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Introduction: Attitudes toward abortion are related to structural, cultural, and direct gender-based violence. This violence can affect women’s mental, physical and reproductive health. Therefore, it is essential to know the nature of community attitudes toward abortion. Since we currently do not have an instrument that measures attitudes towards abortion in Chile, we set the objective of this study to design the Community Attitude to Abortion Scale (CAAS) and analyze its psychometric properties in a Chilean community population.

Methods: This work is an instrumental design study. Using a sampling of panelists by sociodemographic quotas, we obtained a sample of 1,223 participants with a mean age of 36.7 years (SD = 13.56).

Results: As a result, we obtained a scale of 18 items and two correlated factors, Autonomy and Stigma. This structure fits better as an Exploratory Structural Equations Model (ESEM). Both factors have excellent internal consistency. In addition, we obtained evidence of concurrent and discriminant validity: The scores on the factors of the Universal Religious Involvement Scale (I-E12) correlated negatively with Autonomy and positively with Stigma; participants with low levels of identification with a right-wing political orientation, with high levels of identification with a leftwing, pro-feminist, pro-LGBTQ +, and pro-euthanasia political orientation, obtained higher mean scores on Autonomy and lower on Stigma.

Discussion: The CAAS is an adequate tool for use with the Chilean community population, with evidence of consistency and validity. La CAAS is the first tool to measure attitudes to abortion in this country.
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Introduction

Attitudes toward abortion are a relevant construct to understand opinion trends, violence against women in the framework of reproductive rights, and the legislative changes that have occurred on this matter in recent years in various countries. This is the case in Chile, where abortion has recently been legalized in some circumstances, after decades of prohibition and with varying acceptance levels. However, the number of instruments that measure this construct with adequate psychometric properties is scarce. Furthermore, none of them has been adapted with success or designed for the Chilean population. For this reason, we set the objective of this research to design the Community Attitude to Abortion Scale (CAAS) and analyze its psychometric properties in the Chilean community.

Attitudes towards abortion are conceptualized as a lasting organization of beliefs and cognitions endowed with an affective charge. This affective charge can be in favor or against the voluntary interruption of pregnancy (VIP) and predisposes to actions consistent with said cognitions and affects (Festinger, 1964). According to the Theory of the Triangle of Violence (Galtung, 1990), the expression of negative attitudes as a form of gender violence is exerted through three closely related dimensions: structural, cultural, and direct. This conceptualization is consistent with the Ecological Models of Abortion Stigma (Kumar et al., 2009) and the proposal of the Bellagio group on the levels at which it operates this stigma (Hessini, 2014).


Structural violence against abortion

Negative attitudes towards abortion are associated with less agreement with policies supporting access to abortion (Patev et al., 2019a; Cutler et al., 2021). From a structural perspective, we find very diverse forms of legislation against reproductive rights at the international level, with the strictest restrictions being classified as a violation of human rights (Human Rights Committee, 2018). Chile is positioned as one of the Latin American countries with a more restrictive legislative tradition (Ramos, 2016; Dides-Castillo and Fernández, 2018; Maira et al., 2019). Except between 1931 and 1989, years in which therapeutic abortion was legal, abortion has been considered a crime under any circumstance from 1874 (Donoso and Vera, 2016; Osorio, 2022) until 2017, the year in which Law 21,030 re-decreed the legality of abortion for three causes: (Festinger, 1964) risk of death for the woman; (Galtung, 1990) lethal fetal in viability; and (Kumar et al., 2009) violation (Ministerio de Salud, 2017). However, other forms of structural violence derive from this Law. For example, the institutional conscientious objection, unequal access to abortion services depending on the place of residence or socioeconomic level, lack of information regarding the Law to guarantee its access, and insufficient training and participation of the personnel regarding the VIP (Frez, 2018; Robledo, 2018; Marshall and Zúñiga, 2020).



Cultural violence against abortion

At a cultural level, negative attitudes towards VIP are based on beliefs, values, and social norms of a traditional and conservative nature—for example, the value of responsibility and care for others over self-determination and the archetypes of femininity (female sexuality only for reproduction, the inevitability of motherhood, and the instinctive care of children). Another example is the defense of respect for the right to life from conception to natural death (Bègue, 2001; Kumar et al., 2009; Vitti and Cabello, 2010; Norris et al., 2011; Piazza, 2012; Clements, 2014; Adesse et al., 2016; Pfeffer, 2017; Prusaczyk and Hodson, 2018). These values outline VIP as selfish behavior, which transgresses the essential nature of women, and even as murder, leading to the stereotyped characterization of women who abort as unintelligent, inferior, sinful, dirty, unreliable, incomplete, and promiscuous (Shellenberg et al., 2014; Sorhaindo et al., 2014; Adesse et al., 2016). In Chile, people oppose abortion, describing the woman who interrupts her pregnancy as cold, insensitive, irresponsible, and selfish (Pérez et al., 2020).

These beliefs, values, and social norms can vary in intensity and content not only between individuals but also between social groups and sociocultural settings or countries. Consistent with this, also the conceptualization and expression of attitudes and stigma toward abortion (Kumar et al., 2009; Hanschmidt et al., 2016). At the group level, these values and beliefs are part of the foundation of religious doctrines and right-wing political orientation. Both are social identities with significant weight in forming personal identity and correlate of greater importance in explaining attitudes towards abortion (Bahr and Marcos, 2003; Hendriks, 2012; Lizotte, 2015; Patev et al., 2019a,b; Pérez et al., 2020; Cutler et al., 2021; Osborne et al., 2022; Pérez et al., 2022). Thus, those who identify with these groups often question other identities, rights, or individual freedoms closely related to these values (Hessini, 2014). For example, religiosity is associated with the rejection of sexual minorities, a relationship explained by authoritarianism and traditional beliefs about gender (Janssen and Scheepers, 2019); it is an essential indicator of the refusal of euthanasia, a practice that defies the religious mandate that only God can take life (Stets and Leik, 1993; Pfeffer, 2017; Francis et al., 2019); and it is also an antagonistic identity to feminism in gender issues, becoming an indicator of hostile sexism when both identities coexist in the same individual (Hernandez, 2021). In Chile, the position of religious groups against the VIP has been verified, exerting their power and influence on public opinion (Dides-Castillo and Fernández, 2018; Nicholls and Cuestas, 2018; Elgueta et al., 2019; Marshall and Zúñiga, 2020; Pérez et al., 2020, 2022).

We found differences in attitudes toward abortion between countries, according to variations of impact on society of conservative social groups and the beliefs, values, and social norms that support them. For example, Bahr and Marco (Bahr and Marcos, 2003) found differences between the Greek and American population according to the impact of religiosity on attitudes through sexual liberalism; Sahar and Karasawa (Sahar and Karasawa, 2005) found a greater influence of symbolic politics on attitudes towards abortion in the Japanese population compared to the American people. Mosley et al. (Mosley et al., 2020) conclude that attitudes towards abortion are related to each nation’s socioeconomic and gender ideology. These variations are also found in the legislative expression, considering the regulatory diversity of abortion between countries or specific beliefs. For example, in Ghana and Zambia, it is believed that the woman who aborts can spread diseases, a belief that is not installed in other sociocultural realities (Shellenberg et al., 2014).



Direct violence against abortion

Finally, direct violence is expressed in treatment and concrete actions at the individual level. Kumar et al. (Kumar et al., 2009) point out that carrying the label of a woman who aborts causes her to be separated and considered part of an “other,” suffering a loss of status, rejection, exclusion, and discrimination. Those with negative attitudes believe VIP is a shameful action that should be kept out secretly, a sin that deserves punishment (McMurtrie et al., 2012; Hanschmidt et al., 2016), such as infertility (Sorhaindo et al., 2014). In addition, women are deserving of rejection by men and the rest of the community (Shellenberg et al., 2014; Sorhaindo et al., 2016).

We can point to precise acts of direct violence. For example, pro-life groups organize in front of abortion clinics to dissuade women with lies and encourage women and professionals to repent (Morgan, 2017; Lowe, 2019; Lowe and Page, 2019). The literature also shows that there is direct violence on the part of some health professionals. For example, through accusatory or prejudice-based comments, threats of denunciation, moral judgments or humiliating treatment as criminals or suspects, disclosure of medical history without consent, refusal to provide relief of pain or absence of analgesics, neglect and abandonment, and lack of support and containment (Jardim and Modena, 2018; Williams et al., 2018; Makleff et al., 2019).

Studies carried out with the Chilean population confirm that people against the VIP support the punitive treatment of abortion (Pérez et al., 2020); they threaten political women who speak out in favor of abortion on social networks and question their competence (Pérez-Arredondo and Graells-Garrido, 2021). On the other hand, health professionals accept conscientious objection alleging doubts about the credibility of women and demanding more significant participation of family and partner in decision-making for the VIP (Muñoz et al., 2021; Alveal-Álamos et al., 2022), exerting humiliating treatment on migrant or racialized women who want access to legal abortion (Osorio, 2022).



The consequences of stigmatizing attitudes towards abortion

The consequences of this treatment impact women in various ways (Hanschmidt et al., 2016). Those who perceive themselves as stigmatized manifest mental health problems, such as depression, anxiety, stress, psychological distress, social withdrawal, avoidance behaviors, and somatic symptoms (American Psychological Association, 2008; O’Donnell et al., 2018; Moreno López et al., 2019). Added to this is that internalized stigma generates feelings of guilt and shame, factors that lead women to keep the practice of VIP a secret (Astbury-Ward et al., 2012; Sorhaindo et al., 2014), retract their decision (Ramos, 2016), or even expose themselves to unsafe (and illegal) methods to achieve it (McMurtrie et al., 2012; Mosley et al., 2017). The real figures on secretive abortions practiced each year are unknown in Chile. However, studies based on estimates and with indirect methodology predicted that by 2015 a total figure of close to 300,000 clandestine and unsafe abortions was reached (Dides-Castillo and Fernández, 2018).

In short, the scope of violence motivated by community attitudes towards abortion and its direct impact on women’s health and internalized stigma justifies the need to learn more about these attitudes. Focusing our attention on these attitudes allows us to focus on the cause of this problem.



The measure of attitudes towards abortion

In order to know the community attitudes towards abortion, it is necessary to have instruments that have studies on their psychometric properties, which evaluate beliefs and cognitions of the community about abortion and women who have had an abortion, and under the current Chilean sociocultural scenario. In the literature, we located several instruments that could be adapted for use in Chile.

Self-report instruments exist to assess explicit attitudes towards abortion developed with populations from the USA, Australia, Ghana, Zambia, and Mexico (see Table 1). The first scales designed, the Abortion-Attitude Scale (Snegroff, 1976), the Abortion Attitudes Scale (Stets and Leik, 1993), and the Attitudes about abortion Scale (Hill, 2004), were created in the US with a university population. However, in other cultural realities, only the second (Snegroff, 1976; Hill, 2004) and the third (Martin et al., 2020) have been used recently. Nevertheless, both evaluate the level of agreement with abortion in a series of circumstances and not cognitions and beliefs. Abortion-Providing Physicians Scale (AAAPPS; Martin et al., 2020) is the fourth instrument developed in the US but to assess health professionals’ attitudes towards abortion providers.



TABLE 1 Scales that have been developed to measure attitudes towards abortion.
[image: Table1]

Hendriks et al. (Bahr and Marcos, 2003) developed the Adolescent Attitudes to Abortion Scale (AAA) with an Australian adolescent population. On the other hand, the Stigmatizing Attitudes, Beliefs, and Actions Scale (SABAS; Shellenberg et al., 2014) and Abortion as a Right Scale; Moral Objection to Abortion Scale (Rominski et al., 2017) were developed with a community sample of Ghana and university women in Ghana and Zambia, respectively. Among these, the most used subsequently is the SABAS. For example, by Patev et al. (2019a,b) with a US population, or by (Holcombe et al., 2018) with an Ethiopian population. However, SABAS is adjusted to a sociocultural reality far removed from the Chilean one.

Finally, Mexico is the only Latin American country in which scales have been developed for the evaluation of attitudes towards abortion, a sociocultural reality closer to the Chilean one: Scale of Attitude towards Legal Assisted Abortion (EAALA; García, 2012) with students college students; Abortion Stigma Scale at the Community Level (CLASS; Sorhaindo et al., 2016), with community population; and the Questionnaire of Attitudes towards Induced Abortion (CAAI; Marván et al., 2018), with university students. Of these, the CLASS presents a robust study for its development and has subsequently been used in the US (Cutler et al., 2021). However, the CLASS (Pérez et al., 2022) showed no adjustment in a Chilean community sample.



Objectives and hypotheses

In Chile, there is structural, cultural, and direct violence against women who have had an abortion. Also, we have seen the potential consequences of this violence for women and the absence of an instrument about attitudes towards abortion adapted to the current Chilean sociocultural reality. Because of this, we set ourselves the general objective of this study, to design the Community Attitudes to Abortion Scale (CAAS) and analyze its psychometric properties in the Chilean community population. Once the construct to be measured has been delimited, a battery of items has been generated, its quality has been evaluated through expert judgment, and those items with good psychometric properties have been identified and selected, we set ourselves the following specific objectives: (Festinger, 1964) to descriptively analyze the items of the CAAS; (Galtung, 1990) demonstrate evidence of validity based on the internal structure of the CAAS; (Kumar et al., 2009) provide evidence of reliability by internal consistency of the CAAS; (Hessini, 2014) demonstrate evidence of validity of the CAAS based on the relationship with other theoretically related variables: religiosity; identification with a leftist political orientation; with a right-wing political orientation; pro-feminism, pro-LGBTIQ+, and pro-euthanasia.

As a hypothesis, we hope to obtain a parsimonious scale whose items have a high discriminative capacity (H1). In addition, considering the various constructs and dimensions of attitudes that the existing instruments in the literature have addressed, we hypothesize that this instrument will have a multidimensional structure (H2) and that it will have an internal consistency equal to or greater than 0.7 (H3). Assuming that a higher score on the scale indicates a greater presence of negative attitudes, we hypothesize that attitudes towards VIP will correlate positively with religiosity (H4a). In addition, with an effect size between intermediate and large, we expect that the participants who show less negative attitudes towards the VIP are people: with low levels of identification with a right-wing political orientation (H4b), with high levels of identification with a left-wing political orientation (H4c), pro-feminist (H4d) proLGBTIQ + (H4e) and pro-euthanasia (H4f).




Materials and methods


Design

This work is an instrumental design study (Ato et al., 2013) since it consists of the design and study of the psychometric properties of a scale. For the selection of evidence of validity and reliability and selection of statistical analyses, we consider the methodological recommendations of Abad et al. (2011).



Participants

The sample consisted of 1,223 participants with a mean age of 36.7 years (SD = 13.56), close to the country’s population mean age of 35.8 years (Instituto Nacional de Estadísticas, 2018). We used a sampling of panelists by sociodemographic quotas. We considered the geographic macrozone (15% from the north, 60% from the center, and 25% from the south of the country) according to the density distribution—population (Instituto Nacional de Estadísticas, 2018). In addition, we seek a balanced representation in the total sample based on gender (50% men and 50% women), age (50% between 18 and 30 years, and 50% from 31 years onwards), and socioeconomic level, following indications of the classification system of the Association of Market Researchers (33.3% high level-AB, C1a and C1b-; 33% medium level-CA and C3-; and 33.3% low level-D and E -). The inclusion criteria were to be Chilean and older than 18 years old (see Table 2).



TABLE 2 Descriptive data of the total sample and stratified by country zone.
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Instruments


Sociodemographic questionnaire ad hoc

This instrument collected information on sociodemographic aspects, such as age, gender, or educational level, and identification with social groups based on five 5-point Likert-type items, where 1 = strongly disagree and 5 = strongly agree. The five items began as follows, “I have a lot in common with the person…,” and ended by pointing to different social groups: (Festinger, 1964) average left-wing political orientation; (Galtung, 1990) average right-wing political orientation; (Kumar et al., 2009) feminist average; (Hessini, 2014) average defender of LGBTIQ+ rights; (Cutler et al., 2021) average advocate of euthanasia.



Community Attitude to Abortion Scale (CAAS)

We define the theoretical construct of attitudes towards abortion as global and relatively stable evaluations of the VIP and the woman who decides to have an abortion at some point in her life, positive or negative, and at a cognitive, affective, and/or behavioral level. In addition, we elaborated an initial battery of 97 items distributed in six theoretical dimensions (The prime of your life, Positive Stereotypes, Entitlement, Negative Stereotypes, Discrimination, and Morality) through (Festinger, 1964) a review of the existing scales in the scientific literature (see Table 1). Galtung (1990) analysis of interviews used in a previous study (Pérez et al., 2020) on value arguments about the VIP with the Chilean community population; and Kumar et al. (2009) analysis of social representations about the VIP through a discussion group with 6 Chilean activists in favor of free abortion.

Next, we conducted an expert consultation with 11 professionals from areas related to the subject of study via email to evaluate the conceptual, linguistic, and cultural relevance of the definition of the theoretical construct, its dimensions, and the initial battery of 97 items. As a result, the description of the theoretical construct and dimensions is maintained; eight items were modified in their wording; two items were eliminated; and 14 items were incorporated. Finally, a battery of 109 items was obtained (see Annex 1).

Subsequently, we conducted a pilot study with a community sample of 118 participants to ensure an adequate understanding of the items and to identify and select those with good psychometric properties. The battery of items, a sociodemographic questionnaire, and the Informed Consent approved by the Scientific Ethics Committee (CEC) of the Universidad de La Frontera (UFRO) were computerized on the SurveyMonkey platform and disseminated through social networks and email. Of the 109 original items: we eliminated six because they did not meet the statistical criterion for corrected total item correlation greater than 0.3; according to the skewness and kurtosis criteria, we eliminated 26; and for insignificant bivariate correlations, too low or high, we eliminated 40 more. Finally, the CAAS instrument consisted of 32 items in six theoretical dimensions (see Annex 2) with five response options (from 1 = strongly disagree to 5 = strongly agree). Its psychometric properties will be exposed in the results section.



Universal Religious Involment Scale (I-E 12)

This scale, designed to measure religious involvement (Allport and Ross, 1967), was adapted by Carrasco (Carrasco, 2012) for use with Chilean university students. I-e 12 consists of 12 items, 5-point Likert-type (from 1 = strongly disagree to 5 = strongly agree), and 3 factors: (Festinger, 1964) Intrinsic Orientation (IO); (Galtung, 1990) Extrinsic Social Orientation (OES); and (Kumar et al., 2009) Personal Extrinsic Orientation (PEO). The higher the score, the greater the salience of the religious, social category compared to others, placing religion as a central value in personal identity (OI); higher social gain in terms of interpersonal relationships and status (OES); and greater personal gain, in terms of obtaining protection and consolation (PEO). This structure was adjusted in the Chilean community sample, obtaining a good/excellent internal consistency through McDonald’s Omega coefficient, Ω F1 = 0.916; Ω F2 = 0.964; Ω F3 = 0.872 (Pérez et al., 2022). Likewise, this structure was adjusted in the study sample, considering the correlation between the errors of items 2 and 12 (X 2 = 437.81; df = 50; CFI = 0.98; TLI = 0.97; RMSEA = 0.08, 90% CI [0.073, 0.087]); with positive and significant correlations (p < 0.001 in all cases) between the factors (F1 and F2: ρ = 0.564; F1 and F3: ρ = 0.782; F2 and F3: ρ = 0.470); and with excellent internal consistency (Ω F1 = 0.949; Ω F2 = 0.974; Ω F3 = 0.924).




Procedure

We obtained the study sample through the NETQUEST Company under ISO 26362:2009 norm, a data provider for social and market research. Through specialized panels, it offers researchers online study samples that meet the inclusion criteria required by the research. The Informed Consent approved by the Scientific Ethics Committee of La Frontera University was used. The average response time was 21 min.



Data analysis

First, we use descriptive and frequency statistics to describe the sample. The descriptive analysis of the items (mean, standard deviation, asymmetry, and kurtosis) and the corrected item-total correlation analysis allowed us to determine the discriminative capacity of the items. We consider an indication of threat to said capacity, higher levels of +/− 2 in asymmetry, +/− 7 in kurtosis, and less than 0.3 in corrected item-total correlation (Abad et al., 2011). The Kolmogórov-Smirnov test was used to analyze the normality of the distribution of the scores. We also explore the correlation between elements using Spearman’s Rho correlation to detect extreme levels. Correlations that are too high (greater than 0.8) are an indicator that the items are too similar, and one of them must be removed for redundancy. Correlations that are too low (below 0.3) indicate that one item (or several) does not measure the same construct as the rest, so removing one or more items should be evaluated.

Subsequently, as a statistical strategy to respond to specific objective 2, we carried out a process of cross-validation or replication of the factors in new samples to establish their generalizability. The sample was randomly divided into two sub-samples. First, the relevance of the data for factor analysis was established using the Bartlett index and the Kaiser-Meyer-Olkin (KMO) test in sub-sample 1. Then, we explored the factor structure of the instrument using Exploratory Factor Analysis (EFA), method extraction by unweighted least squares, and oblique rotation. Subsequently, we consider the above criteria for item selection based on corrected item-total correlation, skewness, and kurtosis. In addition, we explore the cross-loadings of the items in the factors, eliminating those with factorial weights greater than 0.3 in two factors (Fabrigar et al., 1999). We also eliminated items with non-significant correlations, below 0.3 or above 0.8, with other items of the same factor.

The resulting structure was replicated and contrasted in sub-sample 2 using Confirmatory Factor Analysis (CFA). It considers the robust unweighted least squares estimator (ULSMV) in a polychoric matrix due to the ordinal nature of the data. In addition, to know more precisely the factorial structure of the instrument, we explore whether this distribution of items by dimensions responds to different models. An oblique model, with two correlated first-order factors (Model 1), or a hierarchical model, with two first-order factors and one second-order factor (Model 2). Also, it was verified if the oblique structure was a better fit than the Exploratory Structural Equations Model (ESEM; Model 3). This structure allows cross-loading between different latent variables or items, since psychological variables have responded better to ESEM than to the assumptions. Restrictive of the CFA(Assis Gomes et al., 2017), or as a bifactor model (Model 4), an alternative to the hierarchical model that considers a general factor that explains the covariation between all the items, at the same time as specific factors or dimensions (Reise, 2012; Rodríguez et al., 2016).

To study the fit of models under analysis (Models 1, 2, 3, and 4), we used the Root Mean Square Error of Approximation (RMSEA) was considered; and the Comparative Fit Index (CFI), and the Tucker-Lewis Index (TLI). A CFI and TLI ≥ 0.95 and RMSEA < 0.05 were considered a good fit; a CFI and TLI ≥ 0.90 and an RMSEA < 0.08 were deemed acceptable. Schwarz’s Bayesian Information Criterion (BIC) was also used to compare the models (a lower value indicates a better fit).

To respond to specific objective 3, we used McDonald’s Omega coefficient, a relevant coefficient for use in ordinal scales (Elosua and Zumbo, 2008). Finally, to determine the evidence of the validity of the CAAS based on the relationship with other constructs (specific objective 4), we used Spearman’s correlation coefficient (rs) and the Student’s t-test for mean difference with the correction of Welch when group sizes and/or variances are unequal. An intermediate effect size was considered when d > 0.05, and large when d > 0.08 (Cohen, 1998). We use the statistical packages SPSS 24 for Windows, Mplus 7, Factor 10.9, and JASP.




Results


Item analysis

In Annex 2, we collected descriptive data of the items in the study sample. The 32 items showed adequate values of asymmetry or kurtosis. In addition, they revealed a corrected item-total correlation greater than 0.3 with the total scale and the respective theoretical dimension, except for item 1, “women should not be required to discuss the abortion decision with others.” For this reason, item 1 was removed from the scale.

In addition, item 32, “women who choose to abort are brave for challenging the status quo,” was eliminated. It presents correlations greater than 0.8 with item 17, “Women who choose abortion are strong for defying the traditional mandate of motherhood,” and item 25, “a woman who aborts is a woman with the strength to go against what society expects of her.” Finally, 30 of the 32 items are maintained in subsequent analyzes (Annex 2).



Evidence of validity based on the internal structure and ítems analysis of the final scale

With sub-sample 1 (n = 611), and considering the 30 items that remain in the instrument, an EFA was performed. The KMO index = 0.96, and the Bartlett sphericity test (χ2 (435) = 10,344, p < 0.001) indicate that the correlation matrix is suitable for factor analysis. As a result, we obtained a multidimensional structure of two factors that explain 57.7% of the variance, fulfilling hypothesis two of the study. The first factor of 10 items was called Autonomy, the estimable ability of women to act against the voluntary interruption of pregnancy according to their criteria, desire, and life expectatives, regardless of the opinion or desire of others and society. The second factor, of 20 items, was labeled as Stigma, discrediting negative attribute manifested through stereotypes, social norms, and discriminatory behaviors directed towards women who attempt to interrupt their pregnancy or have practiced it, marking them internally or externally as inferior to the ideals archetypes of femininity or religious morality.

To obtain a parsimonious instrument, we reviewed the factorial weights and descriptive statistics of the 30 items and selected those with the best qualities for the conformation of the definitive scale. First, we observe that all the items show weights greater than 0.3 in one factor and not in the other. On the other hand, both the Autonomy factor items (ranging between 0.443 and 0.732) and the Stigma factor (ranging between 0.498 and 0.814) obtained corrected item-total correlation values greater than 0.3. Furthermore, none of the items show extreme asymmetry or kurtosis, so no item is eliminated under these criteria.

Autonomy dimension, none presented bivariate correlations higher than 0.8. However, item 3 was eliminated because it showed correlations below 0.3 with two items. The analysis of bivariate correlations for the items of the Stigma dimension indicates that item 26 presents high correlations with item 4 and item 10, so it is eliminated from the instrument. Items 2, 8, 20, 30, and 31 are eliminated because they present correlations with other items lower than 0.3. Of the remaining items that maintain correlations between 0.3 and 0.4 with the rest of the items, another four (Hanschmidt et al., 2016; Ministerio de Salud, 2017; Human Rights Committee, 2018; Prusaczyk and Hodson, 2018) are eliminated due to theoretical criteria (all refer to aspects related to erroneous beliefs about health and abortion). As a result, the CAAS is made up of 19 items.

A new analysis of the factorial weights of the items using AFE shows that item 5, “I believe that girls should have the right to abort,” presents high weights in both factors (−0.322 in the Stigma factor and 0.579 in the Autonomy factor). So it is also removed. Finally, the AFE with the resulting list of 18 items (KMO = 0.952; Bartlett’s Sphericity test significant, χ2 (153) = 5,964, p < 0.001) yields a structure of 2 factors that explain 52.38% of the variance. Table 3 shows the definitive scale, with the descriptive analysis of the items and factorial weights. Annex 3 includes the items of the scale in Spanish. In short, a scale of 18 items is obtained, 8 for Autonomy and 10 for Stigma. The item with which the participants show a minor agreement is 17, followed by 2 and 4. Item 12 is the one with which they show the greatest deal, followed by 15 and 14.



TABLE 3 Descriptive analysis of definitive items of the CAAS in the sub-sample 1 and factorial weights.
[image: Table3]

Next, we demonstrate the fit of the two-factor model using CFA in sub-sample 2 (n = 612). According to the fit indices (see Table 4), the hierarchical model (Model 2) is the one with the worst fit. The oblique model presents an adequate fit (Model 1), but the ESEM and Bifactor models (Models 3 and 4) present better and similar indicators. The correlation between Autonomy and Stigma (see Figure 1) was inverse and statistically significant (r = −0.699; p < 0.001).



TABLE 4 Evidence fit of the factor structures in AFC.
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FIGURE 1
 Factorial weights of the items in the ESEM model of two correlated first-order factors (Model 3). Values with a white background represent the factorial weights in the factor; values with a gray background represent the cross-loadings.




Internal consistency

The McDonald’s Omega coefficient value for the Autonomy factor was 0.908 in sub-sample 1 and 0.892 in sub-sample 2. For the Stigma factor, it was 0.941 in sub-sample 1 and 0.937 in sub-sample 2. This is indicative of excellent internal consistency.



Evidence of validity based on the relationship with other variables

The correlations between the dimensions of the CAAS (Autonomy and Stigma) and the dimensions of I-E 12 were statistically significant, which confirms hypothesis 4a and demonstrates concurrent validity: Autonomy, correlates negatively with Intrinsic Orientation (ρ = −0.424; p < 0.001), Extrinsic Social Orientation (ρ = −0.274; p < 0.001) and Personal Extrinsic Orientation (ρ = −0.364; p < 0.001); and Stigma correlates positively with Intrinsic Orientation (ρ = 0.571; p < 0.001), Personal Extrinsic Orientation (ρ = 0.445; p < 0.001) and Personal Extrinsic Orientation (ρ = 0.448; p < 0.001).

We contrasted the Autonomy and Stigma scores to determine discriminant validity using the extreme group comparison strategy. We used the total identification score with different social groups (left political orientation, right political orientation, pro-feminism, pro-LGBTIQ+ rights, pro-euthanasia) to create categorical variables selecting quartile 1 and quartile 4. All groups present statistically significant differences, with effect sizes between intermediate and large, as we stated in hypotheses 4b to 4e (see Table 5).



TABLE 5 Comparison between extreme groups in their scores in the dimensions of the CAAS.
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Discussion

Community attitudes towards abortion, global and relatively stable evaluations about the VIP and the woman who decides to abort manifested at a cognitive, affective, and/or behavioral level are an indicator of the potential structural, cultural and direct violence that society can exercise against women as a form of gender violence (Galtung, 1990; Kumar et al., 2009; Hessini, 2014). This violence affects women’s mental, physical and reproductive health (American Psychological Association, 2008; Astbury-Ward et al., 2012; McMurtrie et al., 2012; Sorhaindo et al., 2014; Hanschmidt et al., 2016; Ramos, 2016; Mosley et al., 2017; Dides-Castillo and Fernández, 2018; O’Donnell et al., 2018; Moreno López et al., 2019). Therefore, it is essential to have an instrument with good psychometric properties to measure this construct.

The objective of this work was to design a scale to measure attitudes towards abortion and evaluate its psychometric properties in the Chilean community population. As a result, we obtained the CAAS. This scale comprises 18 items with discriminative capacity distributed in 2 factors: Autonomy and Stigma. CASS had an excellent internal consistency for both factors and maintained the expected relationships with other constructs, demonstrating evidence of concurrent and discriminant validity.

The items that generated the greatest agreement among the participants are part of the Autonomy dimension. One of them identifies the prohibition of abortion as a violation of human rights, and the other two refer to respect for the decision of the woman who decides to abort when being a mother is not part of her life plans. The items that generated less agreement belong to the Stigma dimension. One of them includes the most severe stereotype among those evaluated, “a woman who aborts is a murderer,” and the other two refer to the justification of discriminatory behavior: “women should be ashamed to share their decision to abort publicly,” and “understandably, a man rejects a woman for having had an abortion in the past.” This result indicates a trend towards greater acceptance of abortion in the study sample, consistent with recent legislative developments in the country: approval levels for free abortion in Chile have been rising recently, from 29% in 2018 to 41% in 2021 (Institut de Publique Sondage d’Opinion Secteur, 2018; Institut de Publique Sondage d’Opinion Secteur, 2020).

As we hypothesized, the CAAS obtained a multidimensional structure. This structure comprises two first-order factors correlated inversely, although it did not coincide with the theoretical structure initially proposed. Items from the theoretical dimensions of plenitude, positive stereotypes, and rights were grouped in the Autonomy dimension. In contrast, items from the negative stereotypes, discrimination, and morality dimensions were grouped in the Stigma dimension. According to hypothesis three, both factors showed excellent internal consistency. This magnitude is similar to or higher than that reported in most reviewed scales (between 0.60 and 0.96). Among the evaluated models, the ESEM model and the bifactor model showed a better and similar fit. We prefer the ESEM model over the bifactor model because it is the most parsimonious solution and because the factors represent correlated but differentiated constructs from a theoretical perspective. In addition, this model better represents the real behavior of psychological constructs since it allows the indicators to maintain cross-loads with other factors (Assis Gomes et al., 2017). On the other hand, the adequate adjustment of the bifactor model and the level of correlation between the factors (−0.699) could justify using a global score while considering a factor score (Reise, 2012; Rodríguez et al., 2016). However, we do not have theoretical evidence to support the existence of a general factor.

The Autonomy construct refers to the level of agreement with the woman’s independence to make decisions about abortion; and the questioning of cultural beliefs about gender that impose motherhood and care over the woman’s will and her plans for life (Bègue, 2001; Kumar et al., 2009; Vitti and Cabello, 2010; Norris et al., 2011; Clements, 2014; Adesse et al., 2016; Prusaczyk and Hodson, 2018). The paternalistic and infantilizing attitudes of the patriarchal system nourish the agreement with the suppression of women’s autonomy (Lagarde, 1994; Osorio, 2022). The woman is seen as a delicate being who needs protection and support, and the woman who decides to have an abortion is seen as unintelligent, inferior, and untrustworthy (Shellenberg et al., 2014; Adesse et al., 2016; Sorhaindo et al., 2016). The previous justifies questioning women’s autonomy to make decisions about their reproductive health (Osborne et al., 2022) in favor of others. For example, community members and health professionals support limiting women’s decision-making capacity in favor of their family and partner (Patel and Johns, 2009; Jozkowski et al., 2018; Alveal-Álamos et al., 2022). Even the woman’s difficulty deciding on her reproductive health is identified as a control tool in abusive relationships (de Las Martin Heras et al., 2015). The Autonomy dimension is represented in other scales, such as the Abortion Attitudes Scale (Stets and Leik, 1993), the Abortion as a Right Scale (Rominski et al., 2017), the CLASS (Sorhaindo et al., 2016), and the CAAI (Marván et al., 2018), which accounts for the concern for this construct in other cultural realities.

Stigma dimension collects the community’s agreement with stereotypes and social norms about femininity and morality that mark women who abort as inferior and justify discriminatory treatment (McMurtrie et al., 2012; Shellenberg et al., 2014; Sorhaindo et al., 2014; Adesse et al., 2016; Hanschmidt et al., 2016; Sorhaindo et al., 2016). This factor is represented in scales such as the Abortion attitudes scale (Stets and Leik, 1993), the SABAS (Shellenberg et al., 2014), the CLASS (Sorhaindo et al., 2016), or the AAAPPS (Martin et al., 2020). Thus, are measured in this factor: stereotyped ideas such as the woman who aborts are not very cautious, a murderer, promiscuous, and libertine (Shellenberg et al., 2014; Adesse et al., 2016; Sorhaindo et al., 2016; Pérez et al., 2020); discriminatory beliefs such as that abortion is a shameful action that should be carried out in secret (McMurtrie et al., 2012; Hanschmidt et al., 2016); and conservative ideas, such as that the woman who decides not to have an abortion is morally superior in the eyes of God, that life must be respected from conception (Piazza, 2012; Pfeffer, 2017; Sorhaindo et al., 2016), or that motherhood is an instinct (Lagarde, 1994; Kumar et al., 2009; Osorio, 2022). This factor may be especially relevant to work on preventing direct violence against women since, as we said before, groups and individuals under these stereotypes and beliefs exercise violence through threats, deception, discriminatory treatment, and disqualification (Morgan, 2017; Jardim and Modena, 2018; Williams et al., 2018; Lowe, 2019; Lowe and Page, 2019; Makleff et al., 2019; Pérez-Arredondo and Graells-Garrido, 2021).

The literature identifies religion and conservative political orientation as the most relevant correlates of attitudes towards abortion (Patev et al., 2019a,b; Pérez et al., 2020; Cutler et al., 2021; Osborne et al., 2022; Pérez et al., 2022). As hypothesized, our results support this premise since a higher score in Intrinsic Orientation (IO), Extrinsic Social Orientation (ESO), and Personal Extrinsic Orientation (PEO) correlates negatively with Autonomy and positively with Stigma (H4a), with the strongest correlation being with OI in both cases. These results imply that the participants that obtain social and personal gain from identifying themselves as religious (ESO and PEO), and above all, for whom religious identity prevails over other social identities to regulate and guide their behavior (IO; Allport and Ross, 1967), accept women’s autonomy to decide on abortion to a lesser extent and are more in agreement with stereotypes and stigmatizing beliefs about women who abort, and with discriminatory behavior towards them. This result is evidence of concurrent validity. In addition, the groups of participants with low levels of identification with a left-wing political orientation (H4b), and high levels of identification with a right-wing political orientation (H4c), obtain a lower mean score in Autonomy and a higher mean score in Stigma. These are evidence of the discriminant validity of the scale. These results make sense that both groups take the same values and beliefs about gender and the beginning of the life we have reviewed, as a guide to define morally acceptable behavior (Kumar et al., 2009; Piazza, 2012; Clements, 2014; Sorhaindo et al., 2014; Hanschmidt et al., 2016; Pfeffer, 2017; Pérez et al., 2020, 2022). Consequently, religious and politically conservative people question women’s autonomy and evaluate them as inferior to the ideals of femininity and morality when they transgress these social norms, these groups being the historical promoters of laws that limit access to abortion, also in Chile (Dides-Castillo and Fernández, 2018; Elgueta et al., 2019; Maira et al., 2019; Osorio, 2022).

Finally, and as further evidence of the discriminant validity of the scale, the groups of participants with low levels of identification with the average feminist person (H4d), LGBTIQ+ rights defender (H4e), and euthanasia (H4f), obtain lower average scores on Autonomy, and higher in Stigma. This result is empirical evidence that supports the idea formulated by the Bellagio group: whoever questions the right to abortion also questions other doctrines, rights, or individual freedoms (Hessini, 2014). What has been said is consistent with the rest of the results to the extent that, like the VIP, feminism and the LGBTIQ+ community threaten the traditional gender order that establishes socially accepted behavior for women and non-binary people (Lagarde, 1994; Janssen and Scheepers, 2019; Hernandez, 2021). At the same time, the acceptance of euthanasia, in the same way as abortion, means the violation of the norm of religious morality on respect for life from conception to natural death (Stets and Leik, 1993; Pfeffer, 2017; Francis et al., 2019).

We must consider some aspects, like limitations of the study, that may affect the scope of the results. In the first place, although the study sample is balanced according to gender, age, and socioeconomic level, this balance is not representative of the population distribution in Chile (Instituto Nacional de Estadísticas, 2018). In addition, the sample has been collected through an online panel, which translates into a bias: there are mostly participants with Internet access and good command of new technologies. On the other hand, the CAAS is a measure of self-reported explicit attitudes, which may be affected by social desirability, considering that abortion is a controversial issue. Finally, it should be noted that this study offers psychometric evidence for its use in the Chilean population, but it is necessary to accumulate more evidence to guarantee its use, such as, for example, its predictive validity on support for abortion access policies or direct violent behavior. In addition, the evidence of validity accumulated in this study on the relationship of the scale with other variables is based on single-item measurements. Exploring other validity evidence in future research and its applicability in specific populations, such as health professionals, is recommended. Due to their direct dealings with women who request VIP, health professionals are in a privileged position to exercise violence (Jardim and Modena, 2018; Williams et al., 2018; Makleff et al., 2019). In addition, as another future line of research, we propose to explore implicit measures and within-subject designs to assess attitudes toward abortion since they have been shown to reflect a greater extent the personal attitudes of the individual (Sakaluk and Milhausen, 2012) than the explicit attitudes.

In conclusion, this work provides the first scale that evaluates attitudes towards abortion in Chile. The CAAS is an adequate tool for use with the Chilean community population, with evidence of validity in its internal structure, concurrent and discriminant validity, and excellent internal consistency. Our results indicate that this scale presents two correlated but differentiated factors, Autonomy, and Stigma, with religious participants and those with a conservative political orientation who question women’s autonomy to a greater extent and are more in agreement with the stigmatization of abortion. In addition, those who have a restrictive view of abortion do not identify as pro-feminists, pro-LGBTIQ+, or pro-euthanasia. Based on the results, we recommend using this instrument to understand the population’s attitudes in the country, identify individuals with greater potential to exercise direct violence, and contribute to developing intervention and prevention programs.
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