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Abstract

Objectives: to analyze the clinical guidelines of countries that offer abortion in Primary Health
Care (PHC), aiming to understand how the service delivery and the performance of PHC professionals
occurs in different scenarios, to reflect on the viability of this offer in Brazil.

Methods: narrative review carried out from the Global Abortion Policies Database platform, which
gathers comprehensive information on abortion laws, regulations and clinical guidelines. Clinical
guidelines from countries where abortion is performed at the first level of care were selected, in English,
Spanish and Portuguese.

Results: 26 countries were identified and 13 were included in the study. In general, abortion is
performed in PHC in the first trimester, using medication or aspiration techniques, by different
professional categories depending on the location, without the need for prior ultrasound.

Conclusions: the study of international experiences shows that it is possible to provide abortion
in PHC services using the existing workforce and structure, in accordance with the recommendations
of the World Health Organization to facilitate access to the procedure. In Brazil, despite the problems
related to access to legal abortion, its performance remains restricted to hospitals. It is expected to
contribute to the reformulation of regulations regarding abortion in the country.
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Introduction

In 2022, the World Health Organization (WHO) updated
its clinical guidelines concerning abortion care, and
highlighted the quality of care as a structural aspect for
its recommendations. Accessibility is recognized as one
of the main components of quality, and presupposes that
healthcare could be obtained timely, at a viable cost, in
a geographically accessible location, where resources
and techniques that are necessary for their execution are
available. Accessibility is understood as aspects of the
structure of a given healthcare service or system that are
mandatory to achieve healthcare itself, whilst access is the
way that people experience these characteristics.?

Although it is a simple procedure, with low potential
of complications, considered an essential service for
reproductive health, several barriers can be observed in the
access to abortion across the world, including situations
in which it is provided for by law. Some examples are the
absence of precise information on availability of abortion,
biased counseling, imposition of mandatory waiting
periods for the confirmation of a decision of women, the
requisition of third party authorization, unavailability of
essential medications and restrictions related to facilities
and health professionals that may provide the abortion.!

Since 2003, when the first edition of the technic
document entitled “Safe abortion: technical & policy
guidance for health systems™ was published, the WHO
indicates the offer of abortion in Primary Healthcare
(PHC) services as an important mechanism of facilitation
of access to the procedure, highlighting that developing
these services and qualifying their professionals are some
of the most relevant investments that can be made. In the
2022 guidelines, the provision of abortions in PHC is
still mentioned as a necessary, safe and effective strategy
to promote equitable access. Both medication abortion
and vacuum aspiration, considered methods of choice
for the execution of the procedure in pregnancies of up
to 14 weeks, can be performed with safety in this level
of attention.'

Brazil’s Law is, worldwide, one of the most restrictive
in relation to abortion, the latter being allowed only in
pregnancies that occurred after a rape, when the pregnant
women is at risk of life or in cases of anencephaly.** Even
in this cases, the offer of the procedure in the Unified
Health System (SUS — Portuguese acronym) is limited
and distributed unequally in the national territory, being
present in less than 4% of municipalities and concentrated
on those more populous and with a higher human
development index. Only 26.7% of female population of
childbearing age in the country reside in municipalities
that offer legal abortion, and those women present a rate
of execution of the procedure almost five times higher
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than those of women residing in municipalities without
the offer of the procedure.®’

The regulation of reference services for interruption
of pregnancy cases provided by law can be understood as
one of the reasons for the inequality of access observed,
since it preconizes that its organization is restricted to
hospitals, maternities and other urgency and emergency
services with uninterrupted operation, 24 hours a day
and seven days per week, among other requisites.® In
case of being adopted in Brazil, the WHO abortion care
guidelines in PHC services, considering the current
capacity implemented, legal abortion could be offered in
at least 67% of Brazilian municipalities, were 94.3% of
women of childbearing age resides.

The absence of access to legal abortion, besides
constituting a violation of human rights, may generate
severe consequences that are potentially fatal, such as the
use of unreliable methods for interrupting a pregnancy.
Observing the potential of radical change in the Brazilian
panorama concerning accessibility to abortion care, this
article aims to analyze clinical guidelines of countries that
offer this procedure in the first level of care, in attempt
of understanding the organization of services and acting
of PHC professional in different scenarios, so that the
discussion on the availability of this service in Brazil

can be expanded.

Methods

Narrative review of clinical guidelines of countries that
offer abortion care in PHC services, which started with
the platform Global Abortion Policies Database (GADP),’
launched in 2017 by WHO and collaborators. GADP is a
database of free access that gathers detailed information on
laws, regulations and clinical protocols related to abortion
in WHO and United Nations (UN) country members. All
information present in this database were extracted of
source-documents that can be accessed from the platform.’

The database possesses functionalities that allow
filtrating countries according to some characteristics. For
the identification of countries that offer abortion care in
PHC services, we used a specific filter for this information
(“Clinical and service-delivery aspects of abortion care -
Where can abortion services be provided - Primary health-care
centers”). The clinical guidelines of abortion care (and specific
regulations about abortion, when essential information were
missing on the guidelines) in the identified countries were
accessed, from the platform, with further search for updated
versions in the governmental official websites. Those available
in Spanish, Portuguese or English were included in the present
study. The identification and selection of countries were
performed in April 2023.



The analysis of clinical guidelines of countries
included in the study, carried out from April to June
2023, aimed to extract data that allow comprehending
the functioning of abortion in PHC services, as well as
the general characterization of the regulation of access
to abortion in those countries. Some of the WHO current
recommendations,, directly or indirectly related to the
access to the procedure, were used as lens analysis.
The document “Abortion care guideline”,' published by
WHO in 2022, presents a group of recommendations,
based on scientific evidence that attempted to induce
qualified care to abortion situations in different scenarios.
The recommendations, are clustered in four domains,
namely: laws and policies, provision of services, clinical
management and self-management.

With regard to laws, we investigated the situations in
which abortion is allowed by law, the limits of gestational
age for its execution, the existence of a mandatory
waiting period between the request and execution of the
procedure, and the mandatory authorization of guardians
for minors. In relation to provision of services, we
observed the procedures offered in the first level of care
(medical and/or surgical abortion), the professionals
qualified for its execution and the limit of gestational
age that allows the abortion to be done at PHC. With
regard to clinical practices, we verified the availability
of medicines considered essential, the obligation of
ultrasound exam before the procedure and the possibility
of self-management at home.'

Data collected were compared to Brazilian
regulations***!1° whenever possible. Considering the strict
usage of documents of public access, this study was not
submitted to the appraisal of research ethics committees.

Results

Of'the 193 countries recognized by UN, 26 offers abortion
in PHC services, whilst 11 professedly do not offer this
procedure in the first level of care; for 156 countries, there
is no specific information available.” Of the 26 countries
that perform abortions in PHC services, 13 have clinical
guidelines in Portuguese, English or Spanish, being
included in this study. Figure 1 demonstrates the process
of selection of guidelines, and Figure 2 shows the countries
that offer abortion in PHC.

The documents included in this review are mostly
clinical guidelines published by government departments,
which aim to orientate the performance of health
professionals in the provision of legal abortion.'?* For
Mozambique and Colombia, it was necessary to add
laws that modified the situations in which abortion is
allowed after the date of publication of guidelines;**** for
Spain, due to the inexistence of a national guideline, we
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used the organic law of sexual and reproductive health
and voluntary interruption of pregnancy,? the decree of
guarantee of quality of assistance of voluntary interruption
of pregnancy?” (both with national broadness), and the
clinical protocol of one of the autonomous communities of
the country? (Canary Islands, since it is the only available
in GAPD platform in Spanish).

The results are disposed into three topics:
Characterization of laws and policies related to abortion
in countries that offer its execution in PHC services;
Aspects related to the provision of abortion care services
in countries that offer its execution in PHC; and Aspects
related to clinical management and self-management of

abortion in countries that offer its execution in PHC.

Characterization of laws and policies related to
abortion in countries that offer its execution in PHC
services

Eight countries allow abortion by women’s choice, being
the limit of gestational age mostly placed in the transition
of the first to the second trimester of pregnancy.!!-15:19.23.24.26
Colombia and Singapore stand out for authorizing abortion
by women’s choice up to 24 weeks of pregnancy.?'® In
Mexico, although the regulation of the procedure occurs
in sub-national level, the Supreme Court of Justice
decriminalized abortion in up to 12 weeks in national
level, averting women or professionals to be punished
for its execution in the entire country.!” India, Zambia
and Ethiopia allow the execution of abortion in specific
situations and the legal permissives of the first two are
broader, since they include cases in which pregnancy
stand out as damages to mental health.'>'*?° Bangladesh
situation is worth to be presented separately, since abortion
is allowed in the country only to save women’s life, but
menstrual regulation (MR) is comprehended as a strategy
of reproductive planning, and not as means of abortion.'®

Whilst the mandatory waiting period is current in four
countries,'*?!%2¢ in Colombia and Argentina a maximum
term is legally established, in which the procedure should be
performed (respectively, from five to ten days after the first
consultation), aiming to protect the requesting person from
medical, bureaucratic and legal barriers that may delay the
access.'>!® The Ethiopian guidelines are not clear whether
the interval of three days, in which counseling and diagnosis
measures occur, is a mandatory waiting period.!?

Regarding abortion in minors, in three countries
the involvement of parents or guardians is not necessary
for the authorization of the procedure,'"'>!¢ and in four
countries this authorization is necessary.!'*!%-20 Spain,
Ireland, Argentina, Mexico and Mozambique present
varied targeting per age group, defining an age from which
the consent could be provided independently (12 years in
Mexico and 16 in the others).!!7.23.24.26
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Figure 1

Flowchart of selection of clinical guidelines for the narrative review.

193 countries
recognized by UN

!

Fikter: Countries that offer
abaertion in PHC services

! }

11 do not offer 156 without specific 26 offer abortion
abortion at PHC information at PHC

l

Access to dinical
guidelines

13 countries excluded
due to the language
of guidelines

13 countries included
in the review

UN= United Nations; PHC= Primary Healthcare.

Figure 2

Countries that offer abortion in Primary Healthcare services.

.~

. Countries included in the study (South Africa, Bangladesh, Cambodia, Colombia, Spain. Ethiopia. India, Ireland., Mexico.
Mozambique, Singapore, Zambia).

. Countries not included in the study (France, Gabon, Georgia, Latvia. Luxembourg, Kyrgyzstan, Republic of Moldova, Russia.
Thailand. Turkey, Vietnam).
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Table 1 presents the details of laws and policies
related to abortion in 13 countries included in the study.

Aspects related to the provision of abortion care
services in countries that offer its execution in PHC

The guidelines researched mostly indicate the possibility
of execution of medical abortion and vacuum aspiration in
PHC,"-1416-20.22 with a limit of 12 weeks for the provision
of abortion in this level of care.!"'>!"-2 Some countries
establish a lower limit of gestational age for medical
abortion than vacuum aspiration abortion.'>!>2* Such
limits find justification in previous WHO publications and
scientific evidence available in the period of publication
of these guidelines, which established safety and
effectiveness of medical abortion only up to nine weeks.!

With regard to the professionals that can provide
abortion in the first trimester, some countries restrict
the practice only to physicians,'®2%21:2327 whilst others
include nurses,'” obstetricians'"!'* and mid-level
practitioners.!12131819 The guidelines of Argentina do
not approach this information clearly (using the term
“health professionals™).!® Only Spain restricts the practice
of abortion of first trimester to physicians specialized
in Gynecology and Obstetrics.?” Table 2 resumes the

individualized information of surveyed countries.

Aspects related to clinical management and self-
management of abortion in countries that offer its
execution in PHC

Both mifepristone and misoprostol are registered in
all countries included in the study. With regard to the
execution of ultrasound exam, only Spanish regulations
determine this exam as a mandatory prerequisite for
the execution of abortion.?”’” Most researched guidelines
contemplate the possibility of self-management of abortion
at home, with variations in the maximum gestational
age allowed (between seven and 12 weeks).!1:13-15.17-20.22.23
The information related to this topic are consolidated in
Table 3.

Discussion

When documents are used as data source, it is important
to comprehend them as means of communication, and
not only as an information repository; thus, aspects as
authorship and context in which they were produced
should be valued.”® Of the 13 countries included in the
study, four are classified by UN as having very high
human development index (HDI) (in descending order
of HDI: Ireland, Singapore, Spain and Argentina), three
present high HDI (Mexico, Colombia and South Africa),
other four present medium HDI (Bangladesh, India,
Cambodia and Zambia) and two present low HDI (Ethiopia
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and Mozambique).” By means of comparison, Brazil is
classified as a country with high HDI, scoring the 87°
position in the 2021/2022 report, between Mexico (86°)
and Colombia (88°).%

The clinical guidelines of several countries were
published in partnership with or counted on the support
of organizations that act in the defense of reproductive
rights, such as the United Nations Population Fund
(UNFPA) and Ipas (an international, non-governmental
organization that seeks to increase access to safe abortions
and contraception), or WHO itself. This support is
mentioned in all documents, except for Ireland, Spain and
Singapore.!'”**Notably, these three countries are the only
that present very low maternal mortality ratio (MMR).3
All others present low or moderate MMR,* and describe
in their guidelines a still unfavorable scenario for maternal
mortality, with deaths by abortion standing among the
main causes. To this extent, they explicitly signalize the
need for ensuring the access to safe abortions whenever
provided for by law, as a manner of averting maternal
deaths. 20

With regard to laws and policies, the WHO
recommends abortion to be excluded from penal codes,
since the criminalization does not decrease its occurrence,
but increase health risks associated with clandestine
and unsafe procedures, affecting women of higher
vulnerability situation in a disproportionate manner.' In the
same way, the organization has recommendations that are
opposite to laws and regulation that restrict abortions to
determinate situations or establish gestational age limits,
as well as practices that impair the access to the procedure,
such as mandatory waiting periods and the need for third
party authorization.!

When analyzing the characterization of laws and
policies related to abortion in countries included in the
study, it is possible to identify some guidelines with a
discourse more focused on the defense of reproductive
autonomy, such as in the publications of Argentina,
Colombia and Mexico — which are the most recent due
to legal changes that occurred in the last four years.!>!7-
These countries exemplify the movement of change that has
been observed in Latin America, previously characterized
by very restrictive laws and highly patriarchal societies.’!
Bangladesh and India are in a distinct situation: relaxation
of laws observed in the access to abortion seem to be
primordially directed for the prevention of maternal
deaths, not prevailing in the guidelines a valorization of
reproductive autonomy.'®** At the same time, the Human
Development Report 2021/2022 evidences that these two
countries are classified as having a diminished equality
between men and women, in relation to HDI results.?’

When comparing the Brazilian regulation with
the countries included in this study, we observe a
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Table 1

Characterization of laws and policies related to abortion in countries that offer its execution in Primary Healthcare services (PHC).

Country Situations in which abortion is per- Mandatory waiting period Specificities for minors
mitted (gestational age limit)

South Africa By women'’s choice (up to 12 weeks No No consent besides that of the
and six days) pregnant woman is necessary,

regardless of the age. Minors may

Risk of damage to women'’s physical benefit in consulting an adult (parents,
or mental health; substantial risk of guardians or other adult relative
fetus physical or mental anomalies; or friend) before interruption of
pregnancy resulting from rape or pregnancy. However, consulting an
incest; risk of social or economic adult is not mandatory and the service
damages to women (up to 20 weeks cannot be refused if the minor opt not
and 6 days) If the continuity of todoit.
pregnancy is a risk for women'’s life;
severe fetal malformation or risk of
lesion for the fetus (after 20 weeks
and six days)

Ethiopia™ If the pregnancy is resulting from rape Women eligible for pregnancy The sign of consent term for the

or incest; if the continuity of pregnancy
puts the life of mother or child at risk
or the mother’s health; if the fetus has
severe and incurable anomalies; if the
pregnant women, due to physical or
mental impairment or being minor, is
physically or mentally unable to raise
the children (up to 28 weeks) In case

of severe and imminent risk that may
be avoided by immediate intervention
(without gestational age limit explicitly
defined)

By women'’s choice (in the first 12
weeks)

Mozambique'®?*

If the pregnancy is resulting from rape
or incest (in the first 16 weeks)

If there is secure motivation to predict
that the newborn will suffer a severe
and incurable disease or congenital
malformation(In the first 24 weeks)

If the fetus is not viable; if the
interruption avoid risk of death

or severe and enduring lesion for

the body of physical health of the
pregnant women, or recommendable
in case of chronic-degenerative
diseases (without limit of gestational
age explicitly defined)

When the pregnancy is resulting
from rape or incest; when there is
substantial risk of the fetus suffering
from severe physical or mental
anomaly; when the continuity of
pregnancy represents a risk for the
physical or mental well-being of
women, or will significantly affect
the economic or social situation of
women (up to 12 weeks) When the
continuity of pregnancy represents risk
for women'’s life; when the continuity
of pregnancy represents risk of
damage to the fetus or severe fetal
malformation (after 12 weeks)

Zambia™

interruption should obtain the service
within three labor days. This period

is used for counseling and diagnosis
measures that are necessary for the
procedure

Pregnant women'’s consent should be
obtained with minimum antecedence
of three days in relation to the date

of intervention. If it is not possible to
perform and the execution of abortion
is urgent, the physician will decide each
situation, relying on the opinion of
other physicians when possible

No

realization of procedure should not be
demanded for minors (<18 years), and
consent from parents or guardians is
not necessary

When the pregnant woman has less
than 16 years, the consent of a legal
ascendant representative should

be obtained, or, in the absence, of
collateral relatives. If it is not possible
and the abortion is urgent, the
physician will decide each situation,
relying on the opinion of other
physicians when possible

If the patient’s age is under the

age of legal consent for medical or
surgical procedures (under 18 years),
the approval of parents or guardians
to interrupt pregnancy should be
scheduled. The best interest of the
minor will prevail over that of parents
or guardians
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Argentina®

Colombia'®?

Mexico"

Bangladesh'

Cambodia™

By the choice of the girl, adolescent, No
woman or person with other gender

identity able to be pregnant (up to 14

weeks)

When the pregnancy is resulting from
rape or there is any risk for the life

or health of the pregnant person
(without explicitly defined gestational
age limit)

By women'’s choice (up to 24 weeks) No

When the continuity of pregnancy
represents risk for the life or health of
women; in case of severe malformation
of the fetus that makes its life
unfeasible; when the pregnancy is
resulting from a conduct, properly
reported, which constitutes sexual
intercourse without consent, abusive or
artificial insemination or non-consented
transfer of in vitro fertilization embryo,
or from incest (without gestational

age limit)

Legal abortion is regulated at state
level, not at national level. The
interruption of pregnancy resulting
from rape is allowed in all states, and
there is federal regulation for this
situation, which should be followed
in the entire country. Other situations
in which it is permitted, limits of
gestational age vary from state to
state.

Varies according to each state

Penal code permits abortion only with No
the purpose of saving women’s life.

In spite of the restrictive nature of

the law, the services of “menstrual
regulation” (MR) were included

in the family planning program of

the government. MR is “a provisory
method for establishing non-pregnancy
for a woman at risk of pregnancy,
regardless if she is pregnant or not”.
The MR services have no conflicts with
the current abortion laws, since they
are provided as a substitutive of family
planning methods of the government,
and not as means of abortion.

By women'’s choice (up to 12 weeks) No
When there is a presumable cause for

the fetus not to be normally developed

or that may cause risks for mother’s

life; when the baby to be born may

have a severe and incurable disease;

when the pregnancy is resulting

from rape (without explicitly defined
gestational age limit).

Girls under 13 years: May provide
consent with the assistance of
parents or any person who formally
or informally provides care, who
should also sign the informed consent
Adolescents 13-16 years: may provide
the consent independently, except

for situations in which a technique
that may severelyendanger the health
or life is necessary. In this cases, the
assistance of parents or any person
who formally or informally provides
care. After 16 years: all people, with

or without malformation, may provide
their consent independently

Minor women, like every women, in
the exercise of their essential rights

of free development of personality,
autonomy and dignity, is authorized
to access health services and request
the procedure of voluntary pregnancy
interruption

In case of sexual violence, girls and
adolescents older than 12 years can
request independently the voluntary
interruption of pregnancy. In case

of girls under 12 years, it can be
requested by parents or guardians; in
the absence of these, the competent
authority should be informed, and
have the obligation to preserve

the protection and best interest of
children.

A guardian’s consent is necessary for
youngsters under 18 years

For minors, one of the parents or
guardians should sign the consent form
in the name of the patient.
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India® When the continuity of pregnancy
represents risks for the life of the
pregnant woman or causes severe

injuries to her mental or physical health

(The angst caused by an undesired
pregnancy in the following situations
presumably causes severe injury to
the pregnant woman’s mental health:
rape or incest; failure of any dispositive
or method used by a married women
or her husband with the intention

of limiting the number of children);
when there is a substantial risk of

the newborn is born with physical or
mental anomalies that would make it
severely impaired (up to 20 weeks)

Singapore?' By women'’s choice (up to 24 weeks)
When treatment is immediately
necessary to save a life or prevent
severe and permanent injury to

the health of the pregnant women
(without explicitly defined gestational
age limit

By women'’s choice (up to 14 weeks)
When there is severe risk for the life

or health of the pregnant women;
when there is risks of severe fetal
anomalies (up to 22 weeks) When fetal
anomalies that impede the survival, or
extremely severe and incurable disease
at the moment of diagnosis (without
gestational age limit)

Spa in222627

By women'’s choice (up to 12 weeks)
When there is immediate risk of life
or severe injury to women'’s health,
and the immediate interruption of

Ireland®

No

At least 48 hours should be elapsed
after pre-abortion counseling before
the pregnant woman could provide

her written consent for the treatment.

A period of at least three days should
be observed between the counseling
and execution of intervention.

An interval not inferior to three days
between the first medical assessment
and the execution of the procedure is
necessary

In the case of minors, it is necessary
the consent of a guardian.

No information

In the case of women aged 16 and

17 years, consent dependsexclusively
on them. At least one of the legal
guardians should be informed about
the decision of the women. This
information will be dispensed when
the minorconfirmedly reports that it
will lead to severe conflicts, with risks
of familiar violence, threats, coercion,
mistreats or helpless situations.

Youngsters under 18 years are
encouraged to involve their parents
or other guardian in the decision. If
the person has 15 years or less and

pregnancy is necessary to revert this
risk; when there is a fetal condition
that will probably lead to its death
before or within 28 days after its birth
(without gestational age limit)

When there is risk of life or severe
injury to women (up to the limit of
fetal feasibility)

decides not to involve an adult, the
physician may offer abortion in specific
circumstances. If the person has 16 or
17 years and decides not to involve

an adult, the physician may offer
abortion when confident about the
comprehension of information and the
consent is valid

more restrictive law, with only three legal permissives
for abortion.*> There is no prevision of mandatory
waiting period, although the authorization of parents or
guardians is required in order to request the procedure
for minors.®This is a particularly sensitive topic in the
country, considering the elevated incidence of pregnancies
in adolescence, with a high rate of pregnancies resultant
from rape in this age group.’?

With regard to the provision of abortion care services,
the WHO recommends vacuum aspiration in pregnancies
of up to 14 weeks to be performed by general practitioners
or specialized physicians, nurses and obstetricians, as well
as other professional categories not regulated in Brazil,
such as professionals of traditional and complementary
medicine and associated practitioners.! Medical abortion
in pregnancies of up to 12 weeks, on the other hand, may
be performed by all of these professional categories,
also by community health agents, pharmacy workers,

pharmaceutical professionals and nursery technicians.
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The strategy of redistribution of tasks between
members of a health professional team is called “task
shifting”, which allows less specialized professionals to
perform functions that are traditionally carried out by
other professionals with higher graduation. This strategy
is encouraged by WHO as a way of ensuring the right
to health. It is perceived that restrictions concerning
professional categories that can provide abortions are
higher in countries with very high or high HDI, which
probably reflects a higher availability of higher education
professionals. The WHO affirms that such restrictions are
inconsistent in relation to its recommendations, since they
are arbitrary and not based on evidence, promoting risk
of limitation of access to the procedure.!

In Brazil, the law describes abortion as a
medical act.* The regulation of reference services
for pregnancy interruption in cases provided for
by law, on the other hand, establishes that “the
multidisciplinary health team should be composed
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Aspects related to the provision of abortion services in countries that offer its execution in Primary Health Care (PHC).

Type of abortion performed

Professionals that are able to provide

Country in PHC abortion on the first trimester Gestational age limit for abortion in PHC
fes Medical and vacuum Registered and trained physicians, nurses or
n
Africa do Sul aspiration obstetricians 12 weeks + 0 days
Etiopia’ Medical and vacuum Nurses, obstetricians and health officers Medical abortion up to 9 weeks e

Mocambique'>?*

Zambia™
Argentina'®

Colombia's?

México"

Bangladesh'®

Camboja'™

India?

Singapura?'

Espanha?»2627

Table 3

aspiration

Medical and vacuum
aspiration

Medical and vacuum
aspiration
Medical

Medical and vacuum
aspiration

Medical and vacuum
aspiration

Medical and vacuum
aspiration

Medical and vacuum
aspiration

Medical and vacuum
aspiration
No information

Medical and vacuum
aspiration

Physicians; Medicine technicians and
mother-and-child health nurses (both mid-
level practitioners)

Trained physicians and obstetricians
No information

Only physicians

Physicians and nurses

Menstrual regulation can be done by
physicians, nurses, family well-being visitors,
obstetricians, paramedics, sub-assistant
community physicians and mid-level
providers

Trained obstetricians, trained medical
assistants, trained physicians

Only physicians that have qualification
certified by the government

Only physicians

Only physicians specialized in Gynecology
and Obstetrics

aspirationup to 12 weeks

12 weeks

12 weeks

12 weeks

12 weeks for medical and 15 weeks for
aspiration

12 weeks

12 weeks when performed by physicians e 10
weeks when performed by other professionals

9 weeks for medical e 12 weeks for
aspiration

7 weeks for medical e 12 weeks for
aspiration

No information

14 weeks

Aspects related to clinical management and self-management of abortion in countries that offer its execution in Primary Healthcare (PHC).

Ultrasound imaging as

Country Availability of medications prerequisite? Self-management at home

Africa do Sul" Mifepristone and Misoprostol No Yes, up to 10 weeks + 0 days
The medication is administered in the health unit and

Ciopa  Wiepsoneand ioposol o
the abortion was complete

Mogambique'324 Mifepristone and Misoprostol No Yes, up to 9 weeks

Zambia™ Mifepristone and Misoprostol No Yes, up to 12 weeks

Argentina®® Mifepristone and Misoprostol No Yes, up to 12 weeks

Colombia'®? Mifepristone and Misoprostol No Yes, up to 10 weeks

México' Mifepristone and Misoprostol No Yes, up to 12 weeks

Bangladesh' Mifepristone and Misoprostol No Yes, up to 10 weeks

Camboja® Mifepristone and Misoprostol No Yes, up to 9 weeks

[ndia® Mifepristone and Misoprostol No Yes, up to 7 weeks

Singapura®?'

Espanhazz,ze,n

Irlanda®

Mifepristone and Misoprostol

Mifepristone and Misoprostol

Mifepristone and Misoprostol

No information

Yes

No (for pregnancies with

less than 10 weeks)

No information

Yes, up to 12 weeks

Yes, up to 9 weeks + 6 days
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of, at least, obstetricians, anesthetists, nurses, social
workers and/or psychologists”.® That is, besides there
is no express restriction of the performance of the
procedure to physicians specialized in Gynecology and
Obstetrics, it is necessary that this kind of professional
integrates the teams of reference services.
Concerning aspects related to clinical management
and self-management of abortion assessed in this
study, the WHO defines mifepristone and misoprostol

3 and do not

as essential medicines for health systems,
recommend ultrasound exams as pre-requisites for the
execution of abortions, considering that it may limit the
access to the procedure in contexts that this exam is hard
to be performed. It is also recommended that the self-
management of medical abortion in up to 12 weeks, that is,
the execution by women themselves, should be recognized
as a legitimate strategy and the clinical protocols should
be adapted in order to ensure this possibility.!

Such recommendations are observed in the great
majority of assessed guidelines, with rare exceptions
within the results. The situation of Brazil differs from
the studied countries in several aspects: the abortion,
both medical and surgical, is considered a medical
procedure; mifepristone is not regulated in the Brazilian
Health Regulatory Agency; and misoprostol is a medicine
under special control.** The execution of ultrasound
exams is prescribed in the procedure of justification and
authorization of pregnancy interruption in cases provided
for by law,® and in 2020 ordinances were established
(already rescinded) updating this procedure, one of
which established that “the health team should inform the
possibility of visualizing the embryo or fetus by means of
ultrasound imaging”.?

According to what was mentioned in the beginning
of the discussion, the documents should be understood
as means of communication, and their authorship and
context matter?: in this case, talking about the possibility
of visualization of the fetus or embryo seems to be
contradictory in relation to the assurance for women to the
right of not seeing it — which is explicitly recommended
in Argentinian and Irish guidelines.'>? At the time of
release of this ordinance, Brazil had a government with
authoritarian profile ruling the country, recognized by
anti-gender policies.?

PHC and abortion: beyond the access

The access of first contact is one of the four essential
attributes of PHC, denoting that this level of care should be
the preferential gateway of individuals in the health system
each time medical care is necessary, and this gateway
should be of easy access. The inexistence of an easily
accessible gateway may lead to delays or unavailability
of adequate care, with consequent increase of costs and
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risks to health.? Abortion is a procedure sensitive to
time — that is, the later it is performed, the higher are the
associated risks — , one of the reasons that makes access
such a relevant question.!

One of the characteristics that facilitate the access
to PHC services is their geographical location next
to communities. In Brazil, according to what Jacobs
demonstrated, the concentration of services that perform
legal interruption of pregnancy is a barrier of access,’
however the country has conditions to solve this issue by
means of the offer of the procedure in PHC services: whilst
in 2021 the legal interruption of pregnancies resulting from
rapes (main cause of legal aborting) was only performed
in 55 municipalities, in case of the service was provided
in PHC units, considering WHO recommendations, this
number would be expanded to 3741 municipalities in
Brazil.”

The benefits related to the provision of abortions in PHC
services, however, are not limited to access; other essential
PHC attributes also can be understood as potentialities.?®
Longitudinality presupposes that PHC services are recognizes
by the population as a continued source of care over time,
leading to the building of a bond and mutual confidence
between patients and health professionals.> This sense of
confidence can lead women to feel more comfortable to share
the experience of sensitive situations such as a pregnancy
resulting from sexual violence. Continued care is also strategic
for the execution of essential actions for abortion care, such
as the prophylaxis of sexually transmitted diseases and the
institution of post-abortion contraception.

Comprehensiveness concerns the group of services
offered in PHC, which should be broad, making possible
the approach of the most frequent and relevant healthcare
needs of the population. The actions offered by PHC
should provide an integrative care, both in perspective of
the biopsychosocial aspect of health-disease processes and
the continuum of actions of health promotion, prevention,
treatment and rehabilitation.? Abortion situations are often
complex, benefiting from a integrative view on the person
who demands it. Moreover, the proposition of the offer
of abortion in PHC services is not limited to the mere
execution of the procedure as it may signal a qualification
of reproductive health care as a whole, when adding to
community services the debate about health promotion
and prevention in this area.

Finally, the coordination of care, the fourth essential
PHC attribute, denotes the responsibility of this level
of care over its users, independently of the site of the
healthcare network in which they are located.? Naturally,
not every abortion could be performed in PHC services,
considering the preconized gestational age limits and
situations that involve risk of life for women, in which
hospital care will be necessary. Therefore, PHC would



have an essential role in the coordination of the itinerary
of people in healthcare networks according to their needs,
ensuring the access to the procedure by means of formal
reference mechanisms.

The provision of abortion in PHC services is still a
poorly studied subject in Brazil, with scarce publications,
making the survey in experiences from other countries
relevant, which may be a model for the implementation of
this practice in the country. It is worth highlighting, thus,
some guidelines that may be of special interest, such as
those from Latin American countries'>'” (due to recent
publications and similarities with Brazil), the guideline
from India® (which brings a systematized proposal of
qualification for new providers), from Ireland® (which
starts with a list of recommendations based on evidence,
and values the acting of multidisciplinary team in the
counseling and follow-up of women, although abortion
itself is only performed by physicians).

Ireland is the country with the highest number of
documents of the experience of provision of abortion
in PHC services in the scientific literature. After the
modification of law in 2018, a model of integrative care
to the existing healthcare infrastructure was developed,
and abortion started to be executed in maternities and
community services.** A multidisciplinary task force was
responsible by the awareness and qualification of PHC
physicians and the elaboration of technical protocols.*
The interruption of pregnancies with less than ten weeks is
performed predominantly in PHC, unless there are clinical
conditions that require hospitalization, and the initial
results evidenced the success of the procedure in 98,1% of
cases.* The professionals highlight that the collaborative
approach between government and medical community,
as well as the financial incentive, were essential for the
success of the experience.!

The nature of this study, carried out from the analysis
of clinical guidelines, does not comprise the investigation
of results originated from the practice of all included
countries, the reason by which we indicate the need for
a systematic review of literature about the execution
of abortion in PHC services. As other limitations that
may be highlighted, we mention the non-inclusion of
a significant group of countries in which abortions in
PHC are performed, due to the language of publication
of guidelines; possible flaws of GADP platform in the
detection of countries that offer the procedure in this level
of attention; the several formats of PHC observed (which
may impair the replication of the assistance model), and
the inclusion of some guidelines published five years ago
or more, for which there is no apparent regular updates.

In spite of the mentioned limitations, the analysis of
international experiences makes it clear that it is possible

The role of Primary Health Care in the access to abortion

to provide abortion in PHC services, both medical and
vacuum aspiration, using the preexisting workforce and
structure. There is a relative consensus on the fact that the
abortion to be performed in PHC is the abortion within
the first trimester, that previous ultrasound imaging is
not necessary and that self-management of the procedure
at home should be presented as a possibility. With this
regard, international guidelines demonstrate that the WHO
recommendations may be put into practice in different
scenarios, considering the several realities of the countries
included in the study.

Lastly, considering the Brazilian context, it is
necessary to highlight that both the laws and the regulation
of the procedure are retrograde compared to most countries
included in this study. In the face of several initiatives for
restricting even more the access to legal abortion occurred
in the last years, not receding does not seem sufficient; it is
necessary to advance in the assurance of this reproductive
right in the country. We expect that this article, when
assessing international experience of provision of abortion
in PHC, may be a subsidy for this advance.
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