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misoprostol in Brazil is not as 

a tool of women’s empower-

ment. Misoprostol is linked 

with culpability, suff ering, and 

potential harm to future chil-

dren. Anthropologists who spoke 

with mothers of children with 

Zika-induced microcephaly 

from Recife, Brazil, learned 

that some mothers—the great 

majority of whom were poor 

and non-White—were targets of 

derogatory and hostile remarks:

When circulating around the 

city with their children on their 

lap, they heard discriminatory 

statements about the diff erent 

formation of their children’s 

bodies, and people accused them 

that they had tried an abor-

tion. Their children were called 

“abortion children.”4

The idea that a woman who 

tries—and fails—to induce an 

abortion may injure her future 

child is not a new one. It links a 

view of abortion as a transgres-

sion, an illegal act, and a sin with 

an awareness of the danger of 

methods employed by desperate 

women to eliminate an unwant-

ed pregnancy.5 These methods 

are often extremely risky for the 

pregnant woman and, in some 

cases, can harm the fetus too. 

In the 1990s and early 2000s, 

debates on the induction of 

birth defects by misoprostol led 

to a reactivation of the popular 

perception of birth defects as 

“wages of the sin of abortion.” 

Health professionals found out 
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before we need it, and women 

with means should share their 

misoprostol supply with those 

less fortunate.

Brazil has a long experience 

with the use of misoprostol as an 

abortifacient. Abortion is illegal 

in Brazil. Its inclusion as a crime 

in Brazil’s criminal code of 1830 

was confi rmed in the criminal 

code of 1890 and consolidated in 

the penal code of 1940, still valid 

today. From the 1970s on Brazil-

ian feminists fought to liberalize 

abortion, but the only important 

change was decriminalization 

of abortion for anencephaly in 

2012.2 Despite its criminaliza-

tion, abortion is widespread in 

Brazil, especially among less-

educated women, while miso-

prostol, readily available through 

informal circuits, is employed by 

numerous women who want to 

terminate a pregnancy.3

Its popularity notwithstand-

ing, the dominant image of 

In spring 2019, several US 

states introduced laws that 

severely limited access to abor-

tion. Reacting to this devel-

opment, the New York Times 

published an op-ed by the 

activist and women’s advocate 

Cari Sietstra, in which she said, 

“Georgia’s terrible law doesn’t 

have to be the future of abor-

tion. A self-induced abortion 

with misoprostol can be a safe, 

reliable way to end an unwant-

ed pregnancy.”1 Self-induced 

abortion with misoprostol, 

Sietstra argued, can be a very 

good way to end an unwanted 

pregnancy, but it also empow-

ers women and enables them to 

control the fate of their preg-

nancy privately. Misoprostol 

“should be seen as a prophylac-

tic drug that deserves a place in 

our medicine cabinets,” like an 

EpiPen for those with allergies. 

We should, Sietstra adds, ask 

clinicians to prescribe this drug 
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that using this drug greatly 

reduced the danger of abor-

tion for hundreds of thousands 

of Brazilian women.6 At the 

same time, media reports fed the 

popular imagery of misoprostol 

as linked with the “production 

of monsters”—the literal mean-

ing of teratogenesis—and the 

parallel creation of “monstrous” 

mothers.

THE BEGINNING OF A 
CONTROVERSY

Misoprostol (Cytotec), a 

synthetic analog of prostaglan-

din E1 developed in 1973 by 

the pharmaceutical company 

Searle, was originally marketed 

as a treatment for gastrointestinal 

problems. One of the side eff ects 

of this molecule, its manufactur-

ers rapidly found out, was to 

induce miscarriage. In the 1980s, 

French endocrinologists dem-

onstrated that a combination of 

mifepristone (RU-486, a steroi-

dal antiprogestogen) with miso-

prostol was a very effi  cient way 

to induce an abortion. Misopro-

stol reached Brazil in 1985, and 

from 1988 on was produced by 

the Brazilian fi rm Biolab. In the 

late 1980s, Brazilian pharmacists 

started to recommend this prod-

uct for terminating pregnancies 

as a workaround of the criminal-

ization of abortion. At that time, 

misoprostol was sold in pharma-

cies without a prescription.

The fi rst study of using 

misoprostol as an abortifacient, 

made by Helena Coelho and 

her colleagues from the Federal 

University of Ceara in For-

taleza, Brazil, was published in 

July 1991. Pharmacy students 

visited registered pharmacists in 

the Fortaleza area, asking for a 

drug that would terminate an 

early pregnancy. The majority of 

the pharmacists recommended 

misoprostol and told the buyers 

how to use it, but only a small 

minority among them also 

explained what the physiologi-

cal eff ects of misoprostol were 

and mentioned the importance 

of seeing a physician after an 

abortion.7

In an article published in 

the Lancet, a German physi-

cian, Peter Schönhöfar, attracted 

attention to the widespread 

use of misoprostol in Brazil 

to terminate pregnancies. He 

argued that it was urgent to halt 

the sale of this drug, because “it 

is ineff ective about half of the 

time, and it exposes the fetus 

to [the] possible risk of severe 

malformations.”8 Schönhöfar’s 

claim that misoprostol is an inef-

fective abortifacient relied on a 

single clinical trial of this drug. 

His claim that it is a danger-

ous teratogen relied on a report 

made by Walter Fonseca and his 

colleagues from the University 

of Ceara, which linked a severe 

and atypical cranial malforma-

tion in fi ve newborn babies with 

exposure to misoprostol early in 

pregnancy.9

The latter claim rapidly 

reached the general public. In 

April 1991, one of the main 

Brazilian newspapers, O Globo, 

published an article on a pre-

sumed link between misoprostol 

and cranial anomalies: “Popular 

Abortifacient Deforms Fetus-

es.”10 Earlier, in November 1988, 

a physician explained in another 

major Brazilian newspaper, Jornal 

do Brasil, that an incomplete 

abortion with a newly developed 

“abortive pill,” would induce 

severe fetal anomalies: “If we 

agree to the distribution of these 

pills in Brazil, surely we will 

have a generation of monsters.”11 

The 1991 claim that misoprostol 

induced severe anomalies of the 

cranium was not confi rmed by 

other studies.12 Nevertheless, the 

double question of the effi  ciency 

and teratogenicity of misopros-

tol thereafter dominated all the 

debates among Brazilian doctors 

about the use of this drug to 

induce abortions.

THE BRAZILIAN 
EXPERIENCE

In July 1991, the Brazil-

ian ministry of health decreed 

that misoprostol could be 

sold only by prescription and 

exclusively for the treatment of 

gastrointestinal problems.13 As 

a consequence, the diff usion of 

this drug moved into an illegal 

circuit, and its price, previously 

very low, rose sharply. Despite 

the offi  cial interdiction, women 

could still easily purchase 

misoprostol in a parallel market, 

and even with the increase in its 

price, abortion with misoprostol 

remained cheaper than termina-

tion of pregnancy in an illegal 

clinic. Women explained that 

they elected to use misoprostol 

because they hoped to end their 

pregnancy in a private setting 

and because they believed that 

it was safer than the invasive 

methods of abortion. The latter 

opinion was shared by profes-

sionals, who rapidly linked 

the use of misoprostol to an 

observed decrease of mortality 

and morbidity from illegal abor-

tions.14 Moreover, some women 

also persuaded themselves that 

the use of misoprostol was not a 

“real” abortion.

In the early 1990s, misopro-

stol became the most popular 

abortive method in Brazil.15 

Women’s subjective experience 

of misoprostol-induced abortion 

was, however, frequently harsh, 

because they often did not 

know what to expect and were 

surprised and frightened by the 

violence of the drug’s eff ects. 

Women who took misoprostol 

after the recommended limit of 

10 weeks of pregnancy might 

have had an especially harrowing 

experience. A 1994 study found 
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that the majority of the women 

who terminated a pregnancy 

with misoprostol declared that 

they would not use the drug 

again and would not recom-

mend it to a friend.16 Another 

study, from 1993, confi rmed 

that the majority of women 

evaluated their experience with 

misoprostol-induced abortion 

as very negative. Many took 

misoprostol at night without 

informing anyone and without 

knowing what was going to 

happen to their bodies. They 

then discovered that the drug-

induced abortion was longer, 

more painful, and messier than 

they had expected; many ended 

by having a surgical abortion.17 

Brazilian doctors interviewed by 

the authors of the same study 

had a more positive view of 

misoprostol. The use of this drug, 

they explained, greatly reduced 

the frequency of abortion-re-

lated complications and allowed 

them to perform surgical ter-

minations of pregnancy without 

being held responsible for an 

illegal act.18

A 1995 study that inter-

viewed women from Rio de 

Janeiro’s favelas who were hospi-

talized for an induced abortion 

confi rmed that the great major-

ity of them used misoprostol. It 

also revealed the persistence of 

negative attitudes toward abor-

tion. Nearly all the interviewed 

women complained that they 

were treated with disrespect, and 

some with cruelty, by the public 

hospital’s staff . At the same time, 

many among them, including 

some who had had several abor-

tions, strongly criticized women 

who “take out their baby” (tira 

a criança). A woman’s duty, they 

explained, is to accept her child 

(tem que augentar un fi lho!). Their 

highly ambivalent discourse re-

fl ected deeply engrained cultural 

beliefs that see maternity as an 

inescapable female fate and that 

stigmatize women who refuse to 

accept this fate.19

In the early 1990s, many 

women believed that misoprostol 

would enable them to quietly 

abort in the privacy of their 

home.20 Sociological studies 

conducted in the 21st century 

indicate that, with time, numer-

ous women learned from each 

other what the eff ects of miso-

prostol were, relied on informal 

support circuits, and counted on 

the help of a “friend who had 

aborted.”21 In consequence, the 

goal of many of misoprostol’s 

users shifted from achieving a 

complete abortion to inducing 

bleeding that could be presented 

as a spontaneous miscarriage 

and would allow them to obtain 

a curettage. 22 Women shared 

information about the right ways 

to achieve this goal: how long to 

wait before going to a hospital, 

how to fi nd a hospital where 

they would be at least minimally 

respected, and how to pres-

ent themselves to the hospital’s 

staff .23 These goals resonated 

with the gynecologists’ view that 

in Brazil misoprostol frequently 

acts as a “passport” to obtain a 

safe abortion in a public facility.24

MULTIPLE MEANINGS OF 
EFFICIENCY

In the early 1990s, experts 

explained that misoprostol alone 

had much lower eff ectiveness 

(50%–60%) than a sequential 

administration of mifepristone 

and misoprostol.25 Later studies 

indicated, however, that miso-

prostol alone can be a reasonably 

effi  cient abortifacient. Experts 

from the nonprofi t organiza-

tion Gynuity Health Projects 

were especially interested in a 

study of the abortive effi  ciency 

of misoprostol alone, because in 

many developing and intermedi-

ary countries women have no 

access to mifepristone.26 When 

used correctly in early preg-

nancy (intravaginal or sublingual 

application of appropriate doses), 

they argued, misoprostol is a 

“good enough” abortifacient.27 

This claim was based on results 

of several clinical trials, mostly 

conducted in countries where 

abortion is legal, such as Cuba, 

Vietnam, and China. The re-

ported eff ectiveness of misopro-

stol was more than 90% in the 

Cuban trials and between 65% 

and 85% in other trials.28

A 2019 information sheet 

issued by the feminist organiza-

tion Women on Web affi  rms that 

when used correctly abortion 

with misoprostol alone is ef-

fective in up to 94% of cases.29 

The Gynuity information sheet 

provides a more conservative 

estimate: up to three quarters of 

women who take misoprostol 

abort in the fi rst 24 hours, but 

sometimes an abortion takes 

longer, and some women fail to 

abort with this drug.30 The Gy-

nuity statement is probably based 

on a 2019 metanalysis of clinical 

trials of misoprostol, which af-

fi rms that 22% of the women 

who used this abortifacient 

underwent a surgical evacuation 

of the uterus. This metanalysis 

also affi  rms that the majority of 

misoprostol users declare them-

selves satisfi ed with this method 

of pregnancy termination.31

The latter statement is, 

however, based on an analy-

sis of clinical trials made in 

countries where abortion is 

legal. It is reasonable to assume 

that participants in these trials 

received accurate information 

about misoprostol’s eff ects, were 

supported by competent and 

sympathetic professionals, and, 

if the drug failed, had access 

to a surgical termination of 

pregnancy. Brazilian women use 

misoprostol in a very diff erent 

environment, and for many, a 

self-induced abortion with this 
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drug continues to be a diffi  cult 

experience.32 Pilot programs, 

such as the experimental 

Athenas Program introduced in 

2015 by the Federal University 

of Bahia to improve the treat-

ment of women undergoing an 

abortion, although undoubtedly 

important, cannot provide an 

effi  cient solution to the dilem-

mas of hundreds of thousands 

of Brazilian women who use 

misoprostol as an abortifacient.33 

Some of the women who 

attempted—and failed—to ter-

minate their pregnancy with this 

drug either were too afraid to go 

to a hospital for a curettage or 

changed their mind and decided 

to have the child. These women 

may face an additional hurdle: 

fear that their child will be born 

with a severe anomaly.

MOEBIUS SYNDROME 
AND OTHER 
IMPAIRMENTS

The 1991 report that con-

nected misoprostol with severe 

cranial anomalies was never 

confi rmed.34 However, in 1993, 

a group of Brazilian experts, led 

by the geneticist Claudette Hajaj 

Gonzalez, linked misoprostol 

with Moebius syndrome, a rare 

inborn neurologic condition 

that primarily aff ects the muscles 

that control facial expression 

and eye movement.35 This study 

linked seven cases of neurologic 

anomalies (four with confi rmed 

Moebius sequence) with using 

misoprostol and stated:

As far as we know Brazil is 

unique in a very sad fact, the 

use (or better, the misuse) of 

misoprostol, a synthetic analog of 

prostaglandin El, commercialized 

as Cytotec, by women who want 

to abort.36

The description of use of 

misoprostol as a “sad fact” 

perhaps refl ected a fear that its 

widespread use would lead to 

an “epidemic” of birth defects.37 

This fear did not materialize. 

Brazilian women massively em-

ploy misoprostol, but Moebius 

syndrome and related anomalies 

continue to be very rare.38 They 

were also more solidly associated 

with misoprostol.

One of the most complex 

questions in epidemiology, the 

establishment of fi rm causal 

links, may be especially diffi  cult 

when dealing with a poten-

tial teratogen.39 In 1994 a US 

pediatrician, Thomas Shepard, 

established a list of seven criteria 

that may defi ne a substance as a 

teratogen. The fi rst four, Shepard 

proposed, were essential: (1) 

proven exposure to the agent 

at one or more critical times 

during prenatal development, 

demonstrated, for example, by 

physicians’ prescriptions; (2) con-

sistent fi ndings by two or more 

high-quality epidemiological 

studies; (3) careful delineation of 

clinical cases (i.e., the description 

of a specifi c defect or defects); 

and (4) rare environmental 

exposure that is associated with 

a rare defect. An additional three 

criteria were helpful, but not 

indispensable: (5) teratogenicity 

in experimental animals; (6) an 

association teratogen malforma-

tion that makes clinical sense; 

and (7) for chemical compounds, 

proof that the agent acts in the 

body in an unaltered state.40 

When, a year later, Shepard 

discussed a possible associa-

tion between misoprostol and 

Moebius syndrome, he did not 

apply his own criteria to the 

case, probably because, dealing 

with an illegal substance, it was 

diffi  cult to ascertain what the 

level of exposure was.41

In the late 1990s and early 

2000s, several studies consolidat-

ed the hypothesis that exposure 

to misoprostol early in preg-

nancy increases the probability 

of Moebius syndrome.42 These 

studies indicated that misopros-

tol was associated with a signifi -

cant but small (2%–3%) increase 

in this and similar syndromes. 

Two systematic reviews of the 

medical literature confi rmed 

this conclusion.43 The diffi  culty 

of assessing the risk of expo-

sure to misoprostol when the 

drug is diff used through illegal 

circuits was partly overturned 

by two French studies that 

employed data from national 

toxicology and teratogenicity 

registries. Because physicians 

prescribed misoprostol to the 

women included in these studies, 

these studies fulfi lled Shepard’s 

fi rst criterion: positive proof of 

exposure in a known sample of 

exposed individuals.

One study lumped together 

women exposed to misoprostol 

early in pregnancy because they 

were treated for gastrointestinal 

disorders and women who de-

cided to continue the pregnancy 

after a failed attempt at abortion 

with mifepristone and misopro-

stol. The second study com-

pared the eff ects of misoprostol 

on women who received the 

drug to end a pregnancy, with 

its eff ect on women treated 

with misoprostol for a diff erent 

reason. Both studies confi rmed 

the existence of a link between 

exposure to misoprostol and 

birth defects. The fi rst study es-

timated such a risk at 2.2%, and 

the second at 3.5%.44

The French studies also 

pointed to a seldom discussed 

issue: women’s ambivalence 

about their reproductive choices. 

Debates on ethical aspects of 

abortion often assume that 

every pregnant woman is either 

100% sure that she wants to 

have a child or 100% sure that 

she rejects the pregnancy. Yet 

in real life women may have 

contradictory feelings about 

their pregnancy and oscil-

late between acceptance and 
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rejection. Even in France, 

where abortion is legal and the 

majority of citizens view it as a 

woman’s right, a small number 

of women who failed to abort 

with drugs changed their mind 

later. It is reasonable to assume 

that, because Brazil combines a 

strong moral condemnation of 

abortion with lower effi  cacy of 

drug-induced abortions, more 

Brazilian women continue their 

pregnancy after failure of an at-

tempt to end it with misoprostol. 

French women who decided to 

continue their pregnancy after 

a failed attempt at a medical 

abortion are supported by health 

professionals trained to respect 

their reproductive decisions.45 

Few Brazilian women exposed 

to misoprostol early in pregnan-

cy receive such support.

MISOPROSTOL AS A 
COLLECTIVE SOCIAL 
SPECTACLE

In 2001, the journal Canadian 

Family Physician published a let-

ter from a general practitioner 

who had learned that one of his 

patients had been treated with 

misoprostol without know-

ing that she was pregnant and 

asked what the risk for her 

future child was. The consulted 

experts, the Canadian Gideon 

Koren and the Brazilian Lavinia 

Schüler (coauthors of studies of 

links between misoprostol and 

inborn anomalies), answered that 

risk was low. Children born to 

women exposed to misoprostol 

have a 30-fold increased risk of 

Moebius syndrome, but because 

this malformation is extremely 

rare, the absolute risk of giving 

birth to a child with this syn-

drome is still very small. Because 

of the thalidomide disaster, 

many women believed that 

after exposure to a teratogenic 

drug they had a 25% or greater 

chance of giving birth to an 

impaired child. It was important 

to explain to them that the risk 

of exposure to misoprostol is 

incomparably smaller.46

Koren and Schüler wrote for 

physicians in a country where 

abortion is legal. The Brazilian 

debate on putative links between 

misoprostol and birth defects 

was conducted in a very diff er-

ent political and sociocultural 

context. Scholars that supported 

the legalization of abortion in 

Brazil argued that the debate on 

the teratogenic risks of miso-

prostol was pointless. When 

a woman takes this drug to 

terminate a pregnancy, the per-

tinent question is not whether 

the misoprostol is dangerous to 

the fetus but how to ascertain 

that when this drug fails she can 

end the pregnancy by a diff erent 

method. The real problem is not 

misoprostol but the criminaliza-

tion of abortion.47 This is an 

important point. We focus here, 

however, on a somewhat diff er-

ent question: the transformation 

of the Brazilian debate on the 

teratogenicity of misoprostol 

from a topic debated only by 

experts as a “social problem.”48

Once a given biomedical 

issue becomes a “collective social 

spectacle,” the US sociolo-

gist Charles Bosk has argued, 

the complexities, nuances, and 

subtleties that are embodied in 

specifi c clinical situations are 

erased through public exposure 

in the media.49 Brazilian news-

papers and television networks 

have widely published stories 

about misoprostol-induced birth 

defects. Some stories point to 

the existence of a risk with-

out indicating its magnitude.50 

Others dramatize this risk. An 

O Globo article from Febru-

ary 1995 that discussed a BBC 

program on the extensive use 

of misoprostol as an abortifa-

cient in Latin America quoted a 

fetal medicine expert, Antonio 

Moron, who affi  rmed that miso-

prostol is more dangerous than 

thalidomide.51

A 2013 short fi lm produced 

by the Brazilian television 

network R7 opens with the 

dramatic statement that when 

a woman who takes misopro-

stol fails to abort, there is a 

“big chance” that she will give 

birth to a child with Moebius 

syndrome. Next, an anonymous 

woman explains that she tried 

to terminate a pregnancy with 

misoprostol and that now her 

child has a distorted face, and 

a pediatric neurologist, Maria 

Joaquina Marques-Dias, explains 

that the majority of Brazilian 

children with Moebius syn-

drome are born to women 

exposed to misoprostol. The fi lm 

then shows Mafi osi-looking 

men selling misoprostol. It ends 

with a question: Why can this 

illegal and dangerous drug be so 

easily purchased in Brazil?52

Brazilian media rarely pro-

vide data on the absolute risk 

of neurologic anomalies linked 

with exposure to misoprostol. 

Moreover, as the 1988 news-

paper article on the danger of 

an “abortive pill” and the 1991 

article on fetuses deformed by a 

“popular abortive drug” attest, 

the claim that abortifacients 

produce monsters preceded the 

display of links between miso-

prostol and Moebius syndrome. 

The pioneer of sociology of 

scientifi c knowledge, Ludwik 

Fleck, argued that the strong 

belief that syphilis equals “bad 

blood” stimulated a tenacious 

quest for a serological test for 

this disease.53 The belief that an 

“abortive pill” will induce birth 

defects favored a search for the 

teratogenic eff ects of misopros-

tol and then the transformation 

of a suspected link between 

this drug and visible inborn 

anomalies into a popular belief. 

Mothers of microcephalic babies 
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accused of giving birth to “abor-

tion children” illustrate the fate 

of a complex medical question 

that, to follow Charles Bosk, was 

“washed out by the klieg lights 

and culturally resonant dramatic 

framings that mark the discussion 

of private troubles as public issues 

receiving media attention.”54

In Brazil, the publicity given 

to the teratogenicity of miso-

prostol unfolded in the context 

of strong condemnation of 

women who elect to terminate 

a pregnancy, especially of those 

who belong to lower socioeco-

nomic strata.55 Pharmaceutical 

action, the anthropologists Anita 

Hardon and Emilia Sanabria 

have explained, is not reducible 

to the intrinsic properties of a 

given molecule but is articulated, 

elicited, and informed within a 

“meshwork” of experimental, 

regulatory, and care settings.56 

The Brazilian “misoprostol 

meshwork” includes intersec-

tions of medicine, religion, and 

law but also social precariousness, 

injustice, and daily aggressions, 

particularly where women’s 

bodies are concerned. It was also 

strongly linked with disparaging 

attitudes toward the sexuality of 

poor, non-White women.57

MEDICAL ABORTION IN 
CONTEXT

In a country characterized 

by dramatic inequalities and a 

high level of gender violence, 

women’s ability to decide 

whether and when they will 

be mothers is but one of many 

changes needed to promote 

true gender equality in Brazil. 

It is, nevertheless, an important 

element of the struggle for 

this equality. Ideally, all women 

should have not only access to 

legal and safe abortions but also 

the choice of the method by 

which they wish to terminate 

an unwanted pregnancy.58 When 

abortion is legal and accessible, 

it is also not unreasonable to 

discuss the benefi ts and risks of 

making misoprostol available 

as a “prophylactic drug,” a step 

that will allow some women to 

“privatize” an early termination 

of pregnancy. The situation in 

Latin America, and increasingly 

in some US states, is, however, 

very diff erent.

The availability of miso-

prostol in Latin America has 

dramatically reduced mortality 

and morbidity linked with illegal 

abortions. It has also lessened 

abortion-related stress, especially 

for women who have access to 

effi  cient support networks and 

can escape hostility and fear 

mongering. Misoprostol can 

thus be described as an impor-

tant damage-reducing device. 

Alas, terminating a pregnancy 

with misoprostol continues to 

be a distressing event for many 

Brazilian women, especially 

vulnerable ones: those who 

are young, non-White, less 

educated, isolated. Abortion 

can be traumatic for vulner-

able women everywhere, but 

in Brazil using misoprostol in 

a context of criminalization of 

abortion, strong social disproval, 

ignorance, solitude, and fear 

of giving birth to an impaired 

child may produce a uniquely 

distressing confi guration for very 

large numbers of women. Such 

a confi guration is very diff erent 

from the positive image of self-

induced abortion as an empow-

ering event. Damage reduction is 

an important public health goal, 

but when the damage is rooted 

in an unjust law, an important 

concern should be to change 

that law. 
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