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Complete interstitial ectopic pregnancies are rare and pose sig-
nificant diagnostic challenges, particularly in rural settings with lim-
ited access to OB/GYN care. In this case, serial β- hCG measurements 
and TVUS identified the ectopic pregnancy, despite the patient's 
benign presentation and low serum β- hCG. Timely robotic- assisted 
surgery prevented complications such as uterine rupture and hem-
orrhage, ensuring a favorable outcome. Patient education and pro-
active follow- up were crucial in addressing health literacy concerns 
and ensuring compliance with care in the rural setting.

The informed consent was signed by and publication approved 
by patient.
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Brazil's legislative framework on abortion is notably restrictive, per-
mitting the procedure only under specific circumstances: pregnan-
cies resulting from sexual violence, situations posing a risk to the 
mother's life, or cases of anencephaly. In Latin America, Brazil has 
more restrictive legislation in contrast to Argentina and Uruguay, 
where abortion is allowed in any circumstance before 14 weeks. 
Contradicting international scientific consensus, Brazilian lawmak-
ers are currently advancing proposals to tighten these restrictions 
further. One such proposal, Bill 1904/2024, seeks to prohibit abor-
tions performed after 22 weeks of gestation and imposes severe 
penalties, including up to 20 years of imprisonment, for women who 
seek abortions following rape.

Brazil is a signatory to several critical international agreements, 
including the International Covenant on Civil and Political Rights, 
the International Covenant on Economic, Social, and Cultural 
Rights, and the Convention on the Rights of the Child. These trea-
ties obligate member states to protect individuals from the phys-
ical and mental risks associated with unsafe abortions. They also 
mandate efforts to reduce maternal mortality, which inherently 
includes preventing unsafe abortion practices among girls and 
adolescents.

The World Health Organization does not specify a gestational 
age limit for abortion procedures; the Brazilian current legislation 
also does not establish any limit based on gestational age. Instead, 
it asserts that everyone has the right to benefit from scientific ad-
vancements and the right to health, which encompasses the avail-
ability, accessibility, acceptability, and quality of abortion care. This 
stance underscores the necessity for safe and accessible abortion 
services as integral to health and human rights.1

Brazil's current legislative trajectory, as indicated by Bill 
1904/2024, poses significant risks to these rights and obligations. 
By potentially increasing the barriers to safe abortion services, it not 
only conflicts with international health guidelines but also endan-
gers the physical and mental well- being of women and girls across 
the country. This movement backward in reproductive rights high-
lights an urgent need for a reevaluation of Brazil's commitment to 
the protection and promotion of women's health and rights on the 
global stage.

Access to safe and timely abortion services is critically hindered 
by systemic barriers within Brazil's healthcare system, even for 
those who seek to terminate pregnancies under legally permissible 
circumstances. This reality disproportionately affects marginalized 
groups, such as Black, impoverished, and very young women, many 

of whom are victims of chronic and intra- familial abuse.2 These 
women are at a heightened risk of undergoing unsafe abortions or 
facing the adverse consequences of continuing pregnancies result-
ing from violence.

As is often the case with discussions surrounding vulnerabilities, 
the women and adolescents seeking abortions at more advanced 
stages of gestation are predominantly poor and Black, having been 
denied earlier access to care. These women, who require the most 
societal support and protection due to the violent nature of their 
pregnancies, face significant social and clinical risks if forced to con-
tinue unwanted pregnancies. These risks include potential psycho-
logical and physical harm and, in extreme cases, premature death 
due to pregnancies they neither desired nor intended to have but 
which were imposed upon them through violence.

The late discovery of pregnancies resulting from sexual abuse 
is common among girls under 14, who often lack knowledge about 
their reproductive health and the early signs of pregnancy.3 This 
ignorance is compounded by the fact that these young victims 
frequently suffer abuse from their caregivers and encounter ob-
stacles within healthcare services, such as misinformation and lack 
of awareness about sexual and reproductive rights among health 
professionals. These barriers make accessing safe abortion services 
at earlier stages of gestation particularly challenging. When they 
eventually seek help, they often also need to escape cycles of intra- 
familial and domestic violence, further restricting their ability to 
seek timely assistance.

Forcing a person in extreme vulnerability to carry a pregnancy to 
term due to gestational age limits exposes them to severe psychologi-
cal and physical risks and violates their legally guaranteed rights. These 
individuals often face intersecting vulnerabilities, compounded by the 
inadequate availability of services to address sexual violence. Notably, 
only 3.6% of Brazilian municipalities offer legal abortion services.4

Contrary to its purported aim of “protecting life,” the proposed leg-
islation exacerbates existing vulnerabilities and disproportionately af-
fects those most in need of medical and societal support. It effectively 
revokes the rights of women, adolescents, and girls who are victims of 
sexual violence, subjecting them to further cruel violence.

In light of these concerns, we, the undersigned, who are respon-
sible for various safe abortion services across Brazil, vehemently 
oppose this legislative proposal. We denounce this legal aberration 
to our colleagues in gynecology and obstetrics worldwide and call 
upon our Brazilian counterparts and the collective rights defense 
organizations to remain vigilant against the approval of this norm.
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Rectal mucosal prolapse most commonly occurs in individuals aged 
40–70 years, with approximately 80%–90% of affected patients 
being female.1 Rectal mucosal prolapse and uterine prolapse are 
both classified as pelvic floor dysfunctions. Therefore, it is com-
mon to encounter patients with multiple organ prolapses in clinical 
practice. European pelvic floor surgeons currently prefer the ventral 
mesh rectopexy (VMR) technique for treating rectal mucosal pro-
lapse.2,3 This technique involves mobilizing only the anterior side of 
the rectum to the perineal body, avoiding the posterior and lateral 
mobilization required by traditional methods. This reduces the risk 

of injury to surrounding autonomic nerves and significantly allevi-
ates postoperative constipation. It is also recommended that pa-
tients with rectal mucosal prolapse combined with multiorgan pelvic 
prolapse consider this technique.4

For patients with concurrent uterine prolapse, there have been 
reports of simultaneous laparoscopic sacral hysteropexy (LSH) and 
VMR surgery.5,6 However, due to the significant trauma and pro-
longed duration of simultaneous surgery, which requires multidis-
ciplinary consultations and collaborative efforts, the application 
rate is not high. Simultaneous surgery increases the use of mesh 
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