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Legal abortion services in Brazil — a national study

Abstract This article presents the results of a
mixed methods study of 68 legal abortion services
in Brazil. The services were analyzed in two stages.
The first stage was a census, in which all the insti-
tutions were sent an electronic questionnaire about
the organization of the legal abortion services. The
second stage was conducted in a sample of 5 refer-
ence services, one for each region of the country. In
this stage, a form was used to collect data about the
women and the abortions in the medical records,
and 82 interviews with health professionals were
conducted. Thirty-seven of the services informed
they performed legal abortions, and the services
were inactive in 7 states. Police reports, forensic re-
ports, and court orders were required by 14%, 8%
and 8% of the services, respectively. Women who
underwent abortions were predominantly aged
15-29, single and Catholic. Most abortions were
performed until 14 weeks in the case of rape-re-
lated pregnancy, by means of manual vacuum as-
piration. According to the health professionals, the
main difficulties faced in the services are the low
availability of physicians to perform abortions and
the insufficient training of the staff. The data re-
veal a discrepancy between the legal provision and
the reality of the services. The implementation of
more services and the strengthening of the existing
services available are necessary.

Key words Legal abortion, Census, Health ser-
vices, Rape, Sexual violence
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Introduction

In Brazil, the Penal Code exempts abortion from
punishment when there is risk of death for the
woman and when the pregnancy results from
rape’. In 2012, the Supreme Court considered an-
encephaly as another possible condition to legal-
ly terminate a pregnancy?. Although the Brazilian
legislation authorized the voluntary interruption
of rape-related pregnancy in the 1940s, access to
health services remained unregulated for almost
50 years. In 1989, the local government of Sao
Paulo city established the first service to assist
women who suffered sexual violence in Hospi-
tal Municipal Artur Ribeiro de Saboya, known as
‘Hospital do Jabaquara’. A woman should present
a copy of the police report and the forensic report
from Legal Medicine Institute to have access to
the abortion’.

The national regulation of the legal abortion
took place in 1999, when the Ministry of Health
issued the document Prevengio e Tratamento dos
Agravos Resultantes da Violéncia Sexual contra
Mulheres e Adolescentes, which promoted and
standardized the organization of theservices®.
The document was updated in 2005 and 2011,
and exempted women from presenting a police
or forensic report. According to these regula-
tions, the only document necessary to terminate
a pregnancy resulting from rape was the written
consent of the woman®. The implementation
of the majority of the services gained attraction
with the reissue of that document in 2005, and
the official information disclosed by the Minis-
try of Health predicted the availability of 60 le-
gal specialized abortion services throughout the
country by 2009”.

Despite the advances deriving from the estab-
lishment of the services in all regions of the coun-
try, women face many difficulties to have access
to abortion services. By means of questionnaires
sent by mail to gynecologists and obstetricians,
research conducted in 2003 observed that about
2/3’s of the physicians believed court permission
was necessary for legal abortion®. In 2012, another
study conducted including gynecologists and ob-
stetricians revealed that 81.6% of them requested
a police report or some other document, such as
forensic report, authorization from the hospital’s
ethics committee, or a court order®. Also, the truth
about the claim of rape is often disputed, and the
woman’s claim is not sufficient to guarantee the
termination of the pregnancy'’.

Another barrier has been to find health
professionals available to assist legal abortion
— many doctors refuse to perform the abortion
because they are afraid to be known as abortion-
ists, believe they could be sued, or have a mor-
al or religious conscientious objection®'"*. The
document issued by the Ministry of Health as-
sures that doctors have the right to conscientious
objection to abortion, but also determines that
the public services that assist victims of sexual
violence should guarantee timely assistance by
another professional or service. However, the
right to conscientious objection is not recognized
if there is no other doctor who could assist the
woman in the service, if there is risk of death, or
if the denial of care may cause harm®.

Public care services for women who suffered
sexual violence in Brazil was the object of two
studies in 2005. The first one evaluated 56 hos-
pitals listed as specialized services for the legal
interruption of pregnancy. The data showed that
only 37 of them were enabled to provide legal
abortion services, and that another 5 of the hos-
pitals had never performed this procedure, and
that, in 6 states, there was not any legal abortion
service available whatsoever. Also, the data con-
firmed that 70% of the services were offered in
the Southeast region of Brazil, and received pa-
tients from all regions of the country™. In the
second study, managers and professionals from
1,395 health facilities who assisted victims of sex-
ual violence were interviewed. The results were
that of the services given, 12% had performed at
least one abortion, 53% offered emergency con-
traception, and 45%provided for HIV prophy-
laxis®.

With the recent decision of the Supreme
Court, the termination of pregnancy in case of
anencephaly has become a right, with no need for
court permission; therefore, legal abortion ser-
vices also provide assistance in such cases. Reso-
lution 1.989/2012, issued by the Federal Council
of Medicine, set the criteria for the therapeutic
early delivery of anencephalic fetuses: ‘two iden-
tified and dated photographs, one with the fetus’
face in saggital position, and the other showing
the cephalic pole in a transversal cut, demon-
strating the absence of calvaria and identifiable
cerebral parenchyma; report signed by two phy-
sicians enabled for such diagnosis’.

Even though the periodic evaluation of the
services is specified by the 2011 document®, it
does not occur regularly. A woman’s access to
the termination of pregnancy as the result of



rape may be hindered by geographical and insti-
tutional obstacles, or by the professionals’ con-
scientious objection. There are no consolidated
data about the qualification or composition of
the staff assigned to abortion services, about
the number of abortions performed by them, or
about the access to abortion itself — whether it is
real and facilitated. This article describes the re-
sults of a census of specialized services enabled to
perform legal abortions in Brazil, and provide as-
sistance for victims of sexual violence. The main
objective is to present up-to-date data about the
structure of the services and the sexual assault
care, besides the woman’s profile and the charac-
teristics of the abortion.

Methods

This is a national mixed methods study that an-
alyzed the legal abortion services in Brazil from
2013 to 2015. The 60 services listed as active by
the Ministry of Health in 2009 were assessed’.
Before the data collection, the State Health De-
partments and the Technical Area of Women’s
Health of the Ministry of Health were contacted
by phone to check the creation or cancellation of
any service. As a result, 8 more institutions were
included in the study, which evaluated 68 ser-
vices in total. Data was collected from July 2013
to March 2015, in two stages.

First, a structured questionnaire was sent by
e-mail to every service, with questions about: i.
year of implementation; ii. composition of the
staff; iii. Approaches adopted in sexual assault
care; iv. performance of the legal termination of
pregnancy; v. documents required to perform the
legal abortion; vi. methods for the termination of
pregnancy; vii. number of women that under-
went an abortion. Each service also received a let-
ter presenting the research and the opinion of the
Research Ethics Committee approving the study.
The institutions themselves designated a profes-
sional to answer the questionnaire and return it
to the research team.

Second, five service locations, one in each
region of the country, were visited. The criteria
used to choose these services included having
performed legal abortion in the 5 last years and
being a reference service in the region, in terms
of the number of cases assisted. This stage in-
volved two steps: analysis of the women’s pro-

files and the characteristics of the legal abortion
in each service, which was done by means of file
research in the medical records; and interviews
with the multi-professional staff. The data col-
lected in each service were those available in
the institutional file since its foundation — three
services were founded in the 1990s, and two in
the 2000s. To retrieve data about abortions, a
standardized form was filled out based on the
woman’s medical records, with questions about
color, age, education, civil status, religion, gesta-
tional age, reason for abortion, and method used
for the termination of pregnancy. The interviews
with the professionals were semi-structured and
comprised of 10 questions divided into 2 analyt-
ical categories (organization of the service, and
standard and difficulties for legal abortion as-
sistance). Eighty-two health professionals were
interviewed, among physicians, nurses, social
workers, psychologists, and nurse technicians.
The interviews were conducted by two research-
ers in a room provided by the hospital. The re-
search instruments were previously tested with
a service in the Southeast region of the country,
where the number of abortions remained con-
stant over the years.

The quantitative data were inserted into a
spreadsheet in Microsoft Excel for descriptive
analysis. The interviews were recorded and tran-
scribed. Three researchers read and codified the
interviews, and the data were organized by an in-
strument composed of two questions: if the ser-
vice faced difficulties, and how those difficulties
happened. The patterns were compared and, in
the case of discrepancy, the transcriptions were
revised.

The project was revised by the Research Eth-
ics Committee of the Human Sciences Institute
at University of Brasilia. However, the institu-
tional review boards of 9 services requested a
new review, both in the first and in the second
stage of the study. The approval of the new re-
view took four months on average, but one of
the services took 14 months to conclude the eth-
ical revalidation. In one of them, the data in the
census stage could only be retrieved by resorting
to the Brazilian Law of Access to Information,
because the hospital systematically refused to
authorize the research. All health professionals
previously agreed to be interviewed and signed
the informed consent.
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Results
Profile of the legal abortion services

Thirty-seven of the 68 services analyzed re-
ported they perform the termination of pregnan-
cy in cases of rape (37/37), risk of death of the
woman (27/37), and anencephaly (30/37). De-
spite performing the termination of pregnancy,
2 hospitals reported they referred the case to an-
other service when pregnancy was more than 14
weeks. Among the inactive services, 28 said they
had stopped performing legal abortions, and 4
reported they had never performed abortions.
Among the active services, 29 were implemented
before 2005, 8 of them having been established
after that, and 2 of them since 2013. The services
are distributed over 20 states (5 in the North re-
gion, 11 in the Northeast, 3 in the Midwest, 6 in
the South, and 12 in the Southeast), and there
are no active services available in seven states (1
in the South region, 1 in the Midwest, 2 in the
Northeast, and 3 in the North). Only 6 states have
more than 1 service, and in 4 of them there are
services outside the capital (8 cities).

All the 37 active institutions reported they
had a minimal multi-professional staff (physi-
cian, nurse, psychologist, and social worker) in
sexual assault care. However, 35 (95%) of them
did not have specific assigned staff, and care was
provided by the professionals on duty at the time.
In 2 services, there was a lawyer (legal advisor)
included among the staff, and in 3 of them there
was a psychiatrist and an infectologist. Fifteen
services reported they hired the professionals by
means of a specific civil service examination to
compose the legal abortion staff.

As for the first aid provided to victims of sex-
ual violence, 35 (95%) of the 37 active services
offered emergency contraception, 33 (89%) pre-
scribed prophylaxis against non-viral sexually
transmitted diseases (STDs), and 34 (92%) per-
formed prophylaxis against viral STDs. The col-
lection of material for an eventual identification
of the aggressor was made in only 2 services. In
the case of termination of pregnancy from rape,
there was a request for written authorization of
the woman in 34 services (92%), a police report
(5/14%), a forensic report (3/8%), a court order
(3/8%), an opinion from the institutional review
board (4/11%), and an order from the Depart-
ment of Public Prosecution (3/8%). In the case
of anencephaly, 2 (6%) services also demanded
a court order as a condition for the interruption
of pregnancy.

The active services reported that 5,075 wom-
en who sought legal abortion were assisted, with
2,442 abortions performed. The first service was
established in 1994, and the most recent, in 2014. It
calls our attention that 15 services performed less
than 10 abortions in the last 10 years, 4 of them lo-
cated in capitals and being the only services avail-
able in the region. The methods available for the
termination of pregnancy were curettage (89%),
medical abortion (97%), manual vacuum aspira-
tion (86%), and electric aspiration (3%).

Profile of the women assisted
and characteristics of the legal abortion

A total of 1,283 medical records of women
who had legal abortions in 5 services of each
region in Brazil were analyzed. One of the ser-
vices was responsible for 80% of the abortions
registered. In 4 services, files included all the cas-
es of legal abortion since their implementation;
however, in one of them the files only included
cases registered from the last five years. Table 1
presents the sociodemographic characteristics of
the women. The majority of them are between
15 and 29 years old (62%), single (71%), and
Catholic (43%), and have completed high school
(37%). It should be noted that 38% of the wom-
en were still children or teenagers, 5 of them be-
ing less than 10 years old.

Table 2 shows that the main reason for abor-
tion was rape (94%). The prevailing gestational
age was between 9 and 14 weeks (41%). The ther-
apeutic anticipation of birth in case of anenceph-
aly led to the majority of the terminations after
20 weeks (only 5%). The most frequent abortion
method used was manual vacuum aspiration
(45%) and misoprostol (32%).

Difficulties faced in the services’ routines:
the experience of the professionals

Despite the singular characteristics of each
service, two main obstacles hindering legal
abortion services were generally mentioned by
the professionals interviewed. First, the limited
availability of professionals, mainly physicians;
second, the need for better training of the staff
in terms of the legislation and in the guarantee
of sexual and reproductive rights. The infra-
structure of the services was not considered an
issue, even though the absence of specific spaces
for care and the admission of the women togeth-
er with puerperal mothers and newborns were
mentioned.



Table 1. Sociodemographic characteristics of the
women. Legal abortion services in Brazil, 2013-2015.

Characteristics N %!

Age (years)

<10 5 0,4
11-14 193 15
15-19 283 22
20-24 251 20
25-29 266 21
30-34 158 12
35-39 89 7
> 40 38 3
Education'
Illiterate 71 6
Primary education 454 35
Secondary education 471 37
University level 178 14
Civil state'
Single 913 71
Married 183 14
Separated/widowed 113 9
Color/race"
Yellow 09 1
White" 648 51
Indigenous 26 2
Brown 336 26
Black 128 10
Religion"
Catholic 547 43
Evangelical 302 24
No religion 164 13
Other 78 6
Total 1,283 100

IThe percentages have been rounded; " There was lack of data
in 108 cases (8%); i There was lack of data in 74 cases (6%);
There was lack of data in 136 cases (11%); * There was a higher
number of cases analyzed in services from the Southeast and
South regions, which may explain the concentration of women
identified as “White”; besides, in the other services this piece of
information was not registered in the medical records; ' There
was lack of data in 192 cases (15%).

Most accounts express a dynamic assistance
marked by care, as well as agility and resolution
of the cases. In the 5 services, multi-profession-
al staff were available for the initial care of the
victim of sexual violence, with the prescription
of drugs for the prevention of pregnancy and
infections. For most of the professionals inter-
viewed, the difficulties begin when the woman
decides to have an abortion. According to them,
the termination of pregnancy is a responsibility
of the obstetricians on duty, and, if they refuse to
perform the abortion, women “[...] need to wait

Table 2. Characteristics of the legal interruptions of
pregnancy. Legal abortion services, 2013-2015.

Characteristics N %!
Reason
Rape 1,212 94
Anencephaly 55 4
Risk of death for the woman 09 1
Other severe malformations' 07 1
Gestational age
< 8 weeks 346 27
9-14 weeks 527 41
15-20 weeks 346 27
> 20 weeks 63 5
Method
Manual vacuum aspiration 582 45
Misoprostol 414 32
Curettage 130 10
Misoprostol + curettage 38 3
Other 119 9
Total 1,283 100

i With court order.

for another doctor, on another day, to agree to
perform the abortion. And while some anesthe-
siologists agree, some others don’t. Sometimes, it
may take a while [...]”. The negotiation to assist
the woman involves other professionals, as one
participant said: “[...] we have to think of the
nurse assistants too, so on the day of the abortion
we manage the schedule so that those who won’t
pose any problem will be in the operating room
[...]”

For the professionals interviewed, the most
common reason for the objection to perform-
ing an abortion are moral or religious barriers.
Very few professionals described the experience
of barriers as an individual right to conscientious
objection, for the majority of them noted that the
woman’s rights cannot be ignored, that is, that
the woman “[...] could not have her request for
abortion refused by all the professionals. Even if
she has to come back some other day, the service
must assist her [...]” Besides the religious rea-
sons, the stigma of abortion makes professionals
refuse to join the abortion staff — they are afraid
of being labelled ‘abortionists’ by their peers. The
medical team specially fears being incriminat-
ed for the termination of pregnancy not result-
ing from rape. The dispute over the truth of the
woman’s account of violence, and the request for
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a police or forensic record are attempts to protect
the staff against the mere word of the woman,
who could allegedly lie about the violence.

Continuous training of the professionals
who compose the abortion staffs was defended
as a necessary tool to improve women’s access
to the services. According to the participants in-
terviewed, the lack of information professionals
have about current legislation and public poli-
cies creates barriers, hindering the quality of care
and, sometimes, the viability of the termination
of pregnancy. This is particularly true when care
is provided by professionals on duty and there
are not specific abortion staff assigned, “[...] it is
important to take courses, training, to share ex-
periences and difficulties. We have to implement
it in the whole service [...]” The professionals in-
terviewed also believe that the bureaucratic bar-
riers would be reduced if they received training
in concepts like “sexual and reproductive health”,
“gender violence”, “humanization”, and “human
rights”

Discussion

Rape is one of the most perverse expressions of
gender violence. Due to the physical, psycholog-
ical, and social consequences of sexual violence,
the consensus is that the health system should
have adequate infrastructure and a trained staff
to provide women with complete care. Pregnan-
cy is unbearable for most of the victims. One of
the main elements of such care in Brazil is the
possibility to terminate pregnancy, if the woman
decides so. Law n. 12.845/2013 determines that
hospitals provide victims of sexual violence with
multidisciplinary care. Also, it prescribes “pro-
phylaxis against pregnancy” and “information to
the victims about their legal rights”'”. However,
the results of this study show that there are still
many barriers hindering adequate assistance to
women who seek legal abortion in the country.
The fact that most services are located in capi-
tals and large cities, as well as their unavailabil-
ity in 7 states, reveals the access barrier faced by
many women willing to legally terminate their
pregnancy. When we compare this study with the
most recent evaluation of the legal abortion ser-
vices, taken in 2005, we find no advancement in
the implementation of other services, mainly in
small cities. In 2005, 37 health services were au-
thorized to perform legal abortion, and 6 states
had no active services'*. Currently, there are still

37 active services, but 7 states do not offer them.

The composition of the professional staff is
still an obstacle to most of the services researched.
One the one hand, the presence of multidisci-
plinary staff attests to the commitment to offer
complete care for women who have suffered sex-
ual violence. On the other hand, the unavailabili-
ty of designated specific abortion staff delays the
assistance and, sometimes, precludes abortion.
Other studies involving health professionals who
perform legal abortions demonstrated that the
lack of technical preparation, ignorance of the
law, and emotional suffering are common among
the staff'®”®. Both the inclusion of the theme in
the academic curricula and the continuous train-
ing of professionals in the health services are
strategies that increase their participation in legal
abortion services??'.

Between 20% and 30% of women who suf-
fer sexual violence seek medical care, and among
those, only 10% to 30% comply with treatment
and follow-up care?**. The quality of the health
services is one of the main factors influencing
adherence to follow-up care, including both the
availability of trained professionals and confi-
dential and quick assistance, offered in the same
hospital***. As for the offer of emergency con-
traception and prophylaxis against infectious
diseases, the data in this study demonstrate the
services have improved from those offered in the
2000s''°. While prophylaxis against viral diseases
(especially HIV) is unavailable in 4 services, 25%
of the services reported they referred the woman
to another hospital due to lack of trained staff,
mainly infectologists, for the prescription of an-
tiretrovirals. The consensus is that, after unpro-
tected sexual activity and when the aggressor’s
serologic status is unknown, prophylaxis against
HIV should be started as soon as possible, within
72 hours after the rape®. It should be noted that
around 5% (2) of the services reported they did
not offer emergency contraception. It is unknown
if this is due to lack of availability of specific drugs
in the services, to lack of technical knowledge, or
to moral and/or religious objections of the pro-
fessionals. In other countries, only 50% of phy-
sicians inform women who suffered rape about
emergency contraception and prescribe it*. Doc-
tors who did not receive specialized training and
who treated a limited number of cases of sexual
violence prescribe emergency contraception less
frequently’®¥. Given that 5% of the women are at
risk to get pregnant by rape and that this chance
is reduced 85% when emergency contraception



is taken in the first 72 hours*>*?%, this should be
considered a priority in sexual assault care.

The bureaucratic demands made by the ser-
vices to perform an abortion have decreased con-
siderably since the evaluation conducted in 2005,
when 70% of the hospitals requested a police
report'. In this study, 14% of the active services
still make as a condition of assistance the presen-
tation of the police report by the woman. This
study did not question the reasons for requests
for documents not mentioned or required in the
guidelines or legislation issued by the Ministry
of Health; however, previous research in similar
contexts have noted that common reasons are
the lack of knowledge about the legal framework
regulating abortion and the fear of legal conse-
quences*>?. Despite the services’ willingness to
assist women, the recommendations of the Min-
istry’s document are not followed by all of them.

A doctor’s refusal to perform an abortion,
frequently justified by a moral or religious bar-
rier, was mentioned by professionals themselves
as one of the main barriers in the services. A
study involving gynecologists and obstetricians
conducted in Brazil in 2003 showed that 85% of
them agreed with a woman’s right to abortion
in the case of a pregnancy resulting from rape,
but only 50% were available to perform it®. In
2012, another research involving gynecologists
and obstetricians revealed that 43% of them de-
clared a conscientious objection if they were un-
certain the woman was telling the truth about the
rape’. The reason for the refusal to perform the
abortion was not to protect their moral or reli-
gious beliefs, but the fear of facing negative legal
and social consequences related to the stigma of
abortion''#,

In this study, the main reason for the abor-
tion was rape, which is compatible with the pro-
file of the victims of sexual rape that seek the ser-
vice: mainly young, single, and educated women,
as described by other studies***'. The number
of abortions for anencephaly was low, and re-
mained constant over the years in the services,
which suggests no increase after the Supreme
Court’s decision’. Manual vacuum aspiration, the
most frequent abortion method used in the cases
analyzed, corroborates with the recommenda-
tions of the World Health Organization (WHO)
for uterine evacuation®. Manual vacuum aspira-
tion should be the preferred method of abortion
up to 12 weeks of pregnancy, because it can be
done with local anesthesia, involves less risks of
complications, costs less, and is as efficient as cu-

rettage. Furthermore, pain management is easier
and waiting time is shorter with manual vacuum
aspiration®%.

This study leaves some questions unanswered
about the services that are currently offered. First,
less than half of the women who requested legal
abortion services had their demands answered.
We do not know if this happened because they
requested the services after 20 weeks of preg-
nancy, and did not meet the legal criteria for the
interruption of pregnancy (rape, anencephaly or
risk of death for the woman), because there were
bureaucratic or moral barriers imposed by the
professionals, or because they voluntarily left the
service. Second, we do not know the average time
a woman faces from their initial care until the
abortion. Third, we do not know if the services
provide follow-up care after an abortion or what
type of care they offer. Future investigation may
shed light on these gaps about how the services
work.

Final considerations

The data of this study show that there still is a gap
between the provisions of public health policies
and the reality of the legal abortion services of-
fered. Though willing to offer adequate care, the
services still fail to follow the recommendations
of the official norms. In the active services, the
quality of the initial care offered to women im-
proved, with more frequent prophylaxis against
STDs and emergency contraception. As well, the
request for unnecessary documents, which often
constitute barriers to healthcare, was made less
frequently than in previous studies. The imple-
mentation of other services is a must, when con-
sidering several states have yet to establish struc-
tured units and because the services are scarce in
smaller cities.

Legal abortion requires the diligence of the
State to increase and consolidate services, to train
the professional staffs, and to perform continu-
ous evaluation. According to the National Pro-
gram on Human Rights, established in 2010, it
is the responsibility of the Ministry of Health
and the Department of Policies for Women to
propose “mechanisms to monitor the services of
legally authorized abortion, guaranteeing their
realization and ease of access”*. However, this
government commitment has been marked by
backlashes over the last number of years, includ-
ing the reduction in the number of legal abor-
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tion services, and the repeal of Ministry Decree
415/2014%. The decree included the register of
legal abortions in the list of procedures offered in
the Unified Health System, and would have facil-
itated the notification of cases and rule the guar-
antee of this reproductive right already provided
by Brazilian legislation.

Brazilian public policy guarantees healthcare
to women who have suffered sexual violence, in-
cluding the possibility to terminate pregnancy.
For women to have full and complete access to
legal abortion, there must be good health services
available, which respect and answer their repro-
ductive choices. Periodic evaluation of the ser-
vices, as conducted by this study, should be seen
as part of the strategies to strengthen legal abor-
tion services. Evidence-based political decisions
devoted to the guarantee of women’s reproduc-
tive rights could solidify just legal abortion care.

Collaborators

AP Madeiro and D Diniz designed the research
project, collected data, and wrote and revised the
article.

Acknowledgements

The authors thank FEBRASGO for mediating
contact with several legal abortion services and
the Special Department of Policies for Women
for funding the study.



References

10.

11.

12.

13.

14.

15.

Brasil. Presidéncia da Republica. Casa Civil. Decreto-
Lei n. 2.848, de 7 de dezembro de 1940. C6digo Penal.
Didrio Oficial da Unido 1940; 31 dez.

Supremo Tribunal Federal. Arguigao de Descumpri-
mento de Preceito Fundamental n. 54 [internet]. Didrio
da Justiga Eletrénico n. 78/2012 [acessado 2015 maio 1].
Disponivel em: http://www.stf.jus.br/portal/diarioJus-
tica/verDiarioProcesso.asp?numDj=77&dataPublica-
caoDj=20/04/2012&incidente=2226954&codCapitu-
lo=2&numMateria=10&codMateria=4.

Colds OR, Andalaft-Neto J, Rosas CFE, Kater JR, Pereira
IG. Aborto legal por estupro — primeiro programa pu-
blico no pais. Bioética 1994; 2(1):81-85.

Brasil. Ministério da Satde (MS). Secretaria de Po-
liticas de Saude. Prevengdo e tratamento dos agravos
resultantes da violéncia sexual contra mulheres e ado-
lescentes: norma técnica. Brasilia: MS; 1999.

Brasil. Ministério da Saude (MS). Secretaria de Aten¢ao
a Saude. Departamento de A¢des Programaticas Estra-
tégicas. Atengdo humanizada ao abortamento: norma
técnica. Brasilia: MS; 2005.

Brasil. Ministério da Saude (MS). Secretaria de Aten¢do
a Saude. Departamento de A¢oes Programaticas Estra-
tégicas. Area Técnica de Satide da Mulher. Prevengio e
tratamento dos agravos resultantes da violéncia sexual
contra mulheres e adolescentes: norma técnica. 3* ed.
atual. e ampl. Brasilia: MS; 2011.

Brasil. Ministério da Satude. Hospitais e servicos de re-
feréncia em atendimento para mulheres e adolescen-
tes em situagdo de violéncia sexual — Brasil [internet].
2009 [acessado 2015 maio 1]. Disponivel em: http://
portal.saude.gov.br/portal/arquivos/pdf/atsm_res_
serv_At_viol_sexual_2009.pdf.

Faundes A, Duarte GA, Osis MJD, Andalaft-Neto J. Va-
riagdes no conhecimento e nas opinides dos ginecolo-
gistas e obstetras brasileiros sobre o aborto legal, entre
2003 e 2005. Rev Bras Ginecol Obstet 2007; 29(4):192-
199.

Diniz D, Madeiro A, Rosas C. Conscientious objec-
tion, barriers, and abortion in the case of rape: a study
among physicians in Brazil. Reprod Health Matters
2014; 22(43):141-148.

Diniz D, Dios VC, Mastrella M, Madeiro AP. A verdade
do estupro nos servigos de aborto legal no Brasil. Rev
Bioét 2014; 22(2):291-298.

Soares GS. Profissionais de satide frente ao aborto legal
no Brasil: desafios, conflitos e significados. Cad Saude
Publica 2003; 19(Supl. 2):5399-5406.

Farias RJ, Cavalcanti LE. Atua¢do diante das situagdes
de aborto legal na perspectiva dos profissionais de sau-
de do Hospital Municipal Fernando Magalhaes. Cien
Saude Colet 20125 17(7):1755-1763.

Zordo S. Representagdes e experiéncias sobre aborto
ilegal e legal dos ginecologistas-obstetras trabalhando
em dois hospitais maternidade de Salvador da Bahia.
Cien Saude Colet 20125 17(7):1745-1754.

Talib R, Citeli MT. Servigos de aborto legal em hospitais
publicos brasileiros (1989-2004). Dossié. Sao Paulo: Ca-
tolicas pelo Direito de Decidir; 2005.

Andalaft-Neto J, Fatndes A, Osis MJD, Pddua KS. Per-
fil do atendimento a violéncia sexual no Brasil. Femina
2012; 40(6):301-306.

17.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

. Conselho Federal de Medicina. Resolu¢ao n. 1.989,

de 10 de maio de 2012. Dispde sobre o diagnéstico de
anencefalia para a antecipagdo terapéutica do parto e
dé outras providéncias. Didrio Oficial da Unido 2012;
14 maio.

Brasil. Presidéncia da Republica. Casa Civil. Lei n.
12.845, de 1° de agosto de 2013. Dispde sobre o trata-
mento obrigatério e integral de pessoas em situagio de
violéncia sexual. Didrio Oficial da Unido 2013; 2 ago.

. Kiss LB, Schraiber LB. Temas médico-sociais e a in-

terven¢do em satde: a violéncia contra mulheres no
discurso dos profissionais. Cien Saude Colet 2011;
16(3):1943-1952.

Martin LA, Debbink M, Hassinger J, Youatt E, Harris
LH. Abortion providers, stigma and professional quali-
ty of life. Contraception 2014; 90(6):581-587.

Macha S, Muyuni M, Nkonde S, Faundes A. Increasing
access to legal termination of pregnancy and postabor-
tion contraception at the University Teaching Hospital,
Lusaka, Zambia. Int | Obstet Gynecol 2014; 136(Supl.
1):549-51.

Steinauer J, Landy U, Filippone H, Laube D, Darney
PD, Jackson RA. Predictors of abortion provision
among practicing obstetrician-gynecologists: a nation-
al survey. Am J Obstet Gynecol 2012; 198(1):39.e1-6.
Ackerman DR, Sugar NF, Fine DN, Eckert LO. Sexual
assault victims: factors associated with followup care.
Am ] Obstet Gynecol 20065 194(6):1653-1659.
Oshikata CT, Bedone AJ, Papa MSF, Santos GB, Pinhei-
ro CD, Kalies AH. Caracteristicas das mulheres violen-
tadas sexualmente e da adesdo ao seguimento ambula-
torial: tendéncias observadas ao longo dos anos em um
servico de referéncia em Campinas, Sdo Paulo, Brasil.
Cad Saude Publica 2011;27(4):701-713.

Machado CL, Fernandes AMS, Osis MJD, Makuch MY.
Gravidez ap6s violéncia sexual: vivéncias de mulheres
em busca da interrup¢ao legal. Cad Saude Publica 2015;
31(2):345-353.

Cybulska B. Immediate medical care after sexu-
al assault. Best Pract Res Clin Obstet Gynaecol 2013;
27(1):141-149.

Bakhru A, Mallinger JB, Fox MC. Postexposure pro-
phylaxis for victims of sexual assault: treatments and
attitudes of emergency department physicians. Contra-
ception 2010; 82(2):168-173.

Ledray LE. Do all emergency physicians have an obli-
gation to provide care for victims of sexual assault or
is there a more effective alternative? Ann Emerg Med
2002; 39(1):61-64.

Ramos S, Romero M, Michel AR. Health care providers’
opinions on abortion: a study for the implementation
of the legal abortion public policy in the Province of
Santa Fe, Argentina. Reprod Health 2014; 11:72.
Faundes A, Simoneti RM, Duarte GA, Andalaft-Neto J.
Factors associated to knowledge and opinion of gyne-
cologists and obstetricians about the Brazilian legisla-
tion on abortion. Rev Bras Epidemiol 2007; 10(1):6-18.
Faundes A, Duarte GA, Osis MJD. Conscientious ob-
jection or fear of social stigma and unawareness of
ethical obligations. Int ] Obstet Gynecol 2013; 123(Supl.
3):557-59.

9]
~
—_

910T ‘TLS-€95:(T) 1T BATIR[0D) IPNES X BIOUIID)



v
~
NS}

Madeiro AP, Diniz D

31.

32.

33.

34.

35.

Oliveira F, Cardoso KRL, Almeida CAP, Cardoso LR,
Gutfilen B. Violence against women: profile of the ag-
gressors and victims and characterization of the inju-
ries. A forensic study. ] Forensic Leg Med 2014; 23:49-54.
Organizagio Mundial da Satde (OMS). Abortamento
seguro: orientagdo técnica e de politicas para os sistemas
de satide. 22 ed. Genebra: OMS; 2013.

Kulier R, Fekih A, Hofmeyer GJ, Campana A. Surgical
methods for first trimester termination of pregnancy.
Cochrane Database Syst Rev 2001; (4):CD002900.
Brasil. Presidéncia da Republica. Secretaria Especial de
Direitos Humanos. Programa Nacional de Direitos Hu-
manos (PNDH-3) [internet]. Brasilia: SEDH/PR. 2010
[acesso em 5 jun. 2015]. Disponivel em: http://www.
sdh.gov.br/assuntos/direito-para-todos/programas/
pdfs/programa-nacional-de-direitos-humanos-pn-
dh-3.

Brasil. Ministério da Saude. Portaria ne 415, de 21 de
maio de 2014. Inclui o procedimento interrup¢ao da
gestacdo/antecipagdo terapéutica do parto previstas em
lei e todos os seus atributos na Tabela de Procedimen-
tos, Medicamentos, Orteses/Proteses e Materiais Espe-
ciais do SUS. Didrio Oficial da Unido 2015; 22 maio.

Article submitted 13/6/2015
Accepted 19/6/2015
Final version submitted 21/6/2015



