experienced reproductive coercion. Two of the 

three quantitative studies also found IPV to be a factor in this relationship (Miller et al., 

2014; Miller, Decker, et al., 2010). Miller et al. (2010) found an association between 

reproductive coercion and its individual components with unintended pregnancy, though this 

association did not hold up among participants who did not also experience IPV, when 

compared to those who did. This same study found that pregnancy coercion increased the 

odds of unintended pregnancy (OR: 1.83), though this impact was twice as strong when 

comparing IPV to no IPV groups (OR: 2.22). Birth control sabotage increased the odds of 

unintended pregnancy by 58 percent in the entire sample, and 77 percent among women 

experiencing IPV. This moderation effect was not significant. Miller et al. (2014) found the 

odds of unintended pregnancy increased among women with a recent history (past 3 months) 

of reproductive coercion by 79 percent, but again, a higher odds ratio (2.00) among women 

who also had a history of IPV. They reported a prevalence of unintended pregnancy (past 
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year) among women with a recent history of reproductive coercion (past 3 months) of 21 

percent, which is comparable to the prevalence of approximately 20 percent found by 

Sutherland et al. (2015) (a significant difference from those who did not experience 

reproductive coercion). Findings are summarized in Table 4.

Qualitative findings on the intersection of reproductive coercion and unintended pregnancy 

supported the quantitative findings above. They reported pregnancy coercion and birth 

control sabotage as factors impacting unintended pregnancy (Borrero et al., 2015; Miller et 

al., 2012).

Resistance Strategies

Six studies addressed strategies women used to resist reproductive coercion from male 

partners. None of the studies specifically aimed to study resistance strategies, but five of the 

six studies specifically aimed to study reproductive coercion (Miller et al., 2007; Moore et 

al., 2010; Nikolajski et al., 2015; Sutherland et al., 2015; Thiel de Bocanegra et al., 2010).

Summary of Findings—The quantitative study of college women with findings in this 

area reported that women who experienced reproductive coercion were more likely than 

those who did not to use an injectable method of contraception. The total number of women 

who fell into this category was only 4 (5.3% of those experiencing reproductive coercion), 

but this was statistically significant (p=0.001) (Sutherland et al., 2015).

Qualitative studies reported that strategies women used to resist reproductive coercion 

included hiding contraceptive or emergency contraceptive use (Miller et al., 2007; Nikolajski 

et al., 2015; Thiel de Bocanegra et al., 2010), obtaining birth control pills in another country 

so that a partner could not read the label (Thiel de Bocanegra et al., 2010), lying about being 

pregnant (Miller et al., 2007), having abortions against their partners’ wishes (Moore et al., 

2010), lying to a partner about non-existent fines for an IUD insertion appointment (Thiel de 

Bocanegra et al., 2010), checking condom placement during sex (Teitelman et al., 2011), 

promising a partner who pressured for termination that he would not have to pay child 

support (Thiel de Bocanegra et al., 2010), and secretly leaving the abortion clinic after a 

pressuring partner dropped her off (Thiel de Bocanegra et al., 2010). One focus group of 

women suggested establishing group norms of not having sex without condoms, in order to 

“cut the supply” (Teitelman et al., 2011).

Clinical Interventions

Three studies reviewed for this paper addressed clinical interventions for reproductive 

coercion (Burton & Carlyle, 2015; Clark et al., 2014; Miller et al., 2011). All had specific 

aims related to reproductive coercion.

Summary of Findings—Clark et al. (2014) reported that 20 percent of women who 

experienced reproductive coercion felt it would have been helpful had a healthcare provider 

discussed non-detectable methods of contraception with them, 14 percent felt it would have 

been helpful had providers asked about pregnancy coercion, and 3 percent felt it would have 

been helpful had providers asked about birth control sabotage.
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Miller et al. (2011) pilot tested an intervention to reduce reproductive coercion consisting of 

enhanced IPV screening, which encompassed reproductive coercion screening and 

education, as well as an informational card with information and resources on reproductive 

coercion. In this cluster randomization trial, the intervention group was significantly more 

likely to end a relationship in the three month follow-up period (37.1 percent vs. 26.8 

percent, p<0.001) and more likely to do so due to feeling the relationship was unhealthy or 

unsafe (13 percent vs. 8 percent, p=0.013). Other effects were only significant for women 

who were also experiencing IPV; these women had a significant (71 percent) reduction in 

the odds of experiencing pregnancy coercion at three months follow-up, while women who 

were not experiencing IPV had a non-significant change in odds. Effects were non-

significant for both IPV groups for the outcome of birth control sabotage.

Burton & Carlyle (2015) evaluated the implementation of an IPV and reproductive coercion 

screening and response initiative, through qualitative focus groups and interviews with 

healthcare providers. Researchers found that providing specific screening skills and tools 

assisted providers in feeling comfortable screening for and responding to reproductive 

coercion, though time constraints remained a barrier, as well as lack of tools for non-

English-speaking clients.

Discussion

Quality of evidence

Overall, the quality of studies reviewed was very high. The majority of qualitative studies 

were rated QI, the highest category of quality. Weaknesses were in the areas of theoretical 

connectedness and procedural rigor, such as using member checking to validate findings and 

mentioning saturation in data collection. Two qualitative studies reported on the same study; 

part way through data collection on the parent study (Borrero et al., 2015), when themes of 

reproductive coercion began to emerge, questions were added to specifically address this 

topic for the secondary study (Nikolajski et al., 2015). While this introduces potential for 

weakness in data analysis, the authors felt this did not impact their conclusions.

Quantitative studies also rated very high, with the majority rated QI, the highest category of 

quality. Few studies discussed power analysis in the determination of sample size. In one 

study, there appears to be an error in presentation of data, so the true prevalence is difficult 

to interpret (Sutherland et al., 2015). In another study, the measurement of unintended 

pregnancy with the question “How many times have you been pregnant when you didn’t 

want to be?” reflects the difficulty in defining constructs such as unintended as opposed to 

unwanted pregnancy (Miller, Decker, et al., 2010). Studies may have been biased by 

sampling strategies (no study used a random sampling technique), reliance on self-report, 

recall, women’s depictions of male behavior, or social desirability. Bias may have influenced 

women’s emphasis on reproductive coercion, depending on whether they were interviewed 

before getting an abortion (when they may be likely to overemphasize if they feel they will 

be judged) or when describing a pregnancy they continued or are planning to continue (when 

they may be likely to underemphasize coercion). Bias may also be introduced by sampling 

from reproductive healthcare facilities, as women who are empowered enough to access 

those facilities may have greater reproductive autonomy, or be experiencing less 
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reproductive coercion. All studies were limited in their generalizability. Almost all 

quantitative studies were descriptive, and thus were unable to draw conclusions about 

causality in relationships such as with unintended pregnancy and IPV. Likewise, conclusions 

cannot be made about chronology of reproductive coercion in an abusive relationship. 

Physical violence and reproductive coercion may begin concurrently, with reproductive 

coercion being one of many coercive tactics, or reproductive coercion may possibly be an 

indicator of impending abuse.

Analysis of Ethnocentrism

A strength of the studies in this review was the diversity of samples by race, ethnicity, non-

English speaking status, and socioeconomic status. Despite this diversity, few studies 

examined race or ethnicity as important variables in analysis. Several studies adjusted for all 

demographic characteristics in their regression analyses, which precludes any inference 

regarding racial/ethnic findings. Examination of these factors as potential modifiers would 

be a strength of future research. Only two studies reported whether attrition or response rates 

were different by demographic group (Miller et al., 2011, 2014).

Since reproductive coercion is an inherently gendered phenomenon, no analysis of 

androcentricity is discussed. However, it is noteworthy that most studies focused exclusively 

on female participants, with the exception of two that included males (Dick et al., 2014; 

Silverman et al., 2010). Likewise, as this review was limited to male partner reproductive 

coercion of women, no analysis of heterocentricity is discussed, but it is noted that two 

studies in this review aimed specifically to study sexual minority status in the context of IPV 

and/or reproductive coercion (McCauley et al., 2014, 2015), and one study did include over 

15 percent non-heterosexual participants (Dick et al., 2014).

Summary of evidence

The evidence reviewed in this article and the chronological display of findings (Tables 1–4) 

describes an emerging field of research of enormous importance to women’s healthcare that 

has been rigorously examined, but is in need of further study. Instruments for measuring 

reproductive coercion and reproductive autonomy are a valuable addition to the field, but 

these tools require further validation, as well as testing in different populations. The 

Reproductive Autonomy Scale was tested in a large and ethnically diverse sample, but has 

not been used in a research setting beyond this development study. Thirteen of 27 articles 

reviewed for this article specifically aimed to study reproductive coercion, and the remainder 

reported incidental findings on its components. Studies were set in a wide variety of urban 

and suburban settings across the United States, though most were in the northeast or 

California, and few were set in rural areas.

This review describes reproductive coercion as a phenomenon that disproportionately affects 

women experiencing concurrent IPV, women of lower socioeconomic status, single women, 

and African American, Latina and multiracial women. The strongest of these associations 

appears to be with IPV, though some women do experience reproductive coercion without 

concomitant IPV. Women who experience reproductive coercion were found to present 

frequently to reproductive healthcare providers for certain services. Immigrant women 
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seemed to be less vulnerable to reproductive coercion, though findings on this are very 

limited.

A variety of tactics in the areas of birth control sabotage and pregnancy coercion were 

described in both quantitative and qualitative literature. Qualitative findings describe specific 

tactics by male perpetrators that may inform further refinement of the reproductive coercion 

measures. One study identified pressure specifically to produce male children; this finding 

may be more prevalent when examining the international literature on reproductive coercion.

Findings about abortion coercion described male partners figuring into the decision to have 

an abortion, but less often coercive in their influence. While women frequently reported non-

coercive partner-related factors in the decision to have an abortion, prevalence of (male self-

reported) partner pressure to terminate was as high as 4 percent, and pressure not to 

terminate was as high as 8 percent. Qualitative literature described specific coercive tactics 

for and against abortion. The decision to have a baby or to have an abortion is one that can 

involve both a man and a woman, and male partners have a place in the decision-making 

process; the point at which their involvement in the decision becomes coercive can be 

difficult to discern. A woman making an autonomous decision to terminate a pregnancy 

because she does not have a supportive partner is different from a woman who would like to 

continue a pregnancy but feels pressured to terminate by her unsupportive partner. Similarly, 

findings about other specific behaviors of reproductive coercion must be explored and 

interpreted with an aim of identifying where the boundaries of coercion lie. Within a 

romantic and/or sexual relationship, a male partner asking a woman to get pregnant may be 

meant as an indication of love or as a tactic of coercion and control, and may also be 

interpreted different ways by the female partner. Further research can help establish these 

boundaries to inform clinical interventions, but researchers and clinicians must take pains to 

maintain objectivity and to respect the woman’s interpretation of the behaviors in question, 

and examples of reproductive coercion must be understood and viewed within the social 

context in which they occur. There is a broad continuum of pressure, coercion and 

persuasion and associated demands, threatening behaviors and consequences within a 

relationship (Dutton & Goodman, 2005); the point at which this behavior becomes coercive 

must be more clearly identified, taking into account context.

Findings in this review support a clear association among reproductive coercion, unintended 

pregnancy and IPV. Reproductive coercion and IPV appear to have a synergistic effect on 

unintended pregnancy, seeking reproductive health services, as well as likelihood of success 

with an intervention to decrease reproductive coercion. Unintended pregnancy and 

reproductive coercion were less strongly associated among women who did not experience 

IPV, indicating the experience of reproductive coercion may be different for women not also 

experiencing violence. Findings in the area of abortion coercion suggest that violence was 

less often used to coerce abortions or pregnancy continuation, and more often was given as a 

reason by the woman seeking an abortion (to end the relationship or to prevent a continuing 

connection to an abusive partner).

This review revealed findings as well as speculation about the etiology of reproductive 

coercion, from the perspective of male and female participants. Women interpreted 
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pregnancy coercion as commitment by their partner to the relationship, or as an attempt by 

partners to ensure connection, especially if the partner was facing incarceration or suffered 

other social instability. These data are qualitative, but authors did note that the findings were 

more common among African American participants, while White participants more 

commonly identified relationship factors as the underlying motivation.

Findings were limited on strategies used by women to resist reproductive coercion, but some 

were found in the qualitative literature. Likewise, findings on interventions for reproductive 

coercion are very limited. Participants made suggestions about what they thought might be 

effective, and one intervention was tested, with significant improvement especially among 

women who also experienced IPV mainly due to more of those women leaving the 

relationship.

Implications

The prospect of women being coerced into having abortions has been the subject of much 

politicization in the public arena of the abortion debate. Findings in this area do not support 

the assertion that women are frequently coerced into abortions, but rather, that they are more 

often coerced into continuing a pregnancy. Findings are limited, however, and in need of 

further investigation.

Results showing an association between reproductive coercion and frequent visits to a 

reproductive healthcare provider, as well as pregnancy ambivalence, indicate that midwives 

and other women’s health care providers should have heightened vigilance when women 

present frequently for services or with ambivalence toward pregnancy. They also support the 

recommendations to routinely screen all women for reproductive coercion, in conjunction 

with IPV screening (American College of Obstetricians, 2013). These findings highlight the 

importance of screening a woman in private for at least a portion of her clinic visit. The 

findings on resistance strategies currently used by women indicate an interest in non-

detectable methods of contraception that should be explored by providers during office 

visits. The Patient Protection and Affordable Care Act of 2010 (Compilation of Patient 

Protection and Affordable Care Act, 2010) facilitates access for women who previously 

could not afford such methods, but more work is needed to ensure that all women have 

access to unbiased contraceptive counseling and free or low-cost services. Women who may 

not have insurance or may not want to use insurance for fear of a partner or parent 

inadvertently receiving access to their contraceptive choices through this mechanism need to 

be considered in state and national policy and in funding decisions.

From the results on the association between reproductive coercion and IPV it is unclear 

whether violence precedes reproductive coercion, whether the reverse is true, or whether 

these events occur concurrently. Either chronology has implications for healthcare providers 

and advocates in counseling women who report reproductive coercion or IPV. Findings 

clearly support the need for providers to be prepared for screening and counseling on both 

reproductive coercion and IPV when encountering one of these in a patient visit, and also for 

providers to provide counseling on less detectable methods of contraception to help women 

avoid unintended pregnancy, when they report reproductive coercion. The co-occurrence of 
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IPV and reproductive coercion also presents opportunities for healthcare providers and IPV 

service providers to collaborate to improve screening and response to both issues.

Reproductive coercion is an emerging area of research, reflecting disparate opinions on the 

exact definition of the point at which a behavior reflects normal disagreement between 

people in a relationship, as opposed to coercion. Additional research is needed to further 

define reproductive coercion and to clarify the phenomenon. This is increasingly important 

as policy makers and enforcers attempt to implement reproductive coercion screening, 

intervention and policy. Implications for practice, policy and research are summarized in 

Table 5.

Limitations of this Review

This review used a broad search strategy and collected a sizable amount of literature on the 

topic of reproductive coercion. The search was limited to the five years before and after 

reproductive coercion began being studied in the literature, to make the integrative review 

manageable; removing time limits would potentially yield a larger number of relevant 

studies, but an informal search of literature prior to the 2005 cutoff did not yield any 

additional relevant studies. Limiting the search to domestic literature restricted findings as 

well; including international literature in the search (a total of 10 articles otherwise meeting 

the inclusion criteria for this review) would increase the depth and breadth of the review by 

revealing manifestation of reproductive coercion in diverse contexts, by examining other 

potential motivations for male partners such as a cultural preference for male children, and 

by exploring other influences on women’s vulnerability such as the status of women’s rights 

and restrictions on reproductive choices. The limitation of male partners as perpetrators 

excluded the rare occurrences of women mentioning pressure from a parent to terminate a 

pregnancy (Foster et al., 2012; Herrman, 2007). This was outside the scope of this review, 

but is a clear threat to women’s reproductive autonomy worthy of further examination. 

Notably, the majority of articles initially located in the literature search for this review were 

excluded due to focusing exclusively on IPV, or government or sexual coercion. These 

concepts have significant overlap with reproductive coercion, but describe distinct 

phenomena, which may help inform the study of reproductive coercion but which we 

excluded from this review due to not directly addressing the specific behaviors that define 

reproductive coercion. Further analysis of these excluded articles may yield further 

knowledge about reproductive coercion as well as other threats to reproductive autonomy.

Suggestions for further research

There are no qualitative studies examining in depth the intersection of reproductive coercion 

and IPV, and only two with findings on the intersection of reproductive coercion and 

unintended pregnancy. Qualitative research in these areas would provide valuable insight 

into the nature of these intersections, and would help inform intervention studies. No studies 

aimed specifically to study resistance strategies currently used by women who experience 

reproductive coercion, and findings in this area are almost entirely qualitative. Further 

qualitative research would enable researchers to build on those existing strengths, and also to 

explain the quantitative findings about lack of success in women who are not experiencing 

IPV. Further research into how women understand the experience of reproductive coercion, 
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especially in the absence of IPV, as well as the socio-cultural context of reproductive 

coercion from the perspective of both men and women, will be essential in understanding the 

phenomenon as well as developing interventions. Most research on pregnancy coercion 

focuses on pressure to get pregnant, with less emphasis on pressure to use contraception or 

to avoid pregnancy. Further exploration of this dynamic would contribute to better 

understanding of the diverse manifestations of reproductive coercion. Qualitative research 

can also contribute to further developing the conceptual construct of reproductive coercion 

and its specific behaviors. For instance, the behavior of telling a partner not to use birth 

control, which for this review was considered pregnancy coercion, could also be considered 

birth control sabotage. Clarification of the boundaries of these behaviors and the theoretical 

construct in which they fit will support high quality quantitative research as well as effective 

clinical interventions and potential legal remedies.

Existing quantitative literature illuminates several associations with reproductive coercion 

that merit further examination, such as immigrant status, race, sexual minority status, and 

pregnancy ambivalence. Existing qualitative literature illuminates many aspects of 

reproductive coercion that merit quantitative analysis, such as specific tactics of reproductive 

coercion, resistance strategies, and associations with male incarceration and housing 

instability. Very few studies include male participants; there is a large knowledge gap in 

understanding the motivation of men who perpetrate reproductive coercion, as well as the 

factors that encourage men to use reproductive coercion to exert power and control over 

women. The primary prevention of reproductive coercion will depend on further research 

and interventions targeting men.

The development of the Reproductive Autonomy Scale and the continued refinement of the 

Miller et al. reproductive coercion assessment provide essential tools for continuing to 

describe and define the phenomenon of reproductive coercion, and for measuring the effect 

of interventions in improving a woman’s resistance of coercion. Both instruments are in 

need of further validation; the Reproductive Autonomy Scale specifically should be tested in 

a broader sample of women than just those seeking to avoid pregnancy. Knowledge of 

reproductive coercion and autonomy would benefit, as well, from a systematic review of the 

reproductive autonomy literature.

More research is needed on interventions for women experiencing reproductive coercion. 

Current recommendations for healthcare providers who care for patients experiencing 

reproductive coercion are limited to harm reduction strategies (counseling on less-detectable 

methods of contraception and abortion) (American College of Obstetricians, 2013). Limited 

research currently supports (or refutes) those recommendations (Miller et al., 2011), or looks 

at long-term outcomes as a result of them, and no research examines behavioral 

interventions that support healthy relationships, addressing men as well as women.

Conclusion

The abundance of cross-sectional data found in this review means that little is known about 

causality or chronology of events in the lives of women who experience reproductive 

coercion. Delving deeper into the aspects of reproductive coercion that are just beginning to 
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be examined will illuminate unexplained relationships, and will inform interventions for 

providers and advocates. This area of research has great potential to explain previously 

unexplained phenomena in the field of violence and unintended pregnancy, and to establish 

connections between the many factors that influence the reproductive health and safety of 

women.
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Figure 1. 
Results of Search Strategies on Reproductive Coercion
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Figure 2. 
Reproductive Coercion and Subdomains Examples
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Table 3

Quantitative Results on the Intersection of Reproductive Coercion and Intimate Partner Violence

First
Author
(year)

Findings on Intersection with IPV

Gee (2009) Women with history of IPV more likely to report no birth control use because of 
partner unwillingness or pregnancy pressure

16.7% with IPV vs 6.1% without IPV

Women with history IPV more likely to agree with: “my partner makes it difficult 
to use birth control”

13.5% with IPV vs. 4.6% without 
IPV

Increased odds of IPV for women reporting partner unwillingness to use birth 
control or pregnancy pressure

OR 2.34, 95% CI 1.41–3.89

Increased odds of IPV for women agreeing with the statement: “my partner 
makes it difficult for me to use birth control”

OR 2.78, 95% CI 1.68–4.63

Miller (2010) RC prevalence without IPV 7%

RC prevalence with IPV 18.5%

Women reporting birth control sabotage who also reported IPV 79%

Women reporting pregnancy coercion who also reported IPV 74%

Silverman (2010) IPV was associated with both:

  abortion pressure ARR 2.41, 95% CI 1.38–4.20

  and men preventing abortion ARR 2.60, 95% CI 1.76–3.87

Miller (2011) Among women with recent IPV (past 3 months) exposure to intervention had a 
71% reduction in the odds of pregnancy coercion compared to control group

AOR 0.29, 95% CI 0.09–0.91

Among women without recent IPV (past 3 months) exposure to the intervention 
had no significant impact on pregnancy coercion

AOR 1.63, 95% CI 0.80–3.34

Silverman (2011) Women who experienced IPV had significantly higher odds of having coerced 
sex without a condom than women without IPV

AOR 4.9, 95% CI 2.6–8.9

Clark (2014) Of women who experienced RC percent who also experienced IPV in the same 
relationship

32% (95% CI 23–41%)

Dick (2014) Exposure to cyber-dating abuse increased odds of reporting RC:

  Low exposure to CDA AOR 3.0, 95% CI 1.4–6.2

  Higher exposure to CDA AOR 5.7, 95% CI 2.8–11.6

Kazmerski (2014) Reported both RC and IPV 4.4%

Reported RC only 9%

Recent RC (past 3 months) in the absence of IPV increased odds of using 
emergency contraception:

  Once AOR 2.6, 95 % CI 1.2–5.8

  and two or more times AOR 2.2, 95 % CI 1.7–2.7

Recent IPV in the absence of RC increased odds of seeking pregnancy testing:

  one pregnancy test AOR 1.4, 95 % CI 1.1–1.7

  and two or more pregnancy tests AOR 2.2, 95 % CI 1.4–3.2

  and using emergency contraception once AOR 1.6, 95 % CI 1.3–2.0

Combined effect of both recent IPV and RC increased odds of:

  seeking two or more pregnancy tests AOR 3.6, 95% CI 3.3–3.8

  using emergency contraception two or more times AOR 2.4, 95% CI 1.5–4.1

  seeking STI testing once AOR 2.5, 95 % CI 1.6–3.9

  seeking STI testing two or more times AOR 2.9, 95 % CI 1.02–8.5

McCauley (2014) Prevalence of RC:
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First
Author
(year)

Findings on Intersection with IPV

  in overall sample 12.4%

  of those with recent IPV 24%

Recent IPV increased odds of RC AOR, 3.32, 95% CI, 1.87–5.92

Miller (2014) Increased odds of past-year unintended pregnancy in women with IPV and RC AOR 2.00, 95% CI 1.15–3.48

Sutherland (2015) Of women who reported RC, percent who also reported IPV 57.9% (95% CI 2.74–7.29) [sic]

Of women who reported birth control sabotage, percent who also reported IPV 67.9% (95% CI 2.75–13.93) [sic]

Of women who reported pregnancy coercion, percent who also reported IPV 59.1% (95% CI 2.73–7.75) [sic]

NOTE: SES = socioeconomic status, IPV = intimate partner violence, RC = reproductive coercion, AOR = adjusted odds ratio
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Table 4

Quantitative Results on the Intersection of Reproductive Coercion and Unintended Pregnancy

First Author
(year)

Findings on Intersection with Unintended Pregnancy

Miller (2010) RC increased the odds of unintended pregnancy AOR 1.60, 95% CI 1.22–2.09

RC increased the odds of unintended pregnancy among those exposed to IPV AOR 2.02, 95% CI 1.45–2.82

RC did not increase the odds of unintended pregnancy among those not 
exposed to IPV

AOR 1.00, 95% CI 0.62–1.63

Interaction effect of IPV and RC increased the odds of unintended pregnancy AOR 1.99, 95% CI 1.11–3.58

Pregnancy coercion increased the odds of with unintended pregnancy AOR 1.83, 95% CI 1.36–2.46

Pregnancy coercion increased the odds of unintended pregnancy among those 
reporting IPV

AOR 2.35, 95% CI 1.63–3.38

Pregnancy coercion did not increase the odds of unintended pregnancy for 
those not exposed to IPV

AOR 1.03, 95% CI 0.59–1.81

Interaction effect of IPV and pregnancy coercion increased the odds of 
unintended pregnancy

AOR 2.22, 95% CI 1.14–4.32

Birth control sabotage increased the odds of unintended pregnancy AOR 1.58, 95% CI 1.14–2.20

Birth control sabotage increased the odds of unintended pregnancy among 
those exposed to IPV

AOR 1.77, 95% CI 1.21–2.59

Birth control sabotage did not increase the odds of unintended pregnancy 
among those exposed to IPV

AOR 1.11, 95% CI 0.56–2.19

Interaction effect of IPV and birth control sabotage did not increase the odds 
of unintended pregnancy

AOR 1.60, 95% CI 0.73–3.48

Miller (2014) Among women exposed to recent (past 3 months) RC, past year unintended 
pregnancy prevalence

20.9%

Increased odds of past year unintended pregnancy among those experiencing 
RC

AOR 1.79, 95%CI 1.06–2.03

Increased odds of past year unintended pregnancy among those experiencing 
RC and IPV

AOR 2.00, 95%CI 1.15–3.48

Sutherland (2015) Women who experienced RC were more likely to report a history of 
unintended pregnancy

19.7%, p < .001 [Note: comparison 
proportion not provided]

NOTE: SES = socioeconomic status, IPV = intimate partner violence, RC = reproductive coercion, AOR = adjusted odds ratio, ARR = adjusted risk 
ratio
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Table 5

Implications for Practice, Policy and Research

Practice • Brief screening intervention appears to be promising in decreasing rates of unintended pregnancy among women 
experiencing IPV and reproductive coercion

• Findings related to long-acting and less detectable methods of contraception as resistance strategies suggest a need 
for private conversations between a woman and her healthcare provider regarding contraceptive options

• Findings about association between seeking pregnancy/STI testing and reproductive coercion suggest need for 
heightened awareness when women present for these services

• The association between reproductive coercion, IPV and unintended pregnancy provides an opportunity for target 
screening and intervention, but also shows the need for earlier prevention, identification and intervention strategies

• Associations between IPV and reproductive coercion offer opportunities for collaboration between healthcare and 
violence-related service providers

Policy • Multiple methods of contraception, including long-acting and covert methods must be included services in insurance 
plans, as well as available to women who may not have or be using insurance (i.e.: immigrant women, girls under 18 
presenting without parental involvement)

• Reproductive coercion should be included in discussion regarding legal definitions of sexual and IPV

Research • Consistency in definitions of reproductive coercion and its subdomains is needed

• Validation of a measurement tool for reproductive coercion is imperative

• Population-based studies are needed to further examine the phenomena in women who are not actively in school or 
healthcare settings

• Longitudinal studies to examine temporal relationship between reproductive coercion and IPV, as well as to evaluate 
prevention and intervention strategies are needed

Note: IPV = intimate partner violence
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