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Abstract

This article sought to understand objection of conscience based on an analysis 
of the ideological formations that permeate access to legal abortion in cases of 
sexual violence in the perspective of workers and managers who work at refer-
ence centers. It is a qualitative research with semi-structured interviews of 20 
workers (six of whom were also managers) of these services. The study used dis-
course analysis. Results show that objection of conscience emerged as a central 
discursive element. The contextualized analysis of the discourses showed an in-
strumentalization of the prerogative according to ideological reasons, flowing 
toward the organization of the following categories: the instrumentalization of 
objection of conscience and the disarticulation of the network; and instrumen-
talization of the objection of conscience in order to surveil and punish. We con-
clude that objection of conscience as discursive formation was re-signified so as 
to compose a complex and refined system of internal sabotage – both conscious 
and unconscious – of the health care services for women victims of sexual vio-
lence, despite the existing legal framework and advancements. 
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Introduction

Objection of conscience is a legitimate prerrogative 1. However, health professionals’ right to autono-
my cannot compromise access to sexual and reproductive rights, in accordance with the legal restric-
tions of each country 2,3,4,5. The principle’s application, however, has been distorted, culminating in 
the denial of safe abortion to women who meet the legal criteria for the procedure 2. Thus, analyzing 
the discourses of professionals and managers regarding the practice of legal abortion is crucial for 
identifying and confronting the ideological barriers to the structuring of specific services.

The Constitutional Amendment Proposal (PEC, in Portuguese) 181/2015 (Câmara dos Deputados. 
https://www.camara.leg.br/proposicoesWeb/fichadetramitacao?idProposicao=2075449), currently 
under consideration in Brazil, interferes with the interpretation of all infra-constitutional laws and 
ordinances that address legal abortion. In addition to the stated proposal of increasing maternity leave 
in case of premature delivery, PEC 181/2015 seeks to ensure the “dignity of the human person” (article 
1st) and the “inviolability of the right to life” (article 5th) “since conception”. The proposal criminalizes 
all terminations in the cases currently permitted by the Brazilian legislation, namely, fetal anenceph-
aly, risk of maternal death and pregnancy resulting from rape 6. The proposal’s conservative nature, 
singularities aside, points to different movements around the world, such as a law approved on May 
2nd, 2018, in the state of Iowa, in the United States, which limits the procedure to the period preced-
ing the detection of a fetal heartbeat, a period in which it is highly likely that individuals will not yet 
have detected the pregnancy 7.

Both the US law and PEC 181/2015 use discursive artifices in order to – in practice and backed by 
law – ban abortion. Despite evidence that supports the promotion of safe abortion care 8, the peren-
nial appearance of barriers – both cultural and institutional – to the legal termination of pregnancy is 
not new 1,9,10. In Brazil, despite the legal prerogative of abortion in cases of pregnancy resulting from 
sexual violence 11, manuscripts have shown difficulties in obtaining abortions due to late access to 
health services 12,13 and to professionals’ objection of conscience 1,9,10. Thus, discourses regarding the 
legal termination of pregnancy are ideologically marked by two main points: the notion of Christian 
morality of what is socially acceptable and the social position of the subject who implements them 14,15.  
The stigma associated with abortion and sexual violence, as well as the silencing of existing policies, 
are upheld by discursive formations that compromise the effectiveness of legal instruments 16.

Given this, the following questions emerged: what are the meanings attributed by workers and 
managers of services that provide integral care to women who have experienced sexual violence to the 
legal termination of pregnancy resulting from sexual violence? What are the ideological formations 
that pervade these workers and managers’ discourses regarding the legal termination of pregnancy? 
Beyond what is said, what are the silenced obstacles to the sustainable implementation of services that 
guarantee access to the right to abortion established by law? What are the uses and meanings of the 
objection of conscience in the context of the provision of care? To answer these questions, a wide-
reaching study was carried out in order to analyze the ideological formations that permeate the care 
provided to women who experience sexual violence, based on the discourses of workers and manag-
ers of sexual violence reference centers in a municipality in the Northeast of Brazil. Given the central 
place of the objection of conscience in the discourse, this article is based on the theoretical framework 
of gender studies and of the integral lines of care, seeking to analyze the intentionalities hidden in 
the allegations of objection of conscience which permeate access to the termination of pregnancies 
resulting from sexual violence.
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Methods

Context description

The municipality where this research took place is the fifth largest in the country in terms of popu-
lation, with 2,452,185 inhabitants, 53.19% of whom are women 17. In 2010, the Municipal Human 
Development Index (MHDI) was of 0.754, putting it in the 17th place in the ranking of the country’s 
state capitals 18. Using the number of homicides as a parameter, the municipality is the seventh most 
violent in the world 19. As for violence against women, in 2017, 3,433 cases were reported 20. 

Participant selection

We used the snowball sampling technique – a non-probabilistic sampling that uses reference chains 21. 
Based on access to a key informant (the technical assistant in the women’s health area), we requested 
a nomination of another professional who provided care to women who experience sexual violence, 
and repeated the process successively. 

The inclusion criteria were: working in the provision of care to women who experience sexual 
violence in any of the institutional devices recommended for this care, whether in the health field 
(medicine, nursing and psychology) or in other areas that intersect with it (social service and law), pro-
vided that the work was directly related to the access to legal abortion, in addition to having at least 
six months of experience at the service and having, during that period, provided care to women who 
had the right to the legal termination of pregnancy. Because they are directly involved in providing 
care to these women, these professionals experience the difficulties and obstacles of the network on a 
daily basis and are broadly aware of the justifications and discursive formations that normatize these 
barriers. The definition of a minimum period is justified by the need for immersion in the service, 
experiencing its obstacles, and for an approximation with coworkers, which enabled them to come 
into contact with different forms of thinking and acting made evident in informal and polarized dia-
logues. Since professional disagreements regarding the legal termination of pregnancy are not rare, 
the service managers were included. It is worth noting that, in the absence of a professional capable 
of performing a legal abortion, it would be up to the management to perform it or provide a referral, 
guaranteeing access and respecting professionals’ objection of conscience. As a manager, therefore, 
this professional is close to the constant allegations of objection of conscience. We excluded from the 
study professionals who were away from the service due to vacations or for health-related reasons. 
The number of participants was determined by the saturation of the sample framework. 

The study included the following participants: the former coordinator of the women’s policies 
area (at the time of the study, the coordination was vacant), four workers from the women’s reference 
center and 15 health professionals (six of whom also worked in management) who worked in seven 
institutions accredited to provide care to women who experience sexual violence – six municipal 
units and one federal unit. Of these, only two provide legal terminations of pregnancy.

Data collection

We carried out in-depth interviews with open-ended questions, allowing the participants to freely 
talk about their perceptions regarding legal abortion and, subsequently, about access to this right in 
their service. If their service did not perform abortions, the questions focused on the causes for the 
lack of offer and the recommended conduct for ensuring access to the procedure. The objection of 
conscience emerged in the interviews as a central element in the deprivation of the right to access. 
Because of this, it was explored in the in-depth interviews. Each interview was previously scheduled 
and took place at a reserved location chosen by each participant. 

Interviews were carried out individually by a researcher with a nursing degree and lasted around 
25 minutes. Interviews were recorded and transcribed by the researcher after obtaining a signed writ-
ten authorization from participants. We also took field notes 22. The notes were based on impressions 
regarding the physical structure of the services, the dynamics of the provision of care and the profes-
sionals’ reactions when discussing the subject. 
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Analysis procedure

The analysis was guided by principles of Discourse Analysis (DA) 23. After transcribing the interviews, 
the material was read exhaustively and in-depth. Based on the discursive information, we sought to 
“understand the process of meaning production and its relationship with ideology” 24 (p. 43). In this process, 
the discursive formations were contextualized and related to prevailing social discourses. This pro-
cess led to the emergence of the discourses’ contradictions and the ideological formations that situate 
them. By ideological formation, we mean “a complex set of attitudes and representations that are ‘neither 
individual’ ‘nor universal’, but are more or less directly related to class positions in conflicts with one another” 25 
(p. 166). The discursive formations were associated with the ideological formations and the semantic 
phenomena in light of the socio-historical context, leading the unsaid to emerge 24. Thus, “words do not 
have meaning in themselves, they derive their meanings from the ethical formations in which they are inscribed. 
Discursive formations, in turn, represent ideological formations in the discourse. Thus, meanings are always 
ideologically determined” 24 (p. 43).

Ethical procedures

We followed the ethical principles established in the National Health Council’s Resolution n. 466/2012. 
In order to keep participants’ identities confidential, they are identified by the letter T (“trabalhador”, 
worker in Portuguese) followed by a number (1,2,3…), as follows: T1, T2, and so on. This research was 
approved by the Ethics Research Committee of the Fortaleza of University under n. 2.327.063/2017. 

Results

The analytical process revealed three discursive formations: Barriers to access to legal abortion ser-
vices; Right to choose versus compulsory motherhood; and Social normatization of violence. Objec-
tion of conscience emerged as a central discursive element in all three. The contextualized analysis 
of discourses, however, showed an instrumentalization of the prerogative according to ideological 
reasons, flowing toward the organization of the results in the following categories: the instrumental-
ization of the objection of conscience and the disarticulation of the network; and the instrumentaliza-
tion of the objection of conscience in order to surveil and punish.

Participant characterization

Participants in this study were aged between 25 and 61 years. One participant was a man and the 
remaining 19 were women. Nine were married, five were single, two were widows, three were in a 
stable union and one was divorced. Thirteen participants stated they had been Catholic since birth. Of 
these, half stated they go to church once a week. The others stated they do not regularly go to church 
or that they pray at home. There were also three Spiritists, two evangelical Christians, one atheist 
and one participant who follows multiple religions. Participants’ professions were medicine, nursing, 
psychology, social service, law and management. They had graduated between 7 months and 30 years 
prior to the interviews and had been working in the service between 7 months and 23 years. Ten 
participants stated that they participated in courses on the sexual violence. Among these, eight took 
courses offered by the state two or more years prior. Among the participants, two professionals stated 
that they effectively participated in performing legal abortions at the institutions where they work. 

The instrumentalization of the objection of conscience and the 
disarticulation of the network

Results show that, although the interviewed professionals consider legal abortion to be a woman’s 
right, there are service barriers that hinder access. In this sense, T20 tells us that “there is a great dif-
ficulty for [women] to access this right, either because of a lack of information or because of a lack of a func-
tioning network”. The network’s structure, however, is at the mercy of its recognition by successive 
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administrations, since it is not treated as a State policy. T12 exemplifies this issue when discussing 
the lack of articulation regarding actions planned by the previous administration after the new one 
took over, stating that “in 2012, we tried to form a team during the former mayor’s administration, but since 
she left office, the administration did not continue, it didn’t move forward”.

Given the lack of permanent State action, the responsibility for these services’ operation falls 
to a few professionals. The discourses re-affirm the willingness of the professionals involved in 
the services to ensure sexual and reproductive rights, even in the face of personal reservations, as 
T18 exemplifies by stating that: “although it is often difficult to work with this, I try my best to continue to 
give the support I’ve been giving. Working my personal detachment and my non-judgment of accounts, given  
the outcomes” (T18).

In this context, objection of conscience emerges as a frequent discursive element in the barriers 
encountered in the day-to-day activities of the services that perform the legal termination of preg-
nancy. One of the cases recounted by T1 illustrates a patient with the legal right to the service, but 
who “encountered a professional who didn’t want to do it and they had difficulty finding another professional 
in the area to do it, and with that time went on”, which culminated in not performing the procedure, 
despite the fact that the woman sought out the service in time. The prerogative, however, not only 
hinders access to legal termination of pregnancies in the services that provide it, but is also used as a 
justification for not offering it in other services directed toward women who have experienced sexual 
violence. The service where T8 works, for example, provides care to women who have experienced 
sexual violence, but does not provide abortions, and the justification is simply that “(…) there are no 
professionals who want to do it”. The fact is corroborated by T9, who faces a similar reality in their ser-
vice. T9 further adds that there is a refusal not only with regard to abortions, but to the provision of 
care to women who have experienced sexual violence itself, even if they are not pregnant. According 
to T9, the justification is the fear of giving visibility to the service. In their words, “Here in our hospital, 
unfortunately, we don’t have professionals, if they already create difficulties even to provide care and give vis-
ibility to what happened, can you imagine them performing abortions”. The allegation for refusing to provide 
care to non-pregnant women who have experienced sexual violence is based on the fear that, given a 
public awareness of the service, a demand for abortion would arise, which, in theory, is to be desired. 
Paradoxically, this silencing drives the number of abortions, whether legal or illegal, to the extent that 
access to emergency contraception is flawed, as T18 notes by stating that: “If we had a stronger network 
of post-exposure prophylaxis, we wouldn’t have so many legal abortions, and this is one of our main goals, to 
close that flow so we’re able to work on that prophylaxis, in preventing unwanted pregnancy, whether or not it 
is a result of rape” (T18).

It is worth highlighting that four of the six accredited sexual violence services do not provide 
abortions. In those services, none of the professionals, including the ones interviewed for this study, 
who participate directly in providing care to women who have experienced sexual violence, perform 
this procedure, as T14 clarifies by stating “We don’t do it here, when someone shows up, I refer them 
[to another service]”. The possibility of referral, however, is forgotten in some discourses, as that of 
T17, who states that “In the times I’ve had to face these situations, I give guidance, but I make it clear: I don’t 
have the courage to do it due to a series of personal issues”. In these cases, the proper procedure would be to 
refer the patient to a professional who does not share the same restrictions and who is willing to pro-
vide an abortion. The web of barriers, however, is so structural to the system that informal practices 
such as clandestine abortions are naturalized. In that context, T17 continues, narrating a fictitious 
episode, regarding what they would do if a patient sought them out for a legal abortion, and states 
that they would be willing to care for the patient after the procedure, but neglects, at that moment, to 
mention a referral. T17 narrates, beginning with the imagined patient’s account: “‘And if I need to have 
[an abortion], will you take care of me afterwards?’ ‘I’ll take care of you, just don’t ask me to do it, to place the pill 
(…). If you bleed, come see me. I’ll do the curettage, no problem, because I’m taking care of you, I take on my role 
as a caretaker, I just can’t generate a termination” (T17). This account demonstrates that the professional 
understands their role as a health provider. However, forgetting the network and the possibility of 
referrals – whether intentionally or not – contributes to the fragility of the provision of care.

Additionally, even when referrals are mentioned, it is worth remembering that all patients in the 
network are directed to the two only services in the municipality where abortions are performed. 
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However, even after arriving at these services, access is not guaranteed, as T1’s remarks at the begin-
ning of this topic illustrate. 

The discourses demonstrate, therefore, the instrumentalization of the prerogative of objection 
of conscience in order to prevent the effective structuring of a network of care for women who have 
experienced sexual violence, encouraging silencing, obstacles to the offer of the legal interruption of 
pregnancy and barriers to its provision in the few services that offer it. 

The instrumentalization of the objection of conscience in order to surveil and punish

Beyond the barriers to accessing the legal termination of pregnancy, the accounts unveil mechanisms 
for punishing women who have legal abortions despite these obstacles. The punishment mechanisms 
are present at different moments and in different spheres of care. When implemented before the pro-
cedure, they seek to emotionally destabilize women, as T18 observed on many occasions: “They put the 
patient in the ultrasound to know if the fetus is alive or not (…). This de-structures the woman who has to once 
again hear the heartbeat of that fetus, of that conceptus that she doesn’t even recognize as a child”.

The uses of the objection of conscience as a discursive formation, however, are not restricted to 
attempts to prevent the procedure from happening. The prerogative is invoked to prevent the pro-
vision of care even after the termination, as T18 also exemplifies by stating that “It’s happened that a 
patient had already eliminated the conceptus at the moment of curettage and a nursing technician would say 
that she wouldn’t participate or wouldn’t hand over a cannula for an aspiration or a curette to the professional 
performing the curettage because she doesn’t agree, when in fact that conceptus had already been eliminated”. 

Women are not the only targets of punitive actions, but so are the professionals who care for them 
and perform the procedure. The discourses of professionals who perform legal abortions show that 
they are patrolled. In addition to this surveillance, there is isolation and social punishment, such as the 
aggressions that T18 has suffered, as expression in their statement: “There’s a pediatrician who turns his 
face every time he sees me since the service was implemented. (…) On more than one occasion, I’ve heard someone 
say, at the nursing station, ‘that one already has a section reserved for her in hell’”.

The punitive attitudes are not isolated but are part of a complex structure for controlling female 
bodies which, having an ideological basis, even pervade the discourses of professionals who claim to 
be aligned with sexual and reproductive rights. The right to legal termination of pregnancies resulting 
from rape was unanimously considered legitimate by the study’s participants. Some discourses, how-
ever, unveil a continuous surveillance and conditioning of the access to legal abortion to a subjective 
validation from a professional. T20, for example, received countless “accounts of women who seek out 
health services and the professionals, instead of taking them in, takes on a police-like attitude, reporting that 
woman seeking an abortion to the police”. 

Even in the absence of such drastic attitudes, in which professionals tasked with providing care to 
women who have experienced sexual violence can take on an investigative attitude. T16, for example, 
conditions access to a verifiable proof of violence when stating that “It if it’s sexual violence, if it is 
proven to be sexual violence, it’s highly distressing, it’s too much suffering for the user to have an unwanted 
child which was a violence”. If the professional does not acknowledge the veracity of the accounts, care 
may be denied, as T18 exemplifies by stating that “Many termination requests are denied because, when you 
investigate, you see that there is an enormous incompatibility between what she is telling you and that pregnancy 
she is asking you to terminate”. 

Going against the norms regarding the provision of this care, the discourses reveal a rhetoric that 
mistakenly appropriates legal aspects. The onus of proof falls to the woman, at a delicate time in which 
she needs care, when the legislation itself requires no proof. According to a mistaken interpretation of 
the legislation, T11 fears committing a crime in the absence of a factual proof of violence and states 
that “Nowadays, there’s no need for a court order for the procedure, the woman only has to say that that preg-
nancy was the result of a violent act. So if she makes that statement, she can begin the process of terminating 
a pregnancy, and then some wonder ‘what If she’s lying?’, ‘what if it’s not true’, I’m committing a crime”. It is 
worth noting the absence, in the participants’ accounts, of the reverse: what if the woman is a victim 
of sexual violence and I am obstructing her access to a sexual and reproductive right? This silencing 
itself is a contingent element of hegemonic ideological formations in care.
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Discussion

Objection of conscience is a right guaranteed to professionals 1, based on the freedoms of religion, 
conscience and thought, recognized in several international human rights treaties, as well as in 
national constitutions 2. However, this prerogative is not absolute, requiring balance between patient 
and professional rights and reasonable values for a just society 26,27. This study’s results, however, 
show a lack of balance, with the scales weighing against sexual and reproductive rights. These find-
ings are not exclusive to Brazil. The literature shows that objection of conscience is an important 
obstacle in providing care to women who have experienced sexual violence 28,29. Despite being more 
frequent in Latin America, due to cultural and religious issues 5, the use of this prerogative by repro-
ductive health providers has also been cause for concern in Europe. According to the Italian Ministry 
of Health, in 2008, nearly 70% of gynecologists refused to provide abortions due to moral reasons 3.

To date, there are no official and institutional data regarding the occurrence of objection of con-
science in Brazil, and this silence is, itself, symptomatic, since that which is not recorded is more easily 
neglected. To this are added the contradictions of the discursive omissions we found, and we arrive at 
the enunciative contingent and its hidden intentionalities 24. An effective network of care for women 
who have experienced sexual violence, in addition to specific care, provides emergency contracep-
tion 2,4, reducing the number of pregnancies resulting from rapes and, consequently, the need for 
abortions 30. A specific technical norm standardized emergency care, in the first 72 hours after the 
violence occurs, regarding welcoming patients, provision of emergency contraception and prophy-
laxis of STIs, viral and bacterial diseases 31. Termination of pregnancy would therefore be restricted 
to failures 32. In this context, professionals’ refusal to provide care to women who have experienced 
sexual violence even when they are not pregnant not only contradicts the moral and ethical principles 
that guide the health field 33, but also contribute to an increase in the number of abortions 32. Their 
actions therefore promote that to which their conscience objects. 

The objection of conscience stand out from other regulatory barriers to the legal termination of 
pregnancy 32,34 because it based on moral, religious and/or philosophical principles 12. Thus, as a dis-
cursive formation, the prerogative carried the whole weight of hegemonic moral rules and ideologi-
cally aligns itself with them. Considering that the social order determines the modes of symbolizing 
different forms of violence, it is not for nothing that discursive formations regarding objection of 
conscience move toward the morality artifice that determined who will receive the social sanction of 
sexual violence victim and who will be subjected to punishment 35. This normatization strengthens 
the structures that created the stereotype of women as deceptive beings who will tend to lie in their 
accounts of rape 36,37,38. In that process, women are burdened with the onus of proof, ignoring the 
prerogative of presumption of truthfulness established in the Penal Code 7. One cannot – nor do we 
intend to – deny the occurrence of untrue accounts, something that applies to all criminal complaints. 
The exception, however, should not serve as justification given the risk of revictimization. It is a para-
dox. On the one hand, individuals claim to doubt women so the law will be followed, on the other, they 
act to limit an established right. These actions result in a gap between the law and its enforcement 26. 

These contradictions show that, beyond legal norms and the objection of conscience, there 
is a complex ideological mechanism for controlling these women’s bodies 39, anchored in moral  
principles 40,41,42. As individuals whose subjectivities were constructed amid these discursive pro-
cesses 43, many professionals naturalize them in their care practices. This happens because “Identity, 
in this sociological conception, bridges the gap between the ‘inside’ and the ‘outside’ – between the personal and 
the public worlds” 44 (p. 11). The primacy of doubt over care is, therefore, a reflex of the social structure 
that tends toward the preliminary blaming of the victim of sexual violence 41,42,43,44,45,46. Beyond the 
refusal to provide care, to give a referral to an accredited service or professionals and the revictimiza-
tion, the intentional de-structuring of the network culminates in an increased mortality among these 
women to the extent that it increases the demand for clandestine abortions 28. Additionally, it rein-
forces a social structure in which female subjectivity succumbs to the reproductive capacity 45,47,48, in 
addition to predisposing women to psychic suffering. Women who carry pregnancies resulting from 
sexual violence to term are more likely to develop mental health-related problems 39. The surveillance 
and consequent punishment, however, are not restricted to women. Professionals who effectively 
participate in providing care to women who have experienced sexual violence are also stigmatized 
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and suffer different forms of punishment 29,30, which reinforces silencing 49,50. Thus, a tacit, silent, 
unwritten rule is constructed which remains in effect because it is consistent with ideological forma-
tions found in society. The fear of being stigmatized by peers 1,29 is added to the cultural framework 
that legitimizes sexual violence and blames victims and serves as a structure and support for the 
ideological formations shown in this study. 

Laws and policies are crucial to maintaining sexual and reproductive rights 51,52 and this must be 
emphasized in a political moment when the loss of rights is discussed. However, laws and policies are 
carried out by people whose subjectivities were molded in an ideological context 43. These individuals 
reproduce this context in care, so that the network remains unstructured due to internal sabotage, 
whether conscious or not. It is worth noting that we should not blame the professional who invokes 
the prerogative, among other reasons, because the existence of a well-regulated network, with the 
implementation of a mechanism for timely and systematic referrals, would ensure that the objection 
of conscience would be an individual decision with no risks to sexual and reproductive rights 2. The 
lack of an effective network, however, shares the same ideological origin as the discursive formations 
regarding the objection of conscience, and we must unveil them in order to find an effective solution. 

Final thoughts

The analysis of ideological formations related to the objection of conscience in cases of legal abor-
tions following sexual violence shows intentionalities anchored in curtailing of rights, punitivism and 
social stigma. The objection of conscience as discursive formation was resignified so as to compose a 
complex and refined system of internal sabotage – both conscious and unconscious – of the services 
that provide care to women who have experienced sexual violence, despite the existing legal frame-
work and advancements. The prerogative, despite being a right of professionals, must not justify the 
violation of women’s rights or their revictimization by punitive attitudes. Likewise, the objection 
cannot push these women to death in clandestine abortions without adequate care. 

As a ramification of this study, we suggest developing new studies focusing on access to legal 
interruption of pregnancy, as well as establishing and analyzing institutional records regarding the 
structural and subjective barriers to the services’ effective establishment. 
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Resumo

Este artigo objetivou compreender a objeção de 
consciência com base na análise das formações 
ideológicas que permeiam o acesso ao abortamento 
legal decorrente de violência sexual na concepção 
de trabalhadores e gestores que atuam em serviços 
de referência. Trata-se de uma pesquisa qualita-
tiva mediante a participação de 20 trabalhadores 
(seis exerciam, também, a gestão) desses serviços a 
um roteiro de entrevista semiestruturado. O mé-
todo de análise usado foi a análise do discurso. Os 
resultados evidenciam que a objeção de consciên-
cia emergiu como elemento discursivo central às 
mesmas. A análise contextualizada dos discursos 
evidenciou uma instrumentalização da prerroga-
tiva por razões ideológicas, confluindo para a or-
ganização dos resultados nas seguintes categorias: 
a instrumentalização da objeção de consciência e 
a desarticulação da rede; e a instrumentalização 
da objeção de consciência a fim de vigiar e punir. 
Conclui-se que a objeção de consciência como for-
mação discursiva foi ressignificada, a fim de com-
por um complexo e refinado sistema de sabotagem 
interna – consciente e inconsciente – dos serviços 
de atendimento à mulher em situação de violência 
sexual, apesar dos marcos e avanços legais. 
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Resumen

El objetivo de este artículo fue comprender la ob-
jeción de conciencia, a partir del análisis de las 
formaciones ideológicas que permean el acceso al 
aborto legal ocasionado por violencia sexual, en la 
concepción de trabajadores y gestores que actúan 
en servicios de referencia. Se trata de una inves-
tigación cualitativa mediante la participación de 
20 trabajadores (seis ejercían, también, la ges-
tión) de estos servicios en un guión de entrevista 
semiestructurado. El método de análisis utilizado 
fue el análisis del discurso. Los resultados eviden-
cian que la objeción de conciencia emergió como 
elemento discursivo central a las mismas. El aná-
lisis contextualizado de los discursos evidenció 
una instrumentalización de la prerrogativa por 
razones ideológicas, confluyendo a la organización 
de los resultados en las siguientes categorías: la 
instrumentalización de la objeción de conciencia 
y la desarticulación de la red, así como la instru-
mentalización de la objeción de conciencia, a fin 
de vigilar y castigar. Se concluye que la objeción 
de conciencia como formación discursiva fue re-
significada, con el fin de componer un complejo y 
refinado sistema de sabotaje interno – consciente 
e inconsciente – de los servicios de atención a la 
mujer en situación de violencia sexual, a pesar de 
los marcos y avances legales. 

Aborto Legal; Delitos Sexuales; Atención  
a la Salud
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