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Abstract
Women face difficulties in accessing post-abortion care, as hierarchical care operates under discrimination mechanisms that
condemn women in abortion. In addition, it is the Black and Brown women who are more subject to unsafe abortions and need
hospitalization to complete the termination of pregnancy or treat associated complications. This study aimed at identifying factors
associated with the institutional barriers in access to health services for womenwho underwent abortion by race/color. The survey
encompassed 2640 users admitted to public hospitals in Salvador, Recife, and São Luís. Differences among covariables accord-
ing to race/color (Black, Brown, and White women) were analyzed and tested for statistical significance using Pearson’s χ2 test.
The regression analysis initially included variables that may express the technical criteria of priority in care (time of pregnancy
when abortion occurred and conditions of arrival), then the sociodemographic characteristics, and, lastly, the type of abortion
declared. Black women faced more institutional difficulties (27.7% vs 19.5% in White women and 18.7% in Brown women),
such as waiting to be attended and getting a bed. The association between being Black women and institutional barriers remained,
even after adjustments in the regression model. Institutional racism limits access to health services and timely care for Black
women, acting as a performative mechanism, legitimizing and generating exclusionary behaviors. The results demonstrate that
the intersection between racial discrimination and abortion stigma redouble institutional barriers that are denominated intersec-
tional discrimination.
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Introduction

In several parts of the world, women face difficulties in having
access to safe abortion and post-abortion care, even in

countries where the practice is legal [1, 2]. In Brazil, abortion
is allowed only when the pregnancy results from rape or for a
life-threatening pregnancy and, more recently, in cases of fetal
anencephaly. In order to accomplish this, women have
resorted to the self-administration of misoprostol, and then
they seek hospitalization in order to complete uterine empty-
ing [3, 4]. Timely attention to these cases is known to be
crucial [5] in order to avoid complications of a procedure that
when performed safely offers minimal health risks [6]. In
healthcare services, it is necessary to prioritize the most severe
cases, longer pregnancies and especially those that demon-
strate signs and symptoms compatible with potentially life-
threatening conditions and near miss [7].

However, in the hierarchy of priorities for care, in addition
to technical criteria, discrimination mechanisms operate, al-
though not always explicit [8], based on the social character-
istics of those who declared to have had or supposedly caused
an abortion [9]. This is reflected not only in interpersonal
relationships [8] but also in the organization of care, from
the almost exclusive use of curettage and the performance of
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these procedures at the end of shifts to bureaucratic hospital
discharge, with revision appointments, and no information for
infection prevention and post-abortion contraception [10, 11].

Access to health services includes entry into the service
with the continuity of treatment and subsequent care. The
process of the utilization of health services is the result of
the behavior and the characteristics of people seeking care in
interaction with the professionals who guide them within the
health system, which largely defines the type and intensity of
care resources utilized in order to solve the health problems of
those who utilize services [12].

In Brazil, even with restricted abortion legalization, the State
foresees a humanized care for women in abortion situations,
based on the ethical and legal frameworks of sexual and repro-
ductive rights, affirmed in the international and national human
rights plans, having as principles guiding equality, freedom,
and dignity of the human being, with no discrimination or re-
strictions on access to healthcare being allowed, as stated in the
Technical Standard—Humanized Attention to Abortion [13].

Studies conducted in different hospitals of the public health
network find that Brazilian women under abortion conditions
suffer discrimination when they arrive at healthcare services.
There are recurring attitudes such as delayed care, lack of
interest of professionals in listening and guiding them, and
explicit verbal violence with condemnatory and prejudiced
words and attitudes [14–17]. Despite its illegality in the coun-
try, the practice of abortion is a frequent phenomenon among
women from different social classes, racial groups, education-
al levels, and religions, as evinced in two national population
surveys [3, 18]. However, there is a higher occurrence among
Black women, those with less formal education, and those
living in the north, northeast, and midwest—the poorest re-
gions of Brazil [3]. On the other hand, these are the women
who most often perform unsafe abortions and need hospitali-
zation to complete the abortion process or treat associated
complications [3, 18, 19]. As a result, in Brazil, the risk of
maternal death from abortion is almost six times higher among
uneducated women compared with that among more educated
women, and it is almost three times higher among Black wom-
en when compared with White women [20].

In order to highlight the impact of social inequalities and
racism, the research carried out in different regions of Brazil finds
that Black women are almost always at a disadvantage when
compared with White women, with regard to access and use of
health services, even among groups belonging to similar social
strata [21–25]. The authors also emphasize how these barriers to
access health services reiterated situations of discrimination and
social exclusion for Black women. Those, compared with White
women, had less access to education, had lower social and eco-
nomic status, and lived in worse living and housing conditions,
and, with regard to reproductive health, had less access to con-
traceptive methods and were more likely to get pregnant, even if
they did not want to.

However, little is known about Black women regarding
abortion and the barriers faced when utilizing healthcare ser-
vices in Brazil. This study aimed at filling this gap, through an
investigation of the access conditions to hospitalization by
women in abortion circumstances, with an emphasis on the
institutional barriers faced by women, applying a racial per-
spective and seeking to interpret the identified differences un-
der the light of scientific literature on institutional racism.
Such racism is understood as the set of practices that result
in unequal access to wealth, services, and opportunities due to
racial background, underlying the norms that guide the actions
of institutions, even if it is not explicitly legalized [26–28].
Institutional racism affects individual behaviors and interper-
sonal relationships and may contribute to negative outcomes
to sexual and reproductive health [29].

Materials and Methods

This cross-sectional study is part of the GravSus-NE research, a
multicenter investigation conducted in three capitals of north-
eastern Brazil: Salvador, Recife, and São Luís. A census was
conducted at 19 public hospitals in the aforementioned three
cities, between August 31 and December 30, 2010, reaching
2804 women aged 18 years old and over living in these munic-
ipalities, who had been hospitalized in aborting circumstances
or abortion resulting to complications, regardless of the severity
of the clinical signs and the type of abortion declared (sponta-
neous or induced). Abortion cases protected by law (i.e rape or
for a life-threatening pregnancy and, more recently, in cases of
fetal anencephaly) [3] were considered ineligible; ectopic preg-
nancy and hydatidiformmole; and abortion resulting from other
abnormal products of conception, whose clinical and legal jus-
tifications legitimize uterine emptying under safe conditions.

Methodological details have been published [11, 30]. In sum-
mary, the data were produced through face-to-face interviews
with the application of a structured questionnaire and the data
extraction from themedical records to classify the conditions that
women arrived at the hospital. Interviews were conducted in the
mornings and afternoons 7 days a week, including holidays, after
the women were discharged. There were 5.8% losses and 2.7%
refusals. The field team consisted of higher-level health profes-
sionals protected by professional secrecy, with experience in
hospital work and medical records management.

Race/color information was collected through the question
“Which of the following would you choose to identify your
skin color or race?” The alternative answers were White,
Black, Asian, Brown, and Indigenous considering the official
racial classification of the Brazilian Institute of Geography and
Statistics [31]. For the present analysis, women who declared
themselves Black, Brown, and White were considered.
Indigenous and Asian origins were excluded due to their small
number (5.3% of the total) and in light of important distinctions
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that would make it difficult to aggregate them in any other
group.

Information on institutional barriers to accessing abortion
care was obtained from two questions with multiple and stim-
ulated responses: “Did you have any difficulties to be admit-
ted to this hospital?”: “Waited too long to be attended,”
“waited for a place/bed,” “parturients were seen first”; and
“other difficulties (there was no ultrasound equipment/lack
of professionals/specialized doctors)” and “had no difficulty.”
For the analysis, the construct was dichotomized in “yes,”
when there was at least one positive response to the alterna-
tives of institutional barriers and “no” if the interviewee an-
swered that “there were no barriers.”

Two groups of covar iables were def ined: (a)
sociodemographic: age group (18 to 24 years, 25 to 29 years,
30 years and more), level of education (basic, high school,
graduate), religion (yes, no), stable partnership (yes, no), and
children (yes, no) and (b) type of declared abortion (sponta-
neous, induced), gestational age when abortion occurred (until
12 weeks, 13 weeks and more), place of origin before arrival
at the hospital (home; another unit, with referral form; another
unit, without referral form; transferred from another hospital;
not specified), reason for choosing the hospital (close to home/
work; recommended by physician/friend; would be well cared
for/would not have to wait a lot; was aware that it cared for
abortion cases; others), transport used to get to the hospital
(private, taxi, bus/public transportation, another transport, on
foot, ambulance), and conditions of arrival at the hospital
(good, regular, serious, and very serious).

The conditions of arrival at the hospital were classified as
“good,” “regular,” “severe,” and “very severe.” These classi-
fications were constructed based on information extracted
from medical records and on criteria previously defined in a
Consensus Conference [32] by specialists and researchers
who investigate the topic of abortion and/or have experience
with intensive care. In our study, the classification of these
arrived conditions was performed by two independent health
professionals with training in obstetrics (doctor or nurse). In
case of a disagreement between the two professionals, a third,
with the same training, would be contact. Also, we take into
account the following: (a) the level of consciousness; (b) signs
of impaired clinical conditions, severe obstetric morbidity,
and near miss; (c) the presence of infection, considering the
definitions of the Society of Critical Care Medicine and
American College of Chest Physicians [33]; and (d) the inten-
sity of blood loss, according to the definitions of the American
College of Surgeons (Trauma Committee)—Advanced
Trauma Life Support® (ATLS®) [34].

Initially, a descriptive analysis was performed and strat-
ified by race/color according to the selected characteristics,
with the differences between proportions being tested for
statistical significance using the Pearson χ2 test at a level
of 5% (p value ≤0.05).

To assess the potential confounders, the association be-
tween “race/color” and “institutional barriers to access to hos-
pitalization” was tested, adjusted by covariates selected in the
literature; those that could lead to implicit mechanisms of
discrimination—age group (18 to 24 years/25 andmore), level
of education (basic/high school/graduate), stable partnership
(yes/no), children (yes/no), and type of abortion declared
(spontaneous / induced)—and those that reflected the techni-
cal criteria for prioritization (gestational age when abortion
occurred and conditions of hospital arrival) (Supplementary
material).

Regression analysis was performed to estimate the preva-
lence ratio (PR). We use logistic models and confidence inter-
vals (CI), with delta and bootstrap methods.

The following categories were considered as references:
“race/White” and “without barriers.” The covariates selected
for entry into the model were those informed by the scientific
literature on the subject and those with a level of statistical
significance of ≤ 0.05. The variables were entered into the
block model progressively (forward), and those whose asso-
ciation was not statistically significant (p value > 0.05) were
removed. Initially, those that can express the technical criteria
of priority in care (gestational age when abortion occurred,
conditions of hospital arrival) were included; later, the
sociodemographic characteristics (age, education, stable part-
nership, and children) that may give rise to implicit mecha-
nisms of discrimination and, lastly, the type of abortion de-
claredwere included. Data processing and descriptive analysis
was performed using STATA software version 13.0 for
Windows, and regression models was performed using the
PrLogistic package, R software, version 4.0.2 for Windows.

The project was approved by the Ethics Committees of the
three universities and by CONEP (CEPISC UFBA 006/09,
CEP CCSUFPE 061/09, CEP HUUFMA 002065/2009-30).
The study ensured the voluntary participation of the women
interviewed, exempting them from the signing of the Informed
Consent Form (ICF), which was read and signed exclusively
by the interviewer. The choice of the Oral Consent Form
aimed at increasing the trust and protection of the inter-
viewees, who could not be formally linked to an illegal and
clandestine practice in the country. The interviews were con-
ducted after hospital discharge, while the women were waiting
for the administrative procedures to leave the hospital. All
participants were given the right not to answer any questions,
and the anonymity and confidentiality of their replies were
safeguarded.

Results

Of the 2640 women in the study population, 35.7% were
Black; 53.3%, Brown; and 11.0%, White. Just over a third
of themwere between 18 and 24 years old, with no differences
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between racial groups. However, compared with those who
declared themselves White, Black women had less education
and, in a lower proportion, reached higher level (5.9% vs
16.3%); Black women also reported having fewer children
(67.2% vs 65.8%) (Table 1). Brown women were in an inter-
mediate position, although closer to Black women, in terms of
lower higher education (7.5%) but were the ones who most
reported having children (71.2%). There were no statistically
significant differences regarding stable partnership.

Spontaneous abortions were mostly reported by women,
but abortion was more commonly reported by Black women
(31.1% vs 24.2% among White women and 21.0% among
Brown women). It was also among Black women that the
termination of pregnancy occurred later, i.e., at 13 weeks
and over (21.9% vs 17.9% among Brown women and
14.6% among White women) (Table 1).

A higher rate of Black women reported coming directly
from their homes (72.2% vs 65.8% of Brown women and
63.1% of White women) and using public transport (35.5%
vs 29.9% and 23.0%, respectively) (Table 2).

The main reason given for choosing the hospital where
they were hospitalized was the proximity of home or work,
and this was particularly important for Black women (36.0%).

Among the latter as well as among the Brown group, the
information that such healthcare facility provided care to abor-
tion cases was cited more than among White women
(Table 2).

Upon arrival at the hospital, the absolute majority of re-
spondents were in good condition; however, Black (9.8%)
and Brown (9.2%) women featured in rates twice as higher
vis-à-vis regular, severe, or very serious conditions compared
to White women (4.7%) (Table 2).

The most frequent occurrence among Black women
remained when the different types of institutional barriers
were analyzed separately (waited too long to be attended,
waited for a place/bed, parturients were seen first) (Table 3).
Black women reported more often (32.2%) having faced in-
stitutional barriers than Brown (22.7%) and White (23.2%)
women (Fig. 1).

In the simultaneous analysis by logistic regression
(Table 4), the association between facing institutional barriers
in hospital access and being Black was maintained, even after
the adjustment for all variables selected by statistical and the-
oretical criteria (time of pregnancy when abortion occurred,
conditions of arrival, age, education, stable partnership, chil-
dren, and type of abortion declared).

Table 1 Sociodemographic characteristics and context of abortion for women in abortion circumstances according to race/color in Salvador, Recife,
and São Luís (2010)

Sociodemographic characteristics Race/color (%) p value

Black (n = 942) Brown (n = 1407) White (n = 291)

Age group (years)

30 or more 36.6 36.4 33.3 0.843
25 to 29 28.1 28.0 28.2

18 to 24 35.2 35.6 38.5

Level of education

Basic 36.4 33.2 33.6 0.000
High school 57.6 59.2 50.2

Graduate 5.9 7.5 16.3

Religion

No 27.9 22.6 25.8 0.014
Yes 72.1 77.4 74.2

Stable partnership*

Yes 92.8 88.3 88.5 0.079
No 7.2 11.7 11.5

Children

Yes 65.8 71.2 67.2 0.018
No 34.2 28.8 32.8

Type of abortion declared

Spontaneous 68.9 75.8 79.0 0.000
Induced 31.1 24.2 21.0

Gestational age when abortion occurred

Until 12 weeks 78.1 82.1 85.4 0.009
13 weeks and more 21.9 17.9 14.6

*Includes marriage, union with or without cohabitation, and stable partner without living together
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Discussion

The results of this study demonstrate that in Brazil, as in pre-
vious research on prenatal and childbirth care [22, 35], Black

and Brown users are the least educated, and the latter report
having more children. However, based on the aforementioned
results, Black women are at a greater disadvantage in virtually
all indicators examined and are the most affected by barriers to

Table 2 Conditions of access to the hospital by women in abortion circumstances according to race/color in Salvador, Recife, and São Luís (2010)

Variables Race/color (%) p value
Black women (n = 942) Brown women (n = 1407) White women (n = 291)

Place of origin before arrival at hospital

Home 72.2 65.8 63.1 0.000
Another unit with forwarding attendance form 6.0 12.8 13.5

Another unit with no attendance forwarding form 13.6 13.0 14.1

Transferred from another hospital 3.1 3.1 4.5

Did not specify 5.1 5.4 4.8

Transportation used to arrive at hospital

Private 28.5 29.2 35.7 0.000
Taxi 17.0 16.9 18.6

Bus/public transportation 35.5 29.9 23.0

Another transport 10.7 15.9 12.4

On foot 5.1 4.9 5.2

Ambulance* 3.2 3.2 5.2

Reason for choosing the hospital

Close to home/work 36.0 27.9 32.0 0.000
Recommended by physician/friend 26.5 31.8 29.2

Would be well cared for/would not
have to wait a lot

13.0 14.8 16.8

Was aware that it cared for abortion cases 8.4 8.1 3.4

Others** 16.2 17.4 18.6

Conditions of arrival at hospital

Good 90.2 90.8 95.3 0.029
Regular, serious, and very serious 9.8 9.2 4.7

*Transferred from another service or **did not choose/was forwarded/transferred

Table 3 Description of institutional barriers to access hospitalization according to race/color in Salvador, Recife, and São Luís (2010)

Had some difficulty being admitted to this hospital? Race/color (%)

Black women Brown women White women p value

Waited too long to be attended

No 82.0 89.6 88.2 0.000
Yes 18.0 10.4 11.8

Waited for a place/bed

No 92.3 94.0 97.9 0.002
Yes 7.7 6.0 2.1

Parturients were seen first

No 89.3 93.3 92.7 0.002
Yes 10.7 6.7 7.3

Other difficulties*

No 95.6 96.7 96.5 0.387
Yes 4.4 3.3 3.5

*There was no ultrasound equipment/lack of professionals/specialized doctors
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access to hospital admission for abortion completion. These
findings are especially relevant because the study population
is composed exclusively of users of the Brazilian Unified
Healthcare System (SUS) from one of the poorest regions of
the country and, therefore, does not include the most
privileged sectors of the population, which could expand the
effect found.

The research had its strong feature on obtaining its results
from a hospital census encompassing all services that provid-
ed care to abortion in the three cities investigated, allowing for
the identification of the institutional barriers faced by the vast
majority of the SUS user population and does not have the
financial resources to afford pregnancy termination in private
offices and clinics [36]. However, the study only enabled

measuring situations in which barriers did not permanently
prevent access to hospitals and continuity of care until hospital
discharge [12]. Another limit concern is the impossibility of
obtaining the interview of four women hospitalized, with a
health condition classified as extremely serious due to induced
abortion, resulting, subsequently, in their death. This is a dif-
ferential selection bias, since they were Black women, who
potentially faced barriers in access to timely care as evidenced
in previous studies on abortion death [37]. This issue is rein-
forced by the findings in the previous analyses of GravSus-NE
study, where Black women delayed the search for hospital
care due to the fear of being mistreated, which leads them to
the conditions of greater worsening when they finally arrived
to health services [38]. It is permissible to assume that if these
cases had been included in the study, the magnitude of the
association observed between Black race/color and institu-
tional barriers would be greater.

It should be noted that the data were produced through
structured questionnaires, applied by interviewers trained for
this purpose, at the time of hospital discharge, when the users
were in good condition. However, the losses, although not
significant, occurred mainly among more serious cases who
entered the obstetric center directly or those who passed away
and whose data were retrieved from the medical records, but
were not interviewed.

Black women reported more induced abortion and had
their pregnancies terminated later, conditions that contribute
to their greater vulnerability to complications and the need for
hospital care. These findings are consistent with those of
Brazilian population studies [3, 4], which have demonstrated
that Black and Brown women are the ones who most admit to
having performed illegal and unsafe abortions. There is also
evidence that these women and those from poorer socioeco-
nomic backgrounds often end up aborting at a higher gesta-
tional age, exposing themselves to greater risk of post-
abortion complications [16]. In particular, second trimester
abortion carries a higher risk of morbidity and mortality, ac-
counting for most serious complications and deaths in the
context of unlawful practice, since it is usually performed by

Fig. 1 Proportion of institutional barriers according to race/color in
Salvador, Recife, and São Luís (2010)

Table 4 Multiple logistic regression analysis of the relationship between race/color and institutional barriers in hospital access among women in
abortion circumstances, according to selected characteristics In Salvador, Recife, and São Luís (2010)

Characteristics Model 1 Model 2 Model 3 Model 4

Race/color

Black women 1.4 (1.1–1.7) 1.3 (1.1–1.7) 1.4 (1.1–1.7) 1.4 (1.1–1.7)

Brown women 1.0 (0.8–1.2) 0.9 (0.7–1.2) 1.0 (0.8–1.2) 1.0 (0.8–1.2)

White women 1.0* 1.0* 1.0* 1.0*

*Reference group for all the race/color categories; 95% CI: 95% confidence interval

Model 1 not adjusted; model 2 adjusted for technical criteria of priority in care (gestational age when abortion occurred, conditions of arrival at hospital);
model 3 adjusted for sociodemographic characteristics (age group, level of education, stable partnership, and children); model 4 adjusted for type of
abortion declared
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people without the necessary skills and/or in unhealthy envi-
ronments [39].

Several factors may contribute to the later completion of
pregnancy termination, from the delay to confirm and publi-
cize it, for fear of social condemnation, to making the decision
for abortion and to obtain the necessary resources to perform
it. Younger women outside a marital union may have less
social support and consequently face more difficulties in
achieving each of these steps in the decision-making process
[40, 41]. However, in addition to individual barriers, given the
decision to abort and the impossibility of having safe condi-
tions to perform it, women still face institutional barriers when
they seek healthcare services [14, 15].

In the present study, part of the interviewees reported
waiting for the parturient women to be attended first, which
constitutes a discriminatory mechanism for users in aborting
circumstances. Apparently, this is redoubled among the Black
women who reported more of this form of discrimination, as
well as the longest waiting time to be met and to obtain a place
in a hospital bed. This could not be explained by the lower
severity of their clinical condition, since on the contrary, they
were the ones who most often came to the hospital under
regular, severe, and very serious conditions and with abortions
occurred in later pregnancies. Other forms of social discrimi-
nation, such as being young and childless, could equally not
explain the observed association as there were no age differ-
ences or types of partnership that were statistically significant.
However, in adjusting the regression model for these vari-
ables, the association between having faced institutional bar-
riers and being Black remained, indicating the likely existence
of mechanisms of institutional racism.

Black women have more unfavorable outcomes, expressed
in institutional barriers of access to hospital admission for
post-abortion care. Racist practices, even if not constituted
as explicit norms in health services, are institutionalized in
behaviors in terms of organizational care. As the main obsta-
cle for Black women, institutional racism limits care and ac-
cess to health services, acting as a performative or productive
mechanism, legitimizing and generating exclusionary behav-
iors [26, 27].

In Brazil, studies on access to obstetric care had already
demonstrated that Black and Brown women have fewer ap-
pointments, fewer ultrasounds, more inadequate prenatal care,
and more hypertensive syndromes [22, 23]. As for the inter-
national scenario, in countries such as the USA and South
Africa, even under legal practice conditions, Black women
endure restricted access and are more exposed to unsafe abor-
tion [42, 43].

US publications have emphasized that racial discrimination
is a factor that impairs access because racism is an institution-
alized system and impacts women’s individual behavior, liv-
ing conditions, and reproductive health [29, 43]. The possibil-
ity cannot be ruled out, in so far as groups that suffer from

different forms of social discrimination on a daily basis (espe-
cially of class, gender, and race) may be more sensitive to
perceived situations of stigma, as discussed in a study about
the narratives of Black and Latino women in spontaneous
abortion circumstances in healthcare services in the USA [44].

However, such issues assign relevance to studies on dis-
crimination suffered in post-abortion care, so that they do not
redouble social vulnerabilities, imply attention delays, and
increase maternal morbidity and mortality due to abortion
complications. Above all, the need for future research to ad-
dress the interactions between racial discrimination and the
stigma of abortion is clearly evinced in what has been termed
intersectional discrimination [42, 45].

Racism and its manifestations undermine the reproductive
lives of Black women, and interacting with the stigma of
abortion makes it difficult to access healthcare services and
the quality of care received. The agenda of demands put forth
by the women’s movement for reproductive rights must con-
sider the intersectional discrimination that consequently
places Black women at a disadvantage in access to compre-
hensive and universal healthcare.

Finally, it is necessary to review the current legislation on
abortion in Brazil, which is ineffective to curb its practice and
only reinforces social inequalities. In the same way, changes
in the model of abortion care itself in the public health system
are imperative, placing maternities, abortion, and parturient
women within the same institutional space. In these health
facilities, structured for childbirth and birth care, women
who have abortions tend to have their demands neglected,
including those with spontaneous losses, because they are
viewed as suspicious of having induced abortion [10, 11]. In
addition to personal abuse, situations of discrimination can
contribute to exposing women, particularly Black women, to
avoidable health risks.

Ideally, research on abortion should be applied outside the
hospital environment, especially due to the possibility of
“gratitude bias,” which results in a better assessment of indi-
viduals about the care provided, after past experiences, in
view of the imminent hospital discharge. However, in face
of difficulties in locating women to be interviewed at home,
their interview in the hospital has become imperative to avoid
losses [30, 46]. Despite the 10 years between the end of the
GravSus-NE survey and the finalization of this study, 10 years
have passed, but the data remain current, as scientific evidence
shows that Black women continue to suffer institutional rac-
ism from reproductive health services [22, 23, 47], and wom-
en in situations of abortion continue experiencing institutional
violence [10, 15, 17]; during this period, there were no ad-
vances in the reproductive rights agenda in the Brazilian State
[48, 49].

In summary, this study has filled an important gap in re-
search on the issue of abortion in Brazil by introducing the
analysis of racial inequalities and the role of institutional
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racism for women’s reproductive health. It is hoped that these
results could be a stimulus for future research, deepening the
issues addressed here and enriching the debate on health eq-
uity in the country and in similar contexts in order to ensure
the expansion of Black women human rights.
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