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The cheapest meat on the market is black meat: notes 
on racism and obstetric violence against Black women

Abstract This essay debates health inequalities 
by analyzing obstetric violence directed at Black 
women. We assume that institutional racism is 
an important interpretive key to understanding 
the dynamics of racial violence. We adopted the 
descriptive analysis of two stories published on 
the G1 website as a methodology to highlight 
the racism faced daily by Black women in health 
services. We found that racism (re)produces the 
denial of rights, non-access to health services, 
production of death, and non-realization of Good 
Living for Black families, and this is evidenced by 
producing and reproducing suffering, violence, 
and racism in its most diverse expressions. In this 
dynamic, implementing the National Compre-
hensive Health Policy for the Black population is 
an important mechanism for confronting racism 
in health.
Key words  Health inequalities, Institutional 
racism, Health of the Black population, Obstetric 
violence, Black women

Vanessa Cristina dos Santos Saraiva (https://orcid.org/0000-0002-9515-7910) 1

Daniel de Souza Campos (https://orcid.org/0000-0002-8937-7474) 1

DOI: 10.1590/1413-81232023289.05182023EN

1 Escola de Serviço Social, 
Universidade Federal do Rio 
de Janeiro. Av. Pasteur 250, 
Urca. 22290-240  Rio de 
Janeiro  RJ  Brasil. 
daniel.ufano@gmail.com

A
rt

ic
le



2512
Sa

ra
iv

a 
V

C
S,

 C
am

po
s D

S

Where do we start?

Black women’s bodies and subjectivities are bod-
ies inscribed in a social structure that conflicted-
ly denies them the right to exist. The lyrics of “A 
Carne”, masterfully interpreted by Elza Soares, 
and composed by Marcelo Yuka, Seu Jorge, and 
Wilson Capellette, already tell us: “The cheapest 
meat on the market is Black meat”. On November 
14, 2002, Alyne da Silva Pimentel Teixeira was in 
her sixth month of pregnancy and sought care 
from the public health system in Belford Roxo, 
in Rio de Janeiro state. Alyne was black, 28, mar-
ried, and the mother of a five-year-old daughter. 
With nausea and severe abdominal pain, she 
sought medical care, was given painkillers, and 
was discharged to return home. 

Not having improved, she returned to the 
hospital when the death of the fetus was con-
firmed. After hours of waiting, Alyne underwent 
surgery to remove her placenta’s remnants. Her 
condition deteriorated, and transfer to a hospi-
tal in another city was indicated, but her removal 
occurred with great delay. In the second hospi-
tal, the young woman waited several hours in the 
corridor due to the lack of beds in the emergen-
cy room. She ended up dying on November 16, 
2002, due to a digestive hemorrhage caused by 
the delivery of a dead fetus.

Milene de Oliveira, a young Black woman 
aged 19, was admitted to a maternity hospital in 
Rio de Janeiro state on March 5, 2022, with 39 
gestational weeks. In an interview with the G1 
website, the young woman reported unsuccess-
fully attempting to push for 13 hours in delivery 
after being admitted to the medical unit. She was 
harassed and embarrassed all the time, hearing 
that it was her fault. The young woman even 
begged for the cesarean procedure, as she could 
no longer bear the pain and depleted her strength 
to expel the baby, but her request was denied. 
During the procedure, the young woman says 
she heard statements such as “Push, or else your 
baby will die” and “I am doing my best down here 
so your husband will want to have another child 
with you”1(p.1) when she received stitches. After 
birth, her son needed to be revived and was sent 
to the ICU, where he was intubated and breathing 
with the help of equipment. However, he did not 
resist and died later.

When we retrieved reports published on the 
G1 website about obstetric violence against Black 
women, without any exclusion criteria regarding 
when the story was published, we came across 
these two cases, which, while twenty years apart, 

blatantly showed the historical persistence of suf-
fering produced by the denial of Black women’s 
mothering experience, the result of racism and 
existing inequalities in our society. Passos2 shows 
us that behind the fatalities naturalized by racism 
and structural violence, we can affirm “that there 
is a project that does not authorize Black women 
to be mothers, although motherhood is compul-
sorily assigned to females”(p.2). The author ar-
gues that not all women can enjoy the myth of 
maternal love in a racist, patriarchal, sexist, colo-
nialist, and elitist society.

In this sense, this starting point refers to an 
interweaving exercise whose threads can point 
out how Alyne’s case played a crucial role in ad-
vancing the recognition of reproductive rights 
in Brazil, Latin America, and around the world. 
Recognizing women’s rights to safe motherhood 
and access to quality, undiscriminating PHC ser-
vices is vital.

However, entangled institutional racism and 
obstetric violence balance between past and 
present. Although separated by chronological 
time, they are faces of the same whole, in which 
the “new” expresses the revolution of some past 
aspects; and the “old” already carried with it the 
germs of the “new”, which facilitated this con-
struction.

Regarding health, 76% of Unified Health Sys-
tem (SUS) clients are Black. They also represent 
the highest percentage of hospitalizations in the 
SUS, 81%3. In 2008, the percentage of Black SUS 
clients was 67%4.

We should also highlight that studies point to 
great inequality in access to health for Black men 
and women. Socioeconomic characteristics and 
ethnicity/skin color have determined different 
experiences between racial groups. Black men 
and women are evaluated in less time in appoint-
ments with health professionals and have fewer 
medical appointments and tests3,5. Ethnicity/skin 
color in Brazil has been determinant as to how 
one is born, lives, falls ill, accesses the health sys-
tem, and dies6,7.

In this wake, necropolitics8 directed at Black 
bodies is evident and surgically naturalized in 
the daily life of institutions. It is observed in the 
high Black men incarceration rates, the institu-
tionalization of children and adolescents in shel-
ters, denial of the right to age with quality life, 
and the countless violence against Black women. 
When addressing the situation of Black women, 
one cannot disregard the historical violence and 
sexual abuse, work exploitation and denial of the 
right to life, evidenced in the denied or non-as-
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sistance in accessing public services, especially 
health services, in primary, secondary, or tertiary 
care.

In light of the mentioned above, there is 
indeed control over the life or death of Black 
bodies, just as it is noticeable that sexual and re-
productive rights, which include access to med-
ical assistance, treatment, medication, and care 
during pregnancy, with prenatal and puerperal 
care service, that is, prevention, promotion, and 
health care, do not materialize in the same way if 
we think about the relationship between White 
versus Black women.

When dealing in her work with the denial of 
humanity and the Good Living of Black women, 
bell hooks9 shows us that the agenda of sexual 
and reproductive rights, health inequalities, and 
institutional racism is an urgent one, submerged 
in a sea of interests and political, economic, and 
social disputes.

in the simulation of institutional racism 
and obstetric violence:

To identify the expressions of institutional 
racism, we used the analyses developed by Eu-
rico10 to qualify the two interdependent and cor-
related dimensions of institutional racism: “the 
political-programmatic and interpersonal rela-
tionships”(p.299). Regarding the political-pro-
grammatic dimension, the author informs that it 
comprises actions that prevent formulating, im-
plementing, and evaluating efficient, efficacious, 
and effective public policies in the face of racism 
and the visibility of racism in daily practices and 
administrative routines. In turn, the dimension 
of interpersonal relationships encompasses the 
relationships established between managers and 
workers, between workers, between workers and 
clients, and vice versa, always based on discrimi-
natory attitudes.

In this setting, studies by Werneck7 identi-
fied the engineering engendered by institutional 
racism from an ideology in healthcare networks 
linked to thoughts that naturalize that Black peo-
ple are more resistant to pain or that they hardly 
get sick and, therefore, tend to minimize com-
plaints from Black people and reduce the use of 
medication and anesthesia, especially in women 
in prenatal and childbirth procedures. 

The complex nature of the subject calls us to 
point out that, for almost a decade, the World 
Health Organization (WHO) recognized obstet-
ric violence as a public health issue, given the ev-
idence of disrespect and mistreatment of women 

during delivery. It occurs at one of the moments 
in women’s lives when they are most vulnerable 
and materializes as negligence, verbal and phys-
ical violence, and unnecessary, unwanted, and 
denied procedures.

Assis11 affirms that obstetric violence needs to 
be understood as health professionals’ appropria-
tion of women’s bodies and reproductive process-
es. It is expressed by dehumanized relationships, 
medicalization abuse, and the pathologization of 
natural processes, limiting women’s autonomy 
and ability to decide. The author is emphatic in 
explaining that the effects of obstetric violence 
with a racial bias tend to display more intense 
contours, as they represent structured violence in 
the dynamics of Brazilian social upbringing, that 
is, they express racism, sexism, patriarchy, which 
means more violence, abandonment, lack of care, 
and naturalized barbarism within society.

Curi et al.12 argue that a considerable body 
of research and scientific articles “point to Black 
women as the ones who suffer the most from 
obstetric violence”(p.7). In this context, Curi et 
al., who are self-declared white, ask an important 
question: “But what do we do with it?”. Authors 
believe it is no longer possible to do nothing. 
Also, considering the question raised, we added 
the following questions: Are the health services 
willing to provide adequate professional service 
to the subjects per skin color/race/ethnicity, ori-
gin, and culture? Do the managers know and in-
corporate the objectives of the National Compre-
hensive Health Policy for the Black Population? 
Has the SUS principle of equity materialized in 
the daily work of professionals? Is there budget-
ary investment directed towards healthcare, es-
pecially the health of the Black population?

Let us remember that this process includes 
the lack of investment facing public health, espe-
cially after Constitutional Amendment 95/2016, 
which aimed to freeze investments in health 
for 20 years. We should understand that Black 
women experience different types of racial and 
gender discrimination, which compromise their 
inclusion in society as a subject of rights when 
they intersect, especially regarding health, where 
inequalities imposed by racism and sexism dif-
ferentiate women in accessing health services 
and the delivery scene13. However, realizing these 
aspects requires deep analysis to interconnect 
several societal determinations. To this end, we 
rely on Collins and Bilge14 (p.15-16) analyses to 
demarcate that intersectionality investigates how 
power relationships influence social relationships 
in a society marked by diversity and individual 
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daily experiences. As an analytical tool, intersec-
tionality considers that “the categories of race, 
class, gender, sexual orientation, nationality, abil-
ity, ethnicity, and age group are interrelated and 
shape each other”. 

Thus, a critical reading of the social reality 
and its historical, economic, political, and inter-
sectional dimensions will enable a more qualified 
intervention from a theoretical, technical, opera-
tional, ethical, and political viewpoint, especially 
regarding the barriers faced by the population to 
access to health, particularly those interposed by 
structural racism.

Black women, rights, and Good living!

Davis15, in her classic work Women, Race and 
Class, and Collins16, discuss the importance of the 
social place held by Black women, who, even af-
ter having formally broken with the ties caused by 
racism, manage to fight for rights to preserve their 
lives and that of their descendants. Black women 
are head of families, part of single-parent families, 
who collectively care for children, older adults, 
and their partners, most of whom are incarcer-
ated. Black women hold a significant place from 
an economic viewpoint, as they perform several 
work activities to ensure the support of the fami-
ly and provide the means for social reproduction 
through domestic work and care for children and 
older adults. Malcolm X’s statement, “There is no 
capitalism without racism”, is blunt and explana-
tory of the racialized processes that unfold in cap-
italism15.

Moura17 addresses the relationship between 
racism and capitalism and shows that economic 
domination also reveals its racial domination face, 
since poverty is an important demarcator allocat-
ing the Black population, especially women, to a 
place of social immobility and economic depen-
dence. In this sense, it is not hard to understand 
how abuse and exploitation of these women’s work 
persist. In capitalist reality, they are not seen as 
subjects or as women: they are disposable bodies. 
Thus, they are susceptible to violence and denial 
of rights. What they verbalize, their needs are per-
ceived as problems, statements that only attract 
“problems”:

Nobody ever helps me into carriages, or over 
mud-puddles, or gives me any best place! And ain’t 
I a woman? Look at me! Look at my arm! I have 
ploughed and planted, and gathered into barns, and 
no man could head me! And ain’t I a woman?18.

This speech was delivered as an intervention 
at the Women’s Rights Convention in Akron, 

Ohio, United States, in 1851. At a clergy meeting 
where women’s rights were being discussed, So-
journer rose to speak after hearing from minis-
ters that women should not have the same rights 
as men because they would be fragile, intellec-
tually weak because Jesus was a man and not a 
woman, and because, finally, the first woman was 
a sinner.

Reflecting on her work Ain’t I a Woman?, 
hooks9 warns us of violence-based life conditions 
structured in diasporic societies as naturalized 
dynamics. However, violence, also expressed in 
the denial of the right to life, harms Black wom-
en more, keeping them without access to rights 
such as education, food, housing, and especially 
health.

Silva19 reinforces this perspective, based on 
the debate on femicide, perceived by the author as 
the apex of gender violence. However, the author 
believes that femicide is mediated by numerous 
types of violence, which include a lack of health-
care. Simultaneously, the policy of naturalized 
death and the lack of access to services express 
necropolitics and violence (re)produced in cap-
italism, which are exponent when we articulate 
the themes of racism, sexism, and patriarchy. 
The critical analysis of these hierarchies is only 
perceptible from intersectional perspectives, as 
suggested by Crenshaw in the 1980s in the em-
blematic “Document for the meeting of experts in 
aspects of racial discrimination related to gender”.

It is no coincidence that the cruelty pedagogy 
category, which we call racist, stands as an im-
portant heuristic key to reflecting on the count-
less types of violence in health directed at Black 
women. Segato20 says that “the cruelty pedagogy 
is all the acts and practices that teach, accustom, 
and program subjects to transmute living and its 
vitality into things”(p.13). However, we should 
underscore that while female bodies are generally 
perceived as objects, Black female bodies are ob-
jectified, animalized, manipulated, and dominat-
ed by the interests of others from a very early age. 
They are Black women not perceived as children, 
and hooks9 stressed that Black women were not 
even seen as women working in the fields as men.

In this sense, the Good Living agenda, there-
fore, becomes urgent, as it reveals that the right 
to quality health, education, work, family, and 
community life are among the greatest needs of 
women, as this means access to life.

Addressing needs leads us to highlight the vi-
olent reality of these women. It is not by chance 
that Werneck7 already showed us in her reflec-
tions that the Black population, especially Black 
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women, suffered from the impacts of what were 
called, at the time, health inequalities. Non-ac-
cess to health services, the high maternal and 
child mortality rates, negligence and mistreat-
ment during appointments, when they occur, and 
more recently, cases of medical errors, as the press 
shows us, are not unrelated to this social reality 
forged in racism, sexism, and patriarchal ratio-
nale.

The key to understanding these complex pro-
cesses permeated by physical and psychological 
violence lies in unveiling racism, sexism, and 
patriarchy. These hierarchical systems are struc-
tured within the production and reproduction 
of social relationships in Brazil and other coun-
tries that experienced the dynamics of coloniza-
tion and slavery. They help us to understand why 
Black bodies are considered disposable, subject to 
manipulation, experiments, and fierce violence. 
The situation is worse in the case of Black women 
since sexism scales up this violence and naturaliz-
es body control, affecting sexual and reproductive 
rights. It is not by chance that Lélia Gonzalez21 
signals that the Black population holds a “non-
place” in the social structure, adversely equated 
and stereotyped, hence the sentence “trash will 
speak out, and nicely so”(p.69) shows that Black 
women are not heard, assisted, perceived as sub-
jects, nor can they have access to healthcare.

From this perspective, the State has a funda-
mental and functional role in this Black people 
dehumanization logic since it integrates the ra-
cial and gender hierarchization structure. The 
State triggers institutional and organizational 
functions, and it is within the functioning of 
these institutions that subjects socialized in this 
racist and sexist dynamic reproduce actions and 
statements and offer services based on this logic 
that denies rights and life. When we analyze the 
cases of police invasion in the Rio favelas, which 
are allegedly justified to preserve order and se-
cure public safety, we infer that there is a massive 
production of death and denial of rights since 
they are Black subjects, favela residents without 
access to life, schooling, and health. The racist 
and sexist State22 has the power to control Black 
bodies and the lives of Black women and their 
children. Thus, living or dying is not an option 
but an imposition.

In this sense, there is no way to naturalize 
cases of limb mutilation, episiotomy without pri-

or notice, failure to perform surgical deliveries 
in case of need, failure to administer anesthesia, 
and obstetric violence, based on the assumption 
of an extremely racist and sexist logic, which dis-
seminates falsely the idea that “Black women are 
strong; Black women are babybearers!”21(p.92).

Philosopher Mbembe’s reflections on necro-
power and the impacts on the lives of individuals 
under the influence of racial markers show us 
that the State is an important part of the gears 
of racist sociability. It also shows us that, besides 
power over life or death, the racist system can 
mutilate these Black bodies, cause intense suffer-
ing, and preserve the pillars of this domination 
over the dynamics of denial of this reality21.

It is the racial democratic myth that occurred, 
especially in Brazil, imposed by whiteness and its 
narcissistic pacts23. It naturalizes barbarism and 
violence and is not perceived by those who suffer 
it. There is no identification with the guidelines 
that address Blackness, the suffering, especially 
of dark Black people, and no aggregation for col-
lective struggles. Paraphrasing Munanga24, rac-
ism was successful in Brazil!

Final considerations

The present essay aimed to portray from two re-
ports and statistical data how racism and sexism 
weave a network of complexities whose very con-
flicting dynamics build on the denial of mother-
hood to Black women. The intersectional analysis 
reveals the historical (in)visibility regarding the 
racial diversity of SUS clients, disregarding eq-
uity in the services, hindering the discussion on 
comprehensive and integrated care in the deliv-
ery scene, and preventing the reduction of racism 
impact on the mothering experience. Simultane-
ously, this reflection aligns with the debate that 
involves interweaving the categories of being 
a Black woman, equity in the SUS, racism, and 
health service actions.

In this sense, it is essential to put on the agen-
da a critical analysis of the principle of equity of 
the SUS, which aims to guide health actions to-
ward social justice, in order to bring this debate 
to light, considering diversity and the needs of 
different social groups, treating them unequally 
according to the care required in order to face 
health inequalities.



2516
Sa

ra
iv

a 
V

C
S,

 C
am

po
s D

S

collaborations

The authors worked on the design and final draft-
ing of the manuscript.



2517
C

iência &
 Saúde C

oletiva, 28(9):2511-2517, 2023

references

1. Gonçalves W. Obrigada a viver com essa dor pra sempre 
[Internet]. G1 Sul do Rio e Costa Verde, 2022 [aces-
sado 2023 mar 31]. Disponível em: https://g1.globo.
com/rj/sul-do-rio-costa verde/noticia/2022/03/18/
obrigada-a-viver-com-essa-dor-pra-sempre-diz-jo-
vem-que-acusa-hospital-de-barra-mansa-de-violen-
cia-obstetrica-apos-morte-de-bebe.ghtml. 

2. Passos RG. O lixo vai falar, e numa boa! Rev Katálysis 
2021; 24(2):301-309.

3. Amorim CC. População negra e saúde: por que deba-
ter? [Internet]. 2018 [acessado 2023 mar 30]. Dispo-
nível em: http://revistaconstrucao.org/saude-publica/
populacao-negra-e-saude-por-que-debater/. 

4. Brasil. Ministério da Saúde (MS). Secretaria de Gestão 
Estratégica e Participativa. Departamento de Apoio à 
Gestão Participativa e ao Controle Social. Política Na-
cional de Saúde Integral da População Negra: uma po-
lítica para o SUS. 3ª ed. Brasília: Editora do Ministério 
da Saúde; 2017. 

5. Lopes F. Experiências desiguais ao nascer, viver, ado-
ecer e morrer: tópicos em saúde da população negra 
no Brasil. In: Brasil. Fundação Nacional de Saúde 
(FUNASA). Saúde da população negra no Brasil: con-
tribuições para a promoção da eqüidade. Brasília: FU-
NASA; 2005. p. 9-48.

6. Batista LEB, Escuder MML. A cor da morte: causas 
de óbito segundo características de raça no Estado 
de São Paulo, 1999 a 2001. Rev Saude Publica 2004; 
38(5):630-636. 

7. Werneck J. Racismo institucional e saúde da popula-
ção negra. Saude Soc 2016; 25(3):535-549.

8. Mbembe A. Necropolítica. São Paulo: N-1 edições; 
2018. 

9. hooks b. Olhares negros: raça e representação. Tradu-
ção: Borges S. São Paulo: Elefante; 2019.

10. Eurico MCA. percepção do assistente social acerca do 
racismo institucional. Serv Soc Soc 2013; 1:290-310. 

11. Assis JF. Interseccionalidade, racismo institucional e 
direitos humanos: compreensões à violência obstétri-
ca. Serv Soc Soc 2018; 133:547-565. 

12. Curi PL, Ribeiro MTA, Marra CB. A violência obsté-
trica praticada contra mulheres negras no SUS. Arq 
Bras Psicol 2020; 72(n. esp.):156-169. 

13. Goes EF, Nascimento ER. Mulheres negras e brancas 
e os níveis de acesso aos serviços preventivos de saú-
de: uma análise sobre as desigualdades. Saude Debate 
2013; 37(99):571-579.

14. Collins PH, Bilge S. Interseccionalidade. São Paulo: 
Boitempo; 2021.

15. Davis A. Mulheres, raça e classe. Tradução: Candiani 
HR. São Paulo: Boitempo; 2016.

16. Collins PH. Pensamento Feminista Negro: conheci-
mento, consciência e a política do empoderamento. 
Tradução: Dias JP. 1ª ed. São Paulo: Boitempo Edito-
rial; 2019.

17. Moura C. O racismo como arma ideológica de domi-
nação. Rev Principios 1994; 34:28-38.

18. Geledés. E não sou uma mulher? - Sojourner Truth [In-
ternet]. 2014 [acessado 2023 fev 17]. Disponível em: 
https://www.geledes.org.br/e-nao-sou-uma-mulher-
sojourner-truth/. 

19. Silva RFSP. Mulheres no fio da navalha: feminicídio, 
barbárie e pedagogia da crueldade. Rev Gen 2020; 
21(1):285-310.

20. Segato RL. Que és un feminicidio: notas para un de-
bate emergente. In: Belausteguigoitia M, Melgar L, 
organizadores. Fronteras, violencia, justicia: nuevos 
discursos. Ciudad de México: PUEG, UNIFEM; 2008. 

21. Gonzalez L. Por um feminismo afro-latino-americano: 
ensaios, intervenções e diálogos. Organização: Rios F, 
Lima M. Rio de Janeiro: Zahar; 2020.

22. Vergès F. Um feminismo decolonial. Tradução: Dias JP, 
Camargo R. São Paulo: Editora Ubu; 2020.

23. Bento MAS. Pactos narcísicos no racismo: branquitude 
e poder nas organizações empresariais e no poder públi-
co [tese]. São Paulo: Universidade de São Paulo; 2002.

24. Munanga K. Uma abordagem conceitual das noções 
de raça, racismo, identidade e etnia. Niterói: EDUFF; 
2004.

Article submitted 10/04/2023
Approved 27/05/2023
Final version submitted 29/05/2023

Chief editors: Romeu Gomes, Antônio Augusto Moura da 
Silva

This is an Open Access article distributed under the terms of the Creative Commons Attribution LicenseBYCC




