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Abstract Objective: To understand how the HIV
diagnosis combines with other factors that influence the decision to abort. Methodology: Data
were collected during a crossover study of women aged between 18 and 49 years old and seen in
public health services in Porto Alegre, Brazil. The
life stories of 18 interviewees who had post-diagnosis abortion were reconstructed on a timeline,
using information collected quantitatively. Results: The time between the diagnosis and abortion was 2 years or less for more than half of the
women. For some, post-diagnosis abortion did
not mean the end of reproductive life. The most
frequent reason for terminating pregnancy was
to be living with HIV; however, only some of the
women who stated having this motivation did not
have post-diagnosis children. Changing partners
between pregnancies was a recurring finding;
however, in most pregnancies that ended in abortion, the women lived with their partners. Discussion: The analysis of the reproductive trajectory of
the women studied showed that there is no specific
profile of the woman who aborts after receiving
the HIV diagnosis. Although this diagnosis may
be involved in the decision to terminate a pregnancy, it does not necessarily result in the end of
a woman’s reproductive trajectory. Thus, abortion
should be understood within a diversity of decision-making processes and the specific moment of
a woman’s life story.
Key words Abortion, HIV, Reproductive health
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Introduction
Advancements in HIV/Aids prevention and
treatment have enabled women living with HIV/
Aids (WLHA) to take a pregnancy to term with
low risk of transmitting the virus to the fetus1.
Chances of infecting the child may reach 45% in
the absence of antiretroviral drugs use. However,
these chances may be reduced to nearly zero if
the protocol to prevent vertical transmission is
followed thoroughly2.
The success of this protocol in the reduction
of infections transmitted from mother-to-child
is the result of medications available and HIV
tracking policies, as well as prenatal follow-up.
However, this investment does not contemplate
one of the sides of reproductive rights, which
is not having children, or having them at intervals considered adequate by the woman and/or
the couple. Thus, women not adapted to using a
condom as a contraceptive method and who do
not want children or, still, who want to interrupt
a pregnancy end up in second place in health care
services, whose priority are pregnant women. Often, these women do not find in health services
more adequate alternatives to manage their reproductive life3. Moreover, from the standpoint
of reproduction, women’s viewpoint also has
implications in the late diagnosis of women who
do not have children or who are out of the reproductive age group4.
When taking reproductive decisions, the
WLHA take into consideration the fact they live
with HIV and the possible risk of transmission of
the virus to the fetus. Furthermore, they are subject to individual factors, social aspects, and cultural expectations5. The literature on post-diagnosis abortion in WLHA is quite limited6, but it
indicates that the risk of transmission of the virus
to the fetus was one of the factors that weighed
on reproductive decisions. The introduction of
the Protocol for Prevention of Mother-to-Child
Transmission (PMTCT) has produced a decrease
in the rate of pregnancies ended in induced
abortion7-10. Nevertheless, these rates remain
high: 17.5% in Brazil11, 37.1% in Canada10, 47%
in Australia12, 53% in 12 European countries7,
62.9% in a cohort conducted in France8 and 68%
in Vietnam9. On the other hand, some studies
suggest that living with the virus is not the only
reason why these women decide to abort; there
is also an association between induced abortion
post-diagnosis and socioeconomic characteristics. In this manner, qualitative studies conducted in Brazil, Vietnam and Cape Town indicate as

reasons for induced abortion fear of losing one’s
job3 and fear of not having the financial means to
raise a child9,13,14.
The history of reproductive decisions is also
reflected in the continuation or interruption
of a post-diagnosis pregnancy. Thus, studies
conducted in Italy15 and France8 indicate that a
pregnancy is more likely to end in abortion if the
woman has already had previous pregnancies.
Moreover, some studies show that lack of pregnancy planning is associated to abortion15 and
that not wanting to become a mother in that moment of life is one of the reasons that lead women
to abort3.
However, a review of the literature on abortion by WLHA does not allow one to understand
how these different factors influence in the decision to interrupt a pregnancy post-diagnosis,
especially in countries where abortion is illegal6.
For instance, the role played by HIV in these decisions and the weight they gain throughout the
life of WLHA are unclear.
Thus, the present paper aims to understand
how the HIV diagnosis relates to other factors
that compete for the decision to abort, particularly in the context of illegality of induced abortion, seeking to analyze abortion post-diagnosis
of HIV within the specific context of post-diagnosis pregnancy and the woman’s reproductive
life.

Methodology
The present paper analyzes the data collected
from an observational study: “Reproductive and
Sexual Health of Women Living in the Context of
the HIV/Aids Epidemics in Porto Alegre, Brazil”.
The study was conducted in public health services in the city of Porto Alegre, Brazil and was
financed by the National Council for Scientific
and Technological Development (CNPq in its
Portuguese abbreviation).
The study population was comprised of
women aged between 18 and 49 years old who
sought the public services of the city. The women were divided into the following two groups:
WLHA and women not living with HIV/Aids
(WNLHA). The WLHA were recruited in all
specialized services that have a specific agenda
to care for people living with HIV/Aids in Porto
Alegre. The WNLHA came from primary health
care services in Porto Alegre. These primary
health care services were randomly selected and
encompassed all sanitary districts of the city. The
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of condom in sexual initiation, number of partners during life, number of partners in the past
12 months, number of marriages, time since
last sexual intercourse, use of contraception and
condom in last intercourse, and number of children), specific information about the context of
the pregnancy that resulted in abortion (number
of children at the time of pregnancy, age at the
time of pregnancy, history of abortions prior to
that pregnancy, if the woman was using a contraceptive method when she got pregnant, if she
lived with her partner at that time, if her partner
was living with HIV and if the partner was the
same as in the previous pregnancy), information
to qualify abortion itself (gestational age at the
time of abortion, where abortion was performed,
if the woman needed post-abortion medical assistance, where she sought medical assistance,
how this medical assistance was, whose initiative
was it to abort and what the main reason to abort
was), information on contexts that may expose
the woman to greater social vulnerability (psychological, physical and sexual violence, drug use
and paid sex), age when the woman found out
to be HIV positive, why she took the test, and if
she desired to have children in the future. Chart
1 shows a summary of the data as well as some
variables about the WLHA who had a post-diagnosis abortion and the pregnancies that were
voluntarily terminated.
This study was approved by the Ethics Committee of Universidade Federal do Rio Grande do
Sul (the proposing research center) as well as by
three other ethics committees responsible for the
data collection centers. Interviewees could refuse
or interrupt the questionnaire at any moment.
Anonymity and confidentiality were ensured and
all interviewees signed a Free and Informed Consent Term, as per resolution n. 196/9616 of the National Research Ethics Council.

Results
Most (15) interviewees had only one pregnancy
voluntarily terminated after the diagnosis. One
woman reported two pregnancies terminated by
abortion and two interviewees had three induced
abortions after the diagnosis. Age at the pregnancy which resulted in abortion varied considerably; twelve women were aged less than 30, four
were aged between 30 and 39, and two were aged
40 or older. As to race, five identified themselves
as black, one as mixed race, and the remaining as
white. As to schooling, most (10) had graduated
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number of women recruited in each service was
proportional to the number of appointments
given, and interviewees were randomly selected
from the appointment books of these services.
The sample size was calculated based on the
study by Barbosa et al.11, which estimated the
prevalence of induced abortion for the two populations studied (WLHA and WNLHA). Considering a power of 80%, a level of significance of
5%, a design effect (deff) of 1.6, and increasing
the sample by 20% for possible losses, the sample
size was estimated at 615 WLHA and 615 WNLHA. Of the WLHA, 65 refused to participate
in the study and of the WNLHA, 41 were in the
same situation. As a result, the final sample was
composed of 684 WLHA and 639 WNLHA. Of
the WLHA, 126 had pregnancies that resulted in
induced abortion and 18 reported having aborted after receiving the diagnosis of HIV infection.
Data was collected between January and November 2011. The data collection tool was a questionnaire given by an interviewer. The questions
were objectives and addressed socioeconomic
and demographic characteristics and sexual and
reproductive health, such as affective-sexual relationships, contraception, condom use, pregnancies, abortion, the HIV diagnosis and violence
(physical, psychological, and sexual).
As the objective of the present study was to
make an in-depth analysis of abortions done due
to the knowledge of being HIV positive, the data
presented herein refer to 18 interviewees, who
totaled 23 cases of post-diagnosis abortion (the
number of women and the number of abortions
differ because one woman had two abortions,
and two women had three post-diagnosis abortions). Due to the small number of cases and the
social and political relevance of understanding
this phenomenon, it was decided that a descriptive and qualitative analysis of the conjugal, sexual, and reproductive trajectory of these women
would be done. This analysis consisted of the
reconstruction of the information quantitatively collected on a timeline in order to understand
the contraceptive and reproductive trajectory of
the women who had a voluntarily termination
of a pregnancy after the HIV diagnosis and who
informed the context of the pregnancy that was
ended by induced abortion.
Thus, the following information was considered: socioeconomic and demographic information (age, race, religion, schooling, profession,
income, and family support), information related to sexuality and reproduction (age at first
sexual intercourse, use of contraception and use
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Chart 1. Summary of life trajectory of women who had induced abortions after the HIV diagnosis.
Namea

Age

Number
Number of
of
Age at children before
marriages diagnosis
diagnosis

Schooling

Number of
children after
diagnosis

Age
at abortion

Ana

40 years-old incomplete elementary school

3

30

3

0

30

Carla

33 years-old elementary school graduate

1

21

1

1

23

Maria

32 years-old incomplete elementary school

1

23

1

3

24 and 27

Alice

39 years-old incomplete elementary school

3

31

3

0

31

Camila

42 years-old incomplete elementary school

3

31

3

0

32

36 years-old high school graduate

2

18

1

0

23, 28 and 35

Lorena

48 years-old college graduate

2

38

4

1

40

Tatiana

31 years-old high school graduate

2

19

1

0

20

Lúcia

33 years-old high school graduate

2

18

1

2

25

Namea

Partner at the time of abortion

Aura

Reason for abortion

Initiative for abortion
-

Ana

Same as in previous pregnancies

-

Carla

Same as in previous pregnancies

Being HIV+

Maria

In neither of the two abortions it was
the same as in previous pregnancy

Alice

Not the same as in previous pregnancy

Camila Same as in previous pregnancies
Aura

In neither of the three abortions it was
the same as in previous pregnancy

Lorena Same as in previous pregnancies
Tatiana Same as in previous pregnancy
Lúcia

Same as in previous pregnancies

In both abortions the reason was the
woman being HIV+

The woman’s own
The first was the woman’s and her
partner’s relatives, and the last was
only hers

Lack of socioeconomic conditions

The woman’s own

Lack of socioeconomic conditions

The woman’s own

For the first and the last abortions,
the reason was not wanting children
at the time

The first was the woman’s, and the
last was hers and her partner’s

Being HIV+

The woman’s own

Other

The woman’s own

Lack of socioeconomic conditions

The woman’s own
it continues

from high school; one had graduated from college; one had graduated from elementary school,
and six had incomplete elementary schooling. As
to time of diagnosis, half of the interviewees received their diagnosis of HIV before the age of
21. Moreover, most women (16) already had children at the time of the diagnosis (Chart 1).

In more than half of the women (11/18), time
between diagnosis and post-diagnosis abortion
(or first abortion) was 2 years or less. This was
the case of Ester, aged 29, of mixed race and high
school graduate. Ester received the diagnosis at
the age of 21, during the pregnancy that terminated in abortion. A similar situation was lived
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Namea

Age

Schooling

Julia

35 years-old

high school graduate

Ester

29 years-old

high school graduate

Catarina 33 years-old

high school graduate

Daiane

42 years-old

high school graduate

Tainá

27 years-old

high school graduate

Elaine

38 years-old

high school graduate

Mariana

33 years-old

high school graduate

Carolina 33 years-old
Rita

45 years-old

incomplete elementary school
incomplete elementary school

Namea

Partner at the time of abortion

Reason for abortion

Julia

Not the same as in previous pregnancy

Being HIV+

The woman’s and her relatives’

Ester

-

Being HIV+

The woman’s own

Being HIV+

Her partner’s

Being HIV+

The woman’s own

Catarina Same as in previous pregnancy
Daiane Not the same as in previous pregnancy
Tainá

Not the same as in previous pregnancy

Elaine

Not the same as in previous pregnancy

Mariana Not the same as in previous pregnancy
Carolina Same as in previous pregnancies in the
3 abortions
Rita
a

Number of
Age
Number of
Number of Age at children before children after at abortion
diagnosis
marriages diagnosis
diagnosis
2
31
4
18
3
0
21
0
21
0
1
18
0
16
1
0
28
1
28
1
2
24
1
21
0
0
28
2
27
2
4
21
2
18
1
2
21, 25 and 29
3
19
1
2
40
3
35
1

Not the same as in previous pregnancy

Not wanting children at the time
Being HIV+
Other
The reason for the first and the last
abortions was the woman not being
married to her partner
Being HIV+

Initiative for abortion

The woman’s and her partner’s
The woman’s own
The woman’s own
The woman’s own in both
abortions
The woman’s own

The names of interviewees have been changed.

by Camila, aged 42, white, incomplete elementary schooling, who received the diagnosis at the
age of 31 and got pregnant at the age of 32, of a
pregnancy that resulted in abortion.
However, the relation between the HIV diagnosis and abortion does not seem to be so direct.
Six of the interviewees had already had at least
one abortion before knowing to be HIV positive.
One of them had 14 pregnancies terminated by

abortion before the diagnosis and had another abortion after the diagnosis. Moreover, as to
reproductive trajectory, it should be highlighted
that post-diagnosis abortion did not end the reproductive life of many of the interviewees (7/18).
In other words, these women carried other pregnancies to term after aborting. One example of
this is the case was Catarina, aged 33, white and
high school graduate. Catarina found out she was
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living with HIV at the age of 16, when her son
died due to HIV. The pregnancy that ended in an
induced post-diagnosis abortion was her second
pregnancy and happened when she was 18 years
old. At the age of 26, Catarina got pregnant again
and carried the pregnancy to term.
More than half of the interviewees (9/17) stated as main reason for abortion to be living with
HIV. The following were other reasons: lack of financial means (3/17), the woman and/or her partner not wanting children at that moment (2/17),
not being married (2/17) and other reasons (2/17).
Although in half of the pregnancies the reason for
abortion was HIV, only three of nine women who
stated this reason did not have other children after receiving the diagnosis. Similarly, of these nine
women who declared as reason to abort be living
with HIV, four of them had a history of abortion
before the diagnosis (Chart 1).
Of the pregnancies for which this information is available, nearly half (9/20) were terminated with the use of Misoprostol, four by vacuum
aspiration, one by curettage, and six by homemade methods (probes, teas, infusions or plant
sponges). In most pregnancies (12/18), the initiative to abort was solely of the woman; in two
cases, it was shared with the partner and relatives.
Two women who had more than one abortion
stated that, in one occasion, the initiative was her
own only and that, in the other, the decision was
negotiated with the partner or relatives. Only one
interviewee reported that the decision to abort
was taken by the partner (Chart 1). The case of
Carla, aged 33, black, an elementary school graduate, illustrates the situations described herein.
Carla found out to be living with HIV at the age
of 21 and had a pregnancy terminated by abortion at the age of 23. The main reason for terminating the pregnancy was to be living with HIV.
The initiative to abort was her own, and abortion
was done by vacuum aspiration. At the age of 26,
Carla got pregnant again and carried the pregnancy to term.
It is also recurrent in the reproductive trajectory of the women interviewed the fact that their
children were from different fathers. Only two
women had all their children with the same partner. As to partners, it is noteworthy that, in more
than half of the pregnancies, the partner of the
pregnancy that terminated by abortion post-diagnosis was different from the partner of the previous pregnancy. Despite this change of partners,
in most pregnancies ended by induced abortion
post-diagnosis, the women lived with their partners, what may indicate a certain stability in the

relationship. This was the case of Aura, aged 36,
white and high school graduate. Aura had two
marriages and, in the past year, two partners. She
had six pregnancies. The first pregnancy, which
was terminated by a spontaneous abortion, was
with her first partner, with whom Aura lived. The
second pregnancy, also terminated by a spontaneous abortion, was with another partner, with
whom Aura did not live. The third, the fourth
and the fifth pregnancies were with the same
partner, that is, the partner of her first marriage,
who she had remarried. While the third and the
fifth pregnancies were terminated by induced
abortions, the fourth pregnancy resulted in a
live-born child. Finally, Aura’s sixth pregnancy,
terminated by an induced abortion, was with her
present partner, with whom Aura did not live.
As to the prevention of DST/Aids and pregnancies, when the first and last sexual intercourses were considered, it was found that most interviewees did not make a consistent use of a contraceptive method, neither the use of a condom.
It is noteworthy that one of the interviewees who
stated having terminated a pregnancy because
she did not want children at that moment did not
make use of any contraceptive methods.
Violence was a common finding in the life
story of the women who aborted after the diagnosis. More than half (14/18) of the interviewees
suffered some type of violence (psychological,
physical, or sexual). Also, more than half of them
(11/18) stated having made use of some type of
drug during life.

Discussion
The HIV diagnosis has an undeniable impact on
the reproductive decisions of WLHA. However,
its influence on the decision to terminate a pregnancy should be viewed situationally, since most
women who stated not wanting the pregnancy
because they were living with the virus had other
children after having received the diagnosis. In
this sense, Villela et al.3 show that, even in the cases where HIV interfered in the decision to abort,
this reason was associated to other factors. These
other factors, in the case of the WLHA, are reinforced by the concrete possibility of becoming ill
or having an early death3,13,14.
Thus, the analysis of the reproductive trajectory of the women who aborted after receiving
the diagnosis indicates that the decision to interrupt a pregnancy is associated to a set of factors,
not exclusively to HIV. Therefore, an unplanned
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tent use of oral contraceptives and condoms was
common in the population studied23.
In this context, another factor that may
strongly influence the decision to keep or terminate a pregnancy is the relationship with the
partner. In the present study, a myriad of situations regarding this determining factor was
identified. For instance, there were accounts of
abortion in situations where the woman was
living with the partner who was the same of the
previous pregnancy (what shows some relationship stability). On the other hand, there were also
abortions in situations of eventual relationships.
Thus, subjective issues may interfere in this relation between being in a relationship with a partner and maintaining pregnancy, as well as having
a partner willing to assume paternal responsibilities and sharing the responsibility for raising
children3 or still the evaluation as to the longevity
and quality of the marital relationship17. In this
sense, in their study of Swedish women, with and
without abortion experience, Tornbom et al.24
showed that not only the presence of a partner
influences the decision to maintain or terminate
a pregnancy but also the stability and safety that
the woman finds in her relationship with the
partner. In other words, the more stable the relationship, the greater is the weight of the partner’s opinion on the decision about the pregnancy outcome24,25. Moreover, Zabin et al.26 suggest
that changing partners in-between the different
pregnancies makes women change their opinion
about the desire to be pregnant. In the present
findings, in nearly half of the pregnancies that
ended in abortion, partners were different from
those of the immediately previous pregnancy.
In this context, although many times the decision to maintain or not a pregnancy is taken depending on the availability of the partner to take
responsibility for parenthood, this decision is not
always taken together with the partner.
Women’s prominence in the decision to end
a pregnancy is evident because in most pregnancies the initiative to terminate pregnancy was
taken by the woman (who either made the decision alone or together with her partner and/
or relatives). This reinforces the idea showed by
qualitative studies conducted in two provinces in
Vietnam13 and in South Africa11 that, if a woman
has made up her mind to terminate pregnancy,
she does not communicate her decision to her
partner, foreseeing resistance on his part, opting,
therefore, to seek health services on her own.
Other conditions that may place women in
a situation of greater vulnerability were report-
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pregnancy has different meanings depending on
where in her life cycle the woman is, and the decision to terminate pregnancy may not be understood outside the context of the life trajectory of
women17.
The present findings indicate that, at first,
right after the diagnosis is received, HIV is an important factor in the decision to end a pregnancy.
This becomes evident when one notes that, in
most cases, there is a time interval of up to two
years between diagnosis and abortion. Thus, besides having to deal with a relatively recent diagnosis, which brings along all the implications of
finding one’s self HIV-positive, such as the stigma and the need of follow-up and treatment, a
pregnancy occurred soon after the diagnosis, or a
diagnosis given during pregnancy, require women to make a decision about its continuation or
termination, making that moment in life even
more delicate18,19.
However, it seems this relation between HIV
and abortion changes in time and HIV is no longer a determining reason for abortion. A result of
this is that many of the women who stated HIV
as the main reason for abortion had other pregnancies post-diagnosis. This finding may indicate that the more time post-diagnosis the more
knowledge WLHA have about the PMTCT and
the possibility of giving birth to children free of
the virus, as shown by the results published by
Bui et al.13.
Moreover, other factors, such as lack of socioeconomic conditions and the desire not to have
more children may play a role in the post-diagnosis period. Thus, as to the lack of socioeconomic
conditions, studies conducted in Vietnam9,13 and
in South Africa20 reinforce our finding that not
having the financial means to raise a child was a
recurring reason for abortion.
The desire not to have children, or not to have
children at that particular moment, was also a
reason for abortion stated by WLHA. However,
there seems to be an inconsistency between the
lack of desire to become a mother and the use
of contraception. One of the women who stated
having terminated a pregnancy for not wanting
to have children in that moment was not making
use of contraception when she got pregnant. In
this same sense, one interviewee had 15 pre-diagnosis abortions, what may indicate that women may also be using abortion as a contraceptive
method. While quantitative studies did not find
an association between the use of contraception
and abortion in WLHA21,22, a qualitative study
conducted in Brazil showed that the inconsis-
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ed by interviewees. Most interviewees reported
having suffered some type of violence in their life
(psychological, physical, or sexual). A quantitative study conducted in the United States showed
an association between sexual violence and induced abortion27. Similarly, a qualitative study
conducted in Brazil showed that the occurrence
of non-consensual sex as well as physical and sexual violence were relatively common in the life
story of women who had abortions throughout
life23.
The use of illicit drugs adds to this context of
vulnerability. Half of the interviewees stated the
use of illicit drugs. In line with the findings of the
present study, Barbosa et al.21 showed that having
used illicit drugs some time in life was associated
to a higher risk of voluntary end of pregnancy.
This finding is reinforced by the study by Kline
et al.22 which pointed to a higher risk of this outcome in women with a history of crack cocaine
use.
In conclusion, the analysis of the reproductive trajectory of women living with HIV/Aids
shows that there is no specific profile of the woman who aborts after receiving the HIV diagnosis
but that some characteristics (change of partners,
history of violence and drug use) may indicate a
greater vulnerability of some women. Although
the HIV diagnosis may play a role in the decision
to end a pregnancy, it does not necessarily result
in the end of the woman’s reproductive trajecto-

ry. Thus, abortions should be understood within
a diversity of decision-making processes that refer to specific moments in the life cycle, forms of
organization of family and marriage, as well as
the socioeconomic context in which pregnancy
takes place17. A change in one of the elements of
this situation may result in a different decision,
and that is why a pregnancy may be interrupted
due to the HIV diagnosis at a given moment and,
later, another pregnancy may be taken to term,
despite HIV.
In comparison to WNLHA, the higher rates
of abortion in WLHA pointed by international
and national literature7-12,22,27,28 suggest that the
access the latter population is having to information and efficient contraceptive methods is poor,
despite the heavy investment health policies and
services have made towards the use of condom29.
Thus, investing in the promotion and provision
of inputs for double protection is a fundamental
action in order to decrease the number of unplanned pregnancies. Still, the development of
continuous educative actions aiming to prevent
unwanted pregnancies and STD, especially along
with the most vulnerable populations, is important. Therefore, the assurance of the reproductive
rights of WLHA involves not only the decrease of
mother-to-child transmission of HIV but also the
assurance of access to an early diagnosis, educative actions, reproductive planning, efficient contraceptive methods, as well as prevention inputs.
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