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Abstract

Introduction: sexual violence during pregnancy is a serious 
violation of human rights and reproductive rights. Its prevalence 
is variable and multifactorial, depending on the analyzed 
territory and sociocultural and economic factors, requiring 
permanent monitoring. 

Methods: a cross-sectional study conducted at the Mandaqui 
Hospital, São Paulo, Brazil. The Abuse Assessment Screen 
(AAS) was applied to 350 puerperium women, with the 
outcome of suffering or not sexual violence during pregnancy, 
with data collected between September and December 2021. 
Sociodemographic and reproductive data were considered. We 
used an urn technique, with pre-coded data analyzed in EpiInfo® 
by Pearson’s Chi-square and Mann Whitney test, adopting 
p<0.05 and 95% CI. Research approved by the Research 
Ethics Committee, CAAE No. 50580421.5.0000.5551. 

Results: we found eight cases of sexual violence (2.3%) and 
sample loss of 18.9%. Women who suffered sexual violence 
reported more physical violence in the last 12 months (25.0% 
x 6.1% - p=0.033, OR/CI 0.19: 0.03-1.03) and fear of the most 
frequent intimate partner (25.0% x 3.5% - p=0.002, OR/CI 
0.10: 0.01-0.59), but we did not find a difference in the history 
of suffering violence before the age of 15 and by the partner 
throughout life. There was no difference in age, schooling, 
race/color, union, income and work. The same occurred 
for reproductive aspects, with no difference regarding the 
occurrence of prematurity, high-risk pregnancy, reproductive 
planning and tobacco/alcohol use during pregnancy. 

Conclusion: the prevalence of sexual violence during 
pregnancy was lower than in other Brazilian studies and 
populations from other countries. Women with sexual violence 
during pregnancy face a daily life of fear and more frequent 
physical violence. The high history of suffering violence before 
the age of 15 and experiencing physical or emotional violence 
by the intimate partner can aggravate the situation. The high 
history of violence and fear of the partner may have contributed 
to eventual understatement.
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Violence against women is recognized as a serious 
human rights violation and an important public health 
issue. In 2013, the World Health Organization (WHO) 
estimated the global prevalence of physical and sexual 
violence against women by intimate partners at 30.0%, 
and the prevalence by non-partner perpetrators at 7.2%. 
Intimate partner violence showed variable distribution, 
with 24.6% in the Western Pacific, 25.4% in Europe, 
29.2% in the Americas, 36.6% in Africa, and 37.7% in 
Southeast Asia1.

Several factors have been strongly related to 
gender-based violence, such as low socioeconomic status, 
the woman or her partner’s lower schooling, scarce social 
support, and financial or emotional dependence2,3. In this 
context, violence during pregnancy is defined by the threat 
or act of physical, sexual or psychological violence against 
the pregnant woman1. In developing countries with strong 
social inequality, public health issues and higher gender 
inequity, the prevalence of violence during pregnancy is 
elevated, varying between 3.8% and 58.6%4-6 .

Violence during pregnancy is an important cause 
of suicide and maternal mortality1, being associated 
with a higher risk of abortion7, fetal death, prematurity, 
low weight upon birth8, premature membrane rupture9, 
and neonatal death10. Symptoms of depression and Post-
Traumatic Stress Disorder are frequent11. These women 
become exposed to continuous emotional stress, which 
affects the perinatal outcome and alters behaviors, 
possibly reverberating in the nutritional state and in health 
care measures.12 Women who suffer violence during 
pregnancy are more prone to initiate the prenatal care 
belatedly13, have higher chances of taking this process in 
an unsatisfactory manner14,15, and of interrupting breast-
feeding precociously16. During prenatal period there is a 
higher risk of urinary tract infection and genital bleeding17.

Pregnancy seems to be a moment in women’s 
life cycle in which violence can take different outlines. 
Some studies report higher psychological violence and 
lower physical and sexual violence18, while other studies 
observe an increase in the risk of suffering more frequent 
and more serious physical violence, or of assaults starting 
at this stage19,20. 

It is estimated that the prevalence of sexual 
violence during pregnancy (SVP) oscillates between 0.9% 
and 28.0%21-26. In these cases, women end up subjected 

 INTRODUCTION
to additional harm, such as genital injuries and sexually 
transmitted infections, higher sexual suffering, and more 
frequent mental health issues. In Brazil there is no national 
inquiry or population-based survey about physical, 
psychological or sexual violence during pregnancy. The 
majority of studies involves puerperal women assisted in 
public maternity hospitals and addresses physical violence 
during pregnancy by the intimate partner, with prevalence 
between 5.1% and 18.2%. For SVP, they estimate values 
from 2.1% to 19.1%9,11,31. Thus, the aim of this study is to 
identify the prevalence of SVP and its sociodemographic 
and reproductive characteristics among women seen at a 
reference hospital in the city of São Paulo.

 METHODS
Study design

Cross-sectional study conducted at the Obstetrics 
and Gynecology Department of Mandaqui Hospital, a 
reference hospital for women’s health care in the Northern 
region of the city of São Paulo, Brazil. The hospital is 
managed by the São Paulo State Health Secretariat and 
financed by the Unified Health System, with free access 
to the population, performing between 150 and 200 
deliveries per month. 

Study population
	 The study population was composed of women 

aged 18 years or older who were within 72 hours of 
puerperium, with newborns weighing more than 500 
grams. We excluded adolescents under 18, women with 
intellectual disabilities who were unable to answer the 
questions, and women who had had an abortion.

Study Variables and Outcomes
	 The outcome was whether women declared 

they had experienced sexual violence during pregnancy 
(SVP), being allocated into two groups. We analyzed the 
sociodemographic variables of age, education, race/color, 
relationship status, and work or occupation. Education, 
race/color, and relationship status were categorized 
according to the recommendation of the Brazilian Institute 
of Geography and Statistics32. The analysis of schooling 
grouped the women into low or no schooling, with 9 
years or less of formal education. The race/color variable 
analyzed black women, the sum of brown and dark-

Authors summary 

Why was this study done?
This study derives from the Final Paper for the Specialization Course in Gynecology and Obstetrics developed by Mariana Pércia 
Namé de Souza Franco and Fernanda Diniz e Silva at Complexo Hospitalar do Mandaqui, São Paulo, Brazil. The interest in gender 
violence is present in their academic training and the topic of sexual violence against women during pregnancy, in particular, stems 
from observations made during clinical activities and professional training.   

What did the researchers do and find?
The administration of the Abuse Assessment Screen (AAS), an instrument for screening for violence against women during pregnancy, 
found no sociodemographic or reproductive factors associated with sexual violence in pregnancy. However, women who experienced 
sexual violence in pregnancy experienced more physical violence in the past year and more frequent intimate partner fear.  

What do these findings mean?	
We consider that our findings contribute to the indicators of high prevalence of gender violence and to increase the visibility of the 
phenomenon in the country, highlighting the need for health services to identify and address sexual violence during pregnancy. 
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Statistical analysis
The interviews were pre-coded and formatted 

into Excel®, version 2010, and the data were analyzed 
in EpiInfo®, version 7.2.3.1. We built frequency tables 
relating suffering or not suffering sexual violence during 
pregnancy and the study variables. We applied the Pearson’s 
chi-square test for contingency and association tables, and 
the Mann Whitney test for independent samples. We set 
the value of p<0.05 and Confidence Interval (CI) of 95%.

Ethical Aspects
All participants signed an Informed Consent Form 

and had the opportunity to ask questions and obtain 
clarification. At the end of participation, all women 
received written information about available governmental 
protection and treatment agencies for women in situations 
of violence.

We followed the resolutions no. 196/1996 and 
No. 466/12 of the National Health Council on the ethical 
aspects of research with human beings. No patient was 
identified in any way. The information was processed 
confidentially in a computer with password and access 
restricted to the researchers. The study was submitted to 
the Research Ethics Committee of Mandaqui Hospital, 
with approval CAAE no. 50580421.5.0000.5551.

 RESULTS
A total of 432 puerperal women were invited to 

participate in the study. There was refusal from 82 women, 
resulting in a loss of 18.9% and final sample of 350 women. 
We found eight cases of SVP, a prevalence of 2.3%. Among 
women who did not experience SVP, age ranged from 18 
to 46 years, mean 32.2 ± 6.26 years and median 26 years. 
Among those who suffered SVP, age ranged from 19 to 
41 years, mean 28.3 ± 9.85 years and median 23 years, 
with no significant difference. We observed no difference 
for the sociodemographic variables of age, income, low 
education, race/color, relationship and work. As for 
reproductive aspects, in both groups most women stated 
that the pregnancy was unplanned and without difference 
regarding the occurrence of prematurity, risk pregnancy or 
alcohol/tobacco use (Table 1). 

skinned women, against non-black women. The marital 
status grouped the women as in a relationship or not in a 
relationship.

Reproductive aspects included pregnancy planning, 
prematurity, risk pregnancy, and use of alcohol or tobacco 
during pregnancy. The history of experienced violence 
considered the reported cases of violence before the age of 
15, physical or emotional violence by an intimate partner 
or acquaintance, the occurrence of physical violence in 
the last 12 months, and the reported fear of the intimate 
partner.   

	
Data collection instruments and procedures

We adopted the validated Portuguese version of the 
Abuse Assessment Screen (AAS), a specific instrument for 
screening violence against women during pregnancy. The 
AAS was developed by the Nursing Research Consortium 
on Violence and Abuse, in 1989, with semantic equivalence 
and validation of the Portuguese version33. The puerperal 
women answered the AAS and the sociodemographic and 
reproductive questions manually, in a printed form without 
identification, deposited in a sealed urn. This step was 
conducted in closed and private rooms from September to 
December 2021. 

A researcher was available to help upon request, 
without interfering or accessing the participants’ answers. 
The urn was opened and the forms were accessed after the 
sample was completed. Due to the possibility of adverse 
emotional events caused by the remembrance of violence, 
psychological and social care was ensured for the women 
who requested it. 

Sample size calculation 
The calculation of the sample size adopted the 

average prevalence of 20% of violence against women 
during pregnancy, estimated in 2005 by the World Health 
Organization (WHO)3, with an absolute error of 5%, a 
significance level of 5%, and statistical power of 80%, 
resulting in a robust sample of 350 women.

	

Table 1: Sociodemographic and reproductive characteristics of 350 women in puerperium according to the 
statement of having or not suffered sexual violence during pregnancy, Mandaqui Hospital, São Paulo, Brazil, 
2021

Sexual  
violence no

(n=342)

Sexual  
violence yes

(n=8)

Total
(n=350)

n % n % n % OR (CI 95%)    p*
INCOME ** 
     < 1 174 51.1 6 75.0 180  51.4 0.34 (0.06-1.73)    0.177
     1 – 2 140 40.9 2 25.0 142  40.6 2.07 (0.41-10.45)    0.364
      > 2 28 8.0 0 0 28  8.0 -    0.398
POOR EDUCATION ***
    Yes 73 21.3 3 37.5 76  21.7 0.45 (0.10-1.93)    0.273
     No 269 78.7 5 62.5 274 78.3
RACE/COLOR
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Sexual  
violence no

(n=342)

Sexual  
violence yes

(n=8)

Total
(n=350)

n % n % n % OR (CI 95%)    p*

Continuation - Table 1: Sociodemographic and reproductive characteristics of 350 women in puerperium 
according to the statement of having or not suffered sexual violence during pregnancy, Mandaqui Hospital, 
São Paulo, Brazil, 2021

     Black 216 63.1 5 62.5 221  63.1 1.02 (0.24-4.37)    0.969
     Non-black 126 36.9 3 37.5 129  36.9
Relationship status 
     Yes 236 69.4 3 37.5 239  68.2 3.71 (0.87-15.81)    0.058
     No 106 30.6 5 62.5 111  31.8
Work 
     Yes 154 45.0 4 50.0 158  45.1 0.81 (0.20-3.32)     0.780
     No 188 55.0 4 50.0 192  54.9
Planned pregnancy
     Yes 121 35.4 2 25.0 123 35.1 1.64 (0.32-8.26) 0.543
     No 221 64.6 6 75.0 227 64.9
Risk pregnancy
     Yes 109 31.9 3 37.5 112 32.0 0.77 (0.18-3.32) 0.735
     No 233 68.1 5 62.5 238 68.0
Use of alcohol and tobacco
     Yes 36 10.5 0 0 36 10.3 - 0.332
     No 306 89.5 8 100.0 314 89.7
Prematurity
     Yes 32 9.4 1 12.5 33   9.4 0.72 (0.08-6.06) 0.736
     No 310 90.6 7 87.5 317 90.6
OR: Odds Ratio. CI: Confidence interval. * Pearson’s chi square test. ** Minimum wage of US$ 211.94 per month (july, 2002).

	 In the history of violence (Table 2), there was 
no difference for violence before the age of 15 and for 
physical or emotional violence by an intimate partner or 
acquaintance in both groups. We observed a significant 
difference for physical violence in the last 12 months, 

more frequent in women with SVP, but no difference 
regarding the perpetrator of this violence or number of 
assaults. Fear of the partner was more frequent among 
those who suffered SVP.

	

Table 2: History of violence among 350 women in puerperium according to the declaration of having or not 
suffered sexual violence during pregnancy, Mandaqui Hospital, São Paulo, Brazil, 2021

Sexual violence no
(n=342)

Sexual violence 
yes

(n=8)

Total (n=350)

N % n % n %   or (ci 95%) p*
Violence before the 
age of 15  
     Yes 63 18.4 2 25.0 65 18.6 0.67 (0.13-3.43) 0.636
     No 279 81.6 6 75.0 285 81.4
Physical or 
emotional 
violence by an 
intimate partner or 
acquaintance
     Yes 107 31.3 4 50.0 111 31.7 0.45 (0.11-1.85) 0.260
     No 235 68.7 4 50.0 239 68.2
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 DISCUSSION
	 In this study, the prevalence of SVP of 2.3% was 

similar to that found in the country by Santos et al. (2010)9, 
with 2.1% in Rio de Janeiro, and by Durand and Schraiber 
(2007)3, with 3.1% in São Paulo. But it was lower than 
that observed in São Paulo by Ferri et al. (2007)33, with 
5.0%; by Okada et al. (2015)11, with 4.9%; in Campinas by 
Audi et al. (2008)14, with 6.5%; and in Rio de Janeiro by 
Moraes and Reichenheim (2002)30, with 9.9%.  Compared 
with other countries, our result was close to that of Italy, 
verified by Bo et al. (2020)20, with 2.6%, and in Uganda, 
by Kaye et al. (2006)25, with 2.7%. Higher prevalences 
have been described in Turkey, of 5.9% (Gürkan et al., 
2020)29; in Nicaragua, of 7.0% (Valladares et al., 2005)22; 
in China, of 9.4% (Leung et al, 1999)24; in Rwanda, 9.7% 
(Rurangirwa et al., 2017)35; in the UK, 10.0% (Johnson 
et al., 2003)23; in Iran, 12.5% (Naghizadeh et al., 2021)36; 
and in Malawi, 28.0% (Chasweka et al., 2018)26. 

The prevalence of SVP we found was lower than 
that observed in most national and international studies. 
Confidentiality and privacy during the application 
of research instruments are fundamental to avoid 
embarrassment or fear of revealing violence5,9. By 
adopting the urn and conducting the activity in a reserved 
room, without recording, without a companion, and 
without direct verbal responses to an interviewer, we 
sought to reduce underreporting of violence. However, we 
recognize the possibility, either by the eventual perception 
of insufficient care for some women, by sociocultural 
limitations to recognize violence, or by less explicit forms 
of coercion and intimidation. 	

In this study, the mean age of women with SVP 
(28.3±9.85 years) did not differ from women who did 
not experience violence (32.2±6.26 years). Our choice 
not to include adolescents under the age of 18 made 
it difficult to compare with other studies that included 
younger women. In the literature, being underaged or of 
younger age is relevant to experiencing violence during 
pregnancy. Adolescent girls can start suffering violence 
after disclosing the pregnancy, either by the family or by 
the intimate partner.19 Studies such as that of Moraes and 
Reichenheim (2002)30, of Moraes et al. (2010)15, and of 
Rurangirwa et al. (2017)35 associated the younger age of 
the woman who suffered violence during pregnancy, while 
Bessa (2014)31 found no difference between adolescents 
and adults. 

Unlike many studies, we did not find a relationship 
between low education and higher risk of SVP, as well as 
Santos et al. (2010)9, Khosla et al. (2005)4, Bessa (2014)31, 
and Okada et al. (2015)11. We also found no difference 
among women according to income and work, unlike 
Bessa (2014)31, who found those who suffered SVP to 
have a lower income, but not regarding work. Few studies 
such as that of Cervantes-Sánchez et. al (2016)37 found 
higher levels of occupation among women in situations 
of violence during pregnancy. The evidence, however, 
is compelling regarding social inequalities, poverty, low 
education, financial dependence, and unemployment 
as factors associated with domestic violence during 
pregnancy3,8,11,22,26,30.

The racial issue is described as relevant to suffering 
violence in pregnancy and unfavorable for black women 

Physical violence in 
the last 12 months
     Yes 21 6.1 2 25.0 23 6.6 0.19 (0.03-1.03) 0.033
     No 321 93.9 6 75.0 327 93.4
     Author of 
violence
     Intimate partner 16 76.2 2 100.0 18 78.3 - 0.435
     Stranger 5 23.8 0 0 5 21.7
     Number of 
aggressions
     One 6 28.6 0 0 6 26.1 - 0.379
     Multiple 15 71.4 2 100.0 17 73.9
Fear of the intimate 
partner
     Yes 12 3.5 2 25.0 14 4.0 0.10  (0.01-

0.59)
0.002

     No 330 96.5  6 75.0 336 96.0
OR: Odds Ratio. CI: Confidence interval. * Pearson’s chi square test.

Continuation - Table 2: History of violence among 350 women in puerperium according to the declaration of 
having or not suffered sexual violence during pregnancy, Mandaqui Hospital, São Paulo, Brazil, 2021

Sexual violence no
(n=342)

Sexual violence 
yes

(n=8)

Total (n=350)

N % n % n %   or (ci 95%) p*
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and racial-ethnic minorities38,39. Garcia and Silva’s 
(2014)40 study of 86 Brazilian emergency services found 
that almost 70.0% of the cases of violence involved black 
women. Feminicide in Brazil, an extreme expression of 
violence against women, is also frequent among black 
women. In the period from 2016 to 2018, Monteiro et 
al. (2021)42 found a rate of 12.5/100,000 deaths among 
black women, while the rate among white women was 
almost half, at 5.9/100,000. Although we recognize the 
greater vulnerability of black women to suffer violence, 
this variable was not related to SVP in this study, as in the 
findings of Bessa (2014)31.

The history of physical violence in the past 12 
months was significantly higher among women with SVP 
(25.0%), all of whom reported the intimate partner as the 
aggressor. This value was notably higher than that verified 
in our midst by Ferri et al. (2007)34, of 14.6%; by Santos 
et al. (2010)9, of 9.4%; by Fiorotti et al. (2018)42, of 7.6%; 
by Menezes et al. (2003)12, of 13.1%; and by Durand and 
Schraiber (2007)3, of 13.5%. Only the study by Moraes 
and Reichenheim (2002)30 showed higher values, with 
33.8%.  

The evidence is consistent about the role of the 
intimate partner in violence against women, including 
during pregnancy. However, some studies point out 
that women without a partner are more likely to suffer 
violence in pregnancy42-44. In this aspect, it is possible 
that the protective factor of the relationship is associated 
with common values between the woman and her partner 
in family formation and relationships44. In this study, we 
found no relationship between the relationship status of the 
woman and suffering SVP, as reported by Bessa (2014)31. 
We infer that the statement of not having a relationship 
may be a subordinate category, being more important to 
have an intimate partner or not.

We also observed no difference in the statement of 
suffering physical or emotional violence by the intimate 
partner or another close person. However, the frequency 
of this situation showed considerable magnitude, reaching 
50.0% of women who suffered SVP and 31.3% of women 
who did not suffer SVP, reinforcing the role of the intimate 
partner in violent gender relations. To some extent, this 
finding translates into fear of the intimate partner in 
women who suffered SVP (25.0%), almost seven times 
more frequent than in women who did not suffer SVP 
(3.5%). Our result showed similarity with other Brazilian 
studies, such as that of Durand and Schraiber (2007)3, 
with 26.5%, and of Audi et al. (2008)14, with 19.1%. It 
was also close to the results in Uganda (24.8%)25, the 
United Kingdom (27.0%)23, and Nicaragua (32%)22. Few 
studies indicated higher values, such as that of Moraes 
and Reichenheim (2002)30, with 78.3% in Rio de Janeiro. 
Lower results were found in China (3.6%)24, Canada 
(1.5%)45, and Rio de Janeiro (5.4%)9. However, most of 
these studies included women who experienced violence 
during pregnancy and did not specifically address SVP, 
which limits comparisons. 

We found no difference in the antecedent of 
suffering violence before age 15 in the women studied. 
Even so, the data found, 18.4% for women who did not 
suffer SVP and 25.0% for those who suffered SVP, should 

be considered for reinforcing the evidence of adolescence 
as a stage of vulnerability to suffer violence. Moreover, 
the data corroborates the understanding that many women 
experience continuous and recurrent violence throughout 
their lives. In 2019, Brazilian public security institutions 
recorded almost 60.0% of cases of sexual violence among 
minors under 13 years of age46. Another Brazilian study 
found almost 25% of cases of sexual violence among 
adolescents aged 12 to 17 years47.

The high values we found in both groups for 
physical violence in the past year, past partner violence, 
and fear of the intimate partner contrast with the low 
prevalence of SVP we found. We believe it is reasonable 
to assume a synergistic and impactful effect of these forms 
of gender violence to inhibit women from declaring SVP, 
particularly for fear of reprisal.  

Adverse perinatal outcomes, such as prematurity 
and low birth weight, may be related to neuroendocrine 
factors, as suggested by Talley et al. (2006)48, who found 
a significant linear relationship in beta-endorphin and 
adrenocorticotropic hormone levels among women who 
experienced violence during pregnancy. We did not find a 
higher frequency of prematurity in women who suffered 
SVP, unlike the results of Santos et al. (2010)9, and Belay 
et al. (2019)49.

Unplanned pregnancy is described in our midst by 
Okada et al. (2015)11 and by Santos et al. (2010)9 as a risk 
factor for suffering violence during pregnancy. Although 
the lack of reproductive planning was expressive among 
women who suffered SVP (75%), we found no difference 
with women who did not suffer SVP (64.6%). This finding 
does not seem to differ from the overall reproductive 
situation of Brazilian women, even with the current high 
prevalence of modern contraceptive methods and the 
decreasing fertility rate50. We also found no relationship 
between suffering SVP and higher alcohol/tobacco 
consumption, or high-risk pregnancy, different from what 
was observed by Santos et al. (2010)9.

Other factors have been associated with violence 
during pregnancy, such as the woman’s religion11,42,51, being 
single or having children with another partner43, having 
an early relationship before the age of 1852, or living 
in urban areas35. As for the intimate partner, alcoholism, 
low education53, young age14, use of psychoactive 
drugs2,14, infidelity52, possessiveness54, or doubt about the 
paternity of the pregnancy in progress54 are indicated. 
The generational issue arises for women who experience 
domestic violence before the age of 15, with a higher risk 
of experiencing violence during pregnancy as adults12,14. 

Although we did not explore these aspects, we recognize 
their importance for future studies.

Considering the characteristics of the Unified 
Health System in Brazil, public prenatal care services 
are privileged spaces to identify women in situations 
of violence during pregnancy9. However, women 
exceptionally disclose violence due to cultural and 
gender issues, or due to fear and embarrassment, which 
contributes to restrict the visibility of the phenomenon2. In 
addition, violence usually leaves no evidence on physical 
examination that allows health professionals to identify or 
suspect its occurrence9. Limitations such as these require 
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public health policies to adopt new ways of embracing and 
recognizing the problem. 

At the same time, cases of violence during 
pregnancy should have the perpetrators identified and 
held accountable, important measures to interrupt the 
cycle of domestic violence and prevent or reduce harm to 
women. In Brazil, health professionals have a legal duty 
with this issue, according to Law No. 13,931 of 2019, with 
observance of the ethical-legal principles of secrecy and 
confidentiality55. At the same time, public health policies 
should incorporate and offer programs and activities for 
the prevention of violence, both for intimate partners 
and family members involved in aggression against the 
pregnant woman. 

Among the limitations of this study, we understand 
that part of the variables analyzed is subject to confounding 
factors, to the extent that clinical and sociodemographic 
aspects are interrelated with the aggravations of violence. 
Moreover, we admit the possible occurrence of a bias of 
information and memory about violence during pregnancy, 
since the research was conducted in the puerperium, 
which could have affected the reliability of the data and 
the prevalence12. Considering violence during pregnancy 
a multifactorial phenomenon, we must be careful not to 
generalize the results for populations in different cultural, 
economic and sociodemographic situations. This study 
was conducted during the COVID-19 pandemic, which 
may, to some extent, have influenced the results, limiting 
the comparison with studies conducted outside this 
scenario.  

 CONCLUSION
The prevalence of SVP was lower than that observed 

in other studies with Brazilian women and populations 
from other countries. We found no association between 
SVP and sociodemographic and reproductive factors, but 
the history of suffering physical violence in the last 12 
months and of being afraid of the intimate partner were 
more frequent in women with SVP, with values higher than 
those reported by most of the literature. The antecedent 

of experiencing violence before age 15 and experiencing 
physical or emotional violence by the intimate partner 
proved notably high, although we identified no difference 
between women who did or did not experience SVP. 
The data suggest that women who experienced SVP are 
involved in an unfavorable continuum of gender-based 
violence.
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Resumo

Introdução: a violência sexual durante a gravidez é grave violação de direitos humanos e de direitos 
reprodutivos. Sua prevalência é variável e multifatorial, dependendo do território analisado e de fatores 
socioculturais e econômicos, exigindo permanente monitoramento.

Método: estudo transversal conduzido no Conjunto Hospitalar do Mandaqui, São Paulo, Brasil. Foi 
aplicado o Abuse Assessment Screen (AAS) para 350 puérperas, com desfecho de sofrer ou não 
violência sexual na gravidez, com dados coletados entre setembro e dezembro de 2021. Dados 
sociodemográficos e reprodutivos foram considerados. Empregamos técnica de urna, com dados 
pré-codificados analisados em EpiInfo® por Qui-quadrado de Pearson e teste de Mann Whitney, 
adotando valor de p<0,05 e IC de 95%. Pesquisa aprovada pelo Comitê de Ética em Pesquisa, CAAE 
nº 50580421.5.0000.5551.

Resultados: verificamos oito casos de violência sexual (2,3%) e perda de amostra de 18,9%. Mulheres 
que sofreram violência sexual reportaram mais violência física nos últimos 12 meses (25,0% x 6,1% - 
p=0,033, OR/IC 0,19: 0,03-1,03) e medo do parceiro íntimo mais frequente (25,0% x 3,5% - p=0,002, 
OR/IC 0,10: 0,01-0,59), mas não constatamos diferença no antecedente de sofrer violência antes dos 
15 anos e pelo parceiro ao longo da vida. Não observamos diferença quanto a idade, escolaridade, 
raça/cor, união, renda e trabalho. O mesmo ocorreu para aspectos reprodutivos, sem diferença quanto 
a ocorrência de prematuridade, gestação de alto risco, planejamento reprodutivo e uso de tabaco/álcool 
na gestação.

Conclusão: a prevalência de violência sexual na gestação foi menor do que em outros estudos 
brasileiros e populações de outros países. Mulheres com violência sexual na gestação enfrentam um 
cotidiano de medo e de violência física mais frequente. O antecedente elevado de sofrer violência 
antes dos 15 anos e de experimentar violência física ou emocional pelo parceiro íntimo pode agravar a 
situação. O elevado antecedente de violência e de medo do parceiro pode ter colaborado para eventual 
subdeclaração.

Palavras-chave: delitos sexuais, violência contra mulher, gestantes, vítimas de crime, violência por 
parceiro íntimo.
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