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From unplanned pregnancy to contraception: 
contributions to the debate

Da gravidez imprevista à contracepção: aportes 
para um debate

Del embarazo no planificado a la anticoncepción: 
aportes al debate
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Results of the Born in Brazil study (Pesquisa Nascer no Brasil; CSP 2014; v. 30 sup. 1) recently published 
in the Brazilian press 1,2 emphasize the need for wider social debate on contraception and unplanned 
pregnancy. The survey, conducted in 2011-2012, emphasizes the high unplanned pregnancy rate in 
the country, reaching 55.4% of the women interviewed. The data further show that 25.5% of Brazilian 
women preferred to postpone having a child and that 29.9% simply never wanted to become pregnant, 
either at present or in the future. The results corroborate those of previously published studies 3.

The issue cuts across several other serious publish health problems and calls for urgent theoretical 
and political analysis. For example, teenage pregnancy is approached from different theoretical and 
methodological perspectives that do not always elucidate the cultural factors that condition it. The 
Zika virus epidemic has raised new and urgent challenges for reproductive planning and for guar-
anteeing the right to abortion for pregnant women infected with the virus. Attention is also needed 
to the sequelae, complications, duress, and suffering caused by the experience of illegal abortion in 
the country, as proven by various studies 4,5,6,7,8,9 and the recently published results of the Brazilian 
National Survey on Abortion in 2016 10. In fact, these three events – teenage pregnancy, pregnancy in the 
context of the Zika virus epidemic, and widespread illegal abortion in Brazil – lead us to reflect along 
two lines: the unswerving defense of abortion as a reproductive right of women at any age and in  
any social circumstances, addressed in recent articles on the issue motivated by the Zika virus epi-
demic 11,12,13, and a critical analysis of the many difficulties involved in women’s learning and prac-
ticing contraception. Here, we choose this second line of reasoning, which we feel has received less 
attention in Brazil, shifting our focus to the moment prior to pregnancy in order to identify possible 
reasons for so many unplanned pregnancies in the country.

Contraception is usually approached in public health from the perspective of knowledge and use 
of contraceptive methods and access to them, that is, as a technical and individual rather than cultural 
issue. One even hears surprised and skeptical comments on the fact that Brazil still has such a high 
unplanned pregnancy rate when the country now has a “wide supply” of modern contraceptive meth-
ods. What explains this apparent paradox? To argue about the types of methods and their availability 
and distribution, to recommend or even prescribe them, does not mean that they are becoming part 
of many women’s daily routine.
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Contraceptive management is a multilevel process and involves a series of complex decisions 
and logics interwoven into various life domains, requiring an analysis on the practices and social 
representations of contraception, motherhood, conjugality, family, and links to sexuality, without 
overlooking crucial material aspects such as contraception supply (availability of contraceptive ser-
vices and methods) 14,15,16,17.

Learning how to manage contraception over the course of women’s sexual and reproductive lives 
requires a dialogue on sexuality and social gender relations, that is, skills without which one cannot 
identify and deal with the difficulties in managing the methods according to their specificities. There 
is no ideal method to avoid having children, but it is necessary to interact with adolescent and adult 
women to learn about their sexual experiences, their positions in gender hierarchies that structure 
their affective-sexual relationships, and the circumstances involved in such sexual partnerships – 
occasional, fortuitous, between-friends, with a more frequent companion or spouse, whether single 
or in a stable relationship, and the current moment of their sexual and reproductive trajectory. In 
short, it is necessary to know their life projects, wishes, and ambitions in the face of moments of vul-
nerability under the structural conditions in which they live in order to understand their limitations 
and difficulties and especially the place of motherhood and reproduction in their lives and in their 
closest circles of sociability.

To say that exercising contraception is a cultural act means that it is permeated by values, beliefs, 
emotions, uncertainties, and doubts. We first need to acquire self-control, to manage our emotions, to 
exercise the art of dialogue and negotiation with the respective sexual partners (which is not always 
possible) and with the parents or guardians in the case of adolescents (which is not always easy, given 
the numerous forms of resistance adults display in accepting their daughters’ sexual activity in this 
phase of life). This means acquiring a certain personal autonomy according to the diversity of our  
life histories.

Imagine the mismatch between all the needs involved in learning and gaining a command over 
contraception (always prone to failures and last-minute setbacks) and what is offered by health ser-
vices and most health professionals, who attest the user population’s “ignorance” and “misinforma-
tion”. Without professional and ethical support from the health teams that provide care, follow-up, 
and evaluation of the users’ health conditions and the links to access contraceptive methods, it will 
prove impossible to overcome such barriers.

These same issues have been analyzed by studies in many countries such as the United States 14,18 
and France 16 that also show high levels of both contraceptive use and unplanned pregnancy, thus 
underscoring the issue’s complexity among women of diverse social classes and educational levels. 
Discussions on the methods’ efficacy sometimes reappear, organizing them hierarchically accord-
ing to their failure rates and highlighting the difference between theoretical efficacy (a probabilistic 
measure, estimated under artificial conditions) and practical efficacy (referring to personal experi-
ence with each method). These elements fuel the debates on contraceptive “failure” and contraceptive 
discontinuities 19 and the growing discussion on long-acting reversible contraception (LARC), or 
methods that dispense the user’s direct and continuous action for a certain period of time. And little 
or almost nothing is promoted in terms of male contraception (not coincidentally, we believe).

To approach issues pertaining to experiences of sexuality and gender, which circumscribe wom-
en’s sexual and reproductive trajectories, also requires considering the moral repercussions sparked 
by the publicity of our intimate experiences. Gender prejudices and discrimination (whether physi-
cally violent or not) combine with the moral rules that prescribe men’s and women’s social behavior 
according to a rigid hierarchy in men’s favor. The manifestations of exulting male sexual performance 
and virility as a central attribute of heterosexual masculinity nearly always imply women’s greater 
responsibility in contraception. When such rationale proves unsuccessful, the woman is punished 
socially for an unplanned pregnancy, whether by facing the gestation and motherhood (without 
wanting it at that moment), an unsafe abortion, or social judgment by those who fail to comprehend 
the inherent difficulties in controlling one’s life (i.e., the woman with an unplanned pregnancy is seen 
as careless, reckless, or “shameless”). Except in cases of sexual assault, women that seek emergency 
contraception through public health services or in pharmacies are blamed for the situation 20,21, for 
having engaged in unprotected sexual relations.



FROM UNPLANNED PREGNANCY TO CONTRACEPTION 3

Cad. Saúde Pública 2017; 33(2):e00211216  

Whether contraception involves barrier methods (male or female condoms, diaphragm), hor-
monal methods (pills), or long-acting methods (injection, sub-dermal implant, IUD), one must keep in 
mind the different possibilities for choice and the link to health professionals that are sensitive to the 
issue so that health services to collaborate in a joint evaluation to choose the individual woman’s best 
method for that particular life moment or situation. At a wider level, public policies need to guarantee 
access to an expanded mix of contraceptive methods and to promote solutions for moments in which 
“failures” occur, by encouraging emergency contraception and access to abortion. Without such ini-
tiatives, it is impossible to ensure respect for sexual and reproductive rights in Brazil.

Contributors

Both authors contributed equally in all stages of the 
preparation of the manuscript.



Brandão ER, Cabral CS4

Cad. Saúde Pública 2017; 33(2):e00211216

Submitted on 16/Dec/2016
Approved on 06/Jan/2017

1. Thomé C. 55% das mães não queriam ter filhos, 
aponta pesquisa. O Estado de S. Paulo 2016; 2 dez. 
http://brasil.estadao.com.br/noticias/geral,55-
das-maes-nao-queriam-ter-filhos-aponta-pesqui 
sa,10000092047.

2. Dantas C. Mais de 55% das brasileiras com filhos 
não planejaram engravidar, diz estudo. G1 2016; 
1 dez. http://g1.globo.com/bemestar/noticia/ 
mais-de-55-das-brasileiras-com-filhos-nao-pla 
nejaram-engravidar.ghtml.

3. Ministério da Saúde. Pesquisa Nacional de De-
mografia e Saúde da Criança e da Mulher. PNDS 
2006: relatório final. Brasília: Ministério da Saúde; 
2008.

4. Menezes G, Aquino EML. Pesquisa sobre o abor-
to no Brasil: avanços e desafios para o campo da 
saúde coletiva. Cad Saúde Pública 2009; 25 Suppl 
2:S193-204.

5. Diniz D, Medeiros M. Aborto no Brasil: uma pes-
quisa domiciliar com técnica de urna. Ciênc Saúde 
Coletiva 2010; 15:959-66.

6. Diniz D, Medeiros M. Itinerários e métodos do 
aborto ilegal em cinco capitais brasileiras. Ciênc 
Saúde Coletiva 2012; 17:1671-81.

7. Heilborn ML, Cabral CS, Brandão ER, Faro L, Cor-
deiro F, Azize RL. Itinerários abortivos em contex-
to de clandestinidade na cidade do Rio de Janeiro, 
Brasil. Ciênc Saúde Coletiva 2012; 17:1699-708.

8. Heilborn ML, Cabral CS, Brandão ER, Cordeiro 
F, Azize RL. Gravidez imprevista e aborto no Rio 
de Janeiro, Brasil: gênero e geração nos processos 
decisórios. Sex Salud Soc (Rio J.) 2012; 12:224-57.

9. McCallum C, Menezes G, Reis AP. O dilema de 
uma prática: experiências de aborto em uma ma-
ternidade pública de Salvador, Bahia. Hist Ciênc 
Saúde-Manguinhos 2016; 23:37-56.

10. Anis – Instituto de Bioética; Universidade de 
Brasília. Pesquisa Nacional do Aborto 2016 - no-
ta de imprensa. https://www.facebook.com/
notes/anis-instituto-de-bio%c3%a9tica/pes 
quisa-nacional-do-aborto-2016-nota-de-im 
prensa/1291464097593186 (accessed on 05/
Dec/2016).

11. Camargo TMCR. O debate sobre aborto e Zika: 
lições da epidemia de AIDS. Cad Saúde Pública 
2016, 32:e00071516.

12. Galli B, Deslandes S. Ameaças de retrocesso nas 
políticas de saúde sexual e reprodutiva no Brasil 
em tempos de epidemia de Zika. Cad Saúde Públi-
ca 2016; 32:e00031116.

13. Baum P, Fiastro A, Kunselman S, Vega C, Ricardo 
C, Galli B, et al. Garantindo uma resposta do se-
tor de saúde com foco nos direitos das mulheres 
afetadas pelo vírus Zika. Cad Saúde Pública 2016; 
32:e00064416.

14. Luker K. Taking chances: abortion and the deci-
sion not to contracept. Berkeley/Los Angeles: Uni-
versity of California Press; 1975.

15. Bateman-Novaes S. La grossesse accidentelle el 
la demande d’avortement. L’Année Sociologique 
1979-1980; 30:219-41.

16. Bajos N, Ferrand M; L’Équipe Giné. De la 
contraception à l’avortement. Sociologie des gros-
sesses non prévues. Paris: INSERM; 2002. 

17. Cabral CS. Práticas contraceptivas e gestão da 
heterossexualidade: agência individual, contextos 
relacionais e gênero [Tese de Doutorado]. Rio de 
Janeiro: Instituto de Medicina Social, Universida-
de do Estado do Rio de Janeiro; 2011.

18. Kost K, Singh S, Vaughan B, Trussell J, Bankole A. 
Estimates of contraceptive failure from the 2002 
National Survey of Family Growth. Contraception 
2008; 77:10-21.

19. Moreau C, Bouyer J, Bajos N, Rodríguez G, Trus-
sell J. Frequency of discontinuation of contracep-
tive use: results from a French population-based 
cohort. Hum Reprod 2009; 1:1-6.

20. Brandão ER, Cabral CS, Ventura M, Paiva SP, 
Bastos LL, Oliveira NVBV, et al. “Bomba hormo-
nal”: os riscos da contracepção de emergência 
na perspectiva dos balconistas de farmácias no 
Rio de Janeiro, Brasil. Cad Saúde Pública 2016; 
32:e00136615.

21. Brandão ER, Cabral CS, Ventura M, Paiva SP, Bas-
tos LL, Oliveira NVBV, et al. Os perigos subsumi-
dos na contracepção de emergência: moralidades e 
saberes em jogo. Horizontes Antropológicos 2017; 
23:131-61.


