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Pregnancy-related health care, including abortion
care, is critically time bound. For pregnancies that
will end in a birth, timely pregnancy recognition
allows a person to access the recommended pre-
natal care, as well as make preparations for
birth.1 For abortion-related care, the method,
cost, and accessibility of care are all time-sensi-
tive. Timely recognition of pregnancy is thus
important for people to be able to make choices
about their pregnancies and health care.2 Yet,
little is known about how people recognise their
pregnancies and how recognition impacts their
subsequent pregnancy decision-making, care-
seeking, and outcomes. There is no unifying
framework to conceptualise how pregnancy recog-
nition begins and unfolds.

Within our own work on abortion, we are aware
of the role of pregnancy recognition in shaping
the timing and accessibility of abortion care. Abor-
tion-related care trajectories are sensitive to any
potential delays in care-seeking.3 Most legal
frameworks impose restrictions on abortions,
and many include gestational limits beyond
which a person cannot obtain care (except under
specific exemptions). Despite recent progress in
abortion legislation in countries such as Ireland
and Argentina, some US states have lowered
the legality of care to before 6 weeks gestation,
necessitating very early pregnancy recognition.
Such limits on abortion remove the possibility of

time for changing or evolving decision-making
about a pregnancy.4

The research language around this concept is
varied, including pregnancy suspicion, awareness,
testing, and confirmation.5,6 Suspicion and aware-
ness of a pregnancy can refer to the earliest signs,
symptoms, or indications of a pregnancy; they
may also stem from the nature of the sexual
encounter and the non-/use of contraceptives.
Confirmation might include testing but could con-
sist of any number of factors (e.g. symptoms, bod-
ily changes) that provide a person with some
evidence of a pregnancy. Increasingly, clinical rec-
ommendations link confirmation to medical tests,
including at-home urine tests.

In this commentary, we bring together these
linked but separate components under the term
“pregnancy recognition trajectory” to describe
the varied processes by which people come to
know they are pregnant. We demonstrate that
people’s pregnancy recognition trajectories can
be non-linear, complex, and shaped by individual,
interpersonal, community, and structural factors.
Building on the abortion-related care trajectory
developed by Coast, Norris et al.,3 we use “trajec-
tory” to incorporate time within the process of
recognising a pregnancy. The aims of this com-
mentary are twofold: to demonstrate the need
for a comprehensive pregnancy recognition trajec-
tory framework to guide future research; and to
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examine the critical components of these trajec-
tories. This commentary encourages the develop-
ment of future data collection on pregnancy
recognition in more meaningful ways.

The contours of a trajectory

Pregnancy recognition can be non-linear over
time, necessitating an understanding of how to
represent and understand a trajectory as a compo-
site of events and processes with varying speeds
and directions. Pregnancy recognition is subjec-
tive and can be shaped by normative ideas of
what constitutes a pregnancy. Sensitive to these
subjectivities, there is no universal “start” or
“end” point of a pregnancy recognition trajectory.
In particular, pregnancies can include liminal
stages, in which a person might not consider
themselves fully or definitively pregnant, instead
operationalising the cultural and contextual uses
of “productive” pregnancy ambiguity.7

While a starting point could be a sexual
encounter, a person’s intentions, desires, and fer-
tility treatment can all shape when a trajectory
begins. Moreover, recognition is facilitated by
increased awareness of the likelihood of a preg-
nancy, which includes knowledge of fecundability
at the time of conception and the use and efficacy
of different contraceptives. For example, believing
that a contraceptive has failed might be the “start”
of a pregnancy recognition trajectory for someone
who knows there is an increased likelihood of hav-
ing become pregnant, while a lower frequency of
sex without contraception can lead to lower per-
ceptions of risk of pregnancy.8 In contrast, a per-
son’s perception that they are infertile or unable
to conceive could mean that they “start” their
pregnancy recognition trajectory later.8 The end-
point of a trajectory could be a live birth, stillbirth,
miscarriage, or abortion. For example, a person
might not experience bodily changes during a
pregnancy and not recognise they were pregnant
until they experience a miscarriage or live birth.

Demographic differences in pregnancy recog-
nition trajectories offer insight into individual,
community, and structural influences. The age
of a person shapes their belief that signs or symp-
toms are linked to pregnancy - particularly if they
consider themselves too young or old to be preg-
nant.9 Whether a person has experienced preg-
nancy before influences their ability to recognise
one, using their lived experience, whilst it might

also reduce the likelihood of recognising a preg-
nancy if the signs and symptoms are different
from prior pregnancies.9 Experiences of violence
and the nature of the sexual encounter
could compound emotional and physical barriers
to recognition, making critical the consideration
of the relationship between trauma and
recognition.

Pregnancy recognition requires knowledge of
and information on sexual and reproductive
health, including an understanding of how preg-
nancies occur. For people seeking testing for a
pregnancy, knowledge of how and where to
obtain different tests (at-home or facility urine
tests, ultrasounds, etc.) is fundamental. Knowl-
edge of the potential signs and symptoms of preg-
nancy is another critical component. Late
menstrual periods are a commonly recognised
sign of pregnancy.6 However, many people have
irregular periods, recent menarche, or continued
bleeding during pregnancies. Variation in these
physiological experiences affects the degree to
which menstrual changes serve as a cue to preg-
nancy recognition.10

Knowledge intersects with personal experi-
ences, impacting the importance a person places
on a sign or symptom. Bodily changes, such as
nausea or vomiting, might be recognised as preg-
nancy symptoms if a person has been pregnant
before, believes pregnancy is likely, or in contexts
where these are commonly recognised signs of
pregnancy. Symptoms may be initially linked to
illnesses with similar symptoms, before being con-
nected to a pregnancy. Grappling with knowledge
and information, therefore, requires locating tra-
jectories at the individual, community, and struc-
tural levels.

The perception that physiological signs and
symptoms could be associated with a pregnancy
highlights the important intersections between
knowledge and psychological factors. A person’s
belief that they could be pregnant is shaped by
numerous factors, which might include desires
to avoid being confronted by the reality of recog-
nising a pregnancy. This belief can also be shaped
by the fear of a pregnancy and its social repercus-
sions, or the desire to avoid recognising a preg-
nancy too early in case of early miscarriage. By
contrast, psychological factors might mean that
people begin a pregnancy recognition trajectory
while not being pregnant. This includes individ-
uals who desire to be pregnant and might inter-
pret signs and symptoms to be linked to a (non-
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existent) pregnancy, as well as “pregnancy scares”
for those who do not desire to be pregnant but
have heightened concern they are at risk.

Pregnancy testing is a core means by which to
confirm a pregnancy. A person needs information
about whether, how and where they can obtain
testing, financial resources to pay for a health
visit or test, and capacity to reach a pharmacy,
clinic, or the internet. In addition to overcoming
these obstacles, some individuals are less trusting
of the accuracy of tests, and others may avoid tests
to preclude having “proof” of pregnancy. (Ralph
2022)

There are also situations in which a person
might not wish to know they are pregnant. In con-
texts where menstrual regulation services are
offered (e.g. Bangladesh), a positive pregnancy
test might cause someone to believe they cannot
(or that they should not) access these services. In
Bangladesh, where abortion is criminalised, con-
firming a pregnancy can legally preclude someone
from accessing menstrual regulation services,
which are offered up to 10 weeks after the last
menstruation. In addition, an individual might
seek to not fully recognise a pregnancy before
taking medical abortion pills as a means of navi-
gating perceptions that abortions are “unaccepta-
ble”. Evidence indicates that US women are
interested in “missed period pills” – mifepristone
and/or misoprostol – as a way of ensuring they
are not pregnant without pregnancy testing.11

Menstrual regulation and missed period pills illus-
trate the necessity of understanding situations
and conditions in which pregnancy recognition
is deliberately avoided, and the importance of
this within the trajectory framework.

Pregnancy recognition trajectories are teth-
ered to pregnancy disclosure. Decisions of
whether, when, and to whom to disclose a preg-
nancy suspicion or confirmation can be shaped
by notions of safety, secrecy, and necessity
where abortions are facilitated through a constel-
lation of actors (e.g. friends, partners, activists,
providers, etc.), who can provide assistance
when accessing care.12 Individuals might involve
another person in helping them recognise their
pregnancy, by discussing signs and symptoms,
or in seeking emotional, financial, or other sup-
port in accessing medical testing. Medical testing,
in turn, might involve having to disclose a sus-
pected pregnancy to a pharmacist or other provi-
der. Inability to recognise a pregnancy could also
lead to other people noticing first - for example,

observing bodily changes. Understanding preg-
nancy recognition trajectories is, therefore, tied
to understanding the ability for a person to
retain secrecy, privacy, bodily autonomy, and
choice in their subsequent pregnancy-related
decision-making.13

Existing modes of discrimination and oppres-
sion intersect and amplify factors that shape preg-
nancy recognition trajectories. Economic
structures – classed, racialised, aged, abled, gen-
dered – that marginalise key groups can contrib-
ute to difficulties accessing medical pregnancy
testing. Social structures can determine whether
stigma and judgement delay or block the ability
to seek information and care – for example, for
an unmarried person in a context where preg-
nancy outside of marriage is stigmatised, or for
a person with disabilities in a context where dis-
abled people are discriminated against for being
pregnant. Educational and information structures
that are designed in exclusionary ways can simi-
larly impact disabled people, including reducing
the accessibility of places to procure medical
tests or find information on signs and symptoms
of pregnancies. Evidence suggests that perceptions
of fecundity are racialised, intersecting with
inequalities as well as prior fertility.14 Moreover,
the motivations to recognise a pregnancy can be
shaped by a person’s experiences and desired
pregnancy recognition trajectories should not be
assumed as the same across populations.

Implications
Pregnancy recognition trajectories matter. The
inability to recognise a pregnancy can compro-
mise the choice and autonomy of a person to
make decisions about their pregnancy and related
health care, contributing to continued reproduc-
tive injustice and inequities. Yet, the factors out-
lined in this commentary, which shape
pregnancy recognition, are myriad, complex,
non-linear, and sparsely evidenced. Incorporating
questions – quantitative and qualitative – that
relate to pregnancy recognition in future research
agendas will generate more nuanced evidence to
help understand and interrogate pregnancy
experiences and their outcomes. This evidence
will further develop our understanding of preg-
nancy recognition trajectories and their outcomes
in our field.

While the pregnancy recognition trajectory is
important for all types of pregnancy and

J. Strong et al. Sexual and Reproductive Health Matters 2023;31(1):1–4

3



pregnancy outcomes, it is particularly important
for abortion. Obstacles to abortion care intersect
with gestational timelines, meaning that the tim-
ing of pregnancy recognition can be a critical
determinant of the availability, accessibility,
affordability, and legality of care.15 Our aim is to
encourage future research on pregnancy recog-
nition trajectories across different contexts and
populations, with the goal of interrogating how
we understand and measure pregnancy recog-
nition. As future research investigates pregnancy
recognition trajectories, the development of a
novel framework will facilitate in-depth analysis.

New evidence, in turn, can iterate this framework
and allow for the generation of more effective pol-
icies and programmes for helping people recog-
nise a pregnancy at the time and in the way
they desire, if they desire.
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