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ABSTRACT

Introduction. Reproductive autonomy enables a person to freely decide their life plan, including sexual and 
reproductive health. However, its exercise can be constrained by health determinants and other structural con-
ditions. Knowing the background of women who undergo a Legal Interruption of Pregnancy (LIP) helps identify 
patterns of inequality and their impact on the exercise of reproductive autonomy. Objective. To analyze the 
profile of women who legally terminate a pregnancy in Mexico City. Method. Latent class analysis, with the 
participation of 274 women who terminated a first trimester pregnancy at a public facility. Results. Model of 
two latent classes: adult (68.34%) and young women (31.65%). Stigma was the predictor variable for class; 
the higher the score, the lower the probability of belonging to the adult group (p = .019). Adult women were 
characterized by having lower educational attainment, engaging in unpaid activities, having at least one child, 
and having had previous abortions, having experienced intimate partner violence in the past twelve months 
and reporting that their partners did not agree with the interruption of their pregnancy. Young women were 
students, partnered and reported that their partners had agreed with them to request an abortion. Discussion 
and conclusion. Despite the legal changes effected, stigma is still present in the abortion demand and ac-
cess, particularly for women with certain characteristics. It would be useful to include interventions to reduce 
stigma in counseling, using an approach based on previous experience.

Keywords: Induced abortion, stigma, autonomy, reproductive health, gender violence.

RESUMEN

Introducción. El ejercicio de la autonomía reproductiva permite tomar decisiones libres sobre el plan de vida 
incluyendo la salud sexual y reproductiva. Las determinantes de la salud y otros condicionantes estructurales 
pueden obstaculizar su ejercicio. Conocer los antecedentes de las mujeres que realizan una Interrupción 
Legal del Embarazo contribuye a determinar patrones de desigualdad y su impacto sobre el ejercicio de la 
autonomía reproductiva. Objetivo. Analizar el perfil de mujeres que interrumpen legalmente un embarazo en 
la Ciudad de México. Método. Análisis de clases latentes, participaron 274 mujeres que interrumpieron un 
embarazo de primer trimestre en un servicio público. Resultados. Modelo de dos clases latentes: adultas 
(68.34%) y jóvenes (31.65%). El estigma fue la variable predictora de la clase; a mayor puntaje menor pro-
babilidad de pertenecer al grupo de adultas (p = .019). Para las adultas se caracterizaron por tener menor 
escolaridad, actividades no remuneradas, tener al menos un hijo y abortos previos, experimentaron violencia 
de pareja en los últimos doce meses y reportaron que su pareja no estuvo de acuerdo con la interrupción. 
Las jóvenes eran estudiantes, tenían pareja y reportaron que habían acordado con ella solicitar el aborto. 
Discusión y conclusión. A pesar de los cambios legales, el estigma está presente en la demanda y el 
acceso a los servicios de aborto y resulta particularmente relevante en mujeres con ciertas características. 
Sería oportuno incluir en la consejería intervenciones para disminuirlo buscando un enfoque centrado en las 
experiencias previas.
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INTRODUCTION

Between 2015 and 2019, 112 to 131 million unintended 
pregnancies occurred worldwide, with six out of ten ending 
in abortion. The global abortion rate fluctuates between 36 
and 44 abortions per thousand women aged between 15 and 
49 (Bearak et al., 2020). In Mexico, this rate is estimated to 
be 34 per 1,000 women (Singh et al., 2010) The Health Infor-
mation System shows that the national mortality rate is 40.3 
deaths per 100,000 population, ranging from 7.9 in Baja Cal-
ifornia Sur to 83.3 in Chiapas (Schiavon & Troncoso, 2020).

Although the Total Fertility Rate in Mexico is 2.07 chil-
dren per woman, it ranges from 1.34 in Mexico City to 2.80 in 
Chiapas. Among women who have only completed elemen-
tary school, it is 2.82, whereas among those who have com-
pleted secondary and higher education it is 1.75 (ENADID, 
2018). Adolescent women reported that one in two pregnan-
cies was unwanted or unplanned, regardless of whether they 
already had children. One in five women with fewer children 
than they considered ideal stated that they had not had more 
children due to lack of money or for health reasons, whether 
they lived in a rural or urban setting (ENADID, 2018).

Variability in the epidemiology of abortion and other 
sexual and reproductive health indicators accounts for the 
disparities in access to health. The evidence shows that 
gender, age, ethnicity, social class, and their intersections 
influence decisions throughout a person’s sexual and repro-
ductive life (Cleeve et al., 2017). The power to freely and 
responsibly decide about issues that concern one is one of 
the characteristics of empowerment, known as agency. Em-
powerment is multidimensional and refers to the expansion 
of women’s ability to make strategic decisions about their 
lives, in areas where these decisions were previously limit-
ed (Upadhyay et al., 2014).

These limitations are also associated with legal frame-
works. The law was changed in Mexico City in 2007 and 
Legal Interruption of Pregnancy [LIP] (Secretaría de Salud 
de la Ciudad de México [SEDESA], 2022) services began 
to be provided. Since 2019, nine states have incorporated 
changes to make it possible to request an abortion on de-
mand in the first trimester. For the remaining health needs, 
the legislation varies enormously (Centro Nacional de 
Equidad de Género y Salud Reproductiva, 2022).

In 2021, the Mexican Supreme Court of Justice set a 
historic, nationwide precedent, recognizing reproductive 
autonomy as a right protected by the Constitution and de-
fining it as “All the choices that give meaning to the life 
project of people as free beings, within the scope of a mor-
ally plural, secular state,” including “the choice of and free 
access to all forms of contraception, assisted reproduction 
techniques and the possible interruption of pregnancy” 
(Suprema Corte de Justicia de la Nación, 2022). The Court 
argued that health determinants and other structural con-
ditions could obstruct the elements required to prevent an 

unwanted pregnancy and concluded by indicating the need 
for health services to exist to exercise the right to decide.

In Mexico, seeking a LIP service has been associated 
with sociodemographic characteristics such as being a stu-
dent, having a job, and having other children (Figueroa-
Lara et al., 2012). Qualitative reports indicate that worry-
ing about having another child is associated with having 
more caregiving tasks and distributing them among 
family members, as well as having to share the house-
hold income with another member of the family nucleus. 
Caregiving and parenting tasks are perceived as a barrier 
to professional development (Helfferich et al., 2014).

In Mexico City, from April 2007 to May 2023, among 
those attended at LIP facilities, the highest proportion (45%) 
were between 18 and 24 years old; 43% had completed high 
school, 70% had at least one child, one in two (54%) was 
single, 29% were living with their partners and 11% were 
married. One in three (30%) were homemakers, 24% were 
students and 29% were employees (SEDESA, 2022).

This study explores how the determinants of sexual and 
reproductive health influence the control women have over 
their behaviors and how experiences of power dynamics 
significantly influence reproductive outcomes. Accordingly, 
this study considers that the presence of adverse economic, 
reproductive, and psychosocial experiences can make it dif-
ficult for women legally terminating a pregnancy to exer-
cise reproductive autonomy.

METHOD

Design of the study

Cross-sectional study that is the baseline of a prospective, 
longitudinal study designed to determine the prevalence of 
a probable major depressive episode in women who legally 
interrupted a pregnancy and received medication at a public 
facility in Mexico City.

Participants

Two hundred and seventy-four women who met the following 
criteria: being over 15, resident in Mexico City, who had at-
tended their discharge/follow-up appointments and agreed to 
participate in the interview. Exclusion criteria included having 
had an abortion by manual vacuum aspiration, having a seri-
ous intellectual or motor disability that prevented them from 
answering, and having requested the LIP for other legal rea-
sons (rape, danger to the woman’s life, genetic malformation).

Measurements

Semi-structured interviews based on a questionnaire that 
included ad hoc questions and a battery.
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Table 1
Characteristics of women who terminated a pregnancy at a Mexico City hospital

Sociodemographic Characteristics
Age (years) Frequency %

15-19 55 20.07
20-29 158 57.66
30 and over 61 22.26

Educational Attainment Frequency %

Elementary education 76 27.74
Secondary education 138 50.36
Higher education 60 21.89

Occupation Frequency %

Paid Activity 137 50.40
Unpaid Activity 80 29.40
Student 55 20.20

Socioeconomic level* Frequency %

Very low 93 33.94

Low 152 55.47

Medium/High 29 10.58

Currently partnered 214 78.10

Reproductive characteristics

Age at first pregnancy

Mean (SD) 19.4
Median (Q1-Q3) 18 (16 – 20.5)
Min-Max 14 – 35

Frequency %

Has children 150 54.74
Previous induced abortions 65 23.72
Agreement with partner

Partner agreed 152 57.36
Partner didn’t agree or wasn’t sure 43 25.29
Partner didn’t know or didn’t take part in the decision 46 17.36

Psychosocial characteristics Frequency %

Current depressive symptoms 47 17.28
Self-reported depression in the past 12 months 108 39.41
Perception of mother’s depression 174 63.50
Intimate partner violence in the past 12 months 128 46.71
Child sexual abuse 87 31.75
Stigma
Mean (SD) 2.40 (.67)
Median (Q1-Q3) 2.38 (1.92-2.87)
Min-Max 1.04-4.15

Concern about being judged 2.15 (.85)
Self-judgment 2.50 (1.07)
Isolation 1.92 (.82)
Community Condemnation 3.01 (1.33)

Note: * Evaluated by the social worker of the LIP service using the Medical Administration and Hospital 
Information System (SAMIH).
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Sociodemographic characteristics. Age (open), educa-
tional attainment and occupation (closed multiple choice), 
socioeconomic level (assigned by the Medical Administra-
tion and Hospital Information System), current relationship 
(dichotomous).

Reproductive characteristics. Age at first pregnancy, 
number of children (open), previous induced abortions and 
whether they had agreed with their partners to undergo the 
LIP (closed multiple choice).

Psychosocial characteristics. For current depressive 
symptoms, the 35-item version of the Center for Epidemi-
ological Studies Depression Scale, (González-Forteza et 
al., 2011) was used. Designed by Radloff in 1977, it was 
validated among the Mexican pregnant adolescent popula-
tion (Lara et al., 2006), and adapted to the DSM-IV criteria 
using 35 items that explore the nine symptoms and their 
presence in the past two weeks (Ramos-Lira et al., 2001) 
and women who had terminated their pregnancies (α = .93; 
Ramos-Lira et al., 2023). Response options ranged from “0 
days” to “8 to 14 days.” At the end, subjects were asked “In 
the past twelve months, have you had symptoms like those 
I just mentioned and for so long and with such intensity 
that you would say you were depressed?” with dichotomous 
response options. A question about the perception of their 
mother’s depression was also included from the adaptation 
de Lara et al. (2006): “Has your mother been or was she 
depressed? This means that she has shown symptoms such 
as feeling lonely, sad, or not wanting to do anything with 
such intensity and for so long that you would think she was 
depressed,” with dichotomous response options.

Intimate partner violence in the past twelve months 
was evaluated with four dichotomous items (Ramos-Lira 
& Saltijeral Méndez, 2008). For this analysis, a single vari-
able was created, considering the presence of at least one 
(α = .72). For sexual violence in childhood, subjects were 
asked, “Before you turned 15, did anyone –whether or not 
they were a member of your family– ever touch you, or 
touch or caress any part of your body;” “Did they touch any 
part of your body or have sexual relations with you when 
you were very young or against your will?” (Ramos-Lira et 
al., 2023). Response options were dichotomous.

The Individual Abortion Stigma Scale (Cockrill et al., 
2013) was also included, focusing on women who have had 

an abortion, and validated in clinics in the United States in 
its 20-item version (α = .88) in four subscales: Worries (α = 
.94), Isolation (α = .83), Self-criticism (α = .84), and Com-
munity rejection (α = .78). The score is continuous, with 
a potential range of 1 to 4.35, meaning that the higher the 
score, the greater the stigma. It has been tested in Nigeria, 
Germany, Uruguay, Kenya, and Mexico to evaluate inter-
ventions, services, and public policies (Wollum et al., 2021).

Procedure

Data were collected at a hospital affiliated to the Mexico 
City Ministry of Health between November 2018 and De-
cember 2019. Interviews, conducted during the follow-up 
appointment, two weeks after the abortion, lasted from 
40 to 60 minutes. The interviewers and the social worker 
assigned to the LIP facility invited subjects to participate. 
After accepting, they were taken to a cubicle where the in-
formed consent form was read to them.

Statistical analysis

Stata 16.0 was used for the Latent Class Analysis (LCA), 
which estimates conditional probabilities of belonging to 
a population segment, given that each person has specific 
behavior. Regression models evaluate the contributions of 
each observed variable based on membership of this seg-
ment (Monroy Cazorla et al., 2009), which is particularly 
useful in small samples (Reyna & Brussino, 2011; Strunin 
et al., 2015; Cordero-Oropeza et al., 2021).

Three models were evaluated through the Bayesian 
Information Criteria (BIC), weighting the goodness of 
fit of the model through the maximum likelihood (ML) 
value. Parsimony was evaluated using the Akaike infor-
mation criteria (Monroy Cazorla et al., 2009). Finally, a 
regression analysis was performed using the stigma score 
as the dependent variable.

Ethical considerations

Ethical approval was obtained from the Research Ethics 
Committee of the Ramón de la Fuente Muñiz National In-
stitute of Psychiatry, on June 4, 2018: CEI/C/037/2018.

Table 2
Latent class models

Models Log likelihood n p df AIC BIC LL

1 -2,870.281 274 - 17 6,292.27 6,360.92 -3,127.14

2 -3,043.524 274 < .001 39 6,165.16 6,306.07 -3,043.55

3 -2,988.402 274 .776 56 6,105.72 6,311.67 -2,988.35

Notes: AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; LL = Statistical Index of Best Fit of 
Model.
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Table 3
Profile of women who terminate their pregnancies

Class 1 / Adults (n = 184) Class 2 / Youth (n = 90)

Mean (%) 95 CI Mean (%) 95 CI

Total by 68.34% .61 .75 31.65% .25 .39

Age

15-19 years 6.93% .04 .12 48.44% .37 .60

20-29 years 60.49% .53 .67 51.55% .40 .63

30 or over 32.57% .26 .40 .86% .00 .99

Educational Attainment

Elementary education 34.02% .27 .41 14.15% .08 .24

Secondary education 47.21% .40 .55 57.17% .45 .68

Higher education 18.76% .13 .26 28.66% .19 .40

Occupation

Paid Activity 55.81% .48 .63 38.51% .27 .52

Unpaid Activity 42.93% .36 .51 .05% .00 1.00

Student 1.25% .00 .07 61.48% .48 .73

Socioeconomic level*

Very low 38.81% .32 .46 23.42% .15 .38

Low 51.64% .44 .59 62.58% .51 .73

Medium/High 9.53% .06 .15 13.99% .08 .24

Currently partnered 82.58% .76 .88 68.43% .57 .78

Has children 76.50% .68 .83 8.68% .04 .20

Age at first pregnancy (mean) 19.592 18.88 20.29 17.855 15.87 19.84

Previous induced abortions 28.96% .23 .36 16.21% .09 .27

Agreement with partner regarding LIP

Partner agreed 53.65% .46 .61 65.46% .54 .76

Partner didn’t agree or wasn’t sure 28.22% .22 .35 18.84% .11 .30

Partner did not take part in the decision 18.12% .13 .25 15.68% .09 .26

Current depression symptoms 18.43% .13 .25 14.76% .08 .25

Self-reported depression in past 12 months 35.30% .28 .43 49.86% .38 .61

Perception of mother’s depression 70.43% .63 .77 66.91% .55 .77

Intimate partner violence in past 12 months 54.65% .47 .62 30.52% .21 .42

Child sexual abuse 32.53% .26 .40 31.17% .22 .42

Note: * Evaluated by the social worker of the LIP service using the Medical Administration and Hospital Information System (SAMIH).

RESULTS

Table 1 shows the characteristics of the subjects. The two-
class model was chosen because it provided the best fit, was 
the most parsimonious, and showed statistically significant 
differences (Table 2).

Table 3 shows two classes. The first comprises 68.34% 
of the women while the second contains 31.65% (p < .01). 
The profile for the first group included a larger proportion 
of adult women, with a higher proportion of those who had 
completed basic education (34% vs. 14.1%). Eight out of 
ten had stable partners, 76.5% had at least one child, had 

had their first pregnancy at an average age of 19.5 and over 
half their partners had agreed for them to undergo a LIP 
(53.65%). The majority displayed severe depressive symp-
toms at the time of the interview (18.4% vs. 14.8%) and had 
perceived their mothers as being depressed at some point in 
their lives (70.4 vs. 66.9%), while 54.6% had experienced 
intimate partner violence in the previous 12 months.

Conversely, the group of young women were high 
school or university students (57.2% and 28.7% respective-
ly) and less likely to report being partnered, 8.7% had chil-
dren and 16.2% had had at least one induced abortion. Their 
first pregnancy at been at the age of 17.8 years. A total of 
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4.8% of those with partners reported that they had agreed to 
the interruption of their pregnancy. Although young women 
were more likely than adult women to have perceived them-
selves as being more frequently depressed in the past twelve 
months (49.9% vs. 35.3%), after the abortion they reported 
high symptoms of depression less frequently (14.8%). They 
had experienced comparatively less violence from their 
partners in the past year (30.5%; Table 3).

In regression, the stigma score was inversely associat-
ed in young women (f[x] = -.5056, p = .02). In other words, 
young women who had terminated their pregnancies were 
less likely to perceive themselves as stigmatized. Table 4 

also shows that experiences prior to abortion differ between 
the two classes. In the case of young women, having chil-
dren, having had induced abortions, disagreeing with their 
partners, or having partners who had not taken part in the 
decision, having experienced intimate partner violence in 
the past twelve months and/or having been a survivor of 
childhood sexual abuse, were inversely related to the prob-
ability of having high stigma scores. Conversely, among 
adult women, being aged between 20 and 29 years old, hav-
ing a partner and having become pregnant for the first time 
before turning 20, was associated with the probability of 
presenting greater stigma (Table 4).

Table 4
Logistic regression with stigma as a predictor variable

 Class 1 / Adults (n = 184) Class 2 / Youth (n = 90)

Total by class OR 95% CI OR 95 CI

Age

15-19 1.00 1.00

20-29 2.164 1.541 2.787 .084 -.39 .557

30 and over 1.553 .907 2.200 -17.563 -5641.064 5605.938

Educational attainment

Elementary education 1.00 1.00

Secondary education .344 .013 .676 1.38 .695 2.064

Higher education -0.592 -1.04 -.144 .729 -.031 1.49

Occupation

Paid activity 1.00 1.00

Unpaid activity -.261 -.568 .046 -15.284 -2225.155 2194.586

Student -3.791 -5.613 -1.969 .464 -.67 .994

Socioeconomic level*

Very low 1.00 1.00

Low .285 -.031 .600 .958 .400 1.517

Medium/High -1.41 -1.947 -.874 -.599 -1.376 .179

Currently partnered 1.55 1.153 1.947 .811 .318 1.303

Has children 1.186 .786 1.585 -2.366 -3.305 -1.427

Age at first pregnancy (mean) 2.976 2.94 3.012 2.884 2.771 2.996

Previous induced abortions -.894 -1.225 -.562 -1.655 -2.317 -0.992

Agreement with partner regarding LIP

Partner agreed 1.00 1.00

Partner didn’t agree or wasn’t sure -.631 -.981 -.282 -1.317 -1.954 -.679

Partner did not take part in the decision -1.084 -1.496 -.673 -1.407 -2.059 -.755

Current depressive symptoms -1.47 -1.849 -1.092 -1.797 -2.443 -1.151

Self-reported depression in the past 12 months -.604 -.916 -.292 -.01 -.479 .459

Perception of mother’s depression .872 .533 1.21 .697 .201 1.193

Intimate partner violence in the past 12 months .193 -.111 .497 -.836 -1.355 -.338

Child sexual abuse -.724 -1.042 -.407 -.803 -1.293 -.313

Note: * Evaluated by the social worker of the LIP service using the Medical Administration and Hospital Information System (SAMIH).
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DISCUSSION AND CONCLUSION

Latent class analysis identified different behavioral patterns 
in women who terminate their pregnancies. Stigmatization 
remains a central element in the barriers to obtaining an 
abortion, access to which is constructed as shameful, im-
moral, and deviant (Cullen & Korolczuk, 2019). The scale 
used showed adequate psychometric properties (α = .88 - 
α = .98) coinciding with previous reports on the Mexican 
population (Ramos-Lira et al., 2023; Belfrague et al., 2020).

As in Table 1, in the study by Cockrill et al., (2013), 
self-criticism and community condemnation obtained the 
highest scores. In a systematic review by Hanschmidt et 
al., (2016), self-criticism is classified as internalized stig-
ma (what women think about themselves) and social con-
demnation as perceived stigma (the anticipation of negative 
judgment from others regarding their decision, which could 
be loved ones, healthcare providers, or people in general). 
In the case of healthcare providers, stigma has been de-
scribed in dimensions such as discrimination, management 
disclosure, and resilience (Martin et al., 2018).

In findings about women who had had an abortion, the 
total scale score was significantly and inversely associated 
with age, as in the present study. Moreover, it was positively 
associated with religiosity, particularly with the social con-
demnation subscale (Cockrill et al., 2013). This agrees with 
studies in non-Western countries reporting high community 
rejection of older or married women or those who already 
have children (Makleff et al., 2019), which would appear 
to be linked to the idealization of motherhood and religi-
osity (Orihuela-Cortés et al., 2023; Sorhaindo et al., 2014). 
However, it may also be associated with experience, since 
abusive practices exercised by providers towards women 
seeking service have been documented (Collado Miranda 
& Mora-Ríos, 2020).

Reproductive experience also proved relevant. Having 
had a previously induced abortion decreases the probabili-
ty of high stigma, whereas having had a first pregnancy at 
age 19 increases it. A study conducted with Catholic women 
who had had abortions shows that they defended “selective 
motherhood” against absolutist Catholic discourse by hav-
ing a contextual moral approach, anchored in everyday cir-
cumstances such as a precarious financial situation, maternal 
work, and unstable interpersonal conditions (Singer, 2018).

The contents of Table 4 could support the hypothesis 
of Norris et al. (2011) that women find a number of reasons 
to have an abortion, with some reasons being more so-
cially sanctioned and therefore eliciting a less harsh judg-
ment. Situations such as living in adverse circumstances 
such as being depressed, disagreeing with their partners, 
or having experienced violence are situations associated 
with unwanted pregnancy (Steinberg, 2016). The decision 
to have an abortion is therefore a means of eliminating the 
stress associated with an unwanted pregnancy and may 

create a sense of relief rather than a negative experience 
(Major et al., 2009).

Among adults, being aged between 20 and 29 years 
old, having higher education, being a student and having a 
medium/high socioeconomic level was inversely associat-
ed with the probability of greater stigma (Table 4), which 
coincides with what found by Figueroa-Lara et al. (2012), 
who document that in Mexico, seeking LIP services is as-
sociated with years of schooling, being a student, and being 
engaged in paid employment. A qualitative study in Germa-
ny showed that younger women regarded having a child as 
barrier to gaining financial independence, completing their 
education and improving their social status (Helfferich et 
al., 2014). A five-year longitudinal study conducted in the 
United States showed that women with the greatest finan-
cial difficulties are those who seek an abortion and when 
they do not obtain one and continue an unintended preg-
nancy, they are also those who face the greatest risk of un-
employment, poverty and assuming the responsibility of 
raising a child without a partner (Biggs et al., 2013; Finer 
et al., 2005; Kirkman et al., 2009).

Being partnered was associated with the risk of having 
higher levels of stigma in adults (Table 4), although not in 
young women, who reported a higher proportion of agree-
ment (Table 3). Making the decision independently of their 
partners decreased the probability of high stigma scores in 
both classes. This coincides with the result of a study of 
German women, which found that the stability of a relation-
ship was associated with the common, consensual decision 
of whether or not to have children. (Helfferich et al., 2014). 
In this respect, Chibber et al. (2014), report that 26% of 
women declared that their partner could not or did not want 
to help them have a baby, because they were not physically 
close enough to be able to support then, were not financially 
capable of providing, “were not ready to become fathers” or 
were not “responsible enough” to parent, or did not help the 
woman raise her existing children.

Adult women may make the decision to abort with-
out consulting their partners and for financial reasons that 
discourage them from having more children. Conversely, 
young women do so because they regard having a child 
as constraining their life project or likely to cause family 
problems because they are single (Chibber et al., 2014). 
In this respect, it would appear that when a woman has a 
stable partner, reproductive autonomy, conceptualized as a 
personal decision-making capacity, is associated with bet-
ter communication skills and less disparity (Upadhyay et 
al., 2014).

Experiences of violence were associated with the low-
est probability of high stigma, which is consistent with what 
was reported by Stockman et al. (2013) that violence could 
impact women’s ability to decide about their sexuality and 
reproduction. In a meta-analysis of reproductive coercion 
(Grace & Anderson, 2016), one of the consistent conclu-
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sions is that unintended pregnancy is higher among those 
being coerced by their current partners.

It is striking that the proportion of child sexual abuse 
among the adult and young women in this study is high-
er (32.53% and 31.17% respectively) than that reported by 
other studies in Mexico, which hovers around the 10% mark 
(INEGI, 2022; Valdez-Santiago et al., 2020) and that in both 
groups, it is inversely proportional to stigma. A greater pres-
ence of adversities in childhood is associated with having 
multiple abortions (Steinberg et al., 2016) and subsequently 
experiencing intimate partner violence or sexual victimiza-
tion (Stockman et al., 2013).

Stigma has been described as the most significant pre-
dictor of depression both internationally (Biggs et al., 2020; 
Major et al., 2000; OʼDonnell et al., 2018; Steinberg et al., 
2016) and nationally (Moreno López et al., 2019; Ramos-Li-
ra et al., 2023). However, the results of this study coincide 
with the results of a qualitative study on women who under-
went an LIP in Mexico City. Subjects, particularly young 
women, mentioned that although abortion was a difficult 
situation, it constituted a source of satisfaction since they 
had managed to solve a serious problem in their lives and 
their decision meant they had prioritized their health and 
well-being (Sorhaindo et al., 2016). The high percentage of 
perceived maternal depression is striking in view of the ex-
isting evidence on the intergenerational transmission of de-
pression, a phenomenon that requires further study in terms 
of its mechanisms and protective factors (Goodman, 2020).

The main limitation of this study is the intentional se-
lection of the sample, which only includes women who used 
medication and were cared for by highly specialized person-
nel exclusively dedicated to performing these procedures.

The results underline the significance of the stigma at-
tached to abortion in reproductive decision-making, even in 
contexts of legality and standard procedures. Stigma mecha-
nisms do not appear to be reproduced in the same way among 
the generations of women interviewed. Providing counseling 
focused on demystifying erroneous or distorted ideas about 
abortion, within the context of the connection with experi-
ences in the individual sexual and reproductive trajectory, 
should be a priority for public policy in this sphere.
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