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ABSTRACT
Equitable access to safe abortion is part of  the corpus of  human rights. Providing women with access to safe abortion means 
protection and realization of  one of  their fundamental human rights. However, around the world, even nowadays, women face 
not only legal obstacles, but as well stigmatization and conviction against fulfillment of  the right to abortion. In North Macedo-
nia there a multiple type of  barriers and large inequalities related to the accessibility and availability of  reproductive healthcare 
services. Women with low socio-economic status are mostly affected. The need for contraception has not been met and repro-
ductive healthcare services are unevenly distributed across the country.

Keywords
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INTRODUCTION 

Women’s sexual and reproductive rights and healthcare are an 
integral part of  the human rights. However, women world-

wide face denials and infringement of  their sexual and reproductive 
rights. These denials erode longstanding efforts and commitments 
to achieve gender equality. The focus of  this opinion piece is on 
North Macedonia due to 20-years of  work in the field of  women’s 
human rights, including women’s sexual and reproductive rights, 
and due to the frequent change in the context of  their availability.

 North Macedonia is one of  the successor states of  the 
former Yugoslavia that declared independence in 1991. The first 
decade of  independence was marked by the establishment of  
democratic institutions and practices. After reaching independence 
the country signed and ratified many human rights international 
conventions. At the country level, human rights instruments have 
been incorporated into national laws. Although, laws are adopted a 
number of  difficulties with the practical implementation of  these 
laws remain.

 In regard to the right to abortion, North Macedonia 
adopted by succession the Law on Abortion, dated back from 
1977 in ex-Yugoslavia. According to this law, the abortion was le-
gal without any restrictions. However, the ruling conservative party 
in 2013 voted to support the newly restrictive proposed legislation 
without wider public debate and consultation with the civic sector. 
It was a step back and a step towards a potential ban on termina-

tion. At cultural level, the still predominant traditional mentality 
and patriarchal culture stigmatize women and girls who perform 
the procedure, as well create a perception around abortion as im-
moral and unlawful. On the other hand, accessibility to the service 
is interconnected with the socio-economic position of  women af-
fecting mostly women from minority and marginalized communi-
ties. It is also closely connected to the delivery of  sexual and repro-
ductive care services in urban and rural areas. Rural municipalities, 
inter alia, have challenges with limited access to general healthcare 
services, which implies to the fact of  citizens having limited access 
to sexual and reproductive healthcare, too. This puts rural women 
in different situation, compared to the rest.

LEGAL FRAMEWORK

The 2013 Law on Abortion (Termination of Pregnancy)

The law adopted in 1977 regulating termination of  pregnancy was 
not altered until 2013. In 2013, the Assembly adopted a new Law 
on Abortion by urgent procedure without any consultation and de-
bates with the public and the civil sector. This initiated street pro-
tests by human rights activists and feminist organizations. Women’s 
NGOs and many others working on human rights, among them 
many medical professionals, spoke against the lack of  transparency 
and quick adoption of  the law. Activists called for protection of  
women’s right to abortion without promoting the abortion as a 
birth control but as a right to safe and affordable service for wom-
en who need it. 
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 With the newly adopted law, the abortion procedure was 
made harder by introducing many mandatory requirements, among 
others, a mandatory written request for an abortion, a three-day 
period of  re-questioning of  the decision by the woman and an 
approval of  the procedure by hospital commission. The legal ges-
tation limit for having an abortion was shifted from 12th to 10th 
week. Of  particular concern wаs the re-introduction of  the proce-
dure for approval of  the abortion request which was scrapped in 
1969 and meant a reversal. Among other newly adopted provisions 
within this law were the fines imposed on medical professionals 
and abortion service providers who violate the law. New require-
ments have delayed women’s access to legal abortion and at the 
same time undermined women’s decision and encouraged mislead-
ing information about the service. Many doctors considered that 
these procedures traumatized women and complicated the process. 

 At the same time, a campaign called “Choose life” pro-
moting abortion curbs was launched. The slogans such as Abor-
tion is murder were not only present on the posters and put in 
the visible places in public, but also were screened in a form of  a 
morbid TV spot on the national TV-channel. The spot was accom-
panied with the statement “Congratulations, your abortion was successful, 
you just killed your healthy baby who could become a beautiful boy or girl”.1 

 The law of  2013 was considered as the harshest restric-
tion of  the bodily autonomy of  women, the denial of  women’s 
rights and freedom to decide on their own. Human rights law is 
very clear that decisions about women’s bodies have to be made by 
women.

The 2019 Law on Abortion (Termination of Pregnancy)

The signs and willingness for replacement of  the old restrictive 
law from 2013 come with the change in the country’s political en-
vironment in 2017 with the election of  the social democrats. In 
2019, the law of  2013 was redrawn and a new law was adopted. A 
number of  changes were introduced, such as introducing medical 
abortion pills for the first time. Although used in a number of  
European countries as a non-invasive method of  termination of  
pregnancy and as a method along with surgical whereas a woman 
can decide which type to choose, it was not known and applicable 
in the country until the adoption of  the new law. With the legisla-
tive changes in 2019, it finally became recognized as a safe method 
for termination of  pregnancy in early stageup to nine gestational 
weeks. Medical abortion pills were not only introduced for the first 
time and available at the primary level of  healthcare, but as well as 
in hospitals. In this way, they became available in many cities and 
towns reaching diverse groups of  women.

 The legal gestation limit was shifted from 10th to 12th week 
with women no longer having to undergo an approval process in 
front of  the hospital commission. Furthermore, women will be 
able to access abortion up to the 22nd gestational week in case of  
rape, incest, fetal malformation and socio-economic reasons. The 
penalties for the medical professionals were reduced thus restoring 
the dignity of  the doctors.2 This law eliminated many of  the obsta-
cles which put additional burden on women. 

 This newly adopted law puts the woman first and does 
not favor the abortion, but rather prescribes conditions and pro-
cedure for safe termination of  pregnancy of  women who have 
made such a decision. Laws like this one does not affect in any case 
women who are willing to give birth.

Protect Women’s Sexual and Reproductive Health and Rights  

Access to sexuality education: Access to sexuality education play 
a pivotal role in ensuring women’s sexual and reproductive rights. 
Women and girls as well as boys and men, must have access to 
education and to appropriate information about family planning 
and contraception. However, comprehensive sexuality education 
in the country is still not introduced and is met with resistance by 
part of  the population. There are plans for it to be introduced as 
of  September 2021, as a pilot project in few schools from urban 
and rural country areas.3 

The access to contraception: The access to contraception is an 
important part for reducing unintended pregnancies and abortions. 
However, in the country the access to contraception is still low. 
Conducted researches showed that only 13% of  couples in North 
Macedonia use modern contraceptives and only 1.6% of  young 
people use oral contraceptives.4 There is no quality sexual and 
reproductive health without contraception. The country has one 
of  the lowest rates of  usage of  modern contraception compared 
to other countries in Europe. Contraceptives are still not listed as 
medications which the insured persons can take at the expense of  
the Health Insurance Fund of  North Macedonia. This represents 
such an obstacle for women coming from poor, marginalized and 
vulnerable groups. Many women of  them cannot afford to buy 
contraceptives. On the other hand, some women, particularly those 
from rural areas and from traditional families, besides prices as an 
obstacle, face shame and stigma in contraceptive usage. Economic 
situation and traditional mentality are still among the factors that 
hinder women from discussing and using contraceptives.

 Although, the country made significant efforts in educat-
ing family physicians and gynecologist about the importance of  
the modern concept of  family planning still some doctors are re-
luctant to embracing modern concept and novelties in family plan-
ning. Since 2016, over 200 family doctors were trained and WHO’s 
guideline for family planning was translated into local languages. 
Primary healthcare is a key starting point to expand access to fami-
ly planning services and to move towards universal health coverage 
in the country.5

Ensuring Access to Safe and Legal Abortion

Legal and regulatory framework is a key to access to safe and legal 
abortion. However, the accessibility of  the national abortion ser-
vices is not proportionally distributed through the whole country. 
Women, particularly those living in small towns and rural areas, 
have to travel to the nearest hospital to provide abortion care. The 
nearest hospital, actually, may be not so near and this is such a pro-
cedure for obtaining a basic healthcare.
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 The rate of  abortion is relatively stable in the last few 
years. In 2018 the rate was at 18.5 per 100 live births, in 2019 the 
rate slightly increased to 19.5 per 100 live births. In 2014, the rate 
was at 20.5 per 100 live births whilst in 2015, the rate stood at 19.9 
per 100 live. There is no significant trend of  increasing or decreas-
ing of  abortions.6

 However, cultural issues such as harmful gender stereo-
types, stigma, social norms, they still have a significant influence 
on women’s decision on performing abortion. The stigmatization 
is particularly present in vulnerable and marginalized groups of  
women with low educational attainment and poor socio-economic 
background. Roma women and rural women face more limitation 
in access to safe and timely sexual and reproductive healthcare.

The Way Forward 

Equality comes in many forms, including equal and equitable treat-
ment and personal autonomy for all. Personal autonomy involves 
independent decision-making by women and men, without impos-
ing barriers that would hinder or direct their decision-making. 

 Safe abortion should be available to all and both forms, 
medical and surgical, should be accessible. Women who have de-
cided to have an abortion must in no case be discriminated against, 
convicted, labeled in any way or on any grounds. 

 The state should ensure that all women and girls have 
access to sexual and reproductive health services and facilities. Ac-
cessibility means not only being physically, but as well as economi-
cally accessible. 

 Sexual and reproductive health information, including 
comprehensive sexuality education should be taught in schools.

 Any kind of  barriers in access to contraception, including 
economic barriers, should be removed.

 A country that wants to improve the quality of  life of  its 
citizens should not ban or restrict abortion because that leads to 
forcing women and girls to look for unsafe abortions which may 
have fatal consequences.

CONCLUSION

An attempt to ban or restrict abortion does not mean that the 

numbers of  abortions will reduce. On the contrary, it will force 
women and girls to look for unsafe abortions which may bring 
unwanted consequences. Women should have the right to profes-
sional and non-biased information and counseling before and after 
the procedure. The country and the government need to increase 
the availability of  integrated sexual and reproductive health servic-
es that are gender responsive and meet human rights standards for 
equal access and quality of  care. The geographical distribution of  
obstetricians and gynecological services should be improved and 
equal access to every woman should be ensured.
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ABSTRACT
Surrogacy has existed since ancient times. Depending on the way of  creating an embryo, two types of  surrogacy differ, tradition-
al and gestational. When it comes to monetary compensation, two types of  surrogacy exist, altruistic and commercialized. A lot 
of  questions come to light such as: Is the altruistic surrogacy a humane gesture for all contracted parties? What if  the mother 
changes her mind? Do the babies born of  surrogacy mothers have rights? In North Macedonia, surrogacy was introduced for 
the first time in 2014 in the amended Law on Biomedicine and Assisted Fertilization. It was a novelty having in mind that in the 
Law of  2008 the surrogacy as a practice was outlawed. The amended law applies the term gestational mother and provides a 
liberal stance, but many provisions are unclear. 

Keywords
Laws; Gestational carrier; Commercialization; Altruism; Child rights; Health consequences.

INTRODUCTION 

Surrogacy represents a process during which a woman is en-
gaged to carry and give birth to a baby for couples or some-

times a single adult. Depending on the way of  creating an embryo 
we differentiate between two types of  surrogacy-traditional and 
gestational. When it comes to monetary compensation, two types 
exist-altruistic and commercialized. Women engaged in surroga-
cy are not free of  risks and complication during pregnancy. Some 
studies showed that apart from death, among surrogates there are 
cases of  preeclampsia, Graves’ disease, depression and other dis-
eases.1 Having in mind the emotional bond that is created between 
the mother and the child, are women able so easily to give up the 
child they are carrying for nine-months? What if  they want to keep 
the child? What are the children’s rights in cases of  surrogacy? It 
is not so simple all potentially emerged issues to be regulated by 
contract and by national laws. 

 Countries in the world have different laws regulating sur-
rogacy. Countries such as Canada, Australia, Belgium and Greece 
prohibit commercial surrogacy, whilst allowing altruistic ones. 
Countries such as Russia, Ukraine, Georgia, allow both types. On 
the other hand, a vast majority of  European countries such as Swe-
den, Germany, Spain, and France outlawed all types of  surrogacy.2 

 In North Macedonia, any type of  surrogacy was illegal 
until 2014. The law as of  2008 prohibited all types of  surrogacy. 

In 2014 a new law was adopted regulating gestational surrogacy. 
Provisions in the law prohibit any payments that could commer-
cialize the service by the gestational mother. Whether the new law 
means progress, a step towards altruism or leaves room for legal 
abuse? The process of  adoption as by the law of  2014 was to a 
certain extent open and transparent. However, human rights and 
children rights activists as well as women’s organizations were not 
completely included in the process. Additionally, the perspective of  
women’s and children’s rights hasn’t been taken fully into account. 

SURROGACY MOTHERHOOD AND TYPES OF 
SURROGACY

Surrogacy is defined as ‘a process through which one or more in-
tended parents contract for a third party—a surrogate—to provide 
gestational care for and give birth to a child for them’. The process 
is regulated through a concluded contract between the two parties. 
Thus, the very course of  the pregnancy is contractual. 

 Whether or not the child would have genetic similarities 
and/or genetic relationship with the intended parent/s depends on 
the type of  surrogacy. Traditional surrogacy is, among other called 
‘partial’, ‘straight’ or ‘genetic,’ whereas the surrogate mother and 
commissioning father are the genetic parents of  the child through 
artificial insemination. The second type, gestational surrogacy in-
cludes implanting an embryo in the surrogate’s uterus, whereas the 
embryo/s is created by the egg/s of  the intended mother fertilized 
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by the intended father. In this way, the surrogate mother acts only 
as a gestational carrier.3

 As far as compensation is concerned, two types of  sur-
rogacy are known; altruistic surrogacy where there is no compen-
sation expected and commercial surrogacy, whereby a payment 
or gains are received. In addition, in the altruistic type only some 
direct reasonable expenses for the care of  surrogate mother are 
envisaged. On the other hand, commercial surrogacy envisaged 
monetary compensation for the reproductive care beyond reason-
able expenses.

MOTIVATION OF THE INTENDED PARENTS AND 
SURROGATES

The primary motivation of  intended parents is the infertility of  
the female or the male partner, repeated failed in vitro fertilization 
(IVF), congenital abnormalities, life-threatening pregnancy for in-
tended mothers.4 However, social stigma around infertility in many 
countries in the world reinforces the wish of  couples and single 
adults to have children. Although, it is more common in develop-
ing countries, many countries in Europe are not immune to the pa-
triarchal matrix that regulates and determines stereotypical gender 
roles. Having children for both, men and women mean ‘regaining 
social acceptance and dignity’.5 In North Macedonia, women are 
predominantly perceived only as mothers.

 Most of  women in developing countries and in countries 
with a high rate of  poverty engage in the process only for econom-
ic benefits. On the other hand, some statements from women in 
Canada who decided to become surrogates illustrate ‘the ability to 
give something to someone that needed what I could do’.6 It is ob-
vious that while, at first sight, there is a difference between surro-
gate mothers worldwide, and one cannot draw a single conclusion 
and definition.

HEALTH AND EMOTIONAL CONSEQUENCES SURROGATES 
FACE

Pregnancy is often not an easy period for all women including the 
surrogate mothers. Besides the usual risks associated with preg-
nancy, such as gestational hypertension and preeclampsia, cases of  
disability and even death are recorded in surrogate mothers around 
the world. Some of  the risks are fecal incontinence (3%), depres-
sion (12.5%), preeclampsia (7%), and Graves’ disease (6%)’.1 The 
risk is particularly high in multiple pregnancies. The surrogate 
mother and/ or any woman could not stay detached when alien-
ated from the child. Science has proven that during the pregnancy 
cells migrate not only from mother to the child, but the other way 
around and creates a strong bond between the two.7 World Health 
Organization (WHO) recommends exclusive breastfeeding of  in-
fants during the first six-months. However, children born of  sur-
rogacy usually are bottle-fed with breast milk provided either from 
the surrogate or from a milk bank. It has always been a dilemma 
about how a surrogate would feel after giving birth and handing 
over the child to the intended parents. It is not always predictable 
that she will not face psychological dilemmas and consequences 
herself. 

ENSURING PROTECTION OF THE RIGHTS OF THE 
CHILDREN BORN OF SURROGACY

In surrogacy the rights of  the children are rarely considered. Some 
children are rejected by intended parents due to being born with a 
disability, with a genetic disease, or in certain cases unwanted twins 
are rejected as well. There are cases when children born by surro-
gacy are left without any identification documents and face diffi-
culties registering into the country’s legal system.8 National laws in 
countries differ, some allow revealing the truth to the children, and 
some do not allow it. However, the child is not a product, nor a 
good that can be arranged by contract. The child is a human being 
and deserves all rights.

LEGAL FRAMEWORK IN NORTH MACEDONIA

The 2008 Law 

The Law on Biomedicine and Assisted Fertilization of  2008 clear-
ly stated that surrogacy is prohibited as well as a ban was put on 
requesting and/or offering such a service. The envisaged fines for 
violating the ban were calculated to be 1500 to 2500 euros. 

The 2014 Law 

The amended Law of  2014 uses the term ‘gestational carrier’ in-
stead of  the term ‘surrogate’. A woman can be a gestational carrier 
if  she is a citizen of  the county, aged 25 and over, up to the age that 
allows the woman good physical and mental shape for a healthy 
pregnancy and to have at least one child of  her own. On the other 
hand, the couples that want to initiate a procedure with a gesta-
tional carrier must be married and must be citizens of  the country. 
Married heterosexual couples have a right to submit a request for 
initiating the procedure with the gestational carrier either if  the 
woman has a congenital/acquired absence of  the uterus or con-
genital anomaly of  the ovaries or when the husband has infertility 
that cannot be cured. This is also in the case when at least three 
unsuccessful pregnancies of  the woman are recorded. The couples 
that are not officially in marriage and that are in other forms of  
partnership cannot request for a procedure.9 This is a discriminat-
ing provision because it ignores the rights of  heterosexual couples 
that are living for many years in unregistered unions.

 Only heterosexual married couples can submit a request 
for engagement of  a gestational carrier. Same-sex couples or a sin-
gle adult (woman or man) cannot request for the procedure. This 
is discriminate against single adult woman and/or man.

 The gestational carrier, according to the provisions of  this 
law, has no parental rights. This is in respect to obligations towards 
the child and to initiate a procedure for determining maternity or 
exercise of  parental rights. However, the gestational carrier has the 
right to initiate a procedure for termination of  pregnancy up to 
the expiration of  the 10th week. On the other hand, the intended 
parents also have the right to request termination of  the pregnancy 
of  the gestational carrier if  medical indications are determined. In 
certain exceptional cases when the child/children are either left by 
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the intended parents or in case both parents are dead, and the child 
has no other living relative then the gestational carrier has a right to 
be registered as a mother of  the child. In case of  death of  one of  
the intended parents, guardianship of  the child can be appointed 
to the other parent. 

 The child/children have a right to know how they were 
conceived and born after reaching the age of  five. But the law is 
not very clear whether they have the right to know the gestational 
carrier or only the way they were born. The Ministry of  Health is 
keeping the record of  intended parents and gestational carriers. 
It is also not clear, and it is not stated who will have the right and 
permission to look at these records. 

 Both, the intended parents and the gestational carrier 
have the obligation prior the surrogacy procedure to go through 
mandatory psychological counseling as well as through legal coun-
seling. This is a good approach because both parties will become 
familiar with the process itself.

 The law is very clear on the prohibition of  the establish-
ment of  companies for arranged commercial surrogacy. It prohib-
its public announcement for the request of  compensated surro-
gates or announcement which offers a paid childbirth service for 
another. Fines for up to 10-years imprisonment are envisaged for 
a physical and legal entity that will be engaged in recruitment and 
inducement of  women under the age of  25.

 However, one article envisages the monthly amount of  
material costs not to exceed the amount of  one average salary in 
the country. The amount of  one average salary is high amount and 
imposes the question of  whether the monthly costs of  all pregnant 
women are reaching approximately this amount. The intended par-
ents must not give gifts to the gestational carrier higher than 100 
euros calculated for the entire course of  the procedure.  But, how 
this can be controlled and by whom. 

CONCLUSION

Whether or not someone wants to have children is a matter of  
personal choice. If  it is not abused, and if  the best interests of  all 
included in the process are well-considered then it could be a noble 
and human gesture. The whole process should be under the control 
of  the state and of  the medical professionals. Every single activ-
ity that involves enforcement and coercion should be prohibited. 
Maternal and reproductive health care as well as childcare should 
be the priority. Children’s rights must be protected. Equal access 
to health care and all social protection schemes should be ensured 

and attention should be paid to the long-term consequences on 
health and emotional well-being of  surrogates and children.
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Breastfeeding is unique to a woman, and as many women’s is-
sues, has been relegated to the unrecognized and largely un-

supported “women’s work” by our United States health care system 
and society. Breastfeeding is an important indicator and promoter 
of  health status for both mother and child. Breastfeeding’s potency 
as a health indicator and protector of  health makes it deserving 
of  accurate and comprehensive assessment, documentation, and 
monitoring. Increasing breastfeeding continuation rates for greater 
dose-related benefits is part of  our national Healthy People 2030 
goals, but we are underperforming and haphazard in breastfeeding 
data assessment and documentation needed to guide our actions in 
accordance with our goals. Accurate, comprehensive and real-time 
breastfeeding data is urgently needed in order to assess and man-
age breastfeeding support resources and actions to increase breast-

feeding rates.  

Action 19 of the 2011 Surgeon General’s (Regina Benjamin) “Call 
to Action to Support Breastfeeding” 

Action 19 of  the 2011 Surgeon General’s (Regina Benjamin) “Call 
to Action to Support Breastfeeding” called for the development of  a na-
tional monitoring system to improve the tracking of  breastfeeding 
rates as well as the policies and environmental factors that affect 
breastfeeding.1 Prior to this Action, breastfeeding data was collect-
ed by Ross formula company to assess its competitor: breastfeed-
ing. Since the Action, breastfeeding data in the United States is 
collected in a variety of  different ways that are not complimentary 
to each other (Table 1). 

Table 1. Critique of other Breastfeeding Statistics Assessment Methods in USA5-10

Assessment Tool Strengths Weaknesses 

Infant Feeding Practices 
Survey II

Started in 2005 by CDC, very comprehensive 
survey assessment Too small and not dedicated to breastfeeding assessment.

HealthStyles Survey
Started in 1999 marketing survey to which CDC 
added BF questions Too few breastfeeding questions/assessment, too small.

National Survey of Family 
Growth
In 2014 5601 Women were 
surveyed for this survey.

Since 1970’s, in person interview, nationally 
represented, from 120 areas across country of men 
and women 15-44 years of age.

A few breastfeeding questions to ascertain continuation rates, but not Breastfeeding 
exclusivity rates.

National Health and 
Nutrition Examination 
Survey (NHANES)

Done by CDC Includes only 1 breastfeeding question about breastfeeding status at time of hospital 
discharge.

Pregnancy Risk Assessment 
(PRAMS)

Started in 1987, state specific, population based 
survey of peri-natal women, covers 83% on women Each states PRAMS survey is unique so data is not uniform across nation.

Women Infant and 
Children (WIC)

Serves/covers 53% of infants in USA, breastfeeding 
status recorded at every WIC visit for 1-year

Attached to benefit package and easily manipulated to get food package desired. No 
breastfeeding stats assessed past 1-year.

Ross Labs Survey Oldest collection of breastfeeding statistics since 
1970

Only asks about any breastfeeding and does not define breastfeeding status to exclusive 
or partial, or continued, done by formula company which is in competition with our 
breastfeeding goals.

Birth Certificates Done on all babies born in USA Is not uniform-varies from state to state, only indicates initiation and any breastfeeding.

Newborn Metabolic 
Screening Done on all babies in USA Breastfeeding status only assessed at time of screening, does not specify exclusive versus 

partial.
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 This summary describes the disparate ways we collect 
breastfeeding data in USA. Some of  the weaknesses and strengths 
of  these assessment methods and the resulting data are discussed.

 Therefore, it is concluded with the recommendations 
with recommendations for improvement in assessing and docu-
menting breastfeeding data in real-time at every well-baby provider 
visit and the ways this data can be utilized to increase and support 
breastfeeding in USA.

 Data from two sources National immunization Survey 
(NIS) and Maternity Practices in Infant Nutrition and Care(mP-
INC) are used by the Centers for Disease Control and Prevention 
(CDC) to create the “Breastfeeding Report Card”. mPINC data is as-
sessed at every hospital that has maternity care and is sent to CDC 
for the breastfeeding initiation rates. It is issued every 2-years.

 The Breastfeeding Report Card is utilized to determine 
the success of  reaching our national breastfeeding continuation 
goals. The first Breastfeeding Report Card was in 2007 and is is-
sued every 2-years by CDC (Table 2).2-9

CONCLUSION

These surveys are small, retrospective, use different definitions of  
breastfeeding and, with regards to WIC, easily manipulated be-
cause they are attached to a benefits package. These breastfeeding 
assessment tools do not address the need for real time, accurate, 
comprehensive and continuing breastfeeding statistics that are 
needed to document and monitor the breastfeeding status of  all 
American mothers and babies! 

 Breastfeeding is too important a public health measure to 
not have real time, accurate, comprehensive, and ongoing data on 
it. Therefore, it is recommended for breastfeeding data to be as-
sessed on every baby at every well-baby medical appointment, then 
documented on the medical chart as a good solution to improve 
breastfeeding data collection and documentation.

RECOMMENDATIONS

Recommendation for real time, accurate and comprehensive BF 
Stats

Since breastfeeding is a “Mom made” immunization and since man 

made immunizations are assessed in a systemic and accurate man-
ner at all well-baby visits, I am recommending that breastfeeding 
statistics also be assessed at ALL well-baby visits by 4 simple ques-
tions:

• How many times in a 24-hour period does the baby go to the 
breast for a breastfeed?
• How many ounces of  expressed breastmilk is the baby receiving 
per 24-hours?
• How many ounces of  formula is the baby receiving per 24-hours?
• At what age were solid foods introduced and how many times is 
the baby fed solid foods per 24-hours?

 These four questions would give exclusive, partial and 
continued breastfeeding statistics on every baby in the well-baby 
care system and could easily be compiled by states and the CDC 
for accurate and comprehensive breastfeeding statistics, used for 
comprehensive research related to breastfeeding benefits, used to 
move from assessment to adequate breastfeeding services needed, 
used to support the reasons for more Lactation Professionals, and 
the need for a National Paid Family Leave in America. It all starts 
with an accurate, real-time, comprehensive assessment and docu-
mentation of  breastfeeding statistics.11

How these Real Times, Comprehensive and Accurate Breast-
Feeding Data could be Used

Policy

• To accurately and comprehensively measure progress towards the 
national and state breastfeeding goals.
• To plan and review programs/policies aimed at increasing breast-
feeding rates and duration. 
• To increase breastfeeding support resources where needed.
• To document the need for more Lactation Professionals and 
funding to support their training.
• To guide insurance companies in recognizing the need for reim-
bursement for Lactation services.
• To document the work mothers are doing to breastfeed their 
babies.
• To support the need, expected cost savings and wisdom for paid 
family leave in USA.
 

Table 2. Critique of Current Breastfeeding Report Card Statistics Assessment Methods

Assessment Tool Strengths Weaknesses 

National Immunization 
Survey (NIS)

Started 2001, performed by CDC every 2-years, 
survey of parents of 19-35 month old babies, popula-
tion based with random sampling, used for Breastfeed-
ing Report Card Data specific to continuation rates.

Too small. too late and not dedicated to breastfeeding:
Survey of <1% of population, retrospective complicated by inaccurate recall after 19-35 
months when assessment performed, only 4 breastfeeding questions added to a large 
man-made immunization survey, changed over the years causing interpretation difficul-
ties.

Maternity Practices in 
Infant Nutrition and 
Care (mPINC)

Started 2007, performed by CDC every 2-years of 
all hospitals in USA that do births. Good survey of 
breastfeeding support in hospital only, used for 
Breastfeeding Report Card Data specific to 
breastfeeding initiation rates only.

Does not include any breastfeeding continuation statistics, rather it only reflect the 
hospital breastfeeding data.
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Clinical

• To identify breastfeeding problems earlier and facilitate early re-
ferrals to a Lactation Professional if  needed before an earlier than 
intended weaning occurs.
• To increase attention to the importance and clinical significance 
of  breastfeeding--the question that gets asked get attention by 
both client and health care provider!

FUTURE RESEARCH

To investigate breastfeeding as it relates to health and illness issues 
in maternal/infant health and facilitate breastfeeding research.
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INTRODUCTION

Adolescents (15-19-years-old) and young adults (20-24-years-
old) account for approximately 25% of  the sexually experi-

enced population with the average age of  first intercourse being 
17.3-years.1-5 Restricting to those who engaged in any type of  sex-
ual activity before age 18, the average first age of  oral sex is 15.8, 
vaginal sex 15.5, and anal sex 16.4-years.6 Regardless of  age, when 
people begin to engage in sexual activity (whether oral, vaginal, or 

anal sex), the risk for exposure to sexually transmitted infections 
(STIs) and risk of  pregnancy increases compared to peers who are 
abstinent. According to the US Department of  Health in 2017, 
40% of  US high schoolers (grades 9-12) reported a history of  hav-
ing sex with 10% reporting sex with more than 4 total partners.7 
Of  those sexually active high-schoolers, only half  (54%) reported 
using a condom during their last sexual encounter for contracep-
tion and STI prevention.7 While additional forms of  contracep-
tives were reported, 14% of  respondents reported not using any 

ABSTRACT
Background
Sexually transmitted infections (STIs) and unwanted pregnancies affect adolescent females annually. This study’s objective was to 
determine factors leading to disproportionate risk of  STIs and unplanned pregnancies utilizing a survey to compare a presumed 
high-risk urban female population with an age-matched expected low-risk urban female population.
Methods
Adolescent women ages 18-24 were surveyed during 2017 utilizing a qualtrics survey. The survey was given at a local urban uni-
versity and participating students received research credit. The survey was also given at an urban Emergency Department (ED) 
using an iPad to participants during their visit. The main outcomes measured were STI and unplanned pregnancy rates. 
Results
The ED cohort had higher rates of  chlamydia (52% vs 5%), gonorrhea (20% vs 0%), trichomoniasis (30% vs 2%), pregnancy (60% 
vs 2%), and perceived themselves to be a higher-risk for pregnancy (3.4 vs 1.9) than the University cohort. They were younger the 
first time they had vaginal sex (15.6 vs 16.3-years), though median age of  first oral sex was similar between groups. The ED cohort 
was older (21.4-years-old vs 19.1-years-old) and more likely to be non-white (64% vs 6%). There were no differences between 
the cohorts in regard to educational background and sexual orientation. After adjustments were made, the University cohort was 
more likely to use condoms and had a lower rate of  lifetime partners.
Conclusion
Young, urban females use condoms and birth control less frequently and have more male partners than an age-matched university 
population.
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Young; Urban; Females; STI; Sexual behavior.
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method to prevent pregnancy or STI.7 

 The Centers for Disease Control and Prevention (CDC) 
estimates that there are approximately 26 million new STI diag-
noses each year (when compiling rates of  chlamydia, gonorrhea, 
hepatitis B, herpes simplex virus-2 (HSV-2), HIV, human papillo-
mavirus (HPV), syphilis, and trichomoniasis) resulting in an annual 
medical burden of  approximately $16 billion.4 Of  these new cases, 
45% occur in the 15-24-year-old age group with rates of  cases of  
chlamydia and gonorrhea rising over the past several years.1,4,8 Be-
tween 2014 and 2018, the rate of  chlamydia cases increased 15% 
(from 948,102 to 1,087,277) and gonorrhea cases increased 35% 
(184,668 to 249,081) for those in the adolescent and young adult 
populations.8-10 For trichomoniasis, rates vary greatly depending 
on the population of  patients. Studies have demonstrated rates 
ranging from 2.3% for adolescents, 3.1% for women aged 14-49, 
all the way up to 12.6% in patients who were screened at fami-
ly planning clinics.11-13 Pregnancy is another potentially undesired 
outcome of  unprotected vaginal sex in the adolescent age group. 
Approximately 45% of  all pregnancies (regardless of  patient age) 
are unplanned.14 According to the US Department of  Health and 
Human Resources, the rate of  teen (aged 15-19) pregnancy in 2013 
was 43 per 1,000 females and there were 212,062 total births to 
females under 20-years-old in 2016.7 The highest rate of  births 
occurred among non-Hispanic white (39%), Hispanic (36%), and 
non-Hispanic black (22%) populations.7 Although these numbers 
are striking, they do represent a 67% decline in teen pregnancy rate 
between 1988 and 2013.7 However, the 2013 teen abortion rate was 
11 per 1,000 females indicating that unplanned pregnancies are still 
occurring.7

 
 While literature discusses rates of  STIs and unplanned 
pregnancies at length, there is far less discussion on the reasons 
that individuals participate in unprotected sex or a patient’s per-
ceived risk of  conception. Several studies have demonstrated that 
up to one-third of  patients believed they were low-risk for preg-
nancy at the time of  conception.15 The most common reason for 
a self-perceived low-risk of  pregnancy was women thinking they 
could not get pregnant.14,15 Nearly 60% of  women have concerns 
about their fertility status despite no indication from a medical pro-
vider that they are infertile.15 Given a perceived infertile state, some 
women do not see the need to use contraception during sex. In a 
study performed at medical clinics where women presented for an 
abortion, 28% of  participants reported never using contraception 
in the past with the most common reason being that they did not 
think they could get pregnant.15 Some of  the additional reported 
reasons for not using contraception included difficulty obtaining 
contraception, not planning on having sex, ambivalence about 
becoming pregnant, side effects of  contraception, contraceptive 
cost, and partner/relationship related reasons (for example: part-
ner not wanting to use contraception).15 The study also found that 
teenagers underestimated their risk of  getting pregnant from un-
protected sex when compared with older participants.15 In terms 
of  perceived risk of  contracting STIs, very little literature exists 
regarding self-perceived risk for non-HIV or hepatitis STIs. In one 
retrospective case series study (which took a feminist approach), 
researchers interviewed ten participants on their experience with 

contracting an STI.16 Participants reported that they previously 
thought they were low-risk for getting an STI as they didn’t believe 
they participated in risky sexual behaviors.16 In hindsight, most of  
the participants were able to recognize the risky behaviors that led 
to STI transmission and many were able to pinpoint reasons that 
likely influenced their participation in unprotected sex (age, naive 
state, and perceived monogamy of  partner).16 Participants also 
stated they felt women with STIs are stereotyped and stigmatized, 
which they have subsequently felt as a result of  their STI diagno-
sis.16 Each of  these reasons may influence an individual’s perceived 
risk of  an STI thus influencing their perceived need to use appro-
priate barrier protection to prevent STI transmission. 

 Overall, early initiation of  sexual activity increases the 
likelihood of  STIs and unintended pregnancies; however, the role 
of  self-perceived risk in relation to these outcomes is unclear. The 
current study aimed to evaluate and compare two Pittsburgh ur-
ban, young adult groups (one at a local emergency department and 
the other at a local private university) in terms of  engagement in 
sexual activity and associated outcomes. The study compared risky 
behaviors (number of  lifetime partners, frequency of  contracep-
tive use) and self-perceived risk of  STIs and becoming pregnant 
between groups.

MATERIALS AND METHODS 

Materials

A 71-item survey was created for the study. The first page included 
the participant consent. Of  the seventy question items, forty-four 
questions were adapted from several published studies in which 
permission was granted for use and are located in Appendix A.17-20 
The remaining twenty-six questions used in the survey were cre-
ated by the researchers of  the current study. The survey was ad-
ministered through Qualtrics. The survey questions and possible 
responses can be found in Appendix A. 

Participants/Procedures

The study was performed by surveying two distinct samples of  
females aged 18-24 from January-December 2017. IRB approval 
was obtained from both the University and the hospital where the 
study took place. One group of  participants were patients at an 
urban emergency department located in a women’s hospital. These 
participants were surveyed during their stay in the emergency de-
partment in the privacy of  their patient rooms and completed the 
survey on a secure portable tablet computer. The other group of  
participants were university students at a small urban-based private 
university. The Qualtrics, Utah, USA survey was presented to the 
University group only through Sona Systems, MD, USA a program 
through which surveys are available to students to receive research 
credit in certain academic courses. After entering their personal de-
mographics, students are matched with surveys they qualify for; in 
this case, female students in our age group had access to the survey. 

 Participant informed consent was obtained prior to the 
start of  the survey for both groups. All responses were recorded 
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electronically on a secure tablet, laptop, or desktop and the results 
were sent to a secure server. There were no identifiers used and 
the participants had the opportunity to exit the survey at any time. 
Neither group received financial compensation for participating in 
this study. 

Outcomes

The outcomes for the study included the self-reported number of  
male partners and frequency of  condom and contraception use as 
measured by Likert scale response. 

Covariates

Demographic information included race (non-white, white, or 
other), age, setting (urban ED or an urban university), education-
al status (any schooling up to GED/high school diploma, some 
university, university degree), relationship status (single, married/
domestic partner, widowed, divorced, or separated), perception of  
risk of  contracting an STI and/or becoming pregnant (on a Likert 
scale of  1-7, 1=not very true of  me, 7=very true of  me), age of  
menarche, current height and weight, self-perception of  attractive-
ness (Likert scale 1-10, 1=extremely unattractive, 10=extremely 
attractive), high-levels of  self-esteem (Likert scale 1-5, 1=not very 
true of  me, 5=very true of  me), sexual orientation (heterosexual, 
gay/lesbian, bisexual, other), history of  sex in the past 15-years, 
history of  pregnancy and age, history of  unplanned pregnancy, 
and history of  STI’s. The rate of  condom use and birth control 

use was measured on a Likert scale of  1-5 (1=never, 2=sometimes, 
3=half  of  the time, 4=most of  the time, 5=every time). 

Statistical Analyses

Our analysis set included all survey respondents that consented 
and completed the demographic questions. Additionally, we re-
stricted our analyses to those respondents who self-described as 
being in heterosexual or bisexual relationships since the risk of  
pregnancy in a female-female sexual encounter does not exist. De-
scriptive statistics were calculated overall and by group. Sample 
means and standard deviations were used for continuous meas-
ures, while sample proportions were used to categorical variables. 
Between-group comparisons were facilitated by two-sample t-tests 
for continuous variables Fisher’s exact test for categorical variables. 
The latter was chosen as a conservative approach due to small cell 
sizes in corresponding contingency tables. The primary analyses 
utilized generalized linear models to compare the lifetime number 
of  male partners (Poisson regression), frequency of  condoms dur-
ing sex (linear regression), and frequency of  birth control (linear 
regression) between groups. Additionally, we augmented our mod-
els with covariates that were imbalanced between groups in order 
to calculate adjusted point estimates. 

RESULTS

One hundred and eighty-nine women between the ages of  18 and 
24 were surveyed about their sexual behaviors, pregnancy, and any 

Table 1. Demographics

Factor Level ED University p

N 82 87  

Age (Q2), mean (SD) 21.4 (1.6) 19.1 (1.2) <0.001

Race (derived from Q73) Non-white 50 (64%) 5 (6%) <0.001

Other 2 (3%) 1 (1%)  

White 26 (33%) 80 (93%)  

Highest Education (Q7)
Any schooling up to and including high school 
diploma or equivalent (for example: GED) 35 (43%) 33 (38%) 0.14

University degree (Associates, Bachelor’s, 
Master’s, Professional, and/or Doctorate degree) 8 (10%) 3 (3%)  

Some University credit (no degree) OR trade/
technical/vocational training 38 (47%) 51 (59%)  

Marriage Status (Q8) Divorced 1 (1%) 0 (0%) 0.066

Married or domestic partner 4 (5%) 0 (0%)  

Separated 1 (1%) 1 (1%)  

Single, never married 75 (91%) 86 (99%)  

Widowed 1 (1%) 0 (0%)  

Height (derived from 
Q15), mean (SD) 64.2 (2.9) 64.1 (2.5) 0.83

Weight (derived from 
Q74), mean (SD) 162.0 (49.8) 144.5 (31.1) 0.007

BMI, mean (SD) 27.6 (7.6) 24.6 (4.8) 0.003

Comparing females 18 to 24-years-old presenting to an urban emergency department or attending an urban college. These 
populations were surveyed on age, race, education status, marriage status, height, weight, and BMI.   The populations were 
similar in education level, marriage status and height. The university population was younger than the emergency department 
population (average age 19.1 [1.2] vs 21.4 [1.6]; p<0.001).  The emergency department population was racially more 
non-white (64% vs 6%; p<0.001), weighed more (average of 162 lb. [49.8] vs 144.5 lb. [31.1]; p=0.007), and had a higher 
BMI (27.6 [7.6] vs 24.6 [4.8]; p=0.003) compared to the emergency department population.
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history of  sexually transmitted infections. Of  those that began the 
survey, 186 completed. Restricting to only those who self-identi-
fied as either bisexual or heterosexual resulted in data from 169 
participants. Eighty-two of  those surveyed were from an urban 
ED and eighty-seven were from the University cohort. 

 With respect to demographics, the ED cohort was older 
(21.4-years vs 19.1, p<0.001), non-white (64% vs 6%, p<0.001), and 
more likely to be bisexual (22% vs 9%, p=0.032). The two cohorts 
were similar in terms of  educational background and marriage 
status. The ED cohort participants were more likely to have had 
sex than the University cohort (99% vs 71%, p<0.001) and to have 
histories of  chlamydia (52% vs 5%, p<0.001), gonorrhea (20% vs 
0%, p<0.001), and trichomoniasis (30% vs 2%, p<0.001). The ED 
cohort had a higher rate of  having been pregnant in comparison to 
the University cohort (60% vs 2%, p<0.001). When comparing age 
of  first-time sex between the ED and University cohorts, there was 
no difference in age of  first oral sex (16.1-years vs 16.0), but there 
was a statistically significant difference between the first-time vagi-
nal sex (15.6-years vs 16.3, p=0.037) and first anal sex (19.4-years vs 
17.2, p<0.001). There was no significant difference to how the two 
cohorts perceived themselves in terms of  attractiveness or their 

self-esteem, nor was there any difference in their weight and BMI 
(Tables 1 and 2). 

 Questions were also asked about the women’s perception 
of  being high-risk for STIs and pregnancy. The ED cohort be-
lieved they were at a higher risk of  contracting an STI (2.1 vs 1.5, 
p=0.011) and becoming pregnant (3.4 vs 1.9, p<0.001) compared to 
the University cohort (Table 3). 

Table 2. Sexual Health History

Factor Level ED University p

N 82 87  

Sexual Orientation (derived from Q18) Bisexual 18 (22%) 8 (9%) 0.032

 Heterosexual or straight 64 (78%) 79 (91%)  

Past Sex (Q19)
No, I have not had any 
sex (vaginal, oral, or anal)

1 (1%) 25 (29%) <0.001

 Yes 81 (99%) 62 (71%)  

Perception of Attractiveness (Q16), mean (SD) 6.5 (2.6) 6.0 (1.8) 0.098

High Self-Esteem (Q17), mean (SD) 3.3 (1.5) 3.0 (1.1) 0.11

History of Chlamydia (Q23) No 39 (48%) 59 (95%) <0.001

 Yes 42 (52%) 3 (5%)  

History of Gonorrhea (Q26) No 65 (80%) 62 (100%) <0.001

 Yes 16 (20%) 0 (0%)  

History of Trichomoniasis (Q39) No 57 (70%) 61 (98%) <0.001

 Yes 24 (30%) 1 (2%)  

Ever Pregnant (Q20) No 32 (40%) 61 (98%) <0.001

 Yes 49 (60%) 1 (2%)  

Ever Unplanned 
Pregnancy (Q22) No 7 (15%) 0 (0%) 1.00

 Yes 40 (85%) 1 (100%)  

Age at First Vaginal Sex (Q45), mean (SD) 15.6 (2.1) 16.3 (1.6) 0.037

Age at First Oral Sex (Q48), mean (SD) 16.1 (3.1) 16.0 (1.7) 0.80

Age at First Anal Sex (Q51), mean (SD)  19.4 (2.2) 17.2 (1.3) <0.001

Comparing females 18 to 24-years old presenting to an urban emergency department or attending an urban college.  Both 
populations had similar rates of perception of attractiveness, self-esteem, unplanned pregnancy, and age of first oral sex. The 
emergency department population was more likely to be bisexual (22% vs 9%; p=0.032), have a history of chlamydia (52% 
vs 5%; p<.001), a history of gonorrhea (20 % vs 0%; p<.001), a history of trichomoniasis (30% vs 2%; p<.001), ever been 
pregnant (60% vs 2%; p<.001), and younger age of first vaginal sex (15.6 [2.1] vs 16.3 [1.6] years; p=0.037) compared 
to the university population. The university population had earlier first anal sex (17.2 [1.3] vs 19.4 [2.2]; years p<.001) 
compared to the emergency department population.

Table 3. Perception of Risk

Factor ED University p

N 82 87  

High Risk STI (Q12), mean (SD) 2.1 (1.6) 1.5 (1.1) 0.011

High Risk Pregnancy (Q13), mean (SD) 3.4 (2.3) 1.9 (1.2) <0.001

Comparing females 18 to 24 years old presenting to an urban emergency 
department or attending an urban college. The population was surveyed for their 
perception of risk for sexually transmitted infections or pregnancy on a scale 
of 1 to 7 with 7 being the highest risk. The emergency department population 
had higher perceived risk of sexually transmitted infection (2.1 [1.6] vs 1.5 
[1.1]; p=0.011 and risk of pregnancy (3.4 [2.3] vs 1.9 [1.2]; p<.001) than the 
university population.
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 When comparing the ED cohort to the University co-
hort, those surveyed in the ED reported a higher mean number of  
male lifetime partners than those in the University group (50.5 vs 
18.5 lifetime partners, p<0.001). The University cohort had a 63% 
reduction (risk ratio 0.37 {0.34, 0.39}, p<0.001) in the rate of  life-
time partners than the ED cohort. After adjusting for confounders 
in Tables 1 and 2 (age, race, sexual orientation, BMI, history of  
chlamydia, gonorrhea, trichomoniasis, history of  pregnancy, age at 
first vaginal sex, and age at first anal sex), the reduction in rate of  
lifetime partners for University decreased to 30% (RR 0.70 {0.61, 
0.81}, p<0.001; Table 4). 

 There were several respondents who reported extreme 
values for the number of  male lifetime partners. As a sensitivity 
analysis, we restricted this outcome to values less than 250 lifetime 
partners in the ED cohort, the reduction rate of  lifetime partners 
for the University cohort was 46% (RR 0.54 {0.51, 0.58}, p<0.001) 
lower than the ED cohort. After adjusting for confounders, the re-
duction in the rate of  lifetime partners went down to 13% (RR 0.87 
{0.74, 1.02}, p=0.076). The ED cohort women were also less likely 
to use condoms during sex (2.6 vs 3.5, p<.001) and were less likely 
to use birth control during sex (2.4 vs 4.1, p<.001). After adjusting 
for confounders, the mean difference in condom use increased to 
1.78 units ({0.47, 3.08}, p=0.008) favoring the University cohort 
(Table 4). 

DISCUSSION

Subjects from the emergency department group reported higher 
levels of  self-perceived risk of  pregnancy and STI compared to 
the University subjects. However, despite emergency department 
subjects rating themselves as high-risk for pregnancy, this group 
reported lower rates of  condom and birth control use compared 
to the University participants. The emergency department subjects 
also reported higher rates of  unplanned pregnancies, as well as 
chlamydia, gonorrhea, and trichomoniasis. Perception of  attrac-
tiveness and self-esteem did not differ between the two cohorts 

and these factors do not appear to influence differences in behav-
ior or outcomes related to risky sexual behavior.

 The emergency department population had significantly 
higher rates of  STIs than the University population for chlamydia, 
gonorrhea, and trichomoniasis. Previous research has shown STI 
rates are higher in socioeconomically disadvantaged and minority 
populations, which could potentially account for this difference 
based on demographic differences between the two study groups.21 
Rates of  pregnancy were also significantly higher in the ED pop-
ulation compared to the University group and the vast majority 
were unplanned in each group. Previous research has shown higher 
rates of  unplanned pregnancies in poor and minority populations. 
The higher rates are thought to be related to poorer access to birth 
control.22 The ED group in this study did have a larger number of  
non-white respondents compared to the University group, which 
aligns with prior research regarding minority populations having 
higher rates of  unplanned pregnancy. However, it must be noted 
that income was not assessed in the current study and thus it is un-
clear the role of  income played in the access to condoms and birth 
control for the participants in each group.

 Interestingly, ED cohort participants correctly perceive 
they are at higher risk for unplanned pregnancy and STIs com-
pared to the University cohort despite the lower rate of  condom 
and birth control use. Differences in condom usage rates is like-
ly multifactorial.23 Several tools are available that aim at assessing 
women’s perceived barriers to condom use. One such tool is the 
Condom Barrier Scale, which evaluates factors such as motivation-
al barriers, partner barriers, negative effect on sexual experience, 
and access barriers.23 Since these factors were not assessed in this 
study, it is unclear whether these factors differ between the two 
study populations. The factors that affect usage of  condoms and 
other birth control methods will be critical to evaluate to determine 
why people who perceive themselves to be high-risk do not subse-
quently take measures to decrease risk (such as using condoms or 
birth control). 

Table 4. High Risk Behaviors and Prevention

Factor ED University RR/Beta p aRR/Beta1 adj p1

N 82 87  

Lifetime Number of Male Partners 
(derived from Q44), mean (SD) 50.5 (99.1) 18.5 (25.0) 0.37 (0.34, 0.39) <0.001 0.70 (0.61, 0.81) <.001

 Lifetime Number of Male Partners 
(restricting to < 250), mean (SD) 33.9 (41.8) 18.5 (25.0) 0.54 (0.51, 0.58) <0.001 0.87 (0.74, 1.02) 0.076

Frequency of Condoms During Sex 
(derived from Q59), mean (SD) 2.6 (1.2) 3.5 (1.3) 0.90 (0.48, 1.32) <0.001 1.78 (0.47, 3.08) .008

 Frequency of Birth Control During 
Sex (derived from Q60), mean (SD) 2.4 (1.6) 4.1 (1.6) 1.73 (1.18, 2.28) <0.001 0.49 (-1.33, 2.32) 0.597

1Adjusted risk ratios and beta coefficients were estimated from models controlling for the following cofounders: age, race, sexual orientation, 
BMI, history of chlamydia, gonorrhea, trichomoniasis, history of pregnancy, age at first vaginal sex, and age at first anal sex. 
Comparing females 18 to 24-years-old presenting to an urban emergency department or attending an urban college. Models adjusting for 
confounders were developed to determine if these confounders were responsible for the significant differences between the two cohorts. 
The emergency department subjects had more lifetime partners (mean 50.5 [99.1] vs 18.5 [25]; p<.001) after adjusting for confounders 
the difference was still significant (p<0.001). If subjects with greater than 250 partners were removed, emergency department subjects 
lifetime male partners were 33.9 (41.8) vs 18.5 (25) p<0.001 after adjusting for confounders p=0.076; frequency of condom use on a 1 
to 5 scale in the emergency department population was 2.5 (1.2) vs 3.5 (1.3) p<0.001 after adjusting for confounders p=.008; frequency 
of birth control use on a 1 to 5 scale in the emergency department population was 2.4 (1.6) vs 4.1 (1.6) p<0.001 after adjusting for 
confounders the difference was no longer significant..
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 The two study populations have distinctly different ra-
cial characteristics with the ED group having a much larger non-
white respondent rate compared to the University group. Previous 
studies have found racial/ethnic disparities when analyzing data 
including that it is more common for black and Hispanic teens to 
engage in sex in adolescence and have a higher number of  total 
lifetime partners compared to white peers.24 In addition, Hispanics 
are twice as likely to contract gonorrhea or chlamydia compared to 
whites and had the lowest rates of  condom use among all racial/
ethnic groups.25 In the current study, when the data was adjusted 
for age, race, sexual orientation, BMI, and self-perceived risk of  
STI and pregnancy, there were no significant differences between 
the two groups for rates of  condom and birth control use. There-
fore, it may be inferred that some combination of  these variables 
likely contributes to differences in condom and birth control use 
among adolescent women. 

 Total number of  lifetime male partners in the emergency 
department population was significantly higher than the Universi-
ty age group. This significant difference is maintained even after 
adjusting for age, race, sexual orientation, BMI, and self-perceived 
risk of  STI and pregnancy. The observed difference in number of  
sexual partners could be related to several factors. First, the ED 
population used a provided portable tablet whereas the Universi-
ty group used their own equipment. Differences in comfort using 
equipment to complete the survey may have increased the rate of  
input error for the number of  partners in the ED group. Second, 
the emergency department population may have higher rates of  
sex workers compared to the University group; prior studies have 
shown this can increase the number of  lifetime partners by ap-
proximately 70 per month of  work.26 Four subjects reported great-
er than 250 sexual partners. Given that the total number of  sub-
jects for the emergency department cohort was only 82, these four 
subjects may have an oversized influence on the average number 
of  sexual partners regardless for the circumstances surrounding 
the numbers (input error, sex worker, other factors). In addition, 
age of  first vaginal sex was found to be earlier in the emergency 
department population compared to the University cohortwith the 
ED group having a higher percentage of  African Americans com-
paratively. Prior researchers have found African American teens 
to have an earlier age of  first sex compared to white peers which 
seems to be further supported by the current study, resulting in 
an increase in the number of  years of  sexual activity.27,28 Multiple 
studies have demonstrated that earlier age at first sex (especially be-
fore 15-years-old) makes an adolescent more likely to have a higher 
number of  total lifetime sexual partners and increases the risk for 
STI.3,25,27

 Future studies will need to better assess barriers to con-
dom use in the emergency department population. Preliminary 
data suggests high-levels of  partner resistance in this population to 
condom usage (unpublished data). Additionally, it would be impor-
tant to determine if  availability of  condoms for distribution from 
emergency departments would increase condom use and decrease 
STI and unplanned pregnancy rates. To further evaluate the causes 
of  significantly higher rates of  male partners among the emergen-
cy medicine population, behavioral surveys of  emergency patients 
with greater than 100 sexual partners may provide some insight 

into this difference. Additionally, some evidence suggests different 
societal norms within neighborhoods affect rates of  participation 
in risky sexual behavior regardless of  other factors.2 However, 
other researchers cite neighborhood factors such as poverty, un-
employment, female-headed households, and single-parent house-
holds as contributing factors to adolescent risky sexual behaviors.24 
Regardless, additional studies with larger samples are needed to 
further delineate the factors leading to participation in risky sexual 
behaviors.

CONCLUSION

In this comparison study of  two cohorts, we found earlier age of  
first intercourse, higher rates of  STIs and unplanned pregnancies, 
as well as lower rates of  condom use in those surveyed in the ED. 
Those in the ED also perceived themselves to be at a higher-risk 
of  contracting an STI or becoming pregnant compared to those 
surveyed at the University. After adjusting for demographics, the 
University cohort had a lower lifetime number of  partners as well 
as higher rates of  condom use. It has been determined through this 
study that those who came to the ED have riskier sexual behavior 
compared to those surveyed at the University even after adjusting 
for multiple demographic variables. 
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The complete survey as administered to participants is below. Skip patterns are also delineated to aid in understanding of  answer flow 
for participants. Sources of  material where permission was granted for use in this study are indicated following the question item by a 
superscript with the coinciding source at the end of  the appendix. Survey items from outside sources in some instances were modified 
to fit the current study objectives. All other items were created by the researchers of  the current study. 

Q1 (Consent) The purpose of  this research study is to evaluate sexual behaviors, unexpected pregnancy and sexually transmitted infec-
tions in young adult females aged 18-24 […]
o Yes, I’d like to participate in this survey
o No, I do not want to participate in this survey
  → Skip To: End of  Survey 
Q2 I am currently taking this survey as a:
o Student at _____University
o Patient in the Emergency Department at ________ Hospital
o Exit the survey
  → Skip To: End of  Survey 
Q3 Which of  the following best describes your age?
o 17 years old or younger
  → Skip To: End of  Survey 
o 18 years old
o 19 years old
o 20 years old
o 21 years old
o 22 years old
o 23 years old
o 24 years old
o 25 years old or older
  → Skip To: End of  Survey 
Q4 Ethnicity origin (or Race): Please specify your ethnicity. (May select more than one)
□ White
□ Black or African American
□ Native American or American Indian
□ Asian/Pacific Islander
□ Hispanic or Latino
□ Other
□ Exit the survey
  → Skip To: End of  Survey 
Q5 What is your highest degree of  level of  school you have completed? If  currently enrolled, highest degree received.
o Any schooling up to and including high school diploma or equivalent (for example: GED)
o Some college credit (no degree) OR trade/technical/vocational training
o College degree (Associates, Bachelor’s, Master’s, Professional, and/or Doctorate degree)
o Exit the survey
  → Skip To: End of  Survey
Q6 What is your marriage status?
o Single, never married
o Married or domestic partner
o Widowed
o Divorced
o Separated
o exit the survey
  → Skip To: End of  Survey 

APPENDIX A
APPENDIX
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Q7 I am at high risk for getting a STD (sexually transmitted disease). Rate your risk on a scale from 1 (not very true of  me) to 7 (very 
true of  me).
o 1-Not very true of  me
o 2
o 3
o 4 True
o 5
o 6
o 7-Very true of  me
o Exit survey
  → Skip To: End of  Survey 
Q8 I am at high risk for getting pregnant. Rate your risk on a scale from 1 (not very true of  me) to 7 (very true of  me).
o 1-Not very true of  me
o 2
o 3
o 4 True
o 5
o 6
o 7-Very true of  me
o Exit survey
  → Skip To: End of  Survey 
Q9 Age at your first menstrual period (in years):
________________________________________________________________
Q10 What is your current height (in feet and inches)? Example: 5 ft 4 in
________________________________________________________________ 
Q11 What is your current weight (in pounds)?
________________________________________________________________
Q12 Rate what you perceive to be your own level of  attractiveness on a scale from 1 (extremely unattractive) to 10 (extremely attrac-
tive).1

o 1 extremely unattractive
o 2
o 3
o 4
o 5 attractive
o 6
o 7
o 8
o 9
o 10 extremely attractive
o Exit the survey
  → Skip To: End of  Survey 
Q13 I have high self  esteem.2

o 1-Not very true of  me
o 2
o 3- True
o 4
o 5-Very true of  me
o Exit survey
  → Skip To: End of  Survey 
Q14 Do you consider yourself  to be:3

o Heterosexual or straight
o Gay or lesbian
o Bisexual
o Other
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o Exit survey
  → Skip To: End of  Survey 
Q15 In the past 15 years, have you had sex (including vaginal, oral, and/or anal)?
o Yes
o No, I have not had any sex (vaginal, oral, or anal)
  → Skip To: Q19
o Exit the survey
  → Skip To: End of  Survey 
Q16 Have you ever been pregnant?4

o Yes
  → Go To: Q17 and Q18
o No
  → Skip To: Q20
o Exit survey
  → Skip To: End of  Survey 
Q17 Please record your age at FIRST pregnancy (in years):4

________________________________________________________________
Q18 Have you ever had an unplanned pregnancy?
o Yes
  → Skip To: Q20
o No
  → Skip To: Q20
o Exit survey
  → Skip To: End of  Survey 
Q19 Reasons why you are NOT currently sexually active? (Check all that apply)
□ Worried about sexually transmitted diseases
  → Skip To: End of  Survey 
□ Have not found the right person
  → Skip To: End of  Survey 
□ Too busy for a relationship
  → Skip To: End of  Survey 
□ Concerned about getting pregnant
  → Skip To: End of  Survey 
□ Religious or cultural concerns
  → Skip To: End of  Survey 
□ Exit the survey
  → Skip To: End of  Survey 
The following sets of  questions are about Sexually Transmitted Diseases (STD’s)
Q20 Have you ever had Chlamydia?4

o Yes
  → Go to Q21 and Q22
o No
  → Skip To: Q23
o Exit survey
  → Skip To: End of  Survey 
Q21 How old were you when you first knew you had Chlamydia? (record age in years)4

________________________________________________________________
Q22 Have you ever been treated for Chlamydia more than once?4

o Yes
o No
o Exit survey
  → Skip To: End of  Survey 
Q23 Have you ever had Gonorrhea?4

o Yes
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  → Go to Q24 and Q25
o  No
  → Skip To: Q26
o Exit survey
  → Skip To: End of  Survey 
Q24 How old were you when you first knew you had Gonorrhea? (record age in years)4

________________________________________________________________
Q25 Have you been treated for Gonorrhea more than once?4

o Yes
o No
o Exit survey
  → Skip To: End of  Survey 
Q26 Have you ever had Syphilis?4
o Yes
  → Go to Q27 and Q28
o No
  → Skip To: Q29
o Exit survey
  → Skip To: End of  Survey 
Q27 How old were you when you first knew you had Syphilis? (record age in years)4

________________________________________________________________
Q28 Have you been treated for Syphilis more than once?4

o Yes
o No
o Exit survey
  → Skip To: End of  Survey 
Q29 Have you ever had Pelvic Inflammatory Disease (PID)?4

o Yes
  → Go to Q30 and Q31
o No
  → Skip To: Q32
o Exit survey
  Skip To: End of  Survey 
Q30 How old were you when you first knew you had Pelvic Inflammatory Disease (PID)? (record age in years)4

________________________________________________________________ 
Q31 Have you been treated for Pelvic Inflammatory Disease (PID) more than once?4

o Yes
o No
o Exit survey
  → Skip To: End of  Survey
Q32 Have you ever had Genital Warts?4

o Yes
  → Go to Q33
o No
  → Skip To: Q34
o Exit survey
  → Skip To: End of  Survey 
Q33 How old were you when you first knew you had Genital Warts? (record age in years)4

________________________________________________________________
Q34 Have you ever had Genital Herpes?4

o Yes
  → Go to Q35
o No
  → Skip To: Q36
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o Exit survey
  → Skip To: End of  Survey 
Q35 How old were you when you first knew you had Genital Herpes? (record age in years)4

________________________________________________________________
Q36 Have you ever had Trichomoniasis?
o Yes
  → Go to Q37 and Q38
o No
  → Skip To: Q39
o Exit survey
  → Skip To: End of  Survey 
Q37 How old were you when you first knew you had Trichomoniasis? (record age in years)
________________________________________________________________
Q38 Have you ever been treated for Trichomoniasis more than once?
o Yes
o No
o Exit survey
  → Skip To: End of  Survey 
Q39 How often do you get screened for sexually transmitted diseases (including Gonorrhea, Chlamydia, Trichomoniasis, Syphilis)?
o I have never been screened for sexually transmitted diseases
o Less than once per year
o Every year
o Twice a year
o More than twice per year
o Exit the survey
  → Skip To: End of  Survey 
Q40 In the past 15 years, who have you had sex with (vaginal, oral, and/or anal)?3

o Men only
  → Go to Q41 (answer all follow-up questions) then go to Q55-Q58, Q60 (answer all follow-up questions), and Q70 (answer 
all follow-up questions)
o Women only
  → Skip To: Q51
o Both men and women
  → Go to Q41 (answer all follow-up questions) then go to Q55-Q58, Q60(answer all follow-up questions), and Q70(answer 
all follow-up questions)
o Exit the survey
  → Skip To: End of  Survey 
Q41 Indicate the number of  MALE partners with which you have done the following during YOUR ENTIRE LIFETIME4:
_______ Given oral sex (mouth on private parts)
  → Number >0, go to Q45, Q46, and Q47
_______ Received oral sex
  → Number >0, go to Q45, Q46, and Q47
_______ Had vaginal intercourse
  → Number >0, go to Q42, Q43, and Q44
_______ Had anal sex
  → Number >0, go to Q48, Q49, and Q50
_______ Had sex (oral, vaginal, and/or anal) as part of  a non-committed relationship “friends with benefits”
_______ Have been given money, gifts, or favors in exchange for sexual activity
_______ Had sexual intercourse in a “one-night stand”
_______ Had sexual intercourse without contraception -unprotected sex
_______ Had sexual intercourse after drinking alcohol
_______ Had sexual intercourse while high on drugs (including marijuana and prescription narcotics)
Q42 As best you can recall, how old were you the first time you had voluntary (not forced) vaginal sex with a MALE partner (age closest 
to half  year, example 16.5 years)?4

22Retrospective Research | Volume 7 | Number 1 |

http://dx.doi.org/10.17140/WHOJ-7-142


Eisaman D et al

Women Health Open J. 2021; 7(1): 10-26. doi: 10.17140/WHOJ-7-142 PUBLISHERS

________________________________________________________________
Q43 As best you can recall, how old was your MALE partner the first time you had voluntary (not forced) vaginal sex?4

________________________________________________________________
Q44 Did you use a condom the FIRST TIME you had voluntary (not forced) vaginal sex with a MALE partner?
o Yes
o No
o Unsure
o Exit survey
  → Skip To: End of  Survey 
Q45 As best you can recall, how old were you the first time you had voluntary (not forced) oral sex (mouth on private parts) with a 
MALE partner (age closest to half  year, example 16.5 years)?4

________________________________________________________________
Q46 As best you can recall, how old was your MALE partner the first time you had voluntary (not forced) oral sex?4

________________________________________________________________
Q47 Did you use a condom or dental dam (a thin latex sheet that covers the genitals during oral sex) the FIRST TIME you had volun-
tary (not forced) oral sex with a MALE partner?
o Yes
o No
o Unsure
o Exit survey
  → Skip To: End of  Survey 
Q48 As best you can recall, how old were you the first time you had voluntary (not forced) anal sex with a MALE partner (age closest 
to half  year, example 16.5 years)?4

________________________________________________________________
Q49 As best you can recall, how old was your MALE partner the first time you had voluntary (not forced) anal sex?4

________________________________________________________________
Q50 Did you use a condom the FIRST TIME you had voluntary (not forced) anal sex with a MALE partner?
o Yes
o No
o Unsure
o Exit survey
  → Skip To: End of  Survey 
Q51 Indicate the number of  FEMALE partners with which you have done the following during YOUR ENTIRE LIFETIME.4

_______ Given oral sex (mouth on private parts)
  → Number >0, go to Q52, Q53, and Q54
_______ Received oral sex
  → Number >0, go to Q52, Q53, and Q54
_______ Had sex as part of  a non-committed relationship “friends with benefits”
_______ Had been given money, gifts, or favors in exchange for sexual activity
_______ Had sex in a “one-night stand”
_______ Had sexual intercourse after drinking alcohol
_______ Had sex while high on drugs (including marijuana and prescription narcotics)
Q52 As best you can recall, how old were you the first time you had voluntary (not forced) oral sex (mouth on private parts) with a 
FEMALE partner (age closet to half  year, example 16.5 years)?4

________________________________________________________________
Q53 As best you can recall, how old was your FEMALE partner the first time you had voluntary (not forced) oral sex?4

________________________________________________________________
Q54 Did you use a dental dam (a thin latex sheet that covers the genitals during oral sex) the FIRST TIME you had voluntary (not 
forced) oral sex with a FEMALE partner?
o Yes
o No
o Unsure
o Exit survey
  → Skip To: End of  Survey 
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Q55 How often do you use condoms when you have sex?4

o Never
o Sometimes
o Half  of  the time
o Most of  the time
o Every time
o Exit survey
  → Skip To: End of  Survey 
Q56 How often do you use birth control other than condoms when you have sex?4

o Never
o Sometimes
o Half  of  the time
o Most of  the time
o Every time
o Exit survey
  → Skip To: End of  Survey 
Q57 What type or types of  birth control are you currently using or have previously used in YOUR ENTIRE LIFETIME? (check all 
that apply)4

□ Rhythm method -timing when I have sex according to where I am in my menstrual cycle
□ Pull out method-make sure the other person pulls out in time
□ Birth control pills
□ Sponge
□ Spermicides and/or creams or foams
□ Intrauterine device (example: IUD [Mirena], coil, loop
□ Monthly vaginal ring, “The Ring” (example: NuvaRing)
□ Diaphragm or cervical cap
□ Condoms
□ “The Shot” (example: Depo-Provera)
□ Implant under the skin (example: Norplant)
□ Contraceptive patch
□ “Morning after” pill
□ None
□ I don’t remember or I am unsure
□ Other
Q58 Have you ever had VAGINAL intercourse without a condom?4

o Yes
  → Go to Q59
o No
  → Skip To: Q60
o Exit the survey
  → Skip To: End of  Survey 
Q59 Choose the option below that best applies to you regarding VAGINAL sex:4

o I never use a condom when I have vaginal sex
o I hardly ever use a condom when I have vaginal sex
o Sometimes I use a condom when I have vaginal sex, but not very often
o I use a condom about half  of  the time I have vaginal sex
o Almost every time I have vaginal sex I use a condom
Q60 Have you ever had ANAL intercourse without a condom?4

o Yes
  → Go to Q61
o No
  → Skip To: Q62
o Exit the survey
  → Skip To: End of  Survey 
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Q61 Choose the option below that best applies to you regarding ANAL sex:4

o I never use a condom when I have anal sex
o I hardly ever use a condom when I have anal sex
o Sometimes I use a condom when I have anal sex, but not very often
o I use a condom about half  of  the time I have anal sex
o Almost every time I have anal sex I use a condom
Q62 Have you ever engaged in oral sex without a condom or dental dam (a thin latex sheet that covers the genitals during oral sex)?4

o Yes
  → Go to Q63
o No
  → Skip To: Q64
o Exit the survey
  → Skip To: End of  Survey 
Q63 Choose the option below that best applies to you regarding ORAL sex4:
o I never use a condom  or dental dam when I have oral sex
o I hardly ever use a condom or dental dam when I have oral sex
o Sometimes I use a condom or dental dam when I have oral sex, but not very often
o I use a condom or dental dam about half  of  the time I have oral sex
o Almost every time I have oral sex I use a condom or dental dam
Q64 Have you ever had sex with multiple people at the same time (example: have you had sex with more than one male or female in 
the same sexual encounter?
o Yes
  → Go to Q65
o No
  → Skip To: Q66
o Exit the survey
  → Skip To: End of  Survey 
Q65 Did you use a condom or dental dam each and every time?
o Yes
o No
o Exit the survey
  → Skip To: End of  Survey 
Q66 Have you ever had oral, vaginal, or anal sex with an intravenous (IV) drug user?4

o Yes
  → Go to Q67
o No
  → Skip To: Q68
o Exit the survey
  → Skip To: End of  Survey 
Q67 Did you use a condom or dental dam each and every time?
o Yes
o No
o Exit the survey
  → Skip To: End of  Survey 
Q68 Have you ever had oral, vaginal, or anal sex with someone who is bisexual?4

o Yes
  → Go to Q69
o No
  → Skip To: Q70
o Exit the survey
  → Skip To: End of  Survey 
Q69 Did you use a condom or dental dam each and every time?
o Yes
o No
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o Exit the survey
  → Skip To: End of  Survey 
Q70 Have you ever had oral, vaginal, or anal sex with a homosexual MALE?4

o Yes
  → Go to Q71
o No
  → Skip To: End of  Survey
o Exit the survey
  → Skip To: End of  Survey 
Q71  Did you use a condom or dental dam each and every time?
o Yes
  → Go to: End of  Survey
o No
  → Go to: End of  Survey
o Exit the survey
  → Go to: End of  Survey
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INTRODUCTION

Sexual violence is a major public health and human rights is-
sue. Sexual abuse cuts across all societies, manifesting in differ-

ent shades. It is not entirely limited to females; males are affected 
as well.1 According to the World Bank, more females have been 
sexually assaulted than males. Gender-based violence (GBV) or 
violence against women and girls (VAWG) is a global pandemic 
that affects 1 in 3 women in their lifetime. Sexual violence includes 
sexual harassment (including demands of  sex for job or school 
grades), rape of  any kind, female genital cutting (FGC), and child 
marriage, trafficking and forced exposure to pornography.2,3  

 The World Health Organization (WHO) defines sexual 
violence as “any sexual act, attempt to obtain sexual act, unwarranted sexu-
al comments or advances or acts to traffic a person or otherwise directed, against 
a person’s sexuality using coercion by any person regardless of  the relationship 
to the victim, in any setting, including but not limited to home and work”.4

 Findings from a National Survey carried out in 2014 in 
Nigeria confirmed one in four females reported experiencing sex-
ual violence in childhood with approximately 70% reporting more 
than one incident of  sexual violence.5,6 In the same study, it was 
found that 24.8% of  females aged 18 to 24-years experienced sex-
ual abuse prior to age 18 of  which 5.0% sought help, with only 
3.5% receiving any form of  support. It comes as no surprise that 
victims of  sexual violence are often scared to tell anyone about 
what happened or even go to police.6,7

 Besides not getting support, some victims were actually 
blamed when they sought help. Some were blamed for indecent 
dressing and wrong company; others for being careless or walking 
alone.8 Victim blaming is flourishing in Nigeria.

 United Nations Children’s Fund (UNICEF) reported in 
2015 that one in four girls and one in ten boys in Nigeria had 
experienced sexual violence before the age of  18.5,8 Since the re-
port of  2015, sexual violence has been on the increase in Nigeria. 
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Many women and children suffer from sexual violence, while the 
perpetrators of  sexual violence often get off  scot-free. One man 
confessed to the police that he raped over 40 women, including an 
80-year-old before his case was reported.6 The rise in sexual vio-
lence was reported by the Police via Press Releases in official print 
and electronic media, based on documented confirmed monthly 
reports which were compared with those of  pre-COVID-19 peri-
od.10,11  

 During the lockdown, as a result of  Covid-19 Pandem-
ic, sexual violence also became endemic in Nigeria. The Nigerian 
Police recorded 717 rape cases between January and May 2020.12,13  
In another report, on the impact of  COVID-19 pandemic on the 
sexual violence in Nigeria, in just two months of  the lockdown 
there was widespread rise in sexual violence cases across the six 
geopolitical zones of  the country as follows.

 Northeast (NE): 50 in March and 115 in April. North-
west (NW): 52 in March and 87 in April. North-central (NC): 67 
in March and 156 in April. Southeast (SE): 36 in March and 92 in 
April. Southwest (SW): 91 in March and 296 in April. South-south 
(SS): 18 in March and 35 in April.10,13

 On the 5th June, 2020, human rights campaigners ral-
lied in Nigeria’s Capital (Abuja) to raise awareness about violence 
against women after a series of  high profile rape cases sparked an 
outcry in the country.14

 Sexual violence is a severely traumatic experience that af-
fects the victim emotionally and physically. Sexual violence increas-
es shame, leaves the person more disconnected from their own 
feelings as well as make it harder to connect with other people. 
Many sexual violence victims sustain physical injury with attendant 
pain as well as develop sleep disturbances excessive fear, suicidal 
tendencies and hatred for men. Yet there is limited attention to this 
crime and the flourishing of  victim blaming.

 Blaming the victim refers to the tendency to hold victims 
of  negative events responsible for those outcomes.15 In Nigeria 
this is very common occurrence following sexual violence events 
where the victim is blamed in various ways as follows. “Look what 
they were wearing”. “They deliberately go to where they get raped”. “Girls 
always want sex”. “They can’t tell their story the same way twice”. “She went 
back to him after he raped her”. They are married so it couldn’t have 
been sexual violence. “Where was the mother when it happened?” 

 Sexual violence has led to death of  victims. Between Jan-

uary and June 2020, cases of  death following sexual violence have 
been reported.10-12 Vera Uwala Omozuwa was raped and killed in a 
church in Benin, Nigeria. Eighteen (18 )-year-old Barakat Bello was 
raped to death in Ibadan Nigeria. In Jigawa, Nigeria, 12-year-old 
girl was gang raped by 12 men including a 67-year-old man; and 
so on. Sexual violence is evil and victim blaming is offensive. Both 
sexual violence and victim blaming need to stop. This study was 
conducted to determine the trend and pattern of  sexual violence 
and victim blaming in Nigeria.

METHODOLOGY 

Questionnaires were administered to individuals. Before the emer-
gence of  COVID-19 pandemic, questionnaires were administered 
physically as well as electronically via online social media groups. 
Following the emergence of  COVID-19 only the online method 
was retained and maintained. The questionnaires comprised of  a 
section for demographic information as well as employed the Lik-
ert scale. Five points were utilized on this scale, namely: (1) Strong-
ly agree (2) agree (3) Neither agree nor disagree, (4) Disagree and 
(5) Strongly disagree. Points 1 and 2 were interpreted as “Blamed the 
victim”. Point 3 was interpreted as “Indifferent”. Points 4 and 5 were 
interpreted as “Blamed the perpetrator”. 

RESULTS

Opinion

The victim of  sexual violence such as rape should be blamed.

DISCUSSION

This study was conducted to determine the trend and pattern of  
sexual violence and victim blaming in Nigeria. The result shows 
that sexual violence and victim blaming are common in Nigeria. 
The fact that a greater percentage of  respondents are in favour of  
victim blaming calls for deep concern. A look at the table shows 
that more males are in favour of  victim blaming and more females 
are indifferent. During the study, most females declined response 
to the physically administered questionnaire but they responded 
very well to the online questionnaire. Apart from victim blaming, 
another barrier to campaign against sexual violence is stereotyping 
where most females avoid discussing sexual violence so as not to 
be labeled former victim. As a former victim, she could be jilted by 
a friend, fiancé or even spouse on the ground that she might have 
contracted dreaded diseases or had been promiscuous. Prospective 
suitors would also avoid her. This may have informed the reluc-

Response Male Female Total Interpretation Total Percent (%)

Strongly agree 20 10 30 Blamed the 
victim 150 60

Agree 100 20 120

Neither agree nor disagree 7 14 21 Indifferent 21 9

Disagree 6 24 30 Blamed the 
perpetrator 80 31

Strongly disagree 20 30 50

Respondents 153 98 251 251

Percent (%) 61 39 100 100
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tance of  female respondents in responding to the questionnaire 
administered physically and for the higher number of  females re-
maining indifferent.

 In Nigeria, there are at least five legal provisions which 
provide access to justice for victims of  sexual violence, but certain 
prevailing attitudes tend to encourage this crime and contribute to 
the underreporting and low conviction rates.16,17

 Victim blaming is one of  the prevailing attitudes in Ni-
geria that discourage survivors of  sexual violence from reporting 
their ordeal to friends, family members or even the police. Survi-
vors hide in guilt and shame and perpetrators continue with impu-
nity.

 Other barriers to seeking victim support and care include 
rape myths. Rape myths are those ideas or beliefs that deny or 
minimize victim injury or blame the victims for their own victim-
ization. Rape myths that are commonly accepted include “She is 
too proud and deserves to be raped”; “she asked for it through her provocative 
behavior or dressing”, “There was not much physical damage”, “A woman 
can’t be raped by her husband”, “When women say no they actually mean yes”, 
“Stranger rape is more offensive than acquaintance rape”, “After enjoying it 
she is here to blackmail the poor guy”.18 There is growing body of  evi-
dence showing that despite years of  public education about sexual 
violence, rape myths and gender stereotypes are still accepted, be-
lieved and propagated by communities in Nigeria.13,19-21

CONCLUSION

Sexual violence is associated with a range of  health consequenc-
es. Some consequences are direct, such as physical injury, sexually 
transmitted infections (STI) including HIV, damage to reproduc-
tive structures as seen in cases of  child sexual abuse, and unwanted 
pregnancy. Emotionally, sexual violence is associated with chronic 
somatic disorders, anxiety, depression, high-risk sexual behavior, 
and chronic illnesses, aversion for sex and hatred for men. There 
are also socio-economic consequences that generally impact nega-
tively on the victim’s quality of  life. Victim blaming is a way of  en-
couraging the perpetrators of  sexual violence to continue with im-
punity. This further gets the victim humiliated and dehumanized. 
The person feels invaded, defiled and disowned through victim 
blaming and gender stereotyping. The victim of  sexual violence 
almost always resorts to blaming themselves, because in the cul-
ture people tend to blame the victims in general. The government 
and people of  Nigeria should take steps to end sexual violence 
and victim blaming through preventive measures, such as centers 
for providing comprehensive care to victims of  sexual violence, 
community activism by men, psychological care and support for 
victims, stiffer penalty for perpetrators, school-based awareness 
programmes, medico-legal services and enforcement mechanisms.  
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