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ABSTRACT 
Brazil’s rapid fertility decline, from six births per woman in 1970 to about two in 2000, occurred 
in a context where abortion is illegal and sterilization sanctioned against (until 1997) by the 
medical code of ethics.  Yet one-third of Brazilian women “choose” sterilization by age 30. This 
article analyses 8 pregnancy narratives drawn from 26 interviews of low-income, racially diverse 
Brazilian women aged 25-50 to understand the paths that lead to sterilization, the alternatives 
and associated agency.  Their stories illustrate three main kinds of agencies: proximal agency 
(the agency of others) in unintended pregnancy, recuperative agency (reassuming control with 
abortion or embracing motherhood) and pre-emptive or forward acting agency with sterilization.  
These stories suggest that Brazilian women “choose” surgical contraception when they bear the 
full burden of responsibility for fertility control yet their agency is fettered by multiple 
constraints.  Constraints surround the social and physical dangers of abortion; inequalities in 
intimate relationships; the social/racial hierarchy play out in the doctor-patient relationships; and 
the consumer dictates of private healthcare under the shadow of a paternalistic policy.  The 
article concludes that lessons learned about the structuring of choice in reproductive health apply 
not only to policy debates on contested areas of women’s health (abortion) but also to 
uncontested ones (sterilization).   
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Aside from China where the inter-uterine device prevails, sterilization is the most popular 
form of contraception globally (Chi and Thapa 1993:51). Nowhere is this more true than in 
Brazil. Although until 1997 sterilization had a quasi-illegal status there, by 1996, 36% of all 
Brazilian women were sterilized by age 30 (Berquó 1999:119); among married women the 
portion was 52% (Berquó 1999:115).  By comparison, 10% of women in the U.S. in the 1980s 
were sterilized (Chi and Thapa 1993:51).  My research asked: what paths have led one third of 
young Brazilian women to sterilization and what are the alternative recourses?   

This research analyses pregnancy narratives of low-income, racially diverse Brazilian 
women aged 20-50.  I started my project with a particular interest in sterilization and related 
debates about choice.  Without relinquishing that interest, I soon moved to a broader inquiry into 
a range of pregnancy experiences.  Much valuable research is conducted with a single analytical 
focus.  Yet it is clear that women do not confront one reproductive health concern, but rather an 
array over their lives.  By starting from the accounts of individual women, we can better situate 
their fertility concerns in context (Greenhalgh 1995).  I also wanted a longer time frame to 
introduce a subjective balance and potentially a corrective to my own sense of plot, that is, what 
I considered to be a fast track to sterilization among young Brazilian women.  Accounts of a 
variety of pregnancy outcomes can allow us to identify the inadequacies of consumer-modeled 
assumptions of individual choice as if among attractive options, and thus further interrogate the 
context of fertility controls toward a better understanding of the workings of power and agency 
in women’s reproductive health “choices.” In Brazil, as feminist public health researcher Karen 
Giffin (1994) observes, we need to view fertility controls against a public health system shaped 
by private, commercialized reproductive healthcare. One must add the illegal recourses shaping  
fertility controls: abortion is illegal there.  I would like to suggest here that discussions of the 
structuring of choice in controversial areas of reproductive health apply fully in this context to 
what may seem to be a relatively non-controversial, straightforward exercise of choice: 
sterilization.   

Reproductive health research has been greatly preoccupied with the power, violence and  
inequality generated through biomedicine and public health regulations (see e.g., Sargent 1989, 
Ginsburg and Rapp 1995, Davis-Floyd and Sargent 1997, Browner 2000).  At the same time, 
research has been attentive to women’s agencies, registering alternative knowledge, practices 
and subjectivities as women act in intimate and institutional spaces. At a second level of 
analysis, I ask how, in their accounts of pregnancies and outcomes, do Brazilian women 
represent their agency vis-à-vis the agencies of others?  In relation to what kinds of experiences 
and outcomes do women represent themselves as empowered social actors and when/where/how 
not?  How does their represented agency shift over time?   

My larger project will draw from research with low to upper middle income women to 
allow direct comparison of how social dimensions of difference structure and mediate pregnancy 
and outcomes (Ginsburg and Rapp 1995).   It is by examining dynamics of race and class that we 
can more directly appreciate the limits of gendered agency as women contend with fertility.  
Here I draw from interviews with 26 low to lower middle income inhabitants of Rio de Janeiro 
(cariocas).  One third of the interviews were conducted with employees of a Flamengo 
neighborhood beauty salon.  Another third were conducted in a shantytown above Santa Teresa, 
with the introductions of a community health activist. The remaining third took place at a 
maternity clinic in Laranjeiras among women waiting for a routine ob-gyn check up.  
Collectively, they reported 60 pregnancies, of which 18 were expressly planned, nine ended in 
miscarriages and two in abortions. One woman was pregnant and contemplating abortion at the 
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time of interview.  Of the 47 childbirth experiences, 24 were vaginal delivery and 23 were 
caesarean deliveries. Seven women wanted to be sterilized; of these four had obtained a tubal 
ligation. Most women interviewed were in their 30s-40s. Twelve described themselves as black 
(negra or preta); seven as brown (parda or morena); and four as white (branca).   
Sterilization and alternatives in context: Contending with illegality, cost and danger 

Brazil’s rapid, dramatic fertility decline, from about 6 births in 1960 to 2.5 in 1996 
(Goldani 1999:29), likens it to nations that have imposed aggressive family planning policies to 
reduce fertility.  This demographic shift developed in a familiar context for fertility decline 
(rapid urbanization, expanded female labor force participation and economic crisis; see Faria 
1983; Vieira et al. 1993) but in the absence of any family planning policy (Vieira & Ford 1996; 
Ávila & Corrêa 1999) and despite barriers to nonreversible methods.  

  Sterilization is the most popular method of fertility control nationally.  This widespread 
preference has led demographers to see sterilization as the “principal proximate cause” (Goldani 
1999:30) of Brazil’s fertility decline. Yet until 1997, sterilization wasn’t quite legal.  For years it 
was condemned as unethical by Brazil’s medical code of ethics (Janowitz 1982; Rutenberg and 
Ferraz 1996; Vieira and Ford 1996:1428).  Its legal status then became ambiguous owing to 
conflicting parts of the 1988 constitution. Whereas one part states that every couple is free to 
choose any contraceptive means to regulate their fertility, an article in the penal code considers it 
a crime to provoke any kind of body lesion which would include the “permanent disability, loss 
or impairment of a member, sense of function” (Rutenberg and Ferraz 1996:62).   

In 1997 federal legislation legalized voluntary sterilization, provided the male or female 
is competent, at least 25 years old or has two children, and if married, has spousal consent (Potter 
2003:386; but see Hardy et al. 1996).  All along, sterilizations could, however, be performed 
under “exceptional circumstances” – ones that became routine. Four out of five tubal ligations 
are unrecorded procedures following a caesarean delivery (Rutenberg and Ferraz 1996).  The 
high rate of caesarean deliveries, at 70% or higher at private clinics, and 32% in public hospitals 
(Vieira 1996; Formiga Filho 1999:160; Barros et al., 2005), places Brazil far outside the 
recommended limits of medically necessary caesarean delivery.  This rate suggests that 
interventionist childbirth occurs in part to camouflage many privately and informally paid for 
tubal ligations (Janowitz 1982:185; Giffin 1994; Berquó 1999:125; but see Caetano and Potter 
2004). Rates of sterilization are inversely associated with education, and associated with multiple 
pregnancies, marital union and age (Berquó 1999; Vieira 2002; Corrêa and Ávila 2003). 
Younger women rely on the pill. 

This background on sterilization helps point to a divide between those that can afford 
sterilization, socially and financially, and those that cannot; and the private, quasi-illegal means 
by which unauthorized sterilizations happen (with a doctor’s agreement and for profit). These 
data leave unexamined the events and dynamics prior and leading to sterilization and related 
issues of agency and inequality.  To more fully understand the decision, one must also appreciate 
the alternatives.  As Berquó observes, the reason for the high reliance on sterilization may well 
be that reproductive choice in Brazil places women at a “dangerous crossroads”: sterilization, a 
clandestine abortion or undesired pregnancy (1999:125).   

Longstanding religious-inflected laws and policies place limits on fertility controls: 
notably, abortion is illegal except after rape or to save a woman’s life.  Yet following oral 
contraception and sterilization, abortion may be the third most important means of fertility 
control in Brazil. Estimates are that 9-23% of all pregnancies in Brazil end in abortion (Costa 
1999:164).  Sales without prescriptions of abortifacient drugs (Viggiano 1996) point to an 
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informal economy in abortion self-treatment (Berrer 1992; Giffin 1994; Fiala 2004). Research on 
abortion has underscored the legal and structural barriers (Ardaillon 1998), and the “life 
threatening as well as legal risks [women take] to terminate unwanted pregnancies with methods 
they sometimes know little about” (Kerber 2001:1; see also Leal 1995).  Estimates of 1 to 1.5 
million clandestine abortions per year, calculated by emergency room visits (Costa 1999:167; 
Díaz and Díaz 1999:214), and estimates that abortion is responsible for 11% of women’s deaths 
in Brazil (Costa 1999:168) register ongoing dangers of illegal pregnancy termination there. For 
most Brazilian women, the experience is structured by poverty as well as illegality (Kerber 
2001).  Recalling Ginsburg (1989) and Rapp (1999), who considered decisions over pregnancy 
termination in U.S. society, I ask how do Brazilian women represent abortion in a context of 
illegality, danger and censure?   

Public health research consistently finds the pill and sterilization to be the two main 
forms of birth control used in Brazil (Schor et al. 2000; Vieira 2002). Why the limited 
selections? Dangerous, illegal abortion may well be one key factor; another, the dynamics of 
gender inequalities in heterosexual relationships.  Research on women’s intimate relationships, 
social networks and informal medical advice illustrate the ways that decision-making over 
pregnancy and outcomes are socially embedded and subject to dynamics of inequalities (Carter 
1995; Browner 2001; Dudgeon and Inhorn 2004).  Marcia Ellison’s (2003) work on single 
women’s accounts of unintended pregnancies reminds us that women in the U.S. are far from 
immune to societal sanctions against their sexuality.  Although consensual unions and families 
with illegitimate children have long been widespread in Brazil, it can be argued that women from 
all social backgrounds may be subject to social censorship of their sexual “honor” (Caulfield 
2000, Gregg 2004).  One might suggest for latter 20th century Brazil that the imperative of 
motherhood and illegality of abortion offset censure of young single women’s pregnancies.1 

The context of illegal, quasi-illegal, unregulated fertility control and gender imperatives 
on motherhood may be seen, however, in view of a fairly unitary and opposing position among 
adult Brazilian women themselves, who “have been entirely unambiguous about the need for 
access to the means of control” – since the 1960s (Giffin 2002:357).  They have been hindered, 
however, by the political economic and gendered structuring of fertility controls.  Oliveira and 
Hoga point to the “precarious economic conditions making it difficult to raise children, 
difficulties with contraceptive methods resulting in gynecological problems and unwanted 
pregnancies and lack of male involvement in contraceptive practices and care of children” 
(2005:10).  As Giffin puts it, “women are characterized by both exclusive responsibility for the 
use and risks of fertility control, as well as by relative lack of power in sexual relations” (1994,  
359; see also Goldstein 1994, Vieira and Ford 1996; Alvarenga and Schor 1998; Giffin and 
Lowndes 1999; Gregg 2003).  An area in need of research is male involvement in contraception 
(Dudgeon and Inhorn 2004).  My interviews, we will see, suggest lack of male cooperation – or 
male impediments to fertility controls and strong veto power over decisions to end pregnancy.  
Yet I also found additional veto power among pregnant women’s mothers. Beyond that, 
women’s narratives point to physicians’ roles in decisions to interrupt oral contraceptive use.  
The powerful forces operating against fertility controls make Brazil’s fertility decline all the 
more dramatic and raise questions on women’s agency vis-à-vis that of others.   
Analyzing agency in pregnancy narratives 

My approach to the analysis of retrospective pregnancy accounts follows Gerard 
Genette’s (1980) distinctions of story, narrator and text, and it draws from several approaches to 
agency and narrative.  I adopt Charis Cussins’ definition of agency “to refer to actions that we 
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attribute to people or claim for ourselves, actions whose definition and attribution make up the 
moral fabric of our lives, and in line with which we assign locally plausible and enforceable 
networks of accountability” (1998:168-169) as a particularly useful one for the analysis of 
agency as constructed in personal narratives.  Of course, I reject a dualistic definition of agency 
(Cussins 1993, Carter 1995), seeing it instead as embedded in structures of power.  As Terry 
Lovell puts it “agency is linked to a socially constructed self whose very formation is deeply 
embedded within the very institutional practices and norms that feminists wish to challenge” 
(2003:1).  What Brazilian women tell of their pregnancies “speak” to what many have called our 
attention to, namely structural violence and the hierarchical categories of race, class and 
genderthrough which the reproductive healthcare system operates in this as in other contexts. 

Cussins’ (1993) ethnography of women undergoing infertility treatment presents a 
concept of interest for my analysis of agency in narrative.  Her sense of retrofitting agency, i.e., 
post hoc revisions of views of prior treatment according to differential outcomes, is relevant for 
material where storytellers make retrospective evaluations of reproductive healthcare.  Cussins 
was able to compare these to the prospective expectations of women hopeful that the treatment 
would bring about the much desired end (pregnancy).  I had access only to the retrospective.  

In linguist Charlotte Linde’s (1993) analysis of life stories of vocational choice, narrative 
coherence is derived in part precisely by the active agency of the protagonist / narrator of the life 
story.  It was rare or even incongruous for life storytellers to represent themselves as passive or 
in the background of their own life stories.  An emphasis on active agency is consonant with the 
topic of vocational choice, and, as Linde acknowledges, may in part reflect the middle class 
background of the storytellers. Linde’s discussion of passivity occurring with a shift in agency 
away from the protagonist to another actor, rare in her material, stimulated my thinking on the 
ways the main protagonist may be positioned centrally or peripherally in women’s own 
pregnancy accounts. One might anticipate a range of representations of agency, including 
passivity (Tanassi 2004).  I expected to find in the pregnancy narratives discursive markers that 
would index more central subject positioning, where the subject signaled a more active agency, 
and that these would be distinct from markers where the subject signaled a sense that others 
acted upon or interfered with her agency.   

My interest in fertility concerns in relation to one another and the construction of 
reproductive choice over time led me to take particular interest in ways that one pregnancy 
experience links to the next (and the larger history).  I found Catherine Riessman’s work 
particularly instructive for analysis across pregnancies. Her work on infertility (2002), which 
focuses centrally on continuities and discontinuities in gender identity, usefully reminds us to 
read across the multiple stories contained within a woman’s account. My task would be easier, as 
at their simplest, the multiple stories each revolved around pregnancies.  

In what follows, I examine three types of constrained agency as represented in pregnancy 
narratives.  All are provisionally named.  The first form is what I call pre-emptive agency (Lovell 
2003) to indicate the forward acting effects.  Second is proximal agency; it occurs where agency 
is represented as shifting away from the protagonist to another, who might be an advocate or an 
adversary.  When the proximal agent is adversarial, the narrative often includes retrospective 
accusations against that person.  A third kind of agency I call recuperative, to emphasize 
reassertion of control.  The following three sections examine these forms of agencies in the 
pregnancy narratives of eight low income Brazilian women, all but one of whom described 
herself as brown or black.  
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The slow track to sterilization: Pre-emptive agency 
BETE (Born in 1956, 48 years old in 2004, hairdresser, salary 1200 reais,2 brown [parda])   

Bete’s doctor told her to stop taking the pill. At least that is how she put it, then 
rephrased. Bete stopped taking pills at age 30 because she was tired of taking them. Also, the 
doctor said, “’you need to give it some time (off) because you’ve been taking them since you 
were 19.’”  It was in this period that she became pregnant repeatedly.  Bete backtracked again: 
first, she spent two years undergoing infertility treatment free of charge. Then she stopped taking 
the pill, only to have three miscarriages between the ages of 30-34.  She then had a child at 37 
after 17 years of marriage.  She said the following of her encounter with the doctor over the tubal 
ligation arrangements. (I use italics to underscore textual indications of agency.) 

I said everything that I should: I asked him to do the tubal ligation.  He asked for my 
husband’s authorization. I said, ‘my husband does not need to authorize anything, the 
owner of my body is I, the one paying is me, my husband doesn’t need to know.’  I said, 
‘my husband doesn’t need to authorize anything, doctor, the guy is 6 years younger than 
I.  It’s obvious he’s not going to want just one child, but I have passed the age of having 
children. I don’t want any more children, so I want to get my tubes tied.’  [Doctor 
responds:] ‘But your husband has to sign.’ ‘No he does not, I’m the one who’s paying, 
I’m the one who dictates [quem manda] over my body, I want to get my tubes tied, I don’t 
want anything to stop me,’ so he tied them, I paid and he tied them.  It cost 120 dollars.  
Bete’s (re)construction of the dialogue she had with her doctor over her desire for 

sterilization is marked by declarative construction reinforcing her assertion of authority over and 
against the paternalistic policy requiring spousal co-authorization for sterilization. Bete bases her 
own higher authority on her rights over her own body first and foremost. She backs up this 
authority with money – her independent ability to pay for the procedure. Bete said she paid in 
dollar in 1993 (the height of the inflation crisis). 

Bete’s narrative of her assumption of active, preemptive agency for the sterilization 
indicates several potential forces opposing sterilization.  I found here and repeatedly in the 
stories of other Brazilian women reference to “conflicting dynamics” (Browner 2000) in the 
differing reproductive aims between men and women. The man would be more likely to have a 
larger desired family size than the woman, or if the couple does want to limit the number to two 
children, then there must be at least one boy (ideally a boy and a girl), or the man may well want 
another child.  Bete is fully aware of the norm of more than one child and presents an explicit 
rebuttal: she is too old to have more children.  Statements of this kind, with a matter of fact, self-
evident quality, regarding childbearing beyond the age of 30 frequently appeared in interviews 
among low income women. Besides registering Bete’s own determination, the narrative provides 
an important basis for her sterilization.  Bete herself did not state that she reminded her doctor of 
her multiple miscarriages, nor did she elaborate in her interview with me on the physical and 
emotional toll (Layne 2003), but rather, offered a straightforward declaration of the events.  Yet 
it seems that these experiences overrode any other consideration, prompting Bete to not take no 
for an answer, not from her doctor and not from her husband. It is likely that this reproductive 
history and her ability to pay, if not the feminist stance, were what proved influential in the 
successful negotiation with her doctor.  The gender inequality inscribed in Brazil’s paternalistic 
medical practice did not stop Bete, nor did partner opposition. She headed both objections off, 
ably donning two differing voices, feminist and feminine. 

After the re-enactment of vehemently demanding her right to sterilization without male 
authorization, Bete (re)enacted a dialogue with her husband over the decision to become 
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sterilized, where she shifted to a sweet tone to coat the definitive, non-negotiable decision. 
“‘Why?’ [the husband]. ‘Dear, whether or not you agree, I’m going to do it. Don’t we already 
have a child?’ [No response reported.]  ‘So it’s fine as it is. It has to be like this.’” Bete reverts to 
her normal low, steady tone. “I had my mind made up, he had to agree.”  The dramatic shift in 
tone to a traditional feminine one was a humorous contrast to the steadfast, non nonsense 
declaration for a procedure to ensure no future fertility crises. Passive, compliant agency scarcely 
arises in this narrative. While it opens the narrative – Bete said her doctor told her to stop taking 
the pill – Bete quickly corrects the implication that she passively complied the with doctor’s 
orders, saying instead that to stop taking the pill was her volition.  In the (re)enacted dialogue 
with her husband, it is he who is shown in a passive, compliant role. 

Bete’s story also illustrates other issues with sterilization. The four women I interviewed 
who obtained a tubal ligation adhered to the statistics: three were in committed relationships of 
long duration; and they had the highest incomes.  “Eligibility” for sterilization is generally 
dependent on a long term relationship as well as on income.  Access to sterilization has depended 
on ability to arrange and pay for services as much, or more so than legal restrictions (Rutenberg 
and Ferraz 1996; but see Caetano and Potter 2004). Over the five years I lived in Brazil, I often 
heard reference to sterilization, but never coupled with information that it was not legal.  
ELIANE (Born in 1967, 37 years old in 2004, hairdresser, 1300 reais, brown [parda]) 

Eliane reported that her tubal ligation cost the equivalent of 120 dollars paid up front.  
She said: “6 years ago, this was a good amount of money–because it has to be in a private clinic, 
they don’t operate on you out of their free, spontaneous will, not without you paying no. You 
have to pay.”  At the “inexpensive” clinic where she did prenatal care, Eliane paid in preliminary 
installments. The childbirth itself was paid by Brazil’s free universal health care system.  

Eliane was 31 years old when she had her third baby and a tubal ligation. She had her 
first child at 17, her second, at 19, and her third at 31 (all by caesarean delivery).  Like Bete, 
Eliane became pregnant after stopping the pill. As she said, “it’s wrong [o mal] of people who 
say, you don’t get pregnant anymore, because those who take the pill for many years have an 
excess of the pill, so you don’t get pregnant anymore. I stopped, 12 years of taking the pill, I 
stopped, and I got pregnant. But then my husband was always saying, “let’s have one more little 
baby, for you to tie?” I’d say no. So when Eliane became pregnant, she went to the doctor to 
arrange [combinar] the tubal ligation.  

Eliane’s story of the events prior to the sterilization and the pre-emptive agency it ensures 
is marked by proximal agency: friends/family who tell her she need not take oral contraceptives 
any longer, as she has built up a store of it; her husband, who expresses a desire for a third child. 
His differing reproductive aims and veto power held sway.  The phrasing she and other women 
often reported from husbands, “let’s have one more, for you to tie [ligar],” indicates male 
pressure, usually countering women’s aims. The colloquial phrasing also registers the 
institutionalization of tubal ligations following a caesarean section. Yet it might have been free 
of charge for Eliane. The surgery was performed after the 1997 law, which authorizes public 
health insurance to reimburse clinics for qualifying sterilizations provided the clinic counsels on 
other methods of contraception beforehand and provided the surgery is not done until 42 days 
after delivery. This requirement is intended to deter the coupling of sterilization with caesarean 
delivery. 

Eliane registers a retrospective complaint against the agencies of others foiling her desire 
not to become pregnant.  The next section offers discussion of attributions of responsibility for 
unintended pregnancy.  Of interest here is that following this account, Eliane indicated ways that 
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she recuperated her own agency despite the unintended pregnancy. She took immediate steps to 
ensure no future pregnancies, and she reconciled herself to this one, by enjoying the kinds of 
material supports she had not had before. Eliane explained that this pregnancy ended up giving 
her all she hadn’t had in the others – baby clothes that were new, slippers that she wanted for the 
baby, a little baby dress, a crib.    

The next story, a long one, also illustrates all the forms of agency here considered.  It was 
Leni’s multiple stories over 11 years of time that showed me how slow the track to sterilization 
can be. I hope that subjecting her stories to a textual analysis does not serve to further 
marginalize Leni, but rather to reinforce her fortitude despite the many kinds of violence to 
which she has been subjected. 
LENI (Born in 1970, 34 years old in 2004, manicurist, 1600 reais, black [negra])   

Leni was in her second year of a committed relationship when she had her tubes tied, at 
age 30.  Leni’s first pregnancy resulted from a rape (1989, age 19).  Although rape is one of two 
legally permitted abortions, her grandmother refused to allow it. Leni gave the child to her 
grandmother, who raised her. Five years later, she met someone, lived with him, became 
pregnant and had an abortion. Or rather, as she put it: “I got pregnant, but I also didn’t want it. As 
I had the first pregnancy that I didn’t want, this one I ended up taking out, aborting.  I took a 
pill, got really sick, the baby didn’t come out because I don’t have passage, the baby doesn’t 
come out naturally and they took me to the hospital, I suffered a lot, I suffered ‘pra caramba.’” 
At the hospital, and the same maternity ward where she’d given birth previously, Leni made up a 
story that she had fallen because she feared they would mistreat her–and they did. “I bled, they 
took out the baby, but left something inside me, I spent the whole night in pain.” She would call 
staff but they only said, “this is how it is, it’s like this.” Only the next day, after another girl 
informed a social worker, did they redo the dilation and curettage (D & C).  It was Leni who 
wanted to abort, not her boyfriend, so she thought it best to break up. She was four months 
pregnant by the time of the abortion because it took this much time to gather the money to buy 
the expensive pill, 60 reais in 1995 (probably 50 dollars). Girlfriends who had done it told her 
about Cytopec [misoprostol]. Leni got it from the pharmacy – “any pharmacy will do it, you just 
call, they deliver,” she noted drily.  Leni’s next pregnancy miscarried. This time the same 
hospital “treated me marvelously well,” said Leni, once again with irony. But she went home 
devastated because she had really wanted the child and blamed the miscarriage on her 
“foolishness.” A few months later, she and her boyfriend separated.  

Two months after that she met another person and got pregnant, again unintentionally, 
and conceived Brenda, her “little princess.” This pregnancy was difficult because, Leni said, 
“my boyfriend was inattentive and unaffectionate. He hadn’t wanted the pregnancy, but said, 
‘now that you are pregnant, don’t take it out.’  Leni recalled wrily his coming to the hospital 
after her delivery... “With that face of his, no one deserves this!  It was a Sunday morning, he 
had been at a party all night long....I was crazy about him, but he wasn’t with me any more.  I 
think it was because of the child, because he didn’t want it. He already had someone else.” She 
left him when the baby was 4 months old.  

A year later, she met her current husband, who bought her good contraceptive pills that 
wouldn’t make her sick. When they decided to get pregnant, it was marvelous – great pregnancy, 
private hospital, all new clothes for her son. She was lucky it was a boy, as he wanted. Her 
husband even bought a car because the hospital was far. Leni had a tubal ligation. “I couldn’t 
tolerate having another child in my life.”  Her husband didn’t want it [sterilization], but “I was 
already 30 years old, it was time to stop having children.”  Now, four years later, “our marriage 
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is in crisis, but this time if I separate, I won’t have any more children, I won’t get pregnant 
again.”   

Leni was the victim of a rape, which she referred to simply as “he took me by force.” 
When this crime results in pregnancy, it is her grandmother who assumes central agency, by not 
allowing her to have a legal abortion. Leni succeeds in terminating the next pregnancy through 
the informal pharmaceutical market, but then presents a story of poor clinical care intended, in 
her view, to punish her for the abortion.  As Leni tells it, the story she fabricated to avoid the 
staff knowing she induced the abortion doesn’t succeed as she is mistreated because the staff can 
tell that she had induced an abortion.  Leni’s suffering only comes to an end through the 
proximal agency of another.  Leni’s subsequent hospitalization to treat a miscarriage offers her 
additional evidence that she was right: she was mistreated for aborting, but pampered in 
sympathy for miscarrying.  

Reissman’s (2002) recommendation to read across narratives was particularly striking in 
Leni’s account of the abortion, where she explicitly links the relationship between the first 
pregnancy, following a rape, and the second, which she aborted, seemingly as a belated assertion 
of autonomous agency unfettered by intimate others who oppose her with their own authority. 
Leni’s account suggests recuperative agency through her abortion. Pre-emptive agency occurs, 
finally, with Leni’s personal decision to be sterilized, in partial opposition to her partner.  I say 
partial because Leni notes the importance of having had a boy, which pleased the partner. 

Bete’s story emphasized pre-emptive agency, yet it followed years of lack of control over 
reproductive health.  In Eliane and Leni’s stories, proximal agency, along with retroactive 
accusations and recuperative agencies (embracing the unwanted pregnancy, having an abortion) 
register prior to pre-emptive agency.  In the next section, proximal agency predominates. 
Unintended pregnancy carried to term: Proximal agency and retrospective accusations  
LUCIANA (Born in 1979, 25 years old in 2004, day care employee, 260 reais, black [negra]) 

A resident of a shantytown above Santa Teresa and employed in a day care center there, 
Luciana the lowest household income of all women interviewed. At age 17, Luciana became 
pregnant while she was still living with her mother.  Her baby’s father died (for reasons not 
disclosed), prompting her to move from Niteroi to Morro dos Prazeres.  There she met another 
man, became pregnant (at age 22) and came to live with him and his mother. When this baby was 
a year old, she broke up with her boyfriend (for his “irresponsibility”).  In 2004 (age 25), 
Luciana became pregnant again, but lost the child in a miscarriage following a “fright.”  The 
police were in the shantytown and, when she saw them kill a boy right in front of her, Luciana 
fell to the ground in fear. The next day, she miscarried.  She had wanted to have this child “to 
tie” but at the time of interview was on the pill as her boyfriend took this miscarriage hard. She 
insisted that she never wanted to have another child, saying they present too many problems.  

Luciana was under 30 years of age and in a relationship where the “conflicting dynamics” 
(Browner 2000) were ongoing and unresolved at the time of interview. Other young women I 
interviewed shared her desire for sterilization but their determination was effectively blocked by 
partner veto power.  Effective proximal agency over a woman’s pregnancy was also presented in 
relation to medical authorities, as the next two stories indicate.   
JAQUELINE (Born in 1975, 29 years old in 2004, day care provider, 900 reais, black [negra]) 

Recalling her second child, born when she was 30, Jaqueline said: “The doctor suspended 
the [contraceptive] pill for one month. For rest, because I was feeling sick.  I got pregnant in one 
month.” [“That month?”]  “First the doctor switched pills, because of the hormones. I had started 
to have a ton of problems. The pill was making me really sick. So then she suspended [the pill]. I 
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was getting sick, feeling faint, as if I would faint. She interrupted [suspendeu]. In the month she 
suspended, I got pregnant. When I went back to the doctor I was already pregnant. [“You 
returned to the same doctor that had you stopped taking the pill?”] “I returned to her. I told her. 
And she said, ‘if you get into the shower, you’re going to get wet.’  I said, “but I didn’t want to 
get wet now.’” 

Jaqueline’s first pregnancy was fraught with stress due to Rh incompatibility. Yet only 
nine years afterward did Jaqueline learn that she had received the antibody injection Rh immune 
globulin, which prevents sensitization and thus would protect a future baby from defect.  
Jaqueline underscored she had spent “nine years oppressed about having a child, because if I had 
known, I would have had the baby much sooner. I didn’t know that by taking the vaccination the 
next gestations would be normal. She [the doctor] made me really afraid. She said you could 
have a defective child. She said a lot of things.” 

Jaqueline’s story is a prime illustration of retrofitted agency, or the agency of a speech act 
in the form of retrospective accusations against the doctor, whose proximal agency for her part 
had a profound effect on Jaqueline’s life and that of her family for a decade.  Note the repetition 
of the doctor’s actions, actions which left Jaqueline unprotected against pregnancy.  The 
narrative cannot, of course, undue what was done, but serves as a complaint that would be 
lodged, one imagines, if only it could be, against the doctor.  Certainly, system failure creates 
extenuating circumstances for doctors. Certainly, the message sent is never the message 
received. Thus we do not know what the doctor said or did not say regarding inoculation or about 
the need to use alternative birth control.  Still the doctor shows she can communicate in a 
memorable way, as she does over the unintended pregnancy.   

Jaqueline’s husband, however, was happy about the pregnancy.  Although Jaqueline 
would have chosen sterilization at this second childbirth, she was using an IUD rather than have 
her tubes tied because, as she explained, “the day he wants another child, I only have to take out 
the IUD and I’ll get pregnant. He doesn’t want me to ‘tie.’ He’s hoping for a boy [they have two 
girls]. But he says, ‘if a girl comes, you can tie, because I’ll lose my hopes.’”  It was unclear to 
me whether Jaqueline deferred to her husband or did not herself have a strong objection to 
having another child. The next story presents a couple with a united front on their aims for a 
family size, but countered by other forces. 
ANDREA (Born in 1969, 35 years old in 2004, artesan, 800 reais, white [branca]) 

Andrea and her husband agreed on the family size they wanted: one child, but this did not 
occur. Married at age 26, Andrea became pregnant three months later by accident. It occurred 
“…in the switching of medicine.  Three months married, I was nauseated and getting headaches 
from the pill. The doctor switched, but there was a period without any [contraception] ....”  She 
lost her job as a receptionist once her pregnancy was evident. The employers “alleged that they 
didn’t need me anymore” (evidently to avoid paying maternity leave).  For seven years after that, 
they used the rhythm method successfully until one fine day at a check up, her doctor asked for 
an ultrasound. Andrea reported: ”I started to cry, this wasn’t what I wanted at that moment.” This 
time it was her husband who lost his job (as a taxi driver).  Now they have a boy and a girl. 
Andrea put in an IUD after giving birth. She asserted forcefully: “I’m going to use the IUD for 
10 years, then I’ll put in another. Never more [will I have a child]!” Andrea said her husband 
agrees that they can’t handle more. “We would have wanted one. It’s enough. It’s over. I nearly 
didn’t come today [to a check up at the clinic].  They stole my daughter’s purse – there wasn’t 
anything in it, but....   
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A study of 766 Brazilian women found side effects reported by 22% (Dias-Da-Costa et 
al. 2002); it also found that incorrect use of contraception was associated with (young) age rather 
than socioeconomic status or cultural beliefs. According to another study, “distrust and 
dissatisfaction with contraceptive methods among low-income Brazilian women contributes to 
incorrect contraceptive use” (de Bessa 2006, 428).  In Andrea’s and especially Jaqueline’s 
accounts the doctors are represented as proximal agents whose orders create the risks of 
pregnancy but who do not take responsibility for it.  Their own role as patients was to describe 
their symptoms – the ill side effects of oral contraceptives – and to comply with the doctor’s 
orders. Clearly they didn’t intend that by describing their health problems and following the 
doctors’ orders they would face risk of pregnancy.  The women’s protests appear to have been 
met with silence or even callous remonstrations by doctors rather than any acknowledgement of 
shared responsibility for prescriptions that removed symptoms but left women unprotected 
(according to the subjects’ stories). Considering that male responsibility for unwanted pregnancy 
was not addressed as such by the women, the condemnation of medical practice is all the more 
striking. 

Overt discussions of or allusions to racial and class dynamics are absent from the 
women’s narratives. This silence need not be interpreted as lack of racism or classism, but quite 
possibly to what Robin Sheriff, in her seminal ethnography of racism in contemporary Brazil, 
calls “cultural censorship” (2001,59-83). Sheriff found that the people of color most harmed by 
racism seldom discussed it even among themselves.  All three stories attest to social inequality, 
perhaps most notably in allusions to the context. The 1980s-1990s were years of record inflation 
in Brazil.  The inflation was closely linked to high recession, which left those with lower 
incomes most vulnerable. While workers unfairly discharged have legal recourse, savvy 
employers find ways to avoid their legal responsibilities, as Andrea and her husband’s situations 
indicate.  The last two decades have seen spiraling violence, where assault for theft are all too 
ordinary occurrences and where death surrounds residents in urban shantytowns, as Luciana and 
Andrea’s allusions suggest (and see ethnographies by Goldstein 2003 and Dalsgaard 2005).   

In these three narratives of unintended pregnancies, the proximal agencies of others take 
center stage.  The women do not present themselves by any means as passive victims, but they 
clearly register the authoritative agencies of others and register their complaints. While speech 
acts of retrospective accusations against others whose authority thwarts that of the women may 
offer them a moral high ground, it is momentary and not recuperative.  Let us turn, finally, to two 
stories where recuperative agency is most noteworthy. 
Abortion and motherhood: Recuperative agency despite society and intimate others  
SANDRA (Born in 1956, 48 years old in 2004, caterer, 1200 reais, black [preta]) 

Sandra had the third highest household income of the women interviewed and the largest 
family size: five children.  Sandra’s first words, in response to my question to tell of each 
pregnancy and to “start by telling me of your first pregnancy,” were:  

I almost died from my first pregnancy, at 19 years of age.”  [Why?] I took a pill to abort, 
after one month, two months, three months, when it was five, I started to feel pains, 
pains, but to speak with my mom and dad, at that time, mom and dad couldn’t know […] 
I was in pain, what pain, it was the baby, the placenta, because I didn’t know, I was there 
aiaiai.  It was God who told me to squeeze, I was ashen, almost bursting, rotting. [You 
passed three days like this?] Yes, I didn’t know anything. My mom brought me to the 
hospital, she didn’t know – until today.  She died and never knew that it was an abortion.  
[At the hospital] the doctor gave a tap and said you have to go to x hospital [where high 
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risk pregnancies are treated and legal abortions are allowed to be performed]. I said ‘for 
the love of God, my mom is here, she doesn’t know anything about this, if I went 
there.…’  He said I would go by ambulance. I said ‘no, it can’t happen this way.’ ‘Okay, 
so you go home, leave your mother there and go there, because you need a curettage.’ 
And I said, ‘Jesus, how is this going to happen?!’  So I went, and it all turned out fine.”  
[…]  I wouldn’t wish this on my worst enemy that I think I don’t have, what pain, I feel 
like I went to hell and back. 
In this story of emergency complications of an abortion, active agency begins and ends 

with Sandra.  It was she who aborted, she who rejected the doctor’s directive (“I said ‘no, it can’t 
happen this way’”) and she who took herself alone to the hospital where she could receive a D & 
C.  It is important to note, in this context of oppositions to abortion in law and society, that 
Sandra’s story begins with the declaration of near death, thereby framing the recounting of what 
is not only illegal but also subject to strong social sanctions.  By presenting the mortal danger 
immediately Sandra emphasizes her victim status and defends herself against potential criticism. 
And while Sandra clearly registers her own agency in pursuing the illegal procedure, she also 
invokes God three times.  

Given the high estimates of induced abortions, however, I expect that more occurred 
among the women than were recounted in these interviews.  At the same time, the subject often 
arose explicitly over unintended pregnancies, although the recommendation to abort was most 
often attributed to friends, rarely to the woman herself (but see Cristiana, below), only 
exceptionally to the lover and never to the mother (for comparison, see Bott 2001, Silberschmidt 
and Rasch 2001, Santelli 2003).  In several accounts of a first pregnancy, it is the mother or in 
some instances grandmother (recall Leni) who presents a formidable opposition to the pregnant 
woman – first being against the pregnancy and then against an abortion.   

In all, Sandra’s mother never “speaks” in this account, yet the mother’s proximal agency 
is determinant to the experience of pregnancy and abortion.  Sandra does all she can to inhibit 
parental agency, thereby avoiding the popular logic of “you already erred” -- and got pregnant, 
“don’t err again” (i.e., by having an abortion instead of owning up to responsibility). The clear 
knowledge and fear of her mother’s moral opposition makes Sandra reject the doctor’s 
recommendation of immediately appropriate care and “choose” pain and mortal danger.  
Sandra’s story brings out dramatically how a woman’s decision to end pregnancy may isolate her 
from intimate others and set her onto a dangerous solitary path. 

Sandra’s experiment with folk abortifacients occurred in 1975, 19 years before Leni’s 
abortion.  The last decade has seen progress in abortion self-treatments.  The globalization of the 
abortion pill has led some researchers (Fiala et al. 2004) to pronounce it as an important advance 
in making abortion safer, even where it remains illegal.  Recent years have also seen two 
significant changes on abortion in Brazil: an open feminist movement for abortion rights and 
most recently, a sign of public health receptivity.  On April 10, 2007, the Minister of Health 
called for a plebiscite on the question of the legalization of abortion. Naming it a public health 
issue, the minister noted that abortion is the fourth cause of maternal death in the country and 
that the D & C is the second most common obstetric procedure after childbirth. In 2004, nearly 
244,000 women were hospitalized for post-abortion D & Cs (Vieira 2007; Craide 2007). 

Sandra, as I noted, went on to have five children. While it is true that she was prompted 
by me to tell of each pregnancy, I was left wondering whether the level of danger Sandra told of 
the abortion was not the only way she redeemed her story of a socially censored act: her other 
multiple stories of babies carried to term testified to her desire for children.  Interestingly, Sandra 

 10



Maureen O’Dougherty  Agency and inequality  

went on to tell another dramatic story where it was she and not her doctor who observed an 
irregularity during childbirth and saved her fifth baby.   
CRISTIANA (Born in 1967, 37 years old in 2004, manicurist, 600 reais, black [negra]) 

Pregnant in 1992 at age 25 after two years of free infertility treatment, Cristiana achieved 
her “dream of having a child.”  She tried but failed to get a tubal ligation the next year after her 
second child was born.  Cristiana said: “The first pregnancy was marvelous, I stopped smoking, I 
didn’t drink or take any drugs. The second pregnancy I smoked, because I got pregnant when my 
first baby was 3 months old. I didn’t accept this pregnancy. I wanted to take out my second child. 
Look how it was: I wanted to have an abortion. But my husband didn’t let me -- everyone [else] 
thought I should abort -- but my husband thought we could raise the child.  And it was a very 
good thing that he didn’t let me because he’s [my son] is a wonderful person, he’s 10 years old 
now and really my friend.”  Cristiana emphasized how unwanted the pregnancy and the baby 
were. “During my pregnancy, I didn’t even want to look at my stomach. I didn’t want to believe 
it. I hated it.  My friends at prenatal would caution me not to be that way or the baby would feel 
it in the womb. Not even when he was born did I like him. I didn’t like him, all hairy and strong. 
I wasn’t close to him, not until he began to say ‘mom, I love you.’ Now he is my friend.”   

Cristiana insisted that “nothing about the second pregnancy was good.” She wasn’t 
attended well at the hospital or afterwards at home. Whereas after her first baby, everyone 
helped, with the second, “everyone disappeared.” [“Why?”]  “I think people began to think that I 
would fill the house with kids, that I would start to abandon myself. People would say I would 
have a child every year” (she laughs).  “People start to discriminate. Because after all, there are 
health posts that advise you, give you an IUD, give you the pill, the diaphragm, they give all of 
this. But Sidney happened, just 85 days after I’d had the first.  I didn’t believe that a person 
breastfeeding could get pregnant. But I did. A lot of women get pregnant this way. The right 
thing to do is use a condom, not the pill, while breastfeeding. Naturally, I planned to get a tubal 
ligation after Sidney was born. But the doctor who was going to do it for me, she died in a car 
accident.”  (Cristiana must have prepaid part of her sterilization and so would not have had the 
funds to pay another doctor.)   

Cristiana’s story underscores the division between an intense desire to have one child or 
two versus an intense desire not to have another/others.  Like Eliane, Cristiana suggests that folk 
misinformation was partially the reason for her unintended pregnancy. Cristiana’s dilemma over 
whether to keep the baby (also like Eliane’s) becomes an issue for other intimates to weigh in – 
her husband, who prevails, as well as her friends. Interestingly, the friends initially advise her 
first to abort.  Once her husband’s will prevails, however, they advise her to accept her fate 
[conformar] lest her negative feelings harm the fetus in some way. Cristiana’s story also includes 
retrospective critical evaluations of the care of others.  As Cristiana recalled it, although 
everyone eventually advised her to reconcile herself to the baby, they do not offer effective 
support for her, but rather “disappeared” just when they were most needed.  The irony is clear.  

Unlike Eliane, who underwent a change of heart while pregnant, Cristiana’s contrary 
position holds throughout the pregnancy and the baby’s first year of life. Cristiana pushes the 
limits on social disapproval: she defies public health advice and smokes during pregnancy, 
adopts a defiant anti-mothering stance during her pregnancy through year one, and only 
undergoes a dramatic transformation into a loving mother when the child begins to speak. It is 
Sidney himself that brings Cristiana to reconcile herself to the unwanted baby.   

Cristiana’s story is one where her agency is blocked, but she fights back, only relenting 
when the baby’s charisma and love for her make her feelings change.  This is a dramatic story of 
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reversal, raising the question of how an ostensibly unsympathetic protagonist maintains this 
stance. The answer is clear: the reversal, from hating the pregnancy to loving this child is what 
allows Cristiana to represent the story in terms that would otherwise be unflattering, even self-
damning.  It is interesting that even after the reversal Cristiana maintains what could be seen as a 
non politically correct stance: after all, she comes to favor this child and their close relationship. 
She comes to embrace this motherhood. 
Conclusion: Learning from abortion 

Toward a conclusion, I would like to step back from the claim I may appear to be making 
that sterilization is effective agency and put my perspective in light of academic and activist 
debates on women’s rights in reproductive health.  One possible feminist position would be to 
laud sterilization as a Brazilian woman’s choice and claim from it empowerment and effective 
agency.  The Brazilian context and these women’s stories testify, however, that this position is 
untenable.  Sterilization was not an unconstrained choice among other viable options. The term I 
use here to describe it, pre-emptive agency, is intended to recognize the effective forward acting 
agency, but it may be misleading as it elides the course that bring women to this point. The 
stories from the Brazilian women that I interviewed suggest that they “chose” surgical 
contraception when they bore the full burden of responsibility for fertility control yet their 
agency was fettered by multiple constraints.  One set of constraints surround the social and 
physical dangers of abortion.  Another set stems from inequalities in intimate relationships, 
notably in relation to a partner but also in relation to mother/caregivers.  Constraints of the 
social/racial hierarchy play out in the doctor-patient relationships.  Despite the lack of overt 
discussion of class and race in the narrative it is important not to “miss the point” about the limits 
of agency of low income women of color in relation to their elite white doctors.  I refer again to 
Sheriff, who states: “while many social scientists are devoted to efforts to disentangle class from 
color prejudice in analytical terms, many of my informants suggested that such a project is 
misguided at best; the stigma of blackness and the disadvantages of poverty reinforce one 
another in ways that are perceived to be inexorable. To analytically separate the two is, in a 
sense, to miss the point” (2001:90-91). 

Another constraint concerns the consumer dictates of private healthcare under the shadow 
of a paternalistic policy.  Here objections from public health focus on the medicalized control of 
fertility via surgery, as well as the risks entailed in unnecessary caesarean delivery.  From this 
perspective, the current law appears to be an advance from prior practice, which camouflaged the 
sterilization process under caesarean delivery. The current law delinks sterilization from C-
sections, requiring they be performed at least 40 days after a delivery. Yet, ironically, the now 
legal form maintains prior caesarean deliveries as an eligibility criterion for sterilization 
(Oliveira & Hoga 2005). It also codifies, makes literal, the informal paternalistic policy of 
doctors.  And in practice, the new law re-inscribes forms of exclusion by race and class. 
Consonant with Brazil’s two-tiered system, it mandates governmental controls over poor 
women’s access, while leaving free market regulations for the privileged (Vieira and Ford 
(1996,1431).  Thus another feminist position would ask: is sterilization not a diagnostic of 
women’s constrained agency?  Certainly it is in the current form of legalized sterilization.  A 
reform of the new law, as Potter et al. (2003; see also Hopkins 1999) suggest in their critique, 
would truly de-link the procedure from caesarean sections and fully open up access to 
sterilization to low income women.  To which I can only add, why stop there?  A further reform 
would remove the normalizing and paternalistic conditions (age, number of children, spousal 
consent).  
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In sum, I would suggest that the agencies of low income Brazilian women in fertility 
controls must be viewed both in light of the legal policies and social hierarchy which structure 
contestation and compliance in reproductive healthcare and in light of gender inequalities in the 
heterosexual relationship and in the imperatives of motherhood.  While my focus has been 
sterilization, I believe there is a broader message. I would like to draw attention to the weakness 
of the feminist movement’s stand on women’s right to choose—weak because of the too easily 
drawn connections between this kind of decision and the consumer model of choice (itself 
obscuring issues of class privilege), and weak because it misrepresents women’s experiences and 
position in relation to power.  The lessons learned about the structuring of choice in reproductive 
health need to be applied to policy debates on contested areas of women’s health (abortion, 
cesarean delivery) and uncontested ones (sterilization).  We learn from these debates that choice 
is a poor word.  

To find some critical balance on the question of agency in sterilization and the broader 
issue of reproductive health rights, I’m put in mind of three texts.  First is Lila Abu-Lughod’s 
(1990) analysis of Bedouin women’s fettered resistance as a diagnostic of power.  This now 
classic article reminds us to acknowledge individual and collective agencies (“resistance”) as a 
diagnostic of power and to give due recognition to the women’s efforts, despite powerful 
opposing forces. Considering this unfavorable context for fertility controls, women’s agency in 
Brazil’s fertility decline appears all the more impressive.   

Those of us who were fortunate to hear Kimberly Flynn’s paper (1992) or read her 
unfinished manuscript, “Let it be done to me according to they word: Abortion and the Scene of 
the Annunciation,” were left with her memorable analogy: the angel appearing to the Virgin 
Mary in order not to ask but to announce that she would conceive the son of God.  It was Flynn’s 
insight that the feminist “yes” to motherhood must be predicated on a “no” (abortion). 

Finally, I recall the seminal work, Alice Doesn’t, where Teresa de Lauretis examines the 
unacknowledged conflation of woman represented hegemonically in narrative and women as 
historical subjects. This work concludes with her pointing out that the hegemonic “signifier” of 
Alice “plays and wins before Alice does… but to what end if Alice doesn’t?” (1984,186). I chose 
the title of this article to similarly acknowledge, regarding Brazilian women’s agency as they 
contend with fertility and danger, the conditions in which Leni won’t. 

The Brazilian women’s stories and their shifting agencies tell me that the “no” (to 
fertility) only came qualified: after due adherence to the conditions of heterosexual relationship 
and male imbalances, after years of dealing with dated, flawed reproductive technologies and 
hindering policies, advice and imperatives (professional, folk and intimate), with the result that 
fertility is experienced as a violation of bodily integrity and as the failure of gendered agency.  
While I applaud Bete’s vehement determination, Eliane’s recuperative strategies and Leni’s 
irony and fortitude, one would like the “no” to also come from another space: without violence, 
violation or whiteness as preconditions, without justification and with impunity.   
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1   The current increase in teen pregnancy is outside the scope of this article. 
2   At the time of the interviews, December 2004, the U.S. dollar was worth 3 Brazilian Reals. 
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