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Abstract  Adolescence is a period of doubt and uncertainty, involving risk attitudes and exposure to emotional and 
physical damage. Cross-sectional epidemiological study with a quantitative approach, aiming to analyze the positive 
attitude of pregnant teenagers, from the perspective of adopting contraceptive methods in the puerperium. Fifty adolescents 
were interviewed in an outpatient clinic in Recife, PE, Brazil. The health prevention attitude was associated by means of 
the sociodemographic dimensions and health behavior. The analysis of adolescent exposure to factors that compromise the 
ability to prevent recurrent pregnancy has been linked both to concrete existing conditions of the first dimension and to 
health perception and behavior of the second dimension.  
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1. Introduction 
Adolescence is a period between 10 and 19 years of age 

[1, 2], when the individual undergoes intense physical and 
psychological changes [3], who begins to interact with the 
world around her more independently. In this context, the 
young person finds herself in a situation where there is no 
way to act as a child anymore, although lacking total 
autonomy over her life, sometimes taking risk attitudes 
towards health and compromising physical integrity [4], 
such as unsafe sex with exposure to sexually transmitted 
diseases and, above all, unwanted and recurrent 
pregnancies. 

National and international statistical data emphasize the 
significant increased number of pregnant teenagers in 
various countries. According to estimates, about 16 million 
women between 15 and 19 years of age get pregnant every 
year in the world. Out of these births, 95% occur in low- 
and medium-income countries. In Latin America, the 
percentage is around 18%, half of which occur in only 7 
countries, among them Brazil [5]. Such data raise concerns, 
because faced with this reality there is a reduced 
expectation of these girls to complete their studies,  to have  

 
* Corresponding author: 
nevesfigueiroa@hotmail.com (Maria das Neves Figueiroa) 
Published online at http://journal.sapub.org/nursing 
Copyright © 2017 Scientific & Academic Publishing. All Rights Reserved 

 
a stable job, and to be independent [6, 7]. Also, with short 
intergestational intervals, teenagers with recurrent 
pregnancies are more exposed to hemorrhages in the third 
trimester, anemia, puerperal endometritis, premature rupture 
of membranes, obesity, and gestational diabetes [8]. 

It is known that many of these adolescents in early sexual 
life have doubts about the contraceptive methods available 
and the best method to adopt [3]. Uncertainties such as 
these are related to the concept of positive attitude in 
prevention, which is defined as an individual seeking care, 
regardless of the fact whether she or the group to which she 
belongs is experiencing a health problem [9, 10]. 

Such an attitude is determined by an individual’s beliefs 
and perceptions about what health, illness, and prevention 
are, in addition to her experiences, either for health 
prevention, maintenance, or treatment. In relation to the 
concept, it is known there are two dimensions constituting  
it and they can influence attitudes. The first dimension 
refers to an individual’s concrete existing conditions, 
characterized by the socioeconomic status. In turn, the 
second concerns health perceptions and behaviors, being 
characterized by the identification of a health problem and 
the search for a solution by the individual [9, 10]. 

The issue that led to our interest in conducting this study 
derived from the concern with repeated pregnancies in 
adolescence, thus, the authors were interested in addressing 
the attitude towards the perspective of adopting 
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contraceptive methods by teenagers in the postpartum 
period. 

2. Methods 
This is a cross-sectional epidemiological study, carried out 

within the period from February to May, 2015, at the 
outpatient clinic of a reference maternity hospital that 
provides high-risk care in Recife, PE, Brazil. The population 
consisted of adolescent pregnant women attending prenatal, 
low and high risk outpatient appointments. Considering a 
monthly average of appointments, evaluated within a 
7-month period, through data provided by the administrative 
department of the teaching hospital, which corresponded to a 
total around 835 appointments, the sampling calculation 
consisted of 50 pregnant women, and the sample was 
delimited using the software Raosoft Sample Size 
Calculator. 

The final sample gathered adolescent pregnant women 
whose appointments took place during the data collection 
period, who were psychically and physically fit and freely 
accepted to participate in the research, confirming it either by 
their signature or by their guardians’ signature. 

 

 

Figure 1.  Organization chart representing vulnerable groups and their 
characteristics regarding the positive attitude in prevention. Recife, PE, 
2015 

Data was collected by means of an interview conducted 
using a script prepared by the authors, containing variables 
related to the sociodemographic profile and the sexual, 
reproductive, and contraceptive behavior, as well as the 
characteristics related to reproductive risk. 

To analyze the attitude towards prevention, the data 
collected were categorized according to two dimensions: 
sociodemographic characteristics and health behavior 
(Figure 1). After categorization, the subjects most vulnerable 
to having a positive attitude deficit concerning prevention 
were identified among those who had three or more risk 
indicators in each dimension.  

The study was approved by the Research Ethics 
Committee concerned, under the Opinion no. 1,013,568, and 
participation was confirmed by signing the free and informed 
consent term (either by the individual or her guardian).  

Table 1.  Socio-demographic characteristics of pregnant teenagers 
interviewed at an outpatient facility of a teaching school. Recife, PE, 2015 

Variables n (50) %(100) 
Age   

12 to 14 years 3 6 
15 to 19 years 47 94 

Skin color   
White 06 12 
Black 11 22 
Brown 28 56 
Yellow 04 08 
Indian 01 02 

Marital status   
Single 25 50 
Married/married-like 25 50 

Wage income   
1 minimum wage 45 90 
2-5 minimum wages 05 10 

Teenagers’ school education   
Incomplete Elementary School 12 24 
Complete Elementary School 01 02 
Incomplete High School 27 54 
Complete High School 04 08 
Incomplete Higher Education 06 12 

Maternal education level   
No school education 04 08 
Incomplete Elementary School 26 52 
Complete Elementary School 04 08 
Incomplete High School 01 02 
Complete High School 11 22 
Incomplete Higher Education 02 04 
Complete higher education 02 04 

Teenagers’ occupacion   
No occupation 11 24 
Works 05 10 
Studies 31 60 
Works and studies 03 06 
No occupation 11 24 
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3. Results 
Before analyzing the sociodemographic data (Table 1), it 

was noticed there was a prevalence of pregnant women aged 
from 15 to 19 years (94%), followed by 12 and 14 years (6%). 
Regarding skin color, there was predominance of African 
descent, with 56% for brown and 22% for black people. 
Some of the pregnant women (50%) claimed to be married or 
married-like, while the remaining 50% reported to be single 
and live with their parents. As for family income, the 
majority (90%) declared to have only 1 minimum wage for 
family expenses. 

Also in Table 1, data related to school education showed 
that 62% of the adolescent pregnant women interviewed had 
High School education, followed by 26% with low school 
education, and only 12% had Higher Education. The 
education analysis of adolescent mothers revealed a 
predominance of low school education (68%), with 52% for 
incomplete Elementary School, 8% for complete Elementary 
School, and 8% for illiteracy; 24% of these mothers had 
High School education and only 8% had Higher Education. 
In the analysis of respondents’ occupation, it was noticed 
that 60% studied, 24% had no occupation, 10% had a job, 
and 6% worked and studied. 

The results referring to the analysis of habits and 
addictions (Graph 1) showed that 74% of adolescent 
pregnant women did not use drugs, cigarettes, and alcohol. 
However, 14% showed risks related to illicit drug use, 6% 
reported to use alcohol, 4% declared to be smokers, and 2% 
reported addictions associated with illicit drugs. 

Data in Table 2 show that 64% of the teenagers started the 
menarche aged above 12 years and 36% below 12 years. In 
relation to first sexual intercourse, it was observed that 50% 
started sexual life above 15 years, 46% between 12 and 14 
years, and 4% below 12 years; 50% reported having 2 or 3 
sexual partners, while 44% reported having only 1 partner 

over sexual life, and 6% reported having 4 or more partners. 
Most of the respondents (70%) reported some type of sexual 
health change, while 30% denied these changes. The changes 
mentioned were: genital discharge, warts, or wounds in the 
genital region, and uterine cervix infection. 

Table 2.  Sexual behavior characteristics of adolescent pregnant women 
interviewed at an outpatient teaching school facility. Recife, PE, 2015 

Variables n (50) %100 

Menarche 
< 12 years 

 
18 

 
36 

≥ 12 years 
Sexarca 

<12 years 
12 a 14 years 
≥ 15 years 

Number of sexual partners 
1 partner 
2 a 3 partners 
4 or more partners 

Changes in sexual health 
Yes 
No 

32 
 

02 
23 
25 

 
22 
25 
03 

 
35 
15 

64 
 

04 
46 
50 
 

44 
50 
06 
 

70 
30 

Most of the women interviewed (76%) were primigravidas 
and 24% were multigravidas, 18% of them had a history of 
abortion; 72% did not report a health problem in the current 
pregnancy, followed by 28% who confirmed some health 
changes, such as: urinary infection, pyelonephritis, 
hypertensive peak, gestational hypertension, renal lithiasis, 
schistosomiasis, hyperthyroidism, syphilis infection, 
dyspnea, and cardiac arrhythmia; 92% confirmed assumed 
paternity, followed by 6% for paternal rejection and 2% for 
partial partner’s acceptance. 

 

 

Graph 1.  Habits and addictions of pregnant teenagers interviewed at an outpatient teaching hospital facility (n = 50). Recife, PE, 2015 
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Table 3.  Reproductive behavior Characteristics of adolescent pregnant 
women interviewed at an outpatient teaching school facility. Recife, PE, 
2015 

Variables n (50) 100 
Gestational history 

Yes 
No 

Abortion history 
Yes 
No 
Not applicable 

Health problems in the current gestation 
Yes 
No 

Assumed paternity 
Yes 
No 
More or less 

 
12 
38 

 
09 
03 
38 

 
14 
36 

 
46 
03 
01 

 
24 
76 

 
18 
06 
76 

 
28 
72 

 
92 
06 
02 

 

Most of the respondents (60%) did not plan pregnancy 
(Graph 2) and used a contraceptive method (CCM) before 
getting pregnant. 

In addition, 80% of the pregnant women did not get any 
education guidance regarding the adequate use of CCM,   
60% had never talked to their partner about CCM, while 62% 
did not intend to have other children after the current 
pregnancy (Table 4). 

In relation to the CCM type (Table 5), there was a 
prevalence for injectable (34%), followed by pill (22%) and 
condoms (18%). Most respondents used by their own, 
without guidance by a health professional (62%), for an 
average of less than 1 year (50%), admitting use failures 
(62%). 

 

 

Graph 2.  Behavior of the adolescent pregnant women interviewed, in face of family planning related to the use or not use of a contraceptive method (CCM) 
(n = 50). Recife, PE, 2015 

 
Graph 3.  Variables referring to adolescent pregnant women who had 3 or more vulnerable characteristics in the two dimensions above, which shows a 
deficit in positive attitude towards prevention (n = 50). Recife, PE, 2015 
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Table 4.  Contraceptive behavior characteristics of adolescent pregnant women interviewed at an outpatient teaching school facility (guidance, dialogue 
between partners, decision to have other children) (n = 50). Recife, PE, 2015 

Variables Received education 
guidance  Talked to the partner 

about CCM  
Want to have other 

children 

 Yes No  Yes No  Yes No 
 n % n %  N % n %  n % n % 

Did not use CCM before 05 10 08 16  04 08 09 18  05 10 08 16 
Used CCM before 05 10 32 64  16 32 21 42  14 28 23 46 

 

Table 5.  Contraceptive therapy characteristics of teenagers interviewed at 
an outpatient teaching school facility. Recife, PE, 2015 

Variables n (50) % (100) 
Method type   

Condom 09 18 
Pill 11 22 
Injectable 17 34 
Not applicable 13 26 

Method Prescribed by health professional   
Yes 06 12 
No 31 62 
Not applicable 13 26 

Time of use   
< 6 months 14 28 
≥ 6 months 11 22 
>1 year 12 24 
Not applicable 13 26 

Use failure   
Yes 31 62 
No 06 12 
Not applicable 13 26 

In relation to the vulnerability index, 3 or more 
characteristics were identified in most respondents in both 
dimensions (68%), while the minority (32%) were not 
included in the vulnerability standards adopted (Graph 3). 

4. Discussion 
Most pregnant women interviewed in this study were aged 

between 15 and 19 years, something which coincides with 
data from other surveys that confirm 11% of annual births 
worldwide from teenagers within the same age group [11, 
12]. In other studies whose purpose is analyzing the 
magnitude and characteristics related to recurrent pregnancy 
in adolescence, one of the main associated factors was   
also age between 15 and 19 years [13]. There was a 
predominance of African descent (78%), which is in line 
with other surveys, where most teenagers interviewed were 
brown and black [14, 15]. 

 In the analysis of marital status, we notice that while on 
the one hand there is early marital union, contributing with 
social disadvantages, since the teenagers are limited to the 
role of mother and housewife, dropping out of school    
and, consequently, giving up the chance of vocational 
qualification [14], on the other hand, the young woman 
remains within their family environment, perhaps due to the 
low income level, accompanied by the prejudice imposed by 

the society and the responsibility of having another family 
member to educate and feed [16]. 

Therefore, in this study there was no difference for the 
variable marital status. Unlike some studies showing 
divergent results, since some data show a higher proportion 
of teenagers in a marriage-like relationship [17, 18], others 
confirm a prevalence of unmarried teenagers who do not live 
with their partners [13, 19]. It is worth emphasizing that most 
of the existing marital unions do not necessarily imply the 
couple financial independence or responsibility concerning 
care for the newborn infant, and this may be a factor 
motivated by pregnancy itself and social pressure. In this 
regard, health education is significant, especially for primary 
care professionals, since these teenagers need family support 
to pursue their routine activities, such as study, work, 
responsibility towards the baby, and contraception within the 
postpartum period through family planning [18]. 

As for family income, this study revealed that 90% of the 
teenagers depended on only 1 minimum wage, something 
which converges with other surveys, referring to low income 
in 83.3%, 41.17%, and 90.4%, respectively, of the teenagers 
interviewed [7, 14, 18]. Such data associate low family 
income with the increased risk of early and recurrent 
pregnancies [7]. 

The variable school education showed a difference from 
other studies, which pointed out a low education level in 
most teenagers, indicating this factor as one of the main 
consequences of pregnancy within this age group [7, 17, 18, 
20]. However, although this study had a High School 
education in most of the teenagers, a low education level was 
observed in the majority of these respondents’ mothers. It is 
known that a low education level of a teenager’s mother is a 
factor that can lead to inadequate sexual information, since 
guidance needed for a good sex education depend not only 
on the school, but also on the family environment. So, 
difficulties in the dialogue about sexuality lead to prejudice 
in thoughts about the significance of using adequate 
contraceptive methods, something which contributes to 
unplanned and recurrent pregnancies [7, 17, 21]. 

Although most respondents reported no addictions, about 
1/3 confirmed to use alcohol and other drugs (cigarette, 
marijuana, cocaine, hallucinogenic inhalants), with 
associated addictions among these illicit drugs. Such data are 
worrisome, especially because this is a group still at the stage 
of physical, psychic, and social growth, whose sexuality 
emerges as a way of expressing emotions and attitudes, 
reflected according to the environment where they live. Thus, 
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in face of a physical and psychic burden, such as early 
pregnancy itself, teenagers are more prone to risky behaviors, 
such as exposure to alcohol and other drugs, a behavior that 
usually arises only due to their very exploratory nature or 
because of the influence of environment, and this may 
contribute to a series of obstetric and perinatal complications 
[22]. 

The respondents’ gynecological and obstetric profile of is 
very similar to that developed by other authors whose work 
shows an early menarche among the teenagers interviewed 
[17, 18]. It is known that, recently, the age of menarche has 
started earlier in society, due to factors such as secular 
growth acceleration, environmental context changes, genetic 
factors, besides variables such as ethnicity, socioeconomic 
level, and nutritional status. This menarche can still be 
mentioned as a factor capable of stimulating the onset of 
sexual activity among these teenagers, whose body is at this 
transition stage and psychological immaturity may attribute 
inherent health risks, such as unwanted and recurrent 
pregnancy [15, 17, 23]. 

Thus, in this study, early first sexual intercourse was a 
factor that drew attention, since the average age for the first 
sexual experience was 15 years, something which is in line 
with other studies, also referring to such precocity [7, 14, 17, 
18, 24]. 

The number of reports associated with complaints and 
genital pathologies has drawn attention. These data suggest 
these teenagers’ exposure to gynecological problems and 
lack of sexual protection, because, as it is well known, the 
risk of sexually transmitted infections (STIs) increases 
significantly along with each new sexual partner and an 
increased number of partners [25]. 

The first pregnancy allied to an early first sexual 
intercourse increases chances of recurrent pregnancy at this 
life phase [15, 26], a theory that could be observed in the 
expression of the number of multigravidas. Many of the 
latter have reported a history of abortion, something which 
shows an unfavorable scenario for these teenagers, since 
abortion is sometimes recognized as the only resource left 
for unprotected in the case of unwanted pregnancy [27]. 

The prevalence of teenagers who reported health changes 
in the current pregnancy was almost 1/3 of those interviewed. 
Most intercurrences are common in early pregnancy, since 
physiological immaturity to withstand pregnancy stress may 
represent a high risk of unfavorable obstetric outcome, 
something which leads mainly to fetal growth deficit, 
prematurity, and low birth weight [19]. It is also worth 
mentioning that these risks may be related to low adherence 
to prenatal care, something which allows identifying risk 
situations and performing early and efficient interventions 
[18, 28]. 

Although most respondents reported assumed paternity, 
there were problems regarding partner acceptance in about 
10% of the cases, a percentage that, although low, deserves 
attention, because besides inadequate to prenatal care, other 
factors, such as absence of partner and lack of pregnancy 
acceptance by the family or partner may interfere with the 

health and well-being of the adolescent pregnant woman, 
and this contributes to adverse conditions to fetal growth and 
development [28, 29]. 

It was found that most of the teenagers did not plan 
pregnancy and got pregnant even resorting to CCM, along 
with lack of education guidance concerning the use of CCM. 
These data reinforce the theory that lack of guidance on 
sexuality and adequate contraception exposes these girls to 
risks such as sexual infections and unwanted and recurrent 
pregnancies [17]. It is worth noticing that almost 20% of the 
respondents stated they did not plan pregnancy, but they did 
not use any contraceptive method. According to the literature 
on the theme, factors such as ignorance and neglect are 
related to lack of use of contraceptive methods in 
adolescence. These data reinforce the evidence that the 
earlier the first sexual intercourse occurs in adolescence, the 
greater the chances of a pregnancy during this period of life, 
due to the non-use of contraceptive methods, or the difficulty 
of access, fear to seek health services, ignorance of 
preventive practices, or the imagination of a supernatural 
world by adolescents, where nothing bad will happen to them 
[17]. 

It is worth highlighting the perception there is a deficiency 
in the dialogue on CCM between partners, something which 
draws attention, as dialogue, specifically between partners, 
can stimulate the exchange of knowledge acquired about 
sexuality and contraception, as well as contribute both to 
choose and to effectively and skillfully use the selected 
contraceptive method [24]. 

Similar to other studies, it was found that contraceptive 
methods, injectable and oral, as well as condoms, were the 
most frequently adopted by teenagers. These data are still 
close to the evidence provided by another study, where the 
contraceptives most frequently mentioned by adolescent 
puerperal women were the pill, followed by the condom [17]. 
In this context, the lack of care for adolescents in relation to 
STI prevention is highlighted, since few reported the use of 
condoms as a precaution [17]. Another major point might be 
the fact that the vast majority of the respondents used 
contraceptive methods on their own, without guidance by a 
health professional, something which reveals a lack of 
interest of these young women in seeking a health service to 
get information about sexuality and contraception. It is 
noteworthy there was pregnancy after a short period using 
contraceptive methods and most of the respondents reported 
failures regarding their use. Such failures are surely related 
to lack of demand for adequate information on sexual and 
reproductive health, as evidenced by another study, where 
the majority of sexually active teenagers did not seek family 
planning services, nor did they ask for advise by nurses or 
physicians about The information mentioned above [25]. 

It is known that adolescents are recognized by their low 
demand for health services, and this requires an initiative of 
services and professionals, in order to increase the attempt to 
attract these teenagers to primary care services. It is also 
worth mentioning the use of all appointments with these 
teenagers to inquire about their sexuality and to provide 
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individualized guidance, besides the significance that nurses 
from these facilities in health education actions on sexuality, 
also in the schools [25]. 

When analyzing the vulnerability index, it was found that 
most teenagers had 3 or more characteristics, both in the first 
and second dimensions, related to attitude, something which 
may compromise the capacity of adopting preventive 
measures. 

In the analysis of the first dimension, we observed factors 
associated with vulnerability such as: skin color (black and 
brown); low school education of adolescent and low-income 
mothers. Through the second dimension survey, the 
elements highlighting vulnerability were: unplanned 
pregnancy, lack of education guidance on contraception, use 
of self-employed CCM, and lack of partner participation in 
family planning decisions. 

5. Conclusions 
The analysis of adolescent exposure to factors that affect 

their ability to prevent recurrent pregnancies has been linked 
both to concrete existing conditions of the first dimension 
and to health perception and behavior of the second 
dimension.  

The results point out the importance of a look at teenage 
pregnancy as an issue that goes beyond economic and 
biological aspects, becoming a concern of a social nature. 
Data reveal the importance of teenage recruitment for health 
education services, seeking peer commitment in an attempt 
to establish a healthy and safe experience as for sexuality.  
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