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COMMENTARY

A conceptual re-evaluation of reproductive 
coercion: centring intent, fear and control
Laura Tarzia1,2*  and Kelsey Hegarty1,2 

Abstract 

Background: Reproductive coercion and abuse (RCA) is a hidden form of violence against women. It includes 
behaviours intended to control or dictate a woman’s reproductive autonomy, for the purpose of either preventing or 
promoting pregnancy.

Main text: In this commentary, we argue that there is a lack of conceptual clarity around RCA that is a barrier to 
developing a robust evidence base. Furthermore, we suggest that there is a poor understanding of the way that RCA 
intersects with other types of violence (intimate partner violence; sexual violence) and—as a result—inconsistent 
definition and measurement in research and healthcare practice. To address this, we propose a new way of under-
standing RCA that centres perpetrator intent and the presence of fear and/or control. Recommendations for future 
research are also discussed.

Conclusion: We suggest that IPV and SV are the mechanisms through which RCA is perpetrated. In other words, RCA 
cannot exist without some other form of co-occurring violence in a relationship. This has important implications for 
research, policy and healthcare practice including for screening and identification of women in reproductive health-
care settings.

Keywords: Reproductive coercion, Intimate partner violence, Sexual violence, Reproductive autonomy, Women, 
Family violence
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Background
Reproductive coercion and abuse (RCA), first defined as 
simply “reproductive coercion” by Elizabeth Miller and 
colleagues in 2010, refers to any deliberate attempt to 
influence or control a person’s reproductive choices [1] or 
interfere with their reproductive autonomy. It is typically 
perpetrated against women by a male intimate partner 
[2], although other family members can also be partici-
pants or instigators [3]. RCA is commonly understood 
to take three main forms: pregnancy coercion (where 
a woman is pressured or forced to become pregnant 
against her will); contraceptive sabotage (deliberately 

damaging, hiding, or otherwise interfering with birth 
control); and controlling the outcome of a pregnancy 
(forcing a woman to terminate or continue a pregnancy 
against her will) [2]. Extant literature suggests associa-
tions between RCA and intimate partner violence (IPV) 
[3–6], unwanted pregnancies [2, 7], poor mental health 
[8], decreased contraceptive self-efficacy [9, 10], and 
increased risk of sexually transmitted infections [11]. 
These negative health outcomes have led to a recent rise 
in media interest in the issue. We argue in this commen-
tary, however, that we have seen a lack of definitional and 
conceptual clarity around RCA, leading to inconsistency 
across prevalence data, a poor understanding of the risk 
factors, and difficulties in demonstrating the effectiveness 
of interventions in health settings. RCA research remains 
in its infancy; it is therefore an opportune time to pause 
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and re-evaluate the state of the knowledge, as well as to 
reflect on the best way forward in this emerging field.

Our perspective in writing this commentary is as 
health and violence researchers working in a university 
setting in a high-income country. One of us (KH) has a 
clinical background as a general practitioner and LT is 
an applied sociologist. Our arguments and their impli-
cations for research and practice are thus shaped by the 
assumptions that: (1) violence against women is a major 
public health issue; (2) health systems are well-placed to 
identify and respond to violence against women and (3) 
a solid theoretical and empirical evidence base is critical 
for informing the development and implementation of 
interventions in health settings. We recognise and wel-
come discussion of conceptual issues relating to RCA 
within other disciplines such as philosophy and gender 
studies; however, our purpose is to define and discuss 
RCA insofar as it affects healthcare practice and out-
comes for women.

What do we know about RCA?
It is not our intention here to review the growing body of 
literature on RCA. This has been covered by several com-
prehensive systematic reviews [2, 7, 12, 13] which address 
the prevalence and types of reproductive coercion and its 
associations with IPV, unintended pregnancy, contracep-
tive non-adherence, and poor sexual and reproductive 
health. In brief, the evidence suggests that:

• RCA is common and comprises a spectrum of behav-
iours such as pressure, manipulation, emotional 
blackmail, trickery, threats, and the use of physical 
violence [2, 7];

• The lifetime prevalence of RCA ranges between 8 
and 30% depending on the sample and setting [7]. 
More recent studies also sit within this range (e.g. 
Swan and colleagues [14]; Grace and colleagues [15]);

• RCA is associated consistently with IPV, unintended 
pregnancy, and contraceptive non-adherence [7]. 
More recent work using multi-dimensional tools to 
measure IPV suggests that RCA is associated with 
more severe forms of violence [15];

• Risk factors reported for RCA include being of non-
White background [15], being young [7], and being 
single/non-partnered or experiencing relationship 
issues [7, 15].

Issues with the existing evidence base
We outline below a number of key issues which—in our 
view—hamper the field of RCA research and call into 
question some of the findings reported in the extant lit-
erature. Some of these are based on our own qualitative 

work in the field [16–21], whilst others are our reflections 
on the lack of empirical evidence.

Ambiguity of the term “reproductive coercion”
Elsewhere, [17] we have argued that the term “reproduc-
tive coercion”—which is the predominant term referred 
to in the literature—is problematic. Although the term 
does accurately reflect the psychological tactics often 
engaged in by perpetrators, it also permits over-inclu-
sivity. Coercion can be understood in a variety of ways, 
and has, on occasion, been interpreted as anything that 
could possibly have an impact on women’s reproductive 
choices. For instance, Dejoy [22] argues in her essay on 
structural violence that: “When state policies make con-
traception and abortion care inaccessible to some people, 
they are, in effect, replicating reproductive coercion on a 
structural level.” (p.45).

Although we do not deny that structural inequali-
ties can be experienced as violence, it is not helpful to 
consider these sorts of external or contextual issues as 
being one and the same as abuse from one’s partner or 
close family member. Structural problems such as poor 
access to abortion and governmental policies that disad-
vantage women certainly contribute towards a climate 
where RCA can flourish, yet, they are not in themselves 
“reproductive coercion”. In other words, the propensity 
to describe RCA as a “continuum” [23] that ranges from 
interpersonal relationship dynamics through to govern-
ment policy decisions is not evidence-based and ought to 
be interrogated with greater rigour.

Similarly, studies have referred to forced fatherhood 
experienced by men as being “reproductive coercion” 
[24], which again, unnecessarily obfuscates the phenom-
enon in question. While tricking someone into becom-
ing a father against their will is undoubtedly problematic 
and potentially harmful, the context of this experience is 
completely different to what the research says about RCA 
in women. In particular, we refer here to the elements of 
fear and control. For women, their bodies are held hos-
tage by a partner or family member through fear that 
they will be harmed physically, psychologically, finan-
cially or sexually if they do not comply. Legal explora-
tions of coercion as a concept make it clear that the term 
means being forced to do something under threat of neg-
ative consequences that will disadvantage or harm [25], 
yet this important aspect seems to get lost when the term 
is used in practice. Returning to the case of forced father-
hood, we agree that it does take an important decision—
one that happens to be related to reproduction—out of a 
man’s hands, yet realistically we cannot argue that men 
are being “abused” just because a child exists that shares 
their DNA.
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On the other hand, an issue that is clearly coercive 
but is often neglected within the remit of RCA is forced 
sterilization by family members—typically of women 
with disabilities. Although this behaviour can occur with 
“good” intentions [26, 27]—ostensibly to protect vulner-
able women from unwanted pregnancies due to sexual 
assault or to manage menstruation—it is nonetheless an 
attempt to control bodily and reproductive autonomy. 
We do not wish to venture too much into this territory, 
since it engages with issues that are beyond the remit of 
this commentary, however, recent literature [27, 28] sup-
ports an understanding of this behaviour as a form of 
abuse. We recommend further investigation of this area 
to improve our understanding.

We also acknowledge that forced sterilisation, forced 
abortion and forced pregnancy have historically been 
perpetrated (and in some cases, still are) against women 
from racialized or marginalised groups. For example, 
studies report these behaviours in the context of colo-
nisation [29, 30], eugenics and genocide [31], as well 
as being forms of gender-based violence. These state-
sanctioned tactics, however, may be driven by different 
motives to those of the individual perpetrator. For exam-
ple, Sifris [32] describes involuntary sterilisation as being 
primarily motivated by intersectional discrimination, 
whereas we typically understand violence in heterosexual 
relationships as being a product of male entitlement, fear 
and control [33] (acknowledging that, for some, the expe-
rience of IPV is also intersectional). As with the case of 
women with disabilities, however, we suggest that this is 
an issue that also merits further research to determine 
whether it ought to be considered within the same cat-
egory as interpersonal abuse.

Lastly, we argue that referring to “reproductive coer-
cion” obscures the fact that perpetrator tactics—such 
as the use of physical violence to induce miscarriage or 
threats to kill or harm existing children if a woman has an 
abortion—venture well beyond the realms of “coercion” 
and into abuse and violence. Consider for example the 
below quote from a recent study by Grace and colleagues 
[34] with Latina women in the US:

He made me abort by kicking me. After he hit me, 
the very next minute I started to have contractions 
in my spine. And then I started to bleed... blood 
gushed out of me. And then he took me to the doctor, 
and they did the curettage... (p.4)

As health researchers working with women and prac-
titioners we have often heard participants express con-
fusion about the term, thinking that physical or sexual 
violence are not within its remit [20]. Some researchers 
have attempted to address these issues by referring to 
“reproductive control”, with reproductive coercion as a 

subset of psychological behaviours [7]. This certainly has 
merit, however, again the word “control” does not nec-
essarily encompass circumstances in which fear is pre-
sent. We have also seen it referred to as “non-consensual 
insemination” [35], which also fails to acknowledge the 
abusive nature of the behaviour and does not encompass 
forced abortion. In our own work we have previously 
suggested “reproductive coercion and abuse” (RCA) as 
an alternative [17, 18]; this clearly positions the phenom-
enon as abusive while also allowing space for behaviours 
that are more subtle to be included. Yet, it is also some-
what unwieldy. For the remainder of this commentary we 
will refer to RCA, however, we welcome suggestions from 
other researchers and practitioners working in this area 
around how to more accurately and clearly refer to this 
form of violence against women.

Failure to focus on intent as central
Another important consideration in understanding RCA 
is the issue of intent. By this we mean that in order to 
qualify as RCA, a behaviour has to be perpetrated with 
the intention of either impregnating a woman or prevent-
ing her from becoming or remaining pregnant. In other 
words, behaviours that incidentally have reproductive 
impacts ought not be included. This is best illustrated 
through examining the issue of stealthing (non-consen-
sual condom removal during sexual intercourse). Given 
that RCA typically includes “condom sabotage” as one 
of its forms, some researchers have included stealthing 
as an example of this behaviour [36]. In many ways, this 
makes perfect sense. However, the removal of a condom 
during sex can be performed for a variety of reasons, 
most of which have nothing to do with reproduction. For 
instance, research points to loss of pleasure/sensation as 
a prime motivator of men’s condom “non-compliance” 
[37]. Brodsky, in her examination of men’s online con-
versations about stealthing, argues that perpetrators are 
motivated by a desire to force a woman to “take the guy’s 
load”, not as a means of reproduction but as a symbol 
of power and male dominance [38]. Similarly, we have 
argued elsewhere [16] (based on an analysis of women’s 
stories about their experiences) that stealthing is char-
acterised by disrespect and selfishness whereas RCA is 
about intent and control. It is therefore more accurate in 
many cases to describe stealthing as a form of sexual vio-
lence rather than RCA.

Similarly, the issue of female genital mutilation (FGM) 
could be considered by some to be a form of RCA, since 
it impacts women’s sexual and reproductive autonomy 
[39] and is associated with intimate partner violence [40]. 
However, literature [41] suggests that FGM is undertaken 
primarily to control women’s sexuality—with reproduc-
tive outcomes being a secondary side effect, which would 
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place it as a form of family or sexual violence rather than 
RCA.

Katz and colleagues [10] have argued that the perpetra-
tor’s intent is irrelevant, and that measures ought to con-
tain only behaviourally-specific items. Indeed, they went 
so far as to remove the “in order to promote pregnancy” 
from the reproductive coercion measures developed 
by Miller and colleagues when conducting their survey. 
Their rationale is that RCA should follow the example of 
IPV research, where the majority of measures focus on 
behaviours without mention of intent [10]. However, IPV 
research avoids mention of intent specifically because 
it can be seen as excusing the perpetrator’s behaviour 
when intent is not present (i.e.: if the perpetrator did 
not “mean” to cause harm then it is not IPV). This is not 
the case for RCA, where the choice is between defining 
a behaviour as RCA versus another form of violence and 
harm is present either way.

One reason why it is important to focus on intent 
is to improve the quality of the evidence base around 
RCA. The lack of clarity around intent may explain why 
prevalence rates for RCA vary so widely across existing 
research [7]. In some studies, for instance, RCA measures 
specify that condom removal must be for the purpose of 
getting a woman pregnant, whereas in others it simply 
asks whether women have had a partner “tamper with 
or remove a condom during sex” (e.g. Black et  al. [36]). 
Obviously, asking the latter is more likely to result in a 
higher prevalence rate, especially amongst the younger 
age group who may be engaging in more casual relation-
ships and “hook-ups” and be more at risk of stealthing. 
In fact, in Katz’s study [10] on college students, the life-
time prevalence rate of 30% is the highest reported in 
the literature. This is precisely because by removing the 
intentional element from survey measures they are in fact 
reporting a mixture of RCA, sexual violence and IPV and 
thus potentially falsely elevating the prevalence.

Data on risk factors and associations may also be 
skewed if we do not define exactly what is meant by 
RCA as opposed to sexual violence or IPV. For exam-
ple, a recent paper reporting on associations between 
race/ethnicity and experiences of “reproductive coer-
cion” suggested that Black and Hispanic women were at 
greater risk than white women [42]. However, the study 
drew on data from the US National Intimate Partner 
and Domestic Violence Survey where RCA is defined 
by two questions, one of which is whether a partner 
has “refused to wear a condom when you wanted them 
to wear one”. Given that the question does not spec-
ify that the condom refusal was to cause pregnancy, 
it is unclear whether the risk for Black and Hispanic 
women relates to RCA or sexual violence. Similarly, the 
authors’ finding that RCA can occur without any other 

type of IPV is called into question, since it is far more 
likely that stealthing rather than RCA is not associated 
with IPV [16]. Although the authors do acknowledge 
the limitations around how RCA is measured in the 
NIDVS, the ongoing use of RCA data from this par-
ticular survey (from a large representative community 
sample) by many researchers in the field continues to 
be problematic.

A similar problem occurs in a recent study by Grace 
and colleagues that used a survey to examine the preva-
lence and correlates for RCA amongst college students 
[15]. The study measured RCA using one question about 
contraceptive sabotage and another that asked “Have you 
prevented a pregnancy by using emergency contracep-
tion or ended a pregnancy using other methods, and did 
not tell your partner about it because you were afraid of 
your partner?” Arguably this question does not measure 
RCA at all, but rather, measures IPV.

Insufficient exploration of the nuances between pregnancy 
preventing and pregnancy promoting behaviour
There are currently few studies where analyses of RCA 
take into account whether the perpetrator’s behaviour 
was pregnancy promoting or pregnancy preventing. 
Some commonly-used measures of RCA, such as the 
Reproductive Coercion Scale [43], do not even cover the 
full spectrum of behaviours (items asking about forced 
abortion are not included). Although there is not yet an 
empirical basis to support the theory that the context of 
RCA differs by type (pregnancy promoting vs pregnancy 
preventing), it is logical to think there may be some vari-
ance. For instance, studies report that perpetrators can 
seek to promote pregnancy in the hope that it will cre-
ate a permanent connection to their partner [7, 44]. On 
the other hand, forced or coerced abortion can occur 
after an unintended pregnancy, where the male partner 
seeks to prioritise his own needs and wishes over those of 
his partner [7]. Qualitative work by Buchanan and Hum-
phreys [45] similarly suggests different ways that coercive 
control can play out in the context of pregnancy promot-
ing or preventing behaviours. It should also be acknowl-
edged that both types of RCA can occur simultaneously, 
although little is known about the circumstances under 
which this occurs.

Although Miller and colleagues defined these different 
aspects of RCA in their ground-breaking work [1], sub-
sequent research has paid little attention to the nuances 
of each of the types and RCA is treated as a homogenous 
phenomenon. Yet, there is a critical need for a more com-
plex understanding of how RCA intersects with both IPV 
and sexual violence, as well as its association with other 
health issues.
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A proposed taxonomy of reproductive coercion 
and abuse
Drawing on recent qualitative work with practitioners, 
we have previously suggested that RCA sits within the 
intersection of sexual violence, family violence, and inti-
mate partner violence (see Fig. 1).

Building on this framework, and given the issues dis-
cussed in the previous sections, we suggest below a 
classification for different behaviours that may have 
reproductive outcomes for an individual woman (see 
Table 1). Separating out behaviours in this way highlights 
the importance of intent to prevent or promote preg-
nancy (insofar as it can be established) as well as fear or 
control or both. We have taken a slightly broader view of 
“fear” here to encompass not just fear for personal safety 
but also fear of negative repercussions (e.g. partner end-
ing the relationship, financial burden).

As the table shows, RCA and intimate partner violence 
(including intimate partner sexual violence) or family vio-
lence are intrinsically entwined. Rather than RCA being 
a form of intimate partner or family violence as some 
researchers have suggested, we propose that intimate 
partner or family violence is the mechanism by which 
RCA is perpetrated. In other words, RCA is physical, psy-
chological or sexual violence harnessed for the express 
intent of promoting or preventing pregnancy. In particu-
lar, if we remove stealthing by casual dates or hook-ups 
from the list of behaviours (since the use of stealthing 
as a way of promoting pregnancy outside of a relation-
ship would be highly unlikely given the lack of control 
a perpetrator would have over the woman), there is no 

remaining overlap between RCA and sexual violence out-
side of the relationship context.

We also propose that RCA be viewed as a continuum 
(see Table 2) that separates out RCA for the purpose of 
abortion and RCA to promote pregnancy.

With all of this in mind, we could consider the relation-
ship between RCA and intimate partner or family vio-
lence to look something like this (Fig. 2):

Recommendations for research
Based on the issues discussed in this commentary, we 
make the following recommendations for researchers 
working in this area:

a. Improve conceptual clarity around RCA—We 
strongly suggest that if researchers want to collect 
meaningful and accurate prevalence and risk factor 
data on RCA, it is essential that measures clarify the 
intention of the behaviour rather than just the out-
come. In doing this, we acknowledge that women 
may not always know or understand the motiva-
tions of the perpetrator. Measures may need to take 
this into account by providing options for when the 
intent was unclear. As a specific example, measures 
about nonconsensual condom removal or stealthing 
ought to specify that the behavior was perpetrated 
for the express purpose of impregnating the woman.

b. Related to this, the development and evaluation of 
interventions addressing RCA needs to be targeted 
to its specific dynamics and context. In particular, 

Fig. 1. Intersections between RCA, intimate partner violence, family violence and sexual violence [21]
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the conceptual definition of RCA has implications for 
measuring the effectiveness of interventions.

c. Greater acknowledgement of the nuances of RCA—
It is important to distinguish between pregnancy 

promoting and pregnancy preventing behaviours 
in measurement of RCA so that the associations 
between each form of RCA and other outcomes can 
be properly assessed.

Table 1 Behaviours, intent, impact and classifications

Dimension Example behaviours Intent Fear Control Classi	ication*
RC RA IPV/

FV
SV**

Sexual Stealthing for own 
pleasure.

• By partner ✓ ✓✓
• By casual 

date/hook up
✓ ✓✓

Sexual Stealthing to cause
pregnancy.

• By partner ✓ ✓ ✓✓ ✓✓
• By casual 

date/hook up
✓ ✓ ✓✓ ✓✓

Sexual Rape by a partner 

causing unintended 
pregnancy.

✓ ✓ ✓✓

Sexual Rape by a partner to 

cause pregnancy.
✓ ✓ ✓ ✓✓ ✓✓

Psychological Partner/family 

member expresses 
disagreement or 
unhappiness with 

woman’s reproductive 

choices

✓

Not abuse

Psychological Forced sterilization by 

family member 
✓ ✓ Unclear. Depends on context.

Psychological Partner/family 

member attempts to 
in�luence outcome of a 

pregnancy or prevent 
pregnancy through 

use of coercion, 

emotional 

manipulation, 

blackmail, or threats

✓ ✓ ✓ ✓✓ ✓✓

Physical FGM ✓ ✓ ✓✓
Physical Punching or kicking 

that accidentally
causes miscarriage.

✓ ✓✓

Physical Punching or kicking in 

the abdomen 

deliberately to induce 

miscarriage or harm 

foetus.

✓ ✓ ✓ ✓✓ ✓✓

RA reproductive abuse, RC reproductive coercion, IPV intimate partner violence (including sexual violence), FV family violence, SV sexual violence by someone other 
than a partner/family member
a Because of the overlaps between sexual violence and intimate partner violence, we have included sexual violence by a partner under the classification of IPV
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d. Use of appropriate language that captures the abusive 
nature of RCA and the myriad forms of physical, psy-
chological and sexual violence that are harnessed in 
order to perpetrate it. This will ensure that the ele-
ments of fear and/or control remain front and center 
in understanding RCA.

e. Differentiation between structural/systemic issues 
that facilitate RCA and RCA itself. Similarly, differen-
tiation between RCA perpetrated in an interpersonal 
context and reproductive violence against women in 
the context of conflict or colonization is also impor-
tant. RCA as it is commonly understood is a form 
of interpersonal violence; the particular dynam-
ics of wartime violence against women or racialized 
oppression are, in our view, different. We cannot 
simultaneously address the drivers of both with the 
same suite of interventions and policies.

f. Research that addresses the motivations of perpetra-
tors of RCA in order to better understand the role of 
intent.

Capturing all of this complexity is challenging. As 
a starting point, we suggest that researchers use an 
updated definition that builds on Miller’s work [1], but 
centres the elements of intent, fear and control: “Repro-
ductive coercion and abuse is defined as any deliber-
ate attempt to dictate a woman’s reproductive choices 
or interfere with her reproductive autonomy. It can 
include physical, psychological or sexual tactics and 
occurs in a context of fear and/or control in an inter-
personal relationship.”

Implications for health policy and practice
In terms of healthcare and service delivery, there are 
also important reasons to ensure that there is concep-
tual clarity around RCA. Although there are many ele-
ments of best practice that are applicable to all women 
experiencing violence [46], there are additional strategies 
that service providers can undertake to support women 
experiencing RCA [18, 19]. For example, women who 
have been stealthed can usually safely be offered woman-
led forms of contraception such as pills or implants and 
may appreciate referrals to sexual assault services. On 
the other hand, women experiencing RCA in the con-
text of an abusive interpersonal relationship may require 
assistance with safety planning and be guided towards 
non-detectable methods of birth control or methods 
that a partner cannot tamper with (e.g. injectable con-
traceptives). We acknowledge the argument of Katz and 
colleagues that women experience reproductive harm 
regardless of intent [10], however, our research with 
health practitioners suggests that a lack of shared under-
standing of RCA can lead to confusion around whose 
role it is to address it in practice, and what actions can be 
taken to support women [17, 18]. This has obvious impli-
cations for the quality of care that women receive.

Conclusions
The lack of conceptual clarity around RCA has impacted 
upon the quality of the evidence, particularly around 
prevalence and risk factors. We argue that greater reflec-
tion and consensus on some of the issues raised in this 
commentary could help address this problem. Beyond 

Fig. 2. How family and intimate partner violence are harnessed to perpetrate RCA 
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this, there are critical gaps in the evidence base that have 
been neglected and require urgent attention. The most 
important of these is—in our view—to understand the 
motivations of men who perpetrate RCA. This would 
enable us to explore the role of intent and its relevance 
to the dynamics of RCA. We also need to unpack the 
prevalence and risk factors of different types of RCA 
(pregnancy promoting versus pregnancy preventing) and 
their associations with other types of violence, as well as 
exploring RCA in other settings beyond family planning. 
This work would strengthen the evidence-base from 
which to develop sound policies and best practice guide-
lines to better support women experiencing this hidden 
form of violence.
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