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RESUMO 

Introdução: A interrupção voluntária da gravidez, proibida no Brasil, pode levar a 

situações de abortamento inseguro, que é reconhecidamente um grave problema de saúde 

pública. É necessário conhecer as circunstâncias envolvidas nesta situação para que seja 

possível compreender melhor o contexto em que as mulheres recorrem a um abortamento, 

bem como identificar subgrupos com necessidades especiais de atendimento pelos serviços 

de saúde. Objetivo: Avaliar alguns fatores sociodemográficos e epidemiológicos 

associados à interrupção voluntária da gestação. Sujeitos e métodos: Estudo descritivo 

analítico de corte transversal envolvendo o envio de um questionário estruturado e pré-

testado a 15.800 funcionários de uma entidade pública do Estado de São Paulo. Os 

questionários preenchidos pelos participantes foram enviados de volta em envelope 

resposta pré-selado. Foram preenchidos 1660 questionários (11% de taxa de resposta), nos 

quais houve 296 gestações indesejadas e, destas, 165 terminaram em aborto induzido 

voluntário. Foram realizadas análises bivariada e multivariada por regressão de Poisson 

para estudar a associação entre a ocorrência de um aborto quando diante de uma gravidez 

indesejada com algumas características sociodemográficas selecionadas. Resultados: Um 

quinto dos participantes relatou vivenciar uma gravidez indesejada anterior, e 55,7% deles 

recorreram ao abortamento naquela ocasião. As maiores proporções de decisão e realização 

do abortamento foram encontradas entre os participantes do sexo masculino (62,1%), que 

tinham de 18 a 24 anos por ocasião da gravidez de sua parceira (62,3%), sem filhos 

(58,9%), não unidos (61,7%) e entre os respondentes com escolaridade superior (70,3%). A 

maioria das interrupções foi realizada por um médico e pouco mais de 10% dos 

participantes relataram ter feito uso do misoprostol. A maioria dos abortos (45%) realizou-
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se entre 1980 e 1989. Dentre os respondentes que referiram aborto realizado por médico, 

mais da metade (54%) ocorreram na mesma década (entre 1980 e 1989). Dentre aqueles 

que fizeram uso de misoprostol, 58% o fizeram entre 1990 e 1999. Os participantes 

relataram que 22,9% das mulheres que abortaram necessitaram de atendimento médico 

após o aborto e 16,6% foram internadas após recorrerem ao aborto. Conclusão: Na amostra 

estudada foi possível verificar que um de cada dois dos respondentes por ocasião de uma 

gravidez indesejada optou pelo abortamento. Chama atenção que as pessoas tiveram acesso 

a condições menos inseguras para interromper uma gestação indesejada, ainda que num 

contexto de ilegalidade dessa prática. 

Palavras chaves: Aborto induzido, aborto, gravidez indesejada 
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SUMMARY 
 
Introduction: Unsafe abortion is a serious public health problem in Brazil and other 

countries where it is considered a crime. It’s necessary to understand the context of these 

abortions to approach the issue . Objective: To evaluate some sociodemographic and 

epidemiological factors associated with induced abortion. Method: Cross-sectional study. 

A self-responded questionnaire was sent to 15.800 employees of a public organization. 

1660 questionnaires were completed. There were 296 unintended pregnancies and 165 

induced abortions. Bivariate and multivariate Poisson regression analyses were performed 

to explore the association between the occurrence of abortion when faced an unintended 

pregnancy with some sociodemographic characteristics. Findings: One fifth of respondents 

reported an unintended pregnancy and 55.7% of those respondents resorted to abortion. The 

highest rates of abortion were found among male participants (62.1%) who were between 

18 and 24-years-old at the time of pregnancy (62.3%), childless (58.9%), not united 

(61.7%) and with a college education (70.3%). Most of the respondent´s abortions were 

performed by a doctor, and 17.8% of participants reported misoprostol use. Medical 

attention was necessary for 22.9% of these women after abortion and 16.6% were 

hospitalized. Most abortions (45%) took place between 1980 and 1989, and 54% of 

respondents who had abortions in this decade resorted to a doctor. Those who used 

misoprostol, 58% did between 1990 and 1999. Conclusion: In this sample we observed that 

half of respondents opted for abortion during an unintended pregnancy. It is noteworthy 

that people had access to fewer unsafe conditions for stopping an unintended pregnancy, 

even in the context of illegal practice.  

Keywords: induced abortion, unintended pregnancy, abortion. 
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1. INTRODUÇÃO 

 A Organização Mundial da Saúde (OMS) define abortamento inseguro como um 

procedimento para interromper uma gestação não planejada, realizado por indivíduos 

que não possuem as habilidades necessárias ou num ambiente sem o mínimo dos 

padrões médicos preconizados, ou ambos, o que representa risco significativo para a 

saúde e para a vida das mulheres (1). O abortamento inseguro é reconhecidamente um 

grave problema de saúde pública no Brasil e em outros países em que é considerado 

crime (2, 3, 4). Nos países em que o aborto é ilegal, a incidência do abortamento 

inseguro em estudos demográficos representa apenas uma fração do número real destes 

procedimentos. Em 2010 ocorreram 287000 mortes maternas no mundo e estima-se que 

13% dessas tenham sido em decorrência de um abortamento inseguro (5). Nos países 

em que o aborto é permitido, são raros os casos relatados de morte materna relacionada 

a ele (6). Trata-se de um tema polêmico, controverso e também bastante discutido 

mundialmente. Estima-se que, apesar do aumento do uso de métodos anticoncepcionais 

nas últimas três décadas, o número de abortamentos que ocorrem anualmente no mundo 

varie de 40 a 50 milhões, sendo que cerca de 22 milhões são realizados em condições 

inseguras (5). A grande maioria dos abortos inseguros (95%) ocorre em países em 

desenvolvimento, onde a legislação é restritiva (5, 7). 

Na América Latina e Caribe, dada a ilegalidade, quase todos os abortos são realizados 

de modo clandestino. Acredita-se que 4.1 milhões de abortos induzidos ocorreram nesta 

região em 2003, sendo a taxa de abortos inseguros de 29 casos por 1000 mulheres entre 

15 e 44 anos (8). Tais números oferecem riscos para a saúde e para a vida das mulheres, 

o que contribui para a elevada taxa de mortalidade materna (4). Apesar da restrição 

legal, o aborto clandestino é altamente prevalente na região, com uma taxa três a dez 
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vezes maior que nos países da Europa Ocidental, onde a interrupção voluntária é 

permitida (9). No Brasil, o aborto é permitido apenas em casos de estrupo e risco de 

morte materna. Recentemente o Conselho Federal de Medicina (CFM), baseado em 

decisão do Supremo Tribunal Federal, resolveu que “na ocorrência do diagnóstico 

inequívoco de anencefalia o médico pode, a pedido da gestante, independente de 

autorização do Estado, interromper a gravidez” (10). As estimativas de abortos ilegais 

em 1998 estavam em torno de 940.660, representando uma razão de 23 abortos por 100 

gestações (4). Segundo Monteiro e Adesse (11), no período de 1992 a 2005, apesar de 

ter sido observada uma diminuição da incidência do aborto induzido, esta ainda pode ser 

considerada alta para os padrões de saúde pública. Mais de um milhão de abortos 

induzidos ocorreram no país em 2005 (12). A introdução do misoprostol como um 

método de indução de aborto no Brasil, nos anos 90, associou-se com uma redução 

significativa de morbidade (13). Acredita-se que, no mundo, a legalização do aborto 

reduziu a incidência de morte materna (14). 

Até o momento, as estimativas de aborto para todo o Brasil baseiam-se principalmente 

em técnicas indiretas. Um estudo baseado em internações associadas ao aborto em 

serviços públicos de saúde, por exemplo, calcula que houve 2,07 abortos para cada 100 

mulheres entre 15 e 49 anos em 2005 (15). Todavia, estimativas desse tipo dependem de 

um parâmetro – a razão de internações por aborto – que neste caso foi estabelecido 

assumindo-se que 20% dos abortos resultaram em internação registrada pelo Sistema de 

Internações Hospitalares do SUS. Há também as técnicas diretas de estimação, que não 

dependem desse multiplicador e podem, na verdade, contribuir para determiná-lo mais 

precisamente (16). Outras duas técnicas utilizadas em estudos sobre aborto são a técnica 

de urna e a técnica de resposta ao azar. Ambas tentam preservar a privacidade e a 

identidade do entrevistado, melhorando a taxa de respostas reais dos estudos. A técnica 
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de urna consiste em um questionário sigiloso preenchido pelos entrevistados e 

depositado em uma urna, preservando a identidade do entrevistado (17, 18). A técnica 

de resposta ao azar consiste em oferecer ao entrevistado a possibilidade de responder 

uma de duas questões formuladas sem que o entrevistador tenha conhecimento de qual 

das questões está sendo contestada. A utilização desse artifício possibilita que questões 

“sensíveis” sejam respondidas sem constrangimentos, posto que a privacidade do 

entrevistado com relação à característica sensível é mantida (19). Um estudo realizado 

em Pelotas com a técnica de urna, identificou a indução de aborto em 7,2% das 

mulheres de todas as idades entrevistadas, quase o dobro do valor obtido quando a 

técnica de levantamento foi a das questões indiretas (17). No grupo das mulheres que 

concluíram sua vida reprodutiva (45 a 49 anos), a estimativa é de que 12% delas 

induziram o aborto ao longo da vida (15). Esses valores do estudo de Pelotas guardam 

alguma semelhança com outros realizados na Colômbia e no México. Um inquérito 

nacional aplicando a técnica de urna em 1992 encontrou que 22,9% das mulheres 

urbanas de 15 a 55 anos fizeram aborto na Colômbia (20). Em pesquisa na Cidade do 

México e na área rural de Chiapas (México), Lara e colaboradores estimaram que, em 

2001, 21,7% das mulheres de 15 a 55 anos entrevistadas já haviam tentado induzir o 

aborto ao menos uma vez na vida (21). Posteriormente, utilizando a técnica de resposta 

ao azar em uma amostra de todo o país, os autores estimaram uma incidência total de 

aborto induzido no México de 16% (22). Em 2010, no Brasil urbano, 15% das mulheres 

entrevistadas relataram ter realizado aborto alguma vez na vida. A proporção de 

mulheres que fizeram aborto cresce com a idade. Essa proporção varia de 6% para 

mulheres com idades entre 18 e 19 anos a 22% entre mulheres de 35 a 39 anos. Isso 

mostra o quanto o aborto é um fenômeno comum na vida reprodutiva das mulheres. Em 

termos simples, isso significa que, ao final de sua vida reprodutiva, mais de um quinto 
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das mulheres no Brasil urbano realizou o abortamento (16). Esse é um forte argumento 

para mais pesquisas, melhora do cuidado médico materno e revisão do status legal do 

aborto (23-28). 

 Em estudo realizado em dois hospitais da cidade de Campinas em 2010, a proporção de 

abortos classificados como possível, provável ou certamente induzidos entre as 

mulheres internadas foi similar à descrita na literatura brasileira na década passada 

(48%), mas a taxa de complicações foi inferior (29). Nesse estudo, a comparação entre o 

grupo de mulheres que usou misoprostol com o grupo que utilizou outros métodos para 

indução do aborto não mostrou diferenças significativas na incidência de complicações 

infecciosas ou hemorrágicas, talvez devido à provável subnotificação das mulheres que 

usaram (mas não declararam) o misoprostol e não tiveram complicações. Mulheres 

solteiras, separadas e divorciadas apresentaram uma maior frequência de abortos 

provável e certamente induzidos quando comparadas ao grupo de mulheres casadas e 

que vivem com os parceiros, e se correlacionaram a um maior índice de complicações 

hemorrágicas. A conclusão mais importante desse estudo é a confirmação do conceito 

generalizado de ter havido uma mudança na frequência e gravidade das complicações 

associadas à prática do aborto. Entretanto, a não obtenção de informações verossímeis 

das mulheres que participaram do estudo, torna difícil verificar até que ponto o uso de 

misoprostol foi responsável por essa redução.  

As estimativas indicam a relevância do problema para a saúde pública, ao mesmo tempo 

em que se discute a necessidade de se obter dados mais precisos sobre o fenômeno. 

Entretanto, vários autores têm apontado quão difícil isto pode ser, uma vez que formas 

diretas de abordar o assunto junto às mulheres, através de questionários padronizados e 

entrevistas individuais, levam à subestimação do fenômeno, pois as mulheres tendem a 

negar a prática do abortamento (30-32). Mesmo quando se encontram em serviços de 
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saúde, em situação de aborto incompleto com complicações, as mulheres sentem-se 

constrangidas e/ou com medo de declarar seus abortamentos, o que resulta também em 

grande subnotificação do número de abortos (15). 

Além da própria ocorrência do aborto provocado, é necessário conhecer as 

circunstâncias nas quais ele ocorre, bem como que características sociodemográficas e 

econômicas se relacionam à sua ocorrência, para que seja possível compreender melhor 

o contexto em que se recorre a esta prática, bem como para identificar subgrupos com 

necessidades especiais de atendimento pelos serviços de saúde (33), visando subsidiar o 

planejamento dos serviços para melhor orientar sobre a prevenção de gravidez 

indesejada. 
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3. MÉTODO 

3.1. Desenho do estudo  

Estudo descritivo de corte transversal que realizou análise parcial dos dados do projeto 

“Aborto induzido: ocorrência e opinião de homens e mulheres no Estado de São Paulo”, 

conduzido pelo Cemicamp – Centro de Pesquisas em Saúde Reprodutiva de Campinas - em 

2010 (trabalho ainda não publicado). 

3.2. Tamanho amostral 

O tamanho da amostra foi calculado em 255 sujeitos. Tomou-se como parâmetro desse 

cálculo uma proporção estimada de 79% de pessoas que optaram por recorrer a um aborto 

por ocasião de uma gravidez indesejada (34) e fixou-se nível de significância igual a 5%, 

com uma diferença absoluta de 5,0 pontos percentuais entre a proporção amostral e 

populacional.  O banco de dados já existente da pesquisa original apresentava um total de 

1660 questionários preenchidos, dos quais houve 296 gestações indesejadas e, destas, 165 

terminaram em aborto induzido.   

3.3. Critérios e Procedimentos para Seleção dos Sujeitos  

Foram convidados a participar do estudo todos os funcionários de uma instituição pública 

do interior do Estado de São Paulo, cerca de 15.800 pessoas. O material da pesquisa, uma 

carta convite e um questionário foram enviados pela própria instituição em janeiro de 2010. 

Um mês após os sujeitos terem recebido o convite para participar da pesquisa, foram 
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preparados novamente envelopes que continham o mesmo questionário e uma segunda 

carta convite, na qual era solicitado que os funcionários respondessem o questionário e que 

desconsiderassem este segundo convite caso já tivessem respondido e enviado o 

questionário. O objetivo deste segundo convite foi aumentar a participação. Era necessário 

enviá-lo a todos os possíveis participantes porque não foi possível identificar apenas os que 

ainda não haviam respondido, dadas as medidas adotadas para assegurar o sigilo acerca da 

identidade dos respondentes. 

Para obter as informações foi utilizado um questionário estruturado (Anexo 1), que foi 

auto-respondido pelos participantes. O referido questionário foi pré-testado com 

funcionários de uma instituição pública do Estado de São Paulo. Esse questionário contém 

somente perguntas fechadas onde deveriam ser assinaladas as alternativas que os 

participantes julgassem pertinentes. 

As cartas respostas com os questionários começaram a chegar no escritório do Cemicamp 

no dia 11 de fevereiro de 2010. Os questionários preenchidos foram numerados, revisados e 

arquivados à medida que chegavam. Os dados foram digitados por duas vezes, por pessoas 

distintas, diretamente a partir dos questionários, para que fosse feita a consistência da 

digitação. Para todos os procedimentos de digitação e checagem foi utilizado o módulo de 

entrada de dados (DE) do SPSS FOR WINDOWS. 

Foram recebidas, até dezembro de 2010, 1731 respostas, sendo que 72 participantes 

devolveram o questionário totalmente em branco (considerados recusas) e um questionário 

foi anulado ao se constatar que se tratava da mesma pessoa que enviara dois questionários 

respondidos em um mesmo envelope carta-resposta. Foi possível identificar que a pessoa 

havia preenchido o questionário enviado na primeira remessa e também o enviado na 

segunda remessa porque os questionários enviados na primeira remessa continham no 
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rodapé do verso a inscrição “Mod1”, e os questionários da segunda remessa continham a 

inscrição “Mod2”. Desta forma, como os dois questionários estavam preenchidos 

exatamente iguais e eram Mod1 e Mod2, foi considerado que o participante achou por bem 

preencher os dois questionários e enviá-los de volta.  

Em janeiro de 2011 foram recebidas duas cartas resposta que estavam extraviadas no 

correio, esses questionários foram incluídos na amostra. A taxa geral de resposta foi de 

11% do número total de funcionários. Excluindo-se os questionários devolvidos em branco 

e o questionário anulado o total de questionários válidos para análise foi de 1660. Destes, 

1446 responderam se já haviam ou não vivenciado uma gravidez absolutamente indesejada. 

Ou seja, houve 214 questionários que continham todas as informações respondidas, menos 

a questão que perguntava se já haviam ou não vivenciado uma gravidez absolutamente 

indesejada. Dos 1446, 296 participantes declararam ter vivenciado em algum momento de 

sua vida alguma gravidez absolutamente indesejada e 165 respondentes declararam que 

nesta ocasião haviam optado por um aborto. 

 
questionários enviados 

 
   questionários respondidos 

 
questionários com resposta 
sobre gestação indesejada 

 
gestações indesejadas 

 

interrupções voluntárias da gestação 

15800 

1660 

1446 

296 

165 
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Na amostra de 1660 participantes, cerca de um décimo (9%) dos respondentes tinham 

menos de 30 anos de idade e 60% de 30 a 49 anos; a maioria (73,1%) era do sexo feminino; 

70% tinham curso superior – completo ou incompleto; cerca de três quintos (62,4%) viviam 

em união; 30,3% referiram não ter filhos vivos por ocasião da entrevista (53,5 % de 1 a 2 

filhos); e pouco menos de dois terços (63,1%) referiram renda familiar de até 10 salários 

mínimos. Quanto à prática religiosa, pouco mais da metade (53,9%) dos respondentes se 

declararam católicos; 50,2% disseram que sua religião teve muita importância sobre as 

respostas dadas, e proporção semelhante (53,0%) afirmaram o mesmo quanto à importância 

de suas concepções religiosas pessoais; cerca de 30% da amostra foram classificadas como 

não religiosa (38% religiosos; 32,7 % intermediários). 

3.4. Análise dos dados 

Inicialmente foi constituído um banco de dados a partir do banco da pesquisa original, com 

as variáveis de interesse. O banco de dados da pesquisa contém 1660 casos. Para esta 

análise foi utilizado o banco com 296 participantes que declararam ter vivenciado uma 

gravidez absolutamente indesejada em algum momento de sua vida. Foi então, realizada 

uma descrição da conduta observada na amostra em relação a ter optado por um aborto 

nesta ocasião. A seguir, foram investigadas as possíveis associações da conduta com as 

variáveis sociodemográficas. Para as análises bivariadas foi utilizado o teste de qui-

quadrado (35). Para estudar a interação entre algumas variáveis sociodemográficas e a 

conduta com relação ao aborto provocado foi desenvolvido um modelo de Regressão de 

Poisson (36).  
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medida o comprometimento com uma determinada religião interfere nas opções de conduta 

e atitude das pessoas (38, 39, 40). 

 

3.6. Aspectos Éticos  

A participação das pessoas neste estudo foi voluntária. Para garantir que assim fosse nenhuma 

ação foi realizada no sentido de coagi-los a responder o questionário.  Uma vez que a pesquisa 

abordou um assunto polêmico e com implicações legais, não foi solicitado aos participantes 

que assinassem um Termo de Consentimento Livre e Esclarecido e o enviassem de volta com 

o questionário. Essa opção foi feita com o objetivo de não haver qualquer informação que 

pudesse identificar quem respondesse os questionários e foi aprovada pelo Comitê de Ética em 

Pesquisa (CEP) da Faculdade de Ciências Médicas (FCM) da Universidade Estadual de 

Campinas - UNICAMP (Parecer número: 016/2008). A carta convite continha esclarecimentos 

sobre a pesquisa e todas as informações pertinentes que a Resolução 196/96 do Conselho de 

Saúde do Ministério da Saúde (41) exige. Foi considerado que o fato de responder as 

perguntas e enviar de volta o questionário constituiria o consentimento em participar da 

pesquisa. 

O sigilo quanto à fonte das informações foi assegurado primeiramente pelo fato de que os 

pesquisadores não conheceram os nomes dos funcionários públicos. A própria Instituição 

Pública se encarregou de enviar a seus funcionários o material da pesquisa. Além disso, os 

questionários foram devolvidos através de carta-resposta a ser colocada no correio sem 

identificação do remetente e endereçadas ao Cemicamp, e quando foram processados 

receberam apenas um número para serem identificados no banco de dados da pesquisa. Como 

já mencionado acima, o projeto de pesquisa foi aprovado pelo CEP/ FCM da UNICAMP.  

Para esta análise foi elaborado um protocolo o qual também foi aprovado pelo Comitê de Ética 

em Pesquisa da UNICAMP (CEP/UNICAMP) – processo número 44501 de 22/05/2012 

(Anexo 2). 
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Abstract: 

Introduction: Unsafe abortion is a serious public health problem in Brazil and other countries 

where it is considered a crime. It’s necessary to understand the context of these abortions to 

approach the issue. Objective: To evaluate some sociodemographic and epidemiological 

factors associated with induced abortion. Method: Cross-sectional study. A self-responded 

questionnaire was sent to 15.800 employees of a public organization. 1660 questionnaires 

were completed. There were 296 unintended pregnancies and 165 induced abortions. 

Bivariate and multivariate Poisson regression analyses were performed to explore the 

association between the occurrence of abortion when faced an unintended pregnancy with 

some sociodemographic characteristics. Findings: One fifth of respondents reported an 

unintended pregnancy and 55.7% of those respondents resorted to abortion. The highest rates 

of abortion were found among male participants (62.1%) who were between 18 and 24-years-

old at the time of pregnancy (62.3%), childless (58.9%), not united (61.7%) and with a 

college education (70.3%). Most of the respondent´s abortions were performed by a doctor, 

and 17.8% of participants reported misoprostol use. Medical attention was necessary for 

22.9% of these women after abortion and 16.6% were hospitalized. Most abortions (45%) 

took place between 1980 and 1989, and 54% of respondents who had abortions in this decade 

resorted to a doctor. Those who used misoprostol, 58% did between 1990 and 1999. 

Conclusion: In this sample we observed that half of respondents opted for abortion during an 

unintended pregnancy. It is noteworthy that people had access to fewer unsafe conditions for 

stopping an unintended pregnancy, even in the context of illegal practice. (256 words) 

 

Keywords: induced abortion, unintended pregnancy, abortion. 

 



Publicação  - 29 
 

Introduction 

 

The World Health Organization (WHO) defines unsafe abortion as a procedure for 

terminating an unintended pregnancy carried out either by persons lacking the necessary skills 

or in an environment that does not conform to minimal medical standards, or both (1). Unsafe 

abortion is recognized as a serious health problem public in Brazil and other countries where 

it is considered a crime (2, 3, 4). In countries where abortion is illegal, the incidence of unsafe 

abortion in demographic studies represents only a fraction of the actual number of unsafe 

procedures. In 2010 there were 287,000 maternal deaths around the world, and an estimated 

13% were a result of an unsafe abortions (5). In countries where abortion is permitted, 

reported cases of maternal deaths related to abortion are rare (6). This is a polemic and 

controversial topic, but is frequently discussed worldwide because despite the increase in 

contraceptive use in the past three decades, the number of abortions that occur worldwide 

each year varies from 40 to 50 million, half of them being performed in unsafe conditions (5). 

The vast majority of unsafe abortions  (95%) occur in developing countries, where legislation 

is restrictive (5, 7). In Latin America and the Caribbean, given the illegality, almost all 

abortions are performed in clandestine manner. Despite the legal restrictions, clandestine 

abortions are highly prevalent in the region, occurring at a rate 3 to 10 times higher than in 

Western Europe, where abortion is permitted (8). In Brazil, the abortion is allowed only in 

cases of rape and risk of maternal death. Recently, the Federal Council of Medicine resolved 

that "at the occurrence of an unequivocal diagnosis of anencephaly, the doctor may, at the 

request of the pregnant woman, irrespective of state authorization, interrupt pregnancy” (9). 

Estimates of illegal abortions in 1998 were around 940,660, representing a ratio of 23 

abortions per 100 pregnancies (4). According to Monteiro and Adesse (10), from 1992 to 
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2005, although incidence of induced abortion in Brazil decreased, it can still be considered 

high by global public health standards, as more than one million induced abortions occurred 

in the country in 2005 (11). The introduction in the 1990s of misoprostol as a method of 

induced abortion in Brazil was associated with a significant reduction of morbidity (12). 

Legalized abortion seems to reduce the incidence of maternal death around the world (13). 

Estimates indicate the relevance of induced abortion problem for public health and there is a 

need to obtain more accurate data on the phenomenon. Several authors have pointed out how 

difficult this can be, since direct ways to approach the subject with women, through 

standardized questionnaires and individuals interviews typically lead to underestimation of 

the phenomenon, since women tend to deny that they’ve had an abortion (14-16). Even when 

women are in a health care service, in a situation of incomplete abortion with complications, 

women feel embarrassed and / or afraid of declaring that they’ve had an abortion, which also 

results in large underreporting of the number of abortions (10). Besides the data on the 

occurrence of abortion, it is also necessary to know the circumstances in which it occurs, as 

well as sociodemographic and economic characteristics that are related to it, so we can better 

understand the context in which women resort to abortion and  identify subgroups with 

special health services care need (17), and support the planning of services to better guide on 

prevention of unintended pregnancies. 

Method 

A cross-sectional descriptive study was carried out on about 15,800 employees who worked 

in a public entity of the State of São Paulo, Brazil. Data was gathered using a structured and 

pre-tested questionnaire, self-administered by participants. The employees received the 

questionnaire and an explanatory letter on two separate occasions with their payslips. Upon 
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receiving the first call in January 2010, participants were asked to complete the questionnaire 

and send it back in a pre-stamped response envelope that accompanied the questionnaire. In 

the second call in February 2010, the letter had the same explanation and requested that 

participants answer the questionnaire only if they had not done so yet. 1733 questionnaires 

were received (response rate 11%), of which 72 were completely blank and one questionnaire 

was found to be repeated. The situation was later resolved. Thus, the final sample contained 

1660 participants. Of these, 1446 had the answered whether or not they had experienced an 

absolutely unintended pregnancy. In other words, there were 214 questionnaires that 

contained all the information except the answer to the question that asked whether the 

respondent had experienced an absolutely unintended pregnancy. Of these 1446, 296 

participants reported an absolutely unintended pregnancy at some point in their lives and 165 

respondents stated that at this occasion had opted for an abortion. The questionnaires were 

reviewed, numbered and typed twice. The sample size was calculated at 255 subjects. An 

estimated proportion of 79% of people who resorted to an abortion during an unintended 

pregnancy was taken as a parameter of calculation (18) and a significance level of 5% was set 

up, with an absolute difference of 5 points between the sample proportion and population 

proportion. For data analysis, an initial description of the conduct observed in the sample was 

performed in regard to the choice of an abortion during an unintended pregnancy. Next, 

possible association of conduct with sociodemographic variables was investigated. Chi-square 

test (19) was used for bivariate analyzes. To study the interaction between demographic 

variables and conduct concerning induced abortion, a Poisson regression model was 

developed (20). For the analysis, independent variables were considered in the on the 

occasion of the unintended pregnancy: gender (male, female), age (in years), age of partner 

(in years), scholarity of the respondent (until high school, college), marital status (united, not 
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united), number of children (none, 1 or more), use of contraception (yes, no), religiosity 

(religious, not religious or intermediary), importance of religion on the answers given (very 

important, slightly important, not important, no religion) and the importance of personal 

religious views on the answers given (very important, slightly important, not important, no 

personal conceptions). From the religiosity variable, respondents were classified from an 

index created based on a combination of the responses to the two questions in the 

questionnaire addressing aspects of belief, practice and perception of how religion affects 

their pursuit of their profession. The choice of these dimensions to measure religiousness was 

based on the model proposed by Glock and Stark (21) to estimate how the commitment to a 

particular religion interferes in people’s behavior and attitudinal choices (22, 23, 24). The 

research followed the Brazilian standards for human research (25) and the protocol was 

approved by the Ethics Committee of the Faculty of Medical Sciences, University of Campinas 

(016/2008). The anonymity of those who answered the questionnaire was ensured because it did 

not request any identification information, and the manner of distribution made it impossible for 

researchers to have access to the names of people who were invited to participate in the research.  

 

questionnaires sent 

 
answered questionnaires 

 
  answers about unintended pregnancy 
 

unintended pregnancies 

 

induced abortions 

1660 

1446 

296 

165

15800 
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Results 

Sociodemographic characteristics of the full sample 

In the studied sample (1660 people), about one tenth (9%) of the respondents were under 30 

years of age and 60 % were between 30 and 49-years-old. The majority of respondents 

(73.1%) were female, 70% had some college education - complete or incomplete - about two 

thirds (62.4%) lived in union, 30.3% reported having no living children at the time of 

interview (53,5 % had  1 or 2 children) and about two-thirds (63.1%) reported a family 

income  up to 10 minimum wages. Regarding religious practice, just over half (53.9%) of 

respondents declared themselves Catholics, 50.2% said that religion was very important to the 

answers they gave, and a similar proportion (53.0%) said the same about the importance of 

their personal religious beliefs while about 30% of the sample self-classified as non-religious 

(38% religious; 32,7 % intermediates). 

Personal conduct of the respondents when confronted with an unintended pregnancy  

Female respondents were asked if they had ever had an absolutely unintended pregnancy, 

whereby felt the need for an abortion, and what they did on that occasion. Male respondents 

were asked the same question about any partner. About one fifth of the participants (20.5%) 

reported experiencing an unintended pregnancy, and just over half (55.7%) of those 

respondents said that they had opted for an abortion. Among participants who did not resort to 

abortion of an unintended pregnancy, the reasons for carrying the baby to term were 

primarily: abortion is a crime (23.1%), their religion does not allow abortion (17.4%), for 

religious reasons (14.9%), or partner did not allowed (12.4%). About 10% reported having a 

lack of courage, 8.3% reported they didn’t know where to get an abortion, and 5.8% said they 
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did not have the money to pay an abortion. Appearing in a lower proportion and grouped in 

the category "other" (20.7%) were the following explanations: there was no need for an 

abortion because a miscarriage occurred, the abortion attempt failed, the respondent’s parents 

did not allow abortion, thought about the child or the respondent was against abortion. Of the 

reasons respondent’s opted for an abortion, the most frequent were: desire not to be a single 

mother or father (37%), the partner not accepting the pregnancy (31.5%), fear of parents 

discovering the pregnancy (30.9%), wish to continue their studies (29%), or being too young 

to be a mother or father (23.5%). The association of sociodemographic characteristics and 

behavior at the time of the unintended pregnancy and abortion option was evaluated. A higher 

rate of abortion among male respondents (62.1%) aged 18 to 24 years (62.3%) and among 

those who reported having no children (58.9%) was observed but these differences were not 

statistically significant. However, in the cases of marital status, scholarity, and contraceptive 

use, there was statistical significance. Participants who were not living with a partner or “not 

united” (61.7%), those who had some college education (70.3%), and those who used barrier 

or behavioral methods of contraception, or a combination of both (68.8%), most reported 

opting for an abortion (Table 1). Among those who reported not using contraception at the 

time of unintended pregnancy, the most frequently reported reason for this was that they had 

not intended to have sexual intercourse (38.9%).  

When a multiple regression analysis was performed, the only variable associated with opting 

for an abortion when facing an unintended pregnancy was scholarity. Respondents with 

college education reported more abortions than respondents with less education (Table 2). 
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Sociodemographic characteristics of those who opted to induce abortion (at the time of 

abortion) 

Of the 165 people who reported performing an abortion when faced with an unintended 

pregnancy, approximately 10.2% were under 17 years old, 52% were between 18 and 24-

years-old and 37.8% were more than 25-years-old. 76.8% had no children, 19.4% had 1 or 2 

children, and 3.8% had 3 or more children. 19,9% were in some type of union, and 80.1% 

were not.  21.2% had only basic education, 22,5% had some high school education,  and 

56,3% had some college education. 27.2% did not use contraception, 18,5% used a hormonal, 

surgical or IUD method, and 54,3% used barrier or behavioral methods, or a combination of 

both. 

With the information on respondent’s current ages and ages at the time of their abortions, it 

was possible to infer the time period during which the abortions were performed. Most 

abortions (45%) took place between 1980 and 1989, a quarter (25%) between 1990 and 1999, 

another quarter (25%) from 1963 to 1979, and only 5% between 2000 and 2009. Analyzing 

the way that abortions were performed in each time period, it was found that 29% of abortions 

between 1963 and 1979, 54% of those between 1980 and 1989, 16% of those from 1990 to 

1999, and 1% of abortions between 2000 and 2009 were performed by a doctor. 8% used 

misoprostol to induce abortion between 1963 and 1979, 19% from 1980 to 1989, 58% from 

1990 to 1999, and 15% from 2000 to 2009. 36% used other medications to induce abortion 

from 1963 to 1979, 43% from 1980 to 1989, 7% from 1990 to 1999 and 14% between 2000 

and 2009. Of those who used a midwife to complete the abortion, 20% did so between 1963 
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and 1979, 73% from 1980 to 1989 and 7% between 2000 and 2009. There were small 

amounts of variable loss in each of these variables. 

Circumstances in which abortion was practiced 

When asked about how their abortions were performed, just over three fifths of participants 

(61.8%) reported that their abortion had been performed by a physician, while 12.1% said it 

had been done by midwife, and only 1.9 % reported that abortion was done by a "curious" (an 

unknown person). Drugs were reported used to induce abortion by 29.3% of respondents, with 

17.8% of them mentioning misoprostol and 11.5% indicating the use of other medicines; 

2.5% reported that other methods were used to induce abortion, such as: probes and 

"stopgaps" (Luffa operculata) (Table 3). 

When asked about post-abortion complications, just over one fifth (22.9%) of respondents 

said there was a need for medical care after the abortion, and 16.6% said there was hospital 

admission of the woman involved (Table 4). Higher proportions of participants who said that 

their abortion was carried out by "curious" reported the need for medical care and 

hospitalization (100% and 66.7% respectively) compared with those who reported an abortion 

carried out by a physician (11.8% and 7.5 %) or a midwifes (26.7% and 18.8%). Fewer of 

those who reported using misoprostol to perform the abortion needed medical care or 

hospitalization (39.3% and 32.1% respectively) compared with those who reported other 

methods of abortion induction (50%) (Table 5). 
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Discussion 

One in five participants reported that they had experienced an absolutely unintended 

pregnancy, as observed in other studies. At the same time, it´s relevant that one in two 

respondents opted for abortion in this situation, despite it being an illegal practice in Brazil. 

This ratio fortifies the notion that to avoid unsafe abortions we must work on the prevention 

of unintended pregnancies (18, 26, 27, 28). It is also noteworthy that most of the abortions 

reported were performed by a physician and / or made with use of misoprostol. While other 

studies show use of misoprostol use in between 50 and 85% of women who induced abortion 

(29), in this study there was a lower rate of use (17.8%) which may be due to the fact that the 

differentiated population of the study had shown financial ability to appeal directly to a 

physician to perform the abortion safely. Similar to the results observed by Silva et al (30) and 

trend observed in most studies related to induced abortion in Brazil, participants who reported 

the use of misoprostol to induce of abortion reported complications in lower numbers.  A 

consensus of studies on maternal mortality due to abortion is that misoprostol has changed the 

landscape of abortion in Brazil. Using this medication at home and having immediate access 

to the hospital for curettage of incomplete abortions ensured women receive assistance 

quickly, reducing the severity of post-abortion bleeding or infections.  

It should be noted that most respondents in this study had abortions in the 1980s which may 

be due to the fact that 60% of respondents were 30 to 49-years-old at the time of this research 

and 52% of those who had abortions did so when they were between 18 and 24-years-old. 

Although most respondents in this study used a doctor to perform their abortion, there was a 

trend toward proportional reduction in demand for physicians (54% in the 80s, 16% in the 
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90s) while there was a proportional increase in the use of misoprostol over the years (19% in 

the 80 and 58% in the 90's). This is consistent with the historical use of misoprostol in Brazil, 

which entered the market in 1986 for treatment of gastric ulcers, and, until 1991, was sold 

legally in pharmacies. Studies identified a change in the early 1990s in the methods of 

abortion used by women, noting a preference for misoprostol due to its lower cost, greater 

privacy and security and their inability to obtain an abortion in private clinics.  

However, misoprostol’s entry into the world of abortion methods did not eliminate all risks of 

induced abortions in unsafe conditions. The illegality of abortion poses new challenges to 

public health, including the risk to women and their partners in approaching to traffickers or 

illegal drug traders to buy misoprostol. Another new challenge is that, for many women, the 

effectiveness of misoprostol as an abortifacient method depends on immediate access to 

hospitals. Furthermore, near miss morbidity studies indicate that induced abortion remains an 

important cause of maternal morbidity, and it needs to be monitored by new research (29). 

The lower incidence of complications with the use of misoprostol means that the studied 

sample had access to less unsafe means for stopping unintended pregnancies, despite the 

illegality of the practice. If we consider this information in conjunction with the education of 

the participants, we can see that this is an exceptional situation when compared to the 

Brazilian population. Most of the participants who chose an abortion when they had an 

unwanted pregnancy, had more than 11 years of scholarity – far above the national average 

(31) -  indicating that they lived in better conditions. 

In terms of the sociodemographic characteristics of the population studied, the population 

differs somewhat from Brazilian population, which was expected, since the sample was 

originated from officials in a Brazilian metropolitan area. While women who induced 
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abortions in Brazil in the last 20 years of studies on the subject were typically between 20 and 

29-years-old, in a union, had up to 8 years of study, and had at least one child (29), the 

respondents in the studied population who opted for an abortion were primarily (52%) 

between 18 and 24-years-old, not united (80.1%), college educated (56.3%) and without 

children (76.8%). This population is closer to Brazilian data as it proved to be hard-working, 

Catholic, availing itself of contraceptive methods (although in the case of this sample, the 

majority - 54.3% - reported use of barrier or behavioral methods or a combination of both), 

and taking misoprostol to induce abortion. Despite the differences presented by this 

population, unintended pregnancy and induced abortion remain an issue, as observed in other 

studies, which agree with the concept that to avoid abortions, is necessary to act in preventing 

unintended pregnancies (18, 26 , 27, 28).  

The book 20 Years of Research on Abortion in Brazil by the Health Ministry, recounting 2109 

publications in English and 398 sources that have been studied in depth, says that between 

9.5% and 29.2% of all women who induce abortions do not have children, which leads to the 

inference that abortion is a important tool for reproductive planning of women with children 

when contraceptives fail or are not properly used (29). In this study, the high number of 

respondents without children who aborted (76.8%), added to the high scholarity and better 

socioeconomic conditions lead to the inference that, when you have access to less unsafe 

conditions for abortion, this may be a reproductive planning tool also for those who have no 

children.  

This study did not aim to calculate the incidence of abortion in the sample, but there were 165 

reports of induced abortion when facing an unintended pregnancy among 1446 respondents, 

which would approach 11% affirmative answers. This number suggests that this type of 

methodology - self-answered questionnaires - can be a good alternative when studying an 
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event for which it is difficult to access reliable data and there is typically a high number of 

omissions by individuals during reporting. In the late 1980s, while the direct approach 

techniques put the incidence of induced abortion at 8 per 1000 women, the technique of 

random response (32) showed 42 out of 1000. In the mid 1990s, ballot box methods (33) 

showed 7.2% and indirect questions obtained a result of 3.8% of induced abortions (29). As 

abortion is a topic on the border of law and taboo, the research instruments utilized can 

determine the resultant data quality. Studying an illegal practice is a challenge for any 

research team (29). 

The choice of abortion when facing an absolutely unintended pregnancy was independently 

associated with scholarity, being more frequent among respondents with some college 

education, which corroborates the findings of another study (34) that indicated that, usually, 

people with higher scholarity are more favorable to abortion.  

Little is known regarding the symbolic universe of women who have abortions and their 

decision-making processes (29). This study tried to understand a little of this reality, and in 

practically all the most cited reasons for opting for an abortion, a lack of family and 

reproductive planning can be observed as the root of the problem. The most cited reasons for 

not performing an abortion when facing an unintended pregnancy were those related to law, 

religion and morality. Although more than half of the total studied sample have declared 

themselves to be Catholic and stated that their religious views are very important to both their 

lives and the answers given in the survey, the classification of religiosity of the studied 

population was similarly divided, with a slight predominance of religious (38%). Even with 

Catholicism condemning the practice of abortion, more than half the people who found 

themselves facing an unintended pregnancy, many of whom probably have declared 

themselves catholic and "religious", opted to induce abortion. Among people who did not 
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resort to abortion, the most cited reason for this was because it is a crime (23%), which 

confirms the findings of other studies (14, 15, 22), that religion was not clearly and directly 

related to abortion. Experiencing an unintended pregnancy appears to be an event of great 

impact on people's lives that seems to overcome feelings and prior beliefs - another finding 

that reaffirms the need for prevention of unintended pregnancies.  

It’s important to note that the observed results cannot be generalized to all people invited to 

participate in the study, since the response rate was approximately 11%. Also, it is impossible 

to know whether there was some selection bias, such that people who answered the 

questionnaire were more willing to respond because they had more liberal ideas about 

abortion. However, previous studies with gynecologists and obstetricians (18, 28), judges and 

prosecutors from all over Brazil (26), and population-based surveys with men and women 

(14) reached similar results concerning the choice of an abortion when faced an absolutely 

unwanted pregnancy. 

This study was relevant to show that, even with a significant selection bias in the sample, 

culturally and economically privileged people can fail in family planning, culminating in a 

high rate of unintended pregnancies and a high rate of abortion. Thus, studies are needed to 

better understand the familial and sexual dynamics of different populations and effective tools 

to prevent unintended pregnancies and the physical, psychological and social onus that may 

arise with them. 
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Tables 

 
Table 1 - Percentage distribution of participants according to history of abortion at the time 

of unintended pregnancy and some selected sociodemographic variables  
  

Induced abortion 
  

 
 

 
Yes  

 
No  

Total 

 
p 

Sex     
Female 111 (53,1) 98 (46,9) 209 0,199 
Male  54 (62,1) 33 (37,9) 87  
 
Age 

 
 

 
 

  

≤ 17 16 (47,1) 18 (52,9) 34 0,224 
18-24  81 (62,3) 49 (37,7) 130  
25 or more 59 (55,1) 48 (44,9) 107  
 
Children 

 
 

  

None 123 (58,9) 86 (41,1) 209 0,309 
1-2 31 (48,4) 33 (51,6) 64  
≥ 3 6 (50,0) 6 (50,0) 12  
 
Marital status 

 
 

  

Living in union 32 (41,6) 45 (58,4) 77 0,004 
Not living in union 129 (61,7) 80 (38,3) 209  
 
Scholarity 

 
 

  

Basic education 34 (47,9) 37 (52,1) 71 <0,001 
High School 36 (42,9) 48 (57,1) 84  
College 90 (70,3) 38 (29,7) 128  
 
Contraceptive use 

 
 

  

None 44 (47,3) 49 (52,7) 93 <0,002 
Hormonal/surgical/IUD 30 (46,2) 35 (53,8) 65  
Barrier methods/ behavioral/ 
combination of both 

 
88 (68,8) 

 
40 (31,2) 

 
128 

 

     
  Missing information of 25 participants for age, of 11 for children, of 10 for  marital statuse and  contraceptive use and of 13 for 

scholarity 
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Table 2 - Poisson multiple regression of option for abortion when facing unintended 
pregnancy  

 
 

PR* CI** 95% for PR p 

    
Scholarity  

 
  

Up to high school 1   
College 1,71 1,19-2,47 0,004 

*PR: prevalence ratio 
**CI: confidence interval 
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Table 3 – Proportion of participants according to how 
abortion was peformed 

 
 

 
N 

 
% 

Physician 97 61,8 
Midwife 16 12,1 
Curious  3  1,9 
Misoprostol 28 17,8 
Other medicine 18 11,5 
Total* 157  
* Missing information of 5 participants and 3 not informed 
** Each respondent could choose more than one alternative 
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Table 4- Percentage distribution of participants according to 

intercurrences after abortion  
 
Intercurrences 

 
n 

 
% 

 
Need for medical attention * 

 
 

Yes 35 22,9 
No 118 77,1 
 
Total 

 
153 

 
 

Need for hospitalization #   
Yes 26 16,6 
No  131 83,4 
 
Total 

 
157 

 

* Missing information for 4 participants and 8 not informed 
# Missing information for 4 participants and 4 not informed 
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Table 5 - Intercurrences after abortion according to how abortion was performed 
  

 
 
 

 
Physician  

 
Midwife  

 
Curiou  

 
Misoprostol  

  
Other 

medicine 

 
Other ways  

 
Need for 
medical 
attention * 

 

  

 

 

 

 
Yes 

 
11(11,8) 

 
4(26,7) 

 
2(100) 

 
11(39,3) 

 
8(47,1) 

 
2(50,0) 

No 82(88,2) 11(73,3) 0 17(60,7) 9(52,9) 2(50,0) 
 
Total 

 
93 

 
15 

 
2 

 
28 

 
17 

 
4 

 
Need for 
hospitalizatio
n # 

 

   

 

 

 
Yes 

 
7(7,5) 

 
3(18,8) 

 
2(66,7) 

 
9(32,1) 

 
7(38,9) 

 
2(50,0) 

No 86(92,5) 13(81,3) 1(33,3) 19(67,9) 11(61,1) 2(50,0) 
 
Total 

 
93 

 
16 

 
3 

 
28 

 
18 

 
4 

* Missing information of  4 participants for physician, 1 for midwife, 1 for curious 
and 1 for other medicine. #  Missing information of  4 participants for physician 
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