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Abstract
Aim: To explore young mothers’ experience of rapid repeat pregnancy.
Background: Despite a reduction in teenage pregnancies in England over the last two 
decades, the number of repeat pregnancies remains high, accounting for around 25% 
of teenage pregnancies. There is a lack of qualitative evidence of teenage perspec‐
tives making planning appropriate interventions challenging.
Design: Exploratory design.
Methods: Six young women were purposively sampled from a Family Nurse 
Partnership programme in the South London. Semi‐structured interviews conducted 
in spring 2017 elicited experiences of repeat pregnancy.
Findings: Each repeat pregnancy was unplanned and accounted for by participants’ 
rejection of Long Acting Reversible Contraceptives and inconsistent use of non‐ Long 
Acting Reversible Contraceptives. Misinformation about Long Acting Reversible 
Contraceptives contributed to their rejection and staff delivery of contraceptive ad‐
vice was influential. Motherhood was initially prioritised over other life goals to make 
sense of second pregnancy. Discharge from the Family Nurse Partnership may lead 
to fractured service contacts. Peer support and health professional contact through 
social media were proposed as “stepping stones” out of the service.
Conclusions: Practice developments working in partnership with young mothers to 
reduce the risk of a repeat teenage pregnancy are highlighted. Further research is 
recommended.
Impact: Understanding the experiences of teenage mothers who are at risk of 
rapid repeat pregnancy can assist nurses to provide preventative care and support. 
Structured advice through social media platforms can provide “stepping stones” that 
bridge gaps in provision as young mothers transition through services. Further re‐
search and development into the role of social media and contraceptive counselling 
are necessary.
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1  | INTRODUC TION

Teenage pregnancies are a global problem commonly driven by pov‐
erty and lack of education and employment opportunities (United 
Nations Population Fund, 2015). Some teenage pregnancies are 
planned and provide girls from poor neighbourhoods with a path to‐
ward a better life (Kreager, Matsueda, & Erosheva, 2010). However, 
most are unplanned and childbirth complications remain the lead‐
ing cause of death among 15 to 19 year‐olds globally (World Health 
Organization, 2018). In the United Kingdom (UK), under‐18‐year‐old 
conceptions were at a record level of 46 per 1,000 women in 1999 
(Department of Health [DH], 2010). The rate has since reduced by 
more than half to 18.9 conceptions per 1,000 women, although 
the proportion of repeat pregnancies remains high, accounting for 
between 12–25% of the total (Public Health England [PHE], 2018). 
Rapid repeat teen pregnancy, defined as a second birth within 
2 years of a first birth, increases the risk of premature birth, low birth 
weight and child mortality (Conroy, 2016). Parental education and 
employment opportunities are also adversely affected (PHE, 2016). 
Relatively little is known of a teenage mother's experience of a rapid 
repeat pregnancy which magnifies the challenge of planning effec‐
tive services for a vulnerable group.

2  | BACKGROUND

The reduction in UK teenage pregnancies has been attributed to 
changes in teenagers’ social interactions through digital media, thereby 
spending less time in physical contact with one another (British 
Pregnancy Advisory Service, 2018). The contribution of the then UK 
Labour Government's 10‐year Teenage Pregnancy Strategy has also 
been acknowledged (Skinner & Marino, 2016; Social Exclusion Unit, 
1999). Coordinated support for young parents was an important part 
of the strategy and from 2007 this was delivered through the Family 
Nurse Partnership (FNP) Programme (PHE, 2016). FNP is an evidence‐
based programme developed in the United States of America (US) to 
address high rates of teenage pregnancy and associated disadvan‐
tage. The programme is delivered by specially trained nurses who 
make regular home visits to teenage parents over a contact period of 
two to three years. FNP programmes are highly structured personal‐
ised interventions based on peoples’ strengths and needs.

Randomised controlled trials (RCT’s) in the US have reported 
significant benefits compared to standard or no service controls, 
including fewer closely‐spaced subsequent pregnancies (Olds et 
al., 1997, 2002). The first RCT of FNP provision in England involv‐
ing 18 services found the programme to be less effective than 
anticipated, reporting no reduction in the rate of rapid repeat 
pregnancies (Robling, Sanders, & Owen‐Jones, 2015). The avail‐
ability of health services for young mothers in the UK, free at the 
point of delivery and more comprehensive than standard services 
available in the US, was noted as a possible reason for the lack of 
programme benefits. Robling et al. (2015) proposed that longer‐
term follow‐up may be necessary to capture benefits. However, 

the study included no qualitative exploration of the young moth‐
ers’ experiences.

2.1 | Literature review

To inform the present study CINAHL, EMBASE, OVID‐ MEDLINE, 
Cochrane Library and OVID‐ Maternity & Infant Care databases 
were searched over a 10‐year period (Jan 1st 2007–Dec 31st 2017) 
using the terms “teen*” alongside “subsequent pregnan*” and “re‐
peat pregnan*”. The 10‐year period searched incorporates key policy 
and practice initiatives aimed at reducing teenage conception rates. 
Inclusion and exclusion criteria were applied to an initial yield of 110 
hits to select papers that dealt with repeat teenage pregnancy and/
or professionals who supported that client group, were conducted in 
healthcare settings, published in English and from high income coun‐
tries as classified by the World Bank Group (2017). Study protocols 
and papers that focused on obstetric management were omitted. The 
process resulted in 15 papers including quantitative, qualitative and 
mixed methodologies, a majority of which were from the US (n = 12), 
the three other papers being from Australia (1) and the UK (2).

Long acting reversible contraception (LARC) including the con‐
traceptive implant, intrauterine device (IUD) and Depo‐Provera 
injections are the most effective ways of avoiding repeat pregnan‐
cies among teenagers (Charles et al., 2016; Conroy, 2016). LARC’s 
can protect against pregnancy for between 3  months and up to 
5 years. They do not rely on women using contraceptives daily or 
at the time of intercourse. In England, LARC uptake is poor among 
teenagers; only 30%–31% of those using contraception were using 
LARCs (Health & Social Care Information Centre [HSCIC], 2016). 
Lack of knowledge among teen parents around LARC safety, ef‐
fectiveness and reversibility were thought to contribute to the low 
uptake (Conroy, 2016; Society for Adolescent Health & Medicine 
[SAHM], 2017). Additionally, adolescent mothers proactively search 
for health information through social networking sites (Nolan, 
Hendricks, Ferguson, & Towell, 2017; Wartella, Rideout, Zupancic, 
Beaudoin‐Ryan, & Lauricella, 2015). Misinformation, including 
“horror stories” about LARC use, can be easily gleaned from these 
sources (Kelsey, 2017). In contrast, non‐LARC contraception includ‐
ing condoms, spermicides and the pill, have been associated with 
a pregnancy rate in teens equivalent to that among women who 
use no contraception (Baldwin & Edelman, 2013; Lewis, Doherty, 
& M, 2010). Reasons include the challenge of remembering to use 
contraception and the forward planning that non‐LARCs require.

Other factors are important regardless of the type of con‐
traception. Whitaker et al. (2014) found that teenagers who ex‐
pressed control over their future lives were less likely to become 
pregnant than those who lacked ambition. Educational achieve‐
ment has been associated with protection against repeat pregnan‐
cies, whilst young mothers with limited educational attainment, 
or with breaks in their education, were at greater risk (Haamid & 
Wiemann, 2010; Herrman, 2007). The achievement and praise af‐
forded new mothers were thought to be important motivators for 
these women.
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Evidence identified in the literature provided some insight into the 
phenomenon of repeat teen pregnancy in terms of associated charac‐
teristics, however most of the identified studies were based on non‐
UK samples and there was little qualitative evidence that presented 
the perspectives of young people themselves. Their voices are rarely 
heard, the reasons for their contraceptive choices have not been ex‐
plored, and specific circumstances more likely to impact on the likeli‐
hood of a rapid repeat pregnancy are not fully understood.

3  | THE STUDY

3.1 | Aim

To explore young mothers’ experience of a repeat pregnancy within 
24 months of giving birth to their first child. Specifically, to under‐
stand the reasons for their second pregnancy, the influence of any 
advice or information received, and their experience of support from 
health professionals.

3.2 | Design

A qualitative study, with an exploratory design to capture participant 
experiences and views.

3.3 | Setting and sample

The study was conducted in a Family Nurse Partnership (FNP) that 
served an inner‐city catchment area in the south of England. Seven 

Family Nurses, one of whom is the first author (AB), each carried 
a caseload of 23 young mothers and their children. The American 
FNP model is strictly adhered to under licence to the Department of 
Health, which issues sub‐licences to FNP delivery partners. Nurses 
receive training from American FNP specialists, deliver American 
developed content to clients, and have fidelity goals that are meas‐
ured at each visit. For example, evidence‐based delivery packs cov‐
ering key topics such as breastfeeding and contraception, for which 
nurses report the percentage of content delivered.

First time young mothers aged 19 and under are eligible for the 
service and voluntarily enrol at their first antenatal contact with a 
midwife. FNP support is then provided by a nurse until their child 
is two years of age; a typical timespan is around 2.5  years. If a 
young mother declines FNP services, they will be routinely seen by 
a Health Visitor (HV), who typically works with children from birth 
to five years and their families to promote good health and prevent 
illness. Figure 1 presents differences in the content of FNP and HV 
referral and care pathways.

A purposive sample of participants was recruited by Family 
Nurses who identified potential mothers from their caseloads who 
met study inclusion criteria; aged 16 years or over, expecting or had 
given birth to another baby within 24 months of having their first 
child, and able to speak/read English. Young mothers on the first 
author's caseload were excluded from the sample.

Family Nurses offered potential participants an initial contact 
letter, which explained the study and obtained their contact details if 
they consented to be approached. The researcher then made contact 
by telephone to discuss the study. If they consented to interview, a 

F I G U R E  1  Family Nurse Partnership 
(FNP) and health visiting referral and care 
pathways. [Colour figure can be viewed at 
wileyonlinelibrary.com]

Family nurse partnership Health visiting

FNP referral in early 
pregnancy by midwives or 

external agencies

Health Visitors (HV) notified of 
pregnancy by midwives. 

Face-to-face recruitment contact 
by named nurse. Client decides to 

enrol on FNP programme or be 
seen by Health Visiting teams

HV assess referral for level of need 
in accordance with healthy child 
programme (DH, 2009). Three 

options:

Clients seen at home for 
weekly to fortnightly visits for 
2.5 years (until child is 2 years 

old). 

Clients are discharged to Health 
Visiting services until child is 5 

years of age 

Universal 
Five HV 
contacts 

during the 
child's first 

5 years. 

Universal Plus
Rapid 

response from 
local HV team 
when help is 

needed.

Universal 
Partnership Plus 
Ongoing support 
from HV and local 
services to deal 
with more 
complex issues 
e.g. safeguarding

Discharged to school nursing service at 5 
years of age.
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patient information letter was emailed to them or sent by post. Local 
FNP service data estimated that between five and ten women would 
meet the study inclusion criteria over a four‐month recruitment pe‐
riod. In total, six women consented to be included in the research.

3.4 | Data collection

A semi‐structured interview guide informed by the background liter‐
ature review encouraged participants to reflect on their experiences 
of a repeat pregnancy (Box 1). Interviews were conducted with four 
women face‐to‐face and two by telephone. The interviews were 
audio recorded with the women's permission, took approximately 
60 min, were transcribed verbatim by the first author and under‐
taken in Spring 2017.

3.5 | Ethical considerations

Ethical approval was granted through the Integrated Research 
Application System on 6  April 2017 (IRAS No. 217085). Written 
informed consent was obtained from all participants prior to 
interview.

3.6 | Data analysis

Data were analysed following Ritchie and Spencer’s (1994) frame‐
work approach: familiarisation with the data, identification of a 
thematic framework, indexing themes of meaning, charting the 
themes into common groups and assigning higher order labels where 

possible. A final stage of interpretation involved reviewing the 
charts to compare the perceptions, accounts or experiences of par‐
ticipants. Patterns, connections and explanations were sought which 
addressed the aim of the study.

3.7 | Rigour

An independent audit was used throughout the research process to 
appraise and promote rigour (Smith, Flowers, & Larkin, 2009). The 
first author (AB) presented data and documentation created from 
the start of the research process in a transparent way that pro‐
vided an easily accessible audit trail. For example, research instru‐
ment construction, sampling strategy, annotated transcripts, tables 
of themes and analysis processes. These audit data were reviewed 
throughout the study by the second author (DB).

4  | FINDINGS

Women recruited had a range of ages, times since their first preg‐
nancy, and pregnancy gestation or time since the birth of her second 
child when interviewed (Table 1). One of the six woman had termi‐
nated her pregnancy before being recruited to the study and the first 
child of another mother was in local authority care. All the women's 
repeat pregnancies were unplanned.

Three super‐ordinate themes emerged from women's responses: 
becoming pregnant, support from health professionals, and what 
women want from maternity services. Each reflected specific sub‐
themes and their associated codes (Table 2).

Box 1 Semi‐structured interview guide

Theme Questions

Experience of repeat pregnancy Was pregnancy planned/ unplanned?
How did you feel when you found out?
What influenced your decision to have another baby?
Who did you tell?

Professional support and education around contraception Were you using contraception when you got pregnant?
Had contraception been discussed with you after birth of first child?
What were your thoughts on contraception?
What prevented/ were barriers to using contraception?

Intimate relationships Is the baby’s father a new partner?
Is the baby’s father the same as their sibling?
Is the father of the baby/ babies supportive?

Professional support postnatally Did you find it easy to talk to professionals about a second baby?
How do you think professionals felt about your decision?
Did this affect the support?
Did you feel supported to make decisions around your second pregnancy?

Support and education Is there anything you would have found helpful?
What materials, tools did professionals use to help (if any)?

Emotional impacts How has having a second baby affected you emotionally?
Have your future plans had to change?
What would be helpful for you now from professionals?
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4.1 | Becoming pregnant

Each woman described their surprise and shock on learning the 
news of a subsequent pregnancy. They made sense of their cir‐
cumstances by emphasising the place of family and the role of 
motherhood. For one, the chance that their first child would have 
a sibling gave meaning to her pregnancy. Another woman de‐
scribed the difficulties of trying to get on in life having missed lots 
of education. Her second pregnancy came as a “relief” and gave 
meaning to her life:

“OK, I’ve got something now, I’ve got a purpose. She 
is the person, she is my goal now. To make sure she 
turns out to be a good human being” 

(Participant 6)

Two women had considered a termination of their pregnancy. In 
one instance the young woman had been prepared to undergo the pro‐
cedure if her partner had not wanted the child. A termination was not 
pursued. In another, the child had been conceived in an unstable rela‐
tionship in which the mother did not want to raise another child, and so 

Participant 
number

Age of 
woman 
at first 
conception

Age of  
child 
from first 
pregnancy

Age of 
woman 
at second 
conception

Outcome, 
gestation 
of second 
pregnancy Ethnicity

1 18 Child aged 
18 months.

19 Termination Mixed race: White 
British and Black 
Caribbean

2 18 Child aged 
2 years.

20 38 weeks 
pregnant.

Mixed race: White 
British and Black 
Caribbean

3 18 Child aged 
3 years.

20 Live birth of 
child aged 
9 months.

Mixed race: White 
British and Black 
Caribbean

4 17 Child aged 
1 year

19 12 weeks 
pregnant.

Mixed race: White 
British and Black 
Caribbean

5 15 Child aged 
2 years.

17 Live birth of 
child aged 
5 months.

Latin American

6 19 Child aged 
4 months.

20 2 months 
pregnant.

Mixed race: White 
British and Black 
Caribbean

TA B L E  1  Sample characteristics

Super‐ordi‐
nate themes Sub‐themes Main codes

Becoming 
pregnant

•	 Barriers to contra‐
ceptive use

•	 Learning from 
experience

•	 LARC Side effects
•	 Desire for child to have a sibling
•	 Importance/value of motherhood
•	 Life events: new partner, sex life
•	 Recommence LARC after repeat pregnancy
•	 Importance of other life goals

Support 
from health 
professionals

•	 Trust versus 
dependency

•	 Expectations and 
comparisons

•	 Style of 
interaction

•	 Importance of long‐term relationship with 
professionals

•	 Feeling “loss” of family nurse
•	 Relationship dynamics
•	 Perceptions of other professionals
•	 Disparity in services
•	 Service accessibility problems
•	 Feeling judged
•	 Pressure from a professional agenda

What women 
want from 
maternity 
services

•	 Peer support
•	 Online support

•	 Peer support to reduce  
chance of a repeat pregnancy

•	 Peer support for post repeat pregnancy
•	 Use of internet and technology for health advice

TA B L E  2  Super‐ordinate themes, sub‐
themes, and main codes
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opted for a termination. She also said that her partner had “expected” 
her to have the termination.

The women's contraceptive histories provided some explanation 
for their unplanned pregnancies. In all but one case the women had 
used LARCs but had then removed them. Common concerns centred 
on a perceived risk that LARCs could become embedded in the body 
and cause other potential side effects. Several women reported LARC 
removal because they had experienced prolonged vaginal bleeding:

“I had an implant but then I took it out cuz I just kept 
bleeding all the time” 

(Participant 3)“I had the implant and that just caused 
me to be on my period for basically a whole year” 

(Participant 6)

There was a more general belief that LARCs were detrimental to a 
woman's health and well‐being:

“I took my implant out recently … because … I just 
wanna clear my body and cleanse it out” 

(Participant 1)

Partners also influenced the women's contraceptive choices. 
Participant 2 had met a new partner and the excitement of the re‐
lationship meant that contraception was “just the last thing on my 
mind”. Participant 6 had intended to have a coil fitted but had not 
found the time to attend services. Her partner's impatience and 
unwillingness to wear a condom led to unprotected sex. In both of 
these cases, the women fell pregnant.

A subsequent reliance on non‐LARC contraception was prob‐
lematic. Memory recall was a frequently cited challenge to consis‐
tent use of the contraceptive pill, but it was also clear that a much 
broader challenge was women's busy lifestyles. After the birth of 
their first child one woman described her routine as being “all over 
the place” (Participant 3) and another described trying to get her “life 
back on track” (Participant 6):

“some days you’ve got a lot of stuff to do … some days 
you’re gonna forget to take it [the pill], even if you 
have it sat right next to you … you just look past it” 

(Participant 3).

Non‐LARC contraception was not a priority, meaning that con‐
traceptive compliance was often forgotten about. When it was used 
it did not always protect against pregnancy. Two participants expe‐
rienced a condom ripping during intercourse and in both cases, this 
led to their second pregnancy. One of the women was unaware that 
she could access emergency contraception and the other, although 
aware of emergency contraception, chose not to use it because she 
didn't think she was at risk of becoming pregnant. Her first child 
had been planned but it had taken eight months to become preg‐
nant and so she assumed that she was not especially fertile.

Most of the women expressed a desire to learn from their ex‐
periences. Five reflected on the need to recommence contracep‐
tion following the index pregnancy and some had reverted to using 
LARC’s. A desire to get their lives back on track following the birth 
of their second baby had prompted these actions. One participant 
thought about the financial costs of more children and three of the 
participants expressed aspirations to attend college or university. 
On reflection they now felt an implant was probably the best way to 
reduce the risk of a further pregnancy, despite their earlier concerns:

“when I have the baby I’m gonna have the implant cuz 
I don’t wanna be in the same situation again in like 
two or three years’ time” 

(Participant 4)

4.2 | Support from health professionals

Participants reported a tension between the importance of having 
trust in a Family Nurse, whilst recognising that over dependency on 
access to them could result. Trust was built through long‐term rela‐
tionships that nurtured a therapeutic alliance. These alliances were 
valued by the women, who considered that discussions around sex‐
ual health relied on a long‐term relationship with a trusted health‐
care professional:

“Because … if you trust someone … like my (partner) 
trusts her too… we didn’t used to talk about our sex 
life … I think once you get comfortable … you’re more 
like alright, you can talk about it to them” 

(Participant 6)

However, due to the strength of the relationship with their Family 
Nurse, there was also a sense of dependency that made discharge from 
the FNP service particularly difficult:

“I think what is hard as well is when you’ve been 
around someone. I was around (my nurse) for nearly 
three years and then that just stops. That is a difficult 
thing” 

(Participant 2)

The women expected the same level of support from other 
healthcare professionals, including intensive one‐to‐one contact, and 
comparisons were made based on these expectations. The young 
person's midwifery team was valued because it offered home visits 
and could be a source of timely advice about any pregnancy concerns:

“…sometimes I’d get a couple of pains and I’d be un‐
sure about them so I could just call or text and get an 
answer straight away, rather than waiting for the GP, 
to call them and make an appointment … it was great” 

(Participant 3)
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Contact with health professionals during which the women felt 
rushed or where there was no attempt to build rapport were viewed 
less favourably. Health visiting services were noted in these respects:

“I don’t think I would really trust them like confi‐
dently about my personal life …. But for example, with 
(Family Nurse) I would be able to talk about my rela‐
tionship, about how I felt…” 

(Participant 5)

Another woman described how “I had my guard up straight away” 
(Participant 2) before attending health visiting services because of 
negative reports about the profession she had read on social media 
from “a lot of mum's groups”. Her own experience appeared to con‐
firm them:

“They didn’t attempt to build that rapport with me. 
They just asked questions …quite rude at times” 

(Participant 2)

The questions were very personal which made her feel judged by 
preconceived ideas about young mothers, questioning their suitability 
as parents and looking for problems rather than offering support to 
manage. In response this young mother withdrew from contact when 
she fell pregnant again:

“I haven’t seen my health visitor though since being 
pregnant” 

(Participant 2)

Another woman was reluctant to attend her GP if she needed 
to “…cuz it's a joke going to the doctors” (Participant 3). She re‐
flected on regular home visits and telephone contacts from her 
FN compared to the healthcare that was now available to her. 
She would need to contact the GP practice, hope for an appoint‐
ment along with everyone else and then attend a medical centre 
with her two young children, which was “full of ill people”. For 
this woman, general practice was not an attractive alternative 
to the home‐based contacts and support she had received from 
the FNP.

The way in which information about contraception was shared, 
or the style of interaction of a FN or midwife, also mattered. Three 
women felt pressured from their FN to consider an implant, which 
left them feeling that their own ability to decide was ignored. The 
women responded by asserting their independence even though 
one of them knew that had probably not been the best course of 
action:

“…my nurse kept on saying it but the type of person I 
am, I don’t listen to no one – she knows how I am but 
I should have listened” 

(Participant 1)

4.3 | What women want from maternity services

The benefits of peer support were emphasised by participants 
who felt that meeting another young person who had given birth 
to two or more children as a teenager, would have been more 
beneficial than professional advice alone. It was noted that this 
type of contact could have deterred their having a second child 
because:

“Speaking to someone else who has a second child 
that’s around the same age as you … you’ve got a lot 
to relate to … so they might take advice and actually 
think about it properly” 

(Participant 3)

The two women who had delivered their second child at the time 
of interview also emphasised the importance of peer support following 
birth and spoke about the value of interacting with other young mums 
with children. They felt that the everyday challenges of caring for two 
young children, including interactions between the children and par‐
ents, would be better understood by those in their peer group. The 
need was not so much for clinical information about healthcare and 
ongoing contraception, but for advice and guidance on the life skills 
necessary to manage two infants as a teenage parent. Participant 5 
explained this point simply: “because they are experiencing it at that 
time … so they would know more about what's going on and how to 
work things through”.

In the absence of access to other young mothers in similar 
situations the participants proactively searched the internet and 
social media for advice. Mum's groups, baby apps and google 
searches were frequently cited as important sources of informa‐
tion. However, the participants recognised the varied quality of 
some of the online information they accessed. It was also diffi‐
cult to know where to get a specific question answered since the 
sheer volume of potential data sources was difficult to navigate. 
Women also referred to gaps in online information from health 
professionals on parenting, sexual health and contraceptive ad‐
vice, particularly following discharge by their FN. Whilst a range 
of information is already available online in the UK, such as the 
NHS Choices Teenage Pregnancy Support web pages, the women 
wanted online support through social media, by which they meant 
instant access to, and messaging with, a health professional:

“…it’d be nice to post on somewhere where there’s a 
health professional” 

(Participant 2)

5  | DISCUSSION

Findings from this study reflect previous publications that report the 
poor uptake of LARCs by teenagers (HSCIC, 2016; SAHM, 2017). 
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Without LARCs the young mothers’ contraceptive choices were de‐
pendent on forward planning, remembering in the moment, partner 
co‐operation and the reliability of a chosen method. The unplanned 
pregnancies that resulted from these challenges support Baldwin 
and Edelman’s (2013) assertion that non‐LARC contraception use 
among teenagers is associated with a pregnancy risk equivalent to 
that of women who use no contraception.

Charles et al. (2016) have highlighted the dichotomous choice 
that teenage girls face between motherhood and other life goals. 
This choice was restricted for the participants of this study by 
their substitution of LARCs with non‐LARCs. However, their ini‐
tial appraisals were subject to change. Different motivations were 
expressed after coming to terms with a second pregnancy includ‐
ing the pursuit of education and the re‐use of LARCs to protect 
those aspirations. Cultivating these motivations may provide an im‐
portant point of intervention for staff, promoting independent life 
choices and reducing the risk of rapid repeat pregnancies (Conroy, 
2016).

This may be particularly important for the participants of this 
study who were ethnically representative of their local population 
in which a majority (66%) of young people under the age of 20 are 
from black and minority ethnic (BAME) backgrounds. The high pro‐
portion of participants with Caribbean ancestry is noteworthy since 
evidence indicates that teenage births among this group are higher 
than among other non‐white ethnic groups in the UK (Office for 
National Statistics, 2015). This may be attributed to higher levels 
of socio‐economic deprivation and lower levels of educational at‐
tainment, which can thwart a young woman's life chances and make 
them more vulnerable to repeat pregnancy (Herrman, 2007). This is 
supported by Demie and McLean (2015) who have noted that the 
educational underachievement of Black Caribbean heritage pupils 
has been a persistent issue in the UK since the 1950’s. This under‐
lines the importance of supporting young woman to identify and 
pursue life goals other than motherhood in services that aim to re‐
duce teenage pregnancy.

LARCs had initially been rejected by participants for two main 
reasons. The first concerned misconceptions over their safety be‐
cause of vaginal bleeding patterns and perceived detrimental effects 
on health and wellbeing. Conroy (2016) warned that until a key satu‐
ration point for LARC uptake is reached, young people will not hear 
positive messages about their use from family and peers. In place of 
positive messages, Kelsey (2017) points to the questionable qual‐
ity of information available to young mothers through social media, 
something that participants acknowledged in this study. A nurse‐
led education programme delivered through YouTube, Snapchat or 
other digital platform would provide a cost‐effective solution for 
teenage mothers struggling to access reliable information. It might 
usefully draw on National Institute for Health and Care Excellence 
Guideline 2014 ([NICE] 2014), which contains an appendix of top‐
ics to discuss with the users of LARCs, including effects on periods. 
Heavy and irregular bleeding are common and should be discussed 
when a LARC is fitted and during use to normalise side effects and 
promote adherence.

The other reason for rejecting LARCs concerned participants’ 
interactions with health professionals. Two of the participants in‐
tentionally made a choice not to accept LARCs because they had 
felt pressured to accept them by FNs. How clinical staff discuss 
contraception with young mothers who may feel ambivalent about 
the choices they face between motherhood and other life goals 
is clearly an important issue (Charles et al., 2016; Merki‐Feld & 
Gruber, 2014). Motivational approaches that work with ambiva‐
lence and encourage people to weigh up the pros and cons of any 
choice, and which help to nudge decisional balances in favour of 
positive life choices, may be more fruitful than simply reinforcing 
the importance of LARCs.

People pass through different motivational stages when making 
changes in their lives. For example, contemplating the need for change, 
deciding to act, maintaining any change and sometimes, relapsing to 
pre‐change behaviours. Prochaska and DiClemente’s (1986) cycle of 
change model depicts these stages and motivational interviewing (MI) 
is a counselling approach used to promote people's motivation and 
support them through a cycle of change. MI has now been trialled in 
American Nurse Partnership programmes. An 18% reduction in preg‐
nancies and a 13% increase in LARC use was reported among 237 
women who received the MI intervention relative to controls (Stevens, 
Lutz, Osuagwu, Rotz, & Goesling, 2017). In the present study, the use 
of MI after the birth of a first child may have offered some protection 
against a repeat pregnancy and provided opportunity for young moth‐
ers to explore other life goals and capitalise on their aspirations.

The service transition problems reported by participants in the 
current study are important findings. There was a sense of unease 
and a reluctance to attend health visitors and GPs. Fear of health 
visitors is a well‐documented phenomenon among teenage parents 
(Mental Health Foundation [MHF], 2013; PHE, 2016). Young mums 
do not appreciate being asked about their private affairs, such as 
their parenting practices and the role of their baby's father, es‐
pecially as some may fear that their baby may be removed (MHF, 
2013). These concerns were evident in responses from this study's 
participants, at least one of whom had acquired her knowledge of 
health visitors through reading social media threads. This highlights 
the importance of health professionals connecting with young mums 
through digital sources and countering misinformation by making 
themselves and their professional knowledge available.

Participants in the current study emphasised the value of peer 
support in addition to professional services. This has been re‐
ported elsewhere by young mums leading to the development and 
evaluation of 12 peer support groups which reached 264 young 
mothers across four London boroughs (MHF, 2013). The groups 
developed parental confidence by reinforcing a sense of purpose, 
increased resilience through discussions with peers, improved 
mental health awareness through psychoeducation around risk 
factors, and encouraged mothers’ hopes for their future through 
practical advice and information‐sharing (MHF, 2018). Discharge 
from the FNP is a critical transition point and structured peer sup‐
port can provide an important “stepping stone” to bridge any gaps 
in service provision.
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5.1 | Limitations

There are potential biases in the sample since all six participants were 
recruited through a Family Nurse Partnership. Not all teen mothers 
will receive this service, some coming under the care of a midwife 
which is likely to lead to different experiences and outcomes rel‐
evant to care received. The small sample size and the local context of 
the care setting, though appropriate for exploratory designs of this 
type, also limits the generalisability of the findings to other popula‐
tions of women based in other areas of the UK. It is important to 
acknowledge that the interviews were conducted by a Family Nurse 
who the participants may have recognised. Although this was un‐
likely, given that each FN had their own workload, it needs to be 
acknowledged as a possible limitation. This may have affected some 
women's responses, perhaps making it less likely that they would 
be critical of the FNP. However, familiarity with those undertaking 
the research may also have been advantageous, helping the young 
women feel at ease and able to engage with the subject matter in an 
open and honest way.

6  | CONCLUSION

The significant reduction in teenage pregnancies in the UK has been 
attributed to different factors including the use of social media, 
which can physically distance people from one another. Accounts 
from this study reveal a different truth. Its participants represent 
young mothers who account for between 12% and 25% of the total 
number of teenage pregnancies each year that are repeat pregnan‐
cies (PHE, 2018). Social media threads had distanced some of the 
participants from services and from the use of LARCs, their most ef‐
fective barrier against a repeat pregnancy (Conroy, 2016). Participant 
stories demonstrate that “fake news” is not just a political phenom‐
enon but a by‐product of the digital age. Health professionals need 
to join them in that space which will require imagination. A creative 
social media clip on the safety, effectiveness, reversibility and side 
effects of LARCs, in partnership with young mums and based on 
NICE (2014) guidance, might be a useful place to start.

This study has also highlighted the ambivalence that a young 
woman can feel between her role as a mum and the pursuit of 
other aspirations in life. There are opportunities to nurture those 
aspirations before a young mother experiences a repeat pregnancy. 
Motivational approaches that explore the use of LARCs in ways that 
are perceived as non‐coercive are important. So too are peer sup‐
port groups that work in partnership with services, offering practical 
support to young mothers and encouraging their aspirations (MHF, 
2018). Mechanisms of this type can offer protection against repeat 
pregnancies and peer support would provide an important “stepping 
stone” out of FNP services. Further research and development into 
the role of social media, peer support groups and motivational ap‐
proaches to contraceptive counselling are necessary to identify in‐
terventions that work in partnership with young mothers to prevent 
rapid repeat pregnancies.
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