
preconception planning is generally low. In this rapid evidence
review, we examined the barriers and facilitators to women
choosing to plan and prepare for a healthy pregnancy.
Methods We searched MEDLINE, PsycINFO and CINAHL
from 2009 to October 2019 and limited to English language.
We included any publications that presented facilitators and
barriers for women choosing to plan and prepare for preg-
nancy. We also included papers presenting barriers and facili-
tators to health care professionals supporting this behaviour
and articles on relevant interventions although these data are
not presented here. We contacted experts to identify grey lit-
erature. We extracted study characteristics using a pre-piloted
data extraction form and assessed the quality of individual
studies using the Mixed Methods Appraisal Tool. One
reviewer performed title and abstract screening, data extrac-
tion and quality assessment with a sample checked by a sec-
ond reviewer. Two reviewers screened full texts
independently. Using NVivo, we coded information on bar-
riers and facilitators from each study into themes under two
subheadings; a) information seeking and b) preparing for a
healthy pregnancy.
Results We screened 2679 citations, 54 full-text articles and
included 24 articles for analysis. 18articles reported barriers
and facilitators for women. The most frequently reported bar-
riers to information seeking prior to conception were unin-
tended pregnancy, information provoking anxiety, and belief
that there is no need for preconception care. Facilitators
included ad hoc prompts in health care settings, and opportu-
nities to discuss pregnancy intentions (e.g. as part of care for
a chronic condition). The most frequent barriers to preparing
for a healthy pregnancy were: not knowing what recom-
mended behaviours might be, lack of understanding or incor-
rect beliefs, information not appropriate for woman’s context,
and lived experience (of self or in social circle) that appears
to contradict health advice. Facilitators included knowledge of
recommended behaviours, feelings of responsibility towards a
potential baby, and confidence in ability to achieve health
goals prior to conceiving.
Conclusion We will conduct a behavioural analysis and cate-
gorise the identified barriers and facilitators into the
Theory and Techniques Tool (TaTT) mechanisms of actions
(MoAs). We will then examine whether existing interven-
tion content matches what is theoretically appropriate,
therefore identifying opportunities for improvement of
existing interventions and novel development to promote
preconception planning and ultimately, better maternal and
neonatal outcomes.
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Background By 2030, the Sustainable Development Goals aim
to achieve human rights for all. This involves empowering
women and girls (Goal 5) and ensuring that everyone can
access sexual and reproductive health rights (Goal 3). This is

the first systematic review of the effectiveness of rights-based
approaches to sexual and reproductive health including gen-
der-based violence (GBV), maternity, HIV and sexually trans-
mitted infections (STI).
Aim To determine the effectiveness of rights-based approaches
to sexual and reproductive health in low and middle-income
countries (LMICs).
Methods Search Strategy EMBASE, MEDLINE and Web of Sci-
ence were searched until 9/1/2020. Inclusion criteria were:

. Study design: any interventional study

. Population: adolescent and adult females

. Setting: LMICs

. Intervention: a ‘rights–based approach’ (defined by the
author) and/or interventions that the author explicitly stated
related to ‘rights’.

Study selection, data extraction and risk of bias assessment
was undertaken independently by two authors.
Synthesis A narrative synthesis of included studies was under-
taken, and outcomes mapped to identify evidence gaps.
Risk of bias The RoB-2 tool and the ROBINS-I tool were
used to assess risk of bias of cluster-randomised studies and
non-randomised studies respectively. Uncontrolled before-after
studies based on two cross-sectional surveys were given an
overall assessment of serious or critical risk of bias.
Results Of 17,212 records identified through database search-
ing, 13,404 records remained after de-duplication. Sixty-nine
studies remained following title and abstract screening, of
which seven were included after full-text screening. Reference
list screening identified seventeen studies.

Rights-based interventions were effective for most included
outcomes, but evidence was of poor quality. Testing uptake
for HIV and/or other STIs improved with intervention but all
relevant studies were at critical or serious risk of bias. Con-
dom use improved with intervention (although one study
showed no change), but all relevant studies were at high, seri-
ous or critical risk of bias. Awareness of rights improved with
intervention, but all four studies were at critical or serious
risk of bias.
Conclusion This is the first systematic review to evaluate the
effect of rights-based approaches to sexual and reproductive
health including maternity, GBV and STIs/HIV. Considerable
risk of bias in all studies means results must be interpreted
with caution.
Priority and relevance Rights-based approaches are often rec-
ommended but high-quality controlled studies are needed
urgently to determine if they are effective for sexual and
reproductive health in LMICs.

This systematic review was written through a collaboration
between the University of Warwick and the Center for Health
Human Rights & Development (CEHURD), Uganda.

P76 THE ASSOCIATIONS BETWEEN PREGNANCY LOSS AND
CARDIOVASCULAR DISEASES IN THE UK BIOBANK
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Rationale This study assessed the associations between preg-
nancy loss (miscarriage, stillbirth and abortion) and future
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maternal cardiovascular diseases (CVD, myocardial infarction
(MI), stroke, ischaemic stroke, intracerebral haemorrhage and
subarachnoid haemorrhage) in women in the UK Biobank
from 2006–2016.

Cardiovascular diseases (CVDs) are a high priority public
health issue, presenting a high disease burden. Pregnancy has
been described as a stress test for women’s bodies, where
complications with pregnancy, including pregnancy loss, may
be an indicator of increased risk of future CVDs. However,
findings regarding associations between pregnancy loss and
future CVDs are mixed, with a scarcity of UK studies. Fur-
thering understanding of female specific risk factors has the
potential to increase the clinical utility of risk prediction and
public health prevention.
Methods A prospective cohort study was conducted, including
women in the UK Biobank cohort with self-reported exposure
status recorded at baseline (n=246,124), with a median follow
up time of 7.03 years (IQR 6.36–7.75) and a total of
1,762,729 person-years. Cardiovascular outcomes were ascer-
tained through linkage of participant healthcare records and
UK mortality databases. Cox proportional hazards models
were used to ascertain Hazard ratios (HR) and 95% confi-
dence intervals (CI). Patient and participant involvement (PPI)
was included to inform understanding of public health impacts
of study findings.
Results Within the study cohort, 79,482 (32.29%) women had
experienced one or more pregnancy losses. During follow up
2,567 (1.04%) women developed CVD. A history of one or
more stillbirths was associated with an increased risk of stroke
(Adjusted HR 1.55, 95%CI 1.06–2.27), in particular subarach-
noid haemorrhage (Adjusted HR: 1.52, 95%CI 0.62–3.74).
Miscarriage was not consistently associated with an increased
risk of any cardiovascular outcome and no association between
a history of therapeutic abortion and increased risk of CVD
was demonstrated.
Conclusion Analyses of the relationship between pregnancy
loss and subtypes of CVD indicated that the direction and
magnitude of associations were not universal in women in the
UK Biobank or across populations. There is evidence of asso-
ciation between some types of pregnancy loss are associated
with an increased risk of CVDs, though further research into
associations with haemorrhagic stroke, and the associations
between abortion and CVD, are needed. History of miscar-
riage and/or stillbirth should be considered for inclusion in
cardiovascular risk assessment tools, potential pooled with
other pregnancy complications, to identify and target support
for women at increased risk.

P77 COMPARING THE RISK OF PREMATURE BIRTH
FOLLOWING ABORTION WITH THE RISK AFTER
MISCARRIAGE – A SYSTEMATIC REVIEW AND
META-ANALYSES
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Birmingham Medical School, Birmingham, UK
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Background Premature births have increased in the UK in
the last decade. The incidence of PTB in Scotland is now at
an all-time high. The cause remains a mystery. We aim to

quantify the risk of moderate PTB (mPTB<37 weeks), very
PTB (vPTB<32 weeks) and extremely PTB (xPTB<28
weeks) allowing for other risk factors, following single and
multiple abortions, and single and multiple miscarriages
using a series of systematic meta-analysis of papers pub-
lished 1990–2019.
Methods Systematic review* using PubMed, Cochrane, and
Embase of papers published 1990–2019 and meta-analyses
of observational studies were conducted separately for ToP
and miscarriage. 67 separate studies were identified from
22 eligible papers for ToP; Further investigation allowed
analysis relating to numbers of ToP, numbers of miscar-
riages and the degree of prematurity according to gesta-
tional birth age. Bias and Heterogeneity are measured and
considered.
Results Miscarriage: AdjOR between 1.70, 95% CI (1.51–
1.92) from Denmark and 1.12 (1.08–1.16) from Scotland for
PTB after one miscarriage were noted from papers. These
risks increased after two miscarriages with adjOR of between
2.20 (0.70–2.0) from Seattle and 1.36 (1.25–1.47) from Scot-
tish data; AdjOR for xPTB after two or more miscarriages
were between 4.0 (2.3–7.1) from Sweden and 2.81 (1.47–
5.38) from Scotland. Iran reported Adj OR for xPTB of 4.10
(2.08–8.08) after three+ miscarriages.

Abortion and Meta-analysis: Fifty of the 67 studies
demonstrated a significant increased risk of PTB related to
abortion. Data was obtained from 22 countries worldwide.
Risk of PTB after one+ abortion carried an Adj OR of
1.52 95% CI (1.43–1.62) compared to matched women
who had no ToP (67 studies); Risk for corresponding mis-
carriage was 1.31 (1.18–1.45). Risk of vPTB after either
ToP or miscarriage increased with increasing numbers of
both ToP and miscarriage. The greatest risk increase noted
was for xPTB after three+ ToP with Adj OR of 5.22
(1.58–17.21), whilst for three+ miscarriages it was 3.87
(2.85–5.26).

Risk of PTB was also measured according to method of
abortion, or miscarriage treatment, and Adj OR compared for
medical versus surgical treatments.
Conclusion The likelihood of xPTB increased after multiple
Top (3 or more) and increased for miscarriages but to a
lesser degree. The risk of any PTB also increases with multi-
ple ToP and with several miscarriages. This is an important
public health finding for women’s choices for consent to ToP
or to treatment after miscarriage in the UK. It has implica-
tions for costs, future research and reduction of premature
births in the UK.

. * Included studies 6005 titles and abstracts were identified
1990–2019 and papers were screened for eligibility. 43
papers were selected for systematic review, from which 23
papers (with 3,796,010 participants) met the inclusion criteria
for the meta–analysis for ToP.

. Papers which did not distinguish miscarriage from abortion,
and studies with overlapping data were excluded.

. The search strategy used MESH terms for Abortion or ToP
((‘Abortion, Induced’ or ‘Abortion, Legal’ or ‘Abortion,
Therapeutic’, ‘Termination of pregnancy’ ) AND (‘’infant,
premature’ ’or ‘obstetric labor, premature’ or ‘premature
birth’ or ‘preterm birth’ ‘fetal membranes, premature rupture’
or ‘’Pregnancy complications, or ‘pregnancy outcome’.

. For Miscarriage: (‘miscarriage’; ‘spontaneous abortion’;
‘pregnancy loss’)’
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