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Introduction
ost women resort to contraceptive methods
to avoid unwanted pregnancies; however,
accidental pregnancies still happen, whether
it is due to failure of the chosen contraceptive
method, or its incorrect use (1-3). Some authors
interpret the absence of these methods, or incorrect use of them, as an unconscious desire for
pregnancy (4, 5). However, most women who decide to terminate their pregnancy consider the
conception as non-intentional, and associate it

with negative emotional reactions (6). Nevertheless, this should be considered a situation of unwanted motherhood, as the project of having a
child does not exist (7, 8).
Research attests that there are several underlying
reasons to the decision to have an abortion, which
are closely related to life circumstances and projects; thus the decision is a meaningful experience
that reflects, and has an impact on personal characteristics (age, religion, attitudes regarding elec-
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Abstract
Background: This study’s objective was to evaluate the role of psychological adjustment in the decision-making process to have an abortion and explore individual
variables that might influence this decision.
Methods: In this cross-sectional study, we sequentially enrolled 150 women who
made the decision to voluntarily terminate a pregnancy in Maternity Dr. Alfredo da
Costa, in Lisbon, Portugal, between September 2008 and June 2009. The instruments
were the Depression, Anxiety and Stress Scale (DASS), Satisfaction with Social
Support Scale (SSSS), Emotional Assessment Scale (EAS), Decision Conflict Scale
(DCS), and Beliefs and Values Questionnaire (BVQ). We analyzed the data using
Student’s T-tests, MANOVA, ANOVA, Tukey’s post-hoc tests and CATPCA. Statistically significant effects were accepted for p<0.05.
Results: The participants found the decision difficult and emotionally demanding,
although they also identified it as a low conflict decision. The prevailing emotions
were sadness, fear and stress; but despite these feelings, the participants remained
psychologically adjusted in the moment they decided to have an abortion. The resolution to terminate the pregnancy was essentially shared with supportive people and
it was mostly motivated by socio-economic issues. The different beliefs and values
found in this sample, and their possible associations are discussed.
Conclusion: Despite high levels of stress, the women were psychologically adjusted
at the time of making the decision to terminate the pregnancy. However, opposing
what has been previously reported, the women presented high levels of sadness and
fear, showing that this decision was hard to make, triggering disruptive emotions.
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1- The psychological and relational adjustment
at the decision-making moment through observing
the psychopathological symptoms, emotional reactivity and perceived social support;
2- The perceived difficulty in the decisionmaking process: uncertainty in choosing among
several options, the relevant contributing factors
and quality of the decision;
3- Factors of inter-individual variability regarding the psychological adjustment to the decision.
Methods
Design: This was a cross-sectional study using a

non-probabilistic sequential sample of 150 candidates who voluntarily sought to terminate pregnancies, in a public health service, in Lisbon, between September 2008 and June 2009. The research project was evaluated and approved by the
institution’s Ethics Committee.
The data collection was carried out in the Unwanted Pregnancy Consultation unit at maternity
Dr. Alfredo da Costa, and it consisted of a single
evaluation done during the pre-consultation period
(first appointment before abortion). After explaining the study and guaranteeing the confidentiality
and anonymity of the evaluation, the participants
granted their informed consent.
Instruments: The instruments were socio demographic questionnaire, tailored for the study in
order to characterize the study sample on a number of socio-demographic variables (including
age, nationality, religion, ethnicity, educational
level, professional situation, socio-economic level, and living conditions).
Depression Anxiety Stress Scales (DASS) (24),
Portuguese adaptation (25) − this is a 21-item
scale, divided in three subscales of depression,
anxiety and stress, each with 7 items. The responses are given in a 4-point scale, where the
respondent presents the level of agreement with
the item (e.g. statements regarding negative emotional states felt during the past week). The score
for each subscale is obtained by the sum of the
items, with the minimum result of 0 and the maximum of 21 (the higher the score the more negative the affective state). The Portuguese modified
version presented a good internal consistency (α
ranged between 0.74 to 0.85), presenting similar
psychometric characteristics for the Portuguese
population as the original scale (25).
Satisfaction with Social Support Scale (SSSS)
(26) − this 15-item scale measures four dimensions of social support: satisfaction with friends (5
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tive abortion, personality characteristics, previous
experiences), motivations associated with relationships and social support (marital or parental
status, family and social pressure), aspects related
to economic and educational circumstances (professional and academic status), life contingencies,
and the social, cultural and legal environment (915).
A study about the Portuguese position towards
abortion (1), showed that the main motives to
terminate a pregnancy were age (17.8%), economic status (14%), not wanting more children
(13%), having had a child recently (10.4%), rejection of the pregnancy by the partner (9.4%), marital instability (9.1%), and family pressure (8%).
However, in Portugal, the study of demographic
and motivational characteristics of women that
seek abortion, the associated psychological aspects, and their reproductive experience, were
limited due to legal contingencies that criminalized abortion for a long period of time. Thus, the
few studies developed till now are small, limited,
empirical or qualitative ones, which provide incomplete knowledge on this subject (1), and are
most probably distorted by censorship (16, 17).
The voluntary termination of pregnancy was
only legalized in Portugal on April 2007 (Law
nr.16/2007, 17th of April). This law enabled
women to have abortions in an official health establishment (e.g. hospital or clinic) until tenth
week of pregnancy, and receive psychological
support offered during the decision-making process (18).
Although many researchers consider that women
do not face much difficulties in making the decision for an abortion, due to the low conflict levels
in the decision, several studies have shown that it
is hard and always involves ambivalence, and that
women tend to experience significant levels of
stress and, sometimes, clinically significant levels
of depression and anxiety prior to abortion (1, 6,
19-22). The way women deal with this decision to
terminate a pregnancy can be affected by several
factors, including the ability to tolerate painful
affections and ambivalence, perceived social support during the decision-making process, attitudes
towards elective abortion, educational level, and
past and present life circumstances, which can act
as stress inducing situations (8, 23).
Given the fact that Portuguese public services
offer, for the first time, the possibility to voluntarily terminate a pregnancy, we found it appropriate
to undertake a study that aimed at assessing:
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responses to the items. The validation study presented acceptable α values (0.560 to 0.782) (31).
Data Analysis: Student’s t-tests were performed
to compare two means, and multivariate analysis
of variance (MANOVA) followed by univariate
analysis of variance (ANOVA) were used to
compare more than two sets of means. When homoscedasticity requirement was not met in the
ANOVA, we used Welch's corrected ANOVA.
Tukey’s post-hoc tests were used when ANOVA
proved to be significant to identify the groups
with statistically significant mean differences.
Finally, to analyze the association pattern between
the variables of the subscales, we used a Categorical Principal Component Analysis (CATPCA).
Statistically significant effects were accepted for
p<0.05.
Data analysis was conducted using the statistical
software SPSS (Version 19, SPSS Inc., Chicago,
ILL, USA).
Sample: The study sample was composed of 150
pregnant women, until tenth week of pregnancy,
who made the decision to have an abortion.
Information on the participants’ clinical and
abortion history is presented in table 1.
Results
Demographic characteristics: The participants'
age ranged from 13 to 44 years (M=26.03,
SD=6.987), 76% were Portuguese and 20% from
African countries; 73.3% were Caucasian and
26.7% were Black. Most participants had a secondary educational level (45.7%) and were professionally active (61.3%), the remaining 27.3%
were students, and had a low socio-economic
level (51.3%).
Analyzing psychological adjustment to the decision-making process, the means of all the three
subscales including depression, anxiety and stress
were low (Mdepression=5.9; Manxiety=5 and Mstress=
8.7), the values being below the considered "risk
zone", indicated that the women in our sample
were psychologically adjusted to the condition.
As for Satisfaction with Social Support (SSSS),
the means were high in all subscales, indicating a
high perceived social support. Moreover, the
means reached 75% of the maximum score in all
subscales, except for the "social activities" subscale, i.e., the participants were less satisfied with
their social activities than with any other social
support dimension.
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items), intimacy (4 items), satisfaction with family
(3 items), and social activities (3 items). The responses are given in a 5-point Likert scale, and
results vary between 15 and 75 points. The Portuguese version presented a good internal consistency (α=0.85), (26).
Emotional Assessment Scale (EAS) (27), Portuguese adaptation (28) − it is a 24-item scale that
evaluates the emotional reactivity of fundamental
emotions: fear, happiness, anxiety, guilt, anger
and surprise. The responses are given using a
10 cm visual analogue scale, which ranges from
"least possible" on the left to "most possible" on
the right. The scoring of the intensity reported
regarding each emotion word is obtained by
measuring the distance (in millimeters) between
the left endpoint to the slash mark made by the
respondent. In the Portuguese study, the item’s
internal consistency was considered good (α values ranged between 0.7286 to 0.8818), (28).
Decision Conflict Scale (DCS) (29), Portuguese
adaptation (30) – this is a 16-item scale that assesses the perceived difficulty in the decisionmaking process: uncertainty in choosing among
several options, contributing factors and quality of
the decision-making process. Responses are given
on a 5-point Likert scale, which ranges from
"completely disagree" to "completely agree". The
score is obtained by calculating the mean of the
responses to each item. The higher the final score
the greater the difficulty in making the decision.
The Portuguese validation study presented an excellent internal consistency (Total α=0.9024) (30).
Beliefs and Values Questionnaire (BVQ) about
sexuality, developed by the researchers and tailored for the Portuguese population (31) – this is a
38-item scale that evaluates the values and beliefs
on sexuality in the dimensions of 1) Maternity
(which assesses the perception of motherhood as a
central project of being a woman); 2) Reproduction (which assesses the extent to which female
sexuality is seen essentially in its procreative
function); 3) Affectivity (assessing to which extent female sexuality is perceived as an affective
area); 4) Abortion (which evaluates the negative
representations of abortion); 5) Pleasure (which
assesses the perception of female sexuality as a
pleasure area). The responses are given using a 5point Likert scale, ranging from "I totally disagree" to "I totally agree". The final score is obtained through the calculation of the mean of the
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Table 1. Clinical and abortion history characterization of the
participants
Clinical and abortion history characteristics

(%)

Number of children

0

53.3

1

24

2

16.7

3 or more

6

Relationship context when pregnancy occurred

Dating

50.7

Married/Cohabiting

40.7

Casual sexual intercourse

8.7

Contraception

Pill

37.3

Condom

29.3

None

30

Gestation period

46

7-9 weeks

48.7

10 weeks

5.3

Shared the decision of having an abortion

Partner

72.7

Friends

36.4

Mother/parents

34.9

Prior abortion history

0 prior abortions

71.3

1 prior abortion

21.3

2 or more prior abortions

7.4

Reasons for having an abortion

Financial instability
Lack of (non-specified) residential conditions
Inconsistent marital relationship

41.3
22.7
12

Absence of the father

6

Child was not wanted

5.3

Being pressured to have an abortion

1.3

A combination of reasons

20.7

Concerning the Emotional Reactivity (EAS), we
observed that the emotion with the highest mean
was "sadness" (M=62.2), followed by "fear" (M=
61.7), "anxiety" (M=45.7), "surprise" (M=43.9),
"anger" (M=41.5), "guilt" (M=35.1) and, finally,
"happiness" (M=18.0).
Moreover, the Conflict with the Decision (DCS)
presented low mean score (M=1.56), indicating a
146

Factors of inter-individual variability in the psychological adjustment to the decision of terminating the
pregnancy: We also analyzed individual and rela-

tional variables considered relevant in the literature. Of these, we presented only the findings that
had statistically significant effects (p<0.05).
Age group was one of the most important sociodemographic variables to explain the beliefs and
values regarding sexuality (Pillai’s trace=0.315;
F(20,576)=2.458; p<0.001; η²p=0.079; π=0.998).
The subsequent ANOVA revealed statistically
significant effects of age on the dimensions "Reproduction" (F(4,145)=3.916; p=0.005; η²p=0.098;
π=0.72) and "Pleasure" (F(4,145)=2.598; p=
0.039; η²p=0.067; π=0.72).
Regarding the age groups, teenagers (13 to 18
years old), had the strongest beliefs of reproduction as the primary function of female sexuality
(13 to 18 and 19 to 24, p=0.04; 13 to 18 and 25 to
29, p=0.003; 13 to 18 and 30 to 35, p=0.021),
(Table 2).
The relational context was influenced by beliefs
and values (Pillai’s trace=0.120; F(10,288)=1.833;
p=0.05; η²p=0.06; π=0.842). Subsequent analysis
revealed significant effects over the dimensions
"Maternity" (F(2,147)=3.442; p=0.035; η²p=0.045;
π=0.638) and "Pleasure" (F(2,147)=3.576; p=0.03
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4-6 weeks

low conflict in the decision-making. Analyzing
some of the items individually, we observed that
the first item ("this decision was easy to make")
had the highest mean (M=3.20), i.e., despite an
overall low conflict, women considered this a
somewhat difficult decision, but not extremely
difficult. However, in the second item ("I’m sure
of the decision to make"), (M=1.53), the participants showed that, despite the difficulty, they
were sure about their decision.
Concerning the values and beliefs about sexuality, pregnancy, maternity and abortion (BVQ) of
the sample, which was originally used to assess
BVQ, statistically significant differences with the
general population for the subscales "motherhood"
(p=0.017) "reproduction" ( p=0.026) and "affection" (p=0.047) were found. Since all the test statistics were positive (our sample vs. general population), we could infer that the women from our
sample privileged sexuality as a source of affection, they had stronger beliefs related to the idea
of motherhood as a central project in a woman’s
life, as well as regarding reproduction as a primary function of female sexuality, and had a more
positive view of abortion.
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Table 2. Values and beliefs related to age (ANOVA)
BVQ
Reproduction

[13;18]

[19;24]

[25;29]

[30;35]

[36;44]

ANOVA

(n=23)

(n=44)

(n=41)

(n=25)

(n=17)

F

P

2.64±0.666∗

2.12±0.686∗

1.97±0.632∗

2.01±0.557∗

2.31±1.077∗

3.916

0.005

∗Mean±SD

functions.
Moreover, the level of overall satisfaction (with
social support and social activities) was higher
among participants with a higher social status, and
the dimension of sexual pleasure was more valued
by these women (p=0.037), (Table 3).
Also participants with a lower education level
felt more anxious, had less satisfaction in perceived social support and the level of intimacy ,
valued the project of motherhood more, and viewed sexuality as an area of affection (p<0.05).
On the other hand, participants with higher educational levels tended to privilege pleasure in their
sexual experience (Table 4). Moreover, contraception use had significant effects on women’s beliefs and values towards sexuality. Women who
did not use contraception had stronger beliefs
about reproduction as the primary objective of
sexual intercourse, than women who used contraception (F (1,148)=3.635; p=0.009; η²p=0.046; π=
0.752).
Levels of stress, anxiety and depression differed

Table 3. Psychopathological symptoms, social support, values and beliefs in different socio-economic levels
Low
(n=77)

Medium
(n=23)

High
(n=9)

Student
(n=41)
SD

ANOVA

M

SD

M

SD

M

SD

M

F

P

Depression

7.10

5.760

4.26

4.760

3.33

3.082

5.15

4.084 3.973 (W)

0.016

Anxiety

6.13

5.051

2.52

3.800

2.67

2.345

4.78

3.857 6.422 (W)

0.001

Stress

9.92

5.951

6.48

5.026

5.89

1.900

8.15

4.580 6.687 (W)

0.001

Intimacy

14.29

4.029

17.09

3.502

17.78

2.539

15.76

2.981 6.116 (W)

0.002

Social Activities

9.16

3.337

11.74

3.427

10.00

3.606

10.51

3.257 3.787 (W)

0.020

Total

53.42

13.13

62.65

13.55

60.89

10.65

58.56

9.935 3.824 (W)

0.019

Maternity

3.46

0.893

2.75

0.866

3.00

0.566

2.87

0.792

<0.001

Procreation

2.25

0.791

1.77

0.598

2.11

0.471

2.23

0.673 3.564 (W)

0.024

Pleasure

3.87

0.615

3.75

0.780

4.26

0.572

3.60

0.684 3.223 (W)

0.036

DASS

SSSS

BVQ

6.759

(W): ANOVA with Welch’s correction

1- Reproduction
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η²p=0.046; π=0.656). Moreover, women who were
married or cohabiting tended to assess motherhood as the central project of womanhood, and
female sexuality as an area of pleasure (p=0.030),
in opposition to women who were dating or had
casual relations (p=0.024).
Furthermore, stress and anxiety levels were
marginally affected by the socio-economic level
(Pillai’s trace=0.107; F(9,438)=1.796; p=0.06;
η²p=0.036; π=0.806). A post-hoc analysis was
performed and showed significantly higher levels
of anxiety (p=0.005) and stress (p=0.035) in
women with lower socio-economic levels when
compared to those with higher levels. The socioeconomic level also influenced the perceived social support dimensions (Pillai’s trace=0.145; F
(12,435)=1.836; p=0.04; η²p=0.048; π=0.895).
Also, we found that women with lower socioeconomic levels were more unsatisfied regarding
the intimate social support (p=0.034), and had
stronger beliefs regarding motherhood (p=0.003)
and procreation1 (p=0.027) as the women’s main
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Table 4. Psychopathological symptoms, social support, values and beliefs in different education levels
Primary education
(n=61)

Secondary education
(n=68)

Higher education
(n=21)

ANOVA

M

SD

M

SD

M

SD

F

P

6.00

4.676

4.71

4.676

3.05

2.801

5.920 (W)

0.004

Intimacy

14.54

3.640

15.49

3.881

17.10

3.300

4.432 (W)

0.016

Maternity

3.45

0.830

2.99

0.927

2.89

0.776

5.516

0.005

DASS

Anxiety
SSSS

BVQ

Procreation

2.35

0.794

2.06

0.706

1.94

0.479

4.260 (W)

0.018

Affectivity

4.33

0.676

4.12

0.707

3.78

0.791

4.374 (W)

0.017

Pleasure

3.85

0.634

3.67

0.711

4.07

0.567

3.302

0.040

(W): ANOVA with Welch’s correction

Characterization of psychological adjustment to the
decision of pregnancy termination: To better under-

stand and characterize the psychological adjust148
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significantly among women with different gestation periods (Pillai’s trace=0.052; F(3,146)=
2.657; p=0.05; η²p=0.042; π=0.711). A post-hoc
analysis revealed that women with shorter gestation periods exhibited lower levels of depression
(p=0.01), anxiety (p=0.012) and stress (p=0.034),
less conflict in the decision-making (p=0.003),
and less firm beliefs about sexuality as a way to
find affection (p=0.023).
The number of previous pregnancies was also
influential on women’s beliefs and values regarding sexuality (Pillai’s trace=0.325; F(30,725)=
1.656; p=0.016; η²p=0.065; π=0.993). Thus,
primiparous women that were more fearful (p=
0.014) had stronger beliefs about the importance
of motherhood in a woman’s life (p<0.001), about
pleasure in female sexuality (p=0.007), and had
more negative feelings regarding abortion
(p=.043), when compared with women with two
or more previous pregnancies. Likewise, nulliparous women were also fearful (p=0.038), but they
had weaker beliefs regarding motherhood as the
central project of womanhood (p=0.001), and
about the experience of sexuality as a source of
pleasure (p=0.004).
No statistically significant differences were
found regarding religion, ethnicity, or previous
abortions at the level of psychopathological symptoms, satisfaction with social support, emotional
reactivity, or conflict in the decision-making, values or beliefs.

Figure 1. Categorical principal component analysis

ment of the participants, when faced with the
decision to have an abortion, we used a Principal
Component Analysis with the objective of analyzing the association between several subscales
(Figure 1).
The results showed that the variables depression,
anxiety, stress, fear, happiness, guilt, anger, surprise, sadness, conflict in the decision-making and
reproduction were opposite to satisfaction with
friends, intimacy, satisfaction with family, social
activities, abortion and pleasure. Thus, women
with higher scores in satisfaction with social support had lower psychopathological symptoms,
lower emotional reactivity and lower conflict with
the decision-making.
Regarding values and beliefs, we noticed that the
highest scores of the variables abortion and

J Reprod Infertil, Vol 14, No 3, Jul-Sept 2013

Sereno S, et al.

pleasure, were opposite to those of reproduction,
i.e. women with a higher representation of sexuality as a pleasurable action and a poorer representation of abortion, had weaker beliefs about the procreation as the major function of female sexuality.
On the other hand, the variables motherhood and
affectivity were orthogonal to the remaining
variables, i.e. the perception of motherhood as a
determinant project of the female status, as well as
the perception of sexuality as an area of affection,
did not relate to the remaining variables.

women, female sexuality and the roles associated
with each gender. Women with stronger beliefs in
this dimension were also the ones with the highest
level of education.
However, some of our results were not entirely
in agreement with those of previous studies.
Concerning psychological adjustment at the time
of the decision-making process, the participants
were psychologically adjusted despite showing
high levels of stress. These results, although consistent with some studies, distance themselves
from the dominant position in the literature (15,
22, 32).
Moreover, by exhibiting higher levels of sadness
and fear, and lower levels of guilt and happiness,
these women showed that the decision of terminating a pregnancy was hard to make, and triggered disruptive affection, which, although consistent with some literature (1, 20, 32), contradicted the idea of most women taking abortion "lightly".
Finally, we found that the negative representations of abortion were negatively associated with
reproduction, emotional reactivity and conflict in
the decision-making. We believe that this finding
needs to be further explored in future research,
given that the negative representations of abortion
are presented in a subscale related to the physical
and psychological consequences of abortion. As
the Portuguese law, regarding the legalization of
abortion, only recently changed, these results may
be either due to the respondents’ current representations, or a result of the maintenance of old representations (e.g. 33). This finding, which seems
the most important one in this research, has the
aforesaid limitation, apart from the fact that we
had a sample of only 150 women.
Additionally, we observed a positive attitude
towards motherhood and towards seeking affection and sharing through sexual relationships, regardless of whether these women identified themselves with the idea of sexuality for pleasure or
for reproduction.
Conclusion
Despite high levels of stress, the women in our
sample were psychologically adjusted at the time
of making the decision to terminate the pregnancy. However, opposing what has been previously
reported in the literature, the women presented
high levels of sadness and fear, showing that this
decision was hard to make, triggering disruptive
emotions.
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Discussion
The results obtained in this study can be divided
in to those that were congruent with the literature,
and those that were contradictory.
Congruently with what is found in the literature,
we observed that the decision to have an abortion
is mostly shared with supportive people (partner,
friends, parents), and revealed to be essentially
shaped by socio-economic motivations (1, 10, 11,
13). Despite considering this decision difficult and
emotionally demanding, the participants identified
a low conflict in making it. This range of positive
and negative feelings, can coexist or alternate in
the same woman (6, 15), which is part of the crisis
reaction experienced by an unwanted pregnancy
and the process of making the decision to terminate it (20).
Furthermore, the women’s values and beliefs
concerning sexuality, motherhood and abortion,
emphasized sexuality as a source of affection
rather than pleasure, motherhood as the central
project of women’s lives, and they also presented
more positive feelings about abortion than the
general population. Congruent with the literature
review, the psychological adjustment, observed in
the decision-making moment, was associated to
individual and relational variables, namely with
the educational level, the socio-economic status
and the obstetric history.
Regarding the association between subscales,
stronger beliefs about reproduction as a primary
function in female sexuality, seem to be associated to a higher level of conflict in the decisionmaking process and, consequently, a higher emotional reactivity regarding this decision, thus, exhibiting a more intense manifestation of psychopathological symptoms.
Moreover, the valorization of pleasure dimension in female sexuality seems to be related to a
greater satisfaction with social support, which can
be due to a less traditionally-oriented image of
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