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ABSTRACT 

Ethnographic interviews with pregnant Mexican-American 

and Native-American adolescents and young adults from low-

income households explored their knowledge about conception 

and contraception as well as their contraceptive and sexual 

behavior. The findings suggest that their unwanted 

pregnancies are not due to a lack of knowledge but rather are 

due to their heteronomous sexual behavior which results in 

infrequent contraceptive usage and thereby a risk of unwanted 

pregnancy. 
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INTRODUCTION 

The goal of this research project is to show that the 

biomedical knowledge about conception and contraception of the 

pregnant adolescent participants was ineffective in assisting 

them in controlling the outcome of their sexual practices. 

Ethnographic interviews with pregnant Mexican-American 

and Native-American adolescents will show that despite their 

fragmented biomedical knowledge of conception and 

contraception these young women have sufficient knowledge to 

contracept. It will be shown that biomedical knowledge is 

inadequate for helping young women to conceptualize and modify 

their physical encounter — intercourse. Furthermore I will 

show that their sexual behavior is influenced by forces quite 

different from biomedicine. I will argue that the female 

participants were confronted with various forces that intended 

to structure their behavior while they were not able to 

articulate their own needs. 

In Methodology, Politics and Research I will briefly 

summarize the ordeal of finding a research location and 

participants as well as describe the site and the process of 

interviewing. 

In the section on Female Adolescents' Contraceptive and 

Sexual Behavior I will identify the adolescents' knowledge 

about conception and contraception and describe their sexual 

behavior, particularly at the example of their first 
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intercourse. I will conclude that the participants do not 

lack knowledge but that their knowledge is inadequate for the 

young women to conceptualize their experience. The knowledge 

is therefore failing to inform the participants' sexual 

behavior. The three main sections about conception, 

contraception and sexual behavior are preceded by a literature 

review. Each section is structured by long excerpts of the 

interview with one participant, named Mariah. Each excerpt is 

followed by a summarized version of the responses of the other 

participants and a discussion of the findings in the light of 

current research. 
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METHODOLOGY. 
POLITICS. T^D RESEARCH 

In this chapter I will describe the research setting, the 

participants, and the interview questions, as well as the 

forces that shaped and structured this project. 

The research was conducted at a local midwifery. This 

site is a Medicaid provider and therefore is chiefly 

frequented by women with limited or no insurance coverage and 

limited financial resources. Most of the patients are Mexican 

Americans; a few are Native Americans and European Americans. 

The midwifery is part of a local neighborhood clinic, which 

was temporarily relocated to a nearby hospital due to 

renovation at the main facility. The hospital, as well as the 

neighborhood clinic, is situated in a predominantly Mexican-

American neighborhood on the outskirts of the west side of 

town. 

The facility itself is a rather ^typical' clinic setting. 

Even though the white walls of the waiting room were covered 

with posters and the comfortable blue chairs matched the blue 

carpet, the absence of windows and the artificial light made 

the room appear dark and unfriendly. The small, sterile 

hallway and exam rooms, packed with medical equipment, seemed 

cold and impersonal. What made the clinic a very pleasant 

place were the newborns sleeping on blankets spread out on the 

floor, older children playing and laughing, and the talking 
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women that filled the waiting room. Most patients were 

accompanied by girl friends, mothers, and more rarely, by the 

fathers of the children. The waiting room, as well as the 

rest of the clinic, was always filled with the voices of young 

women, noises of babies and children and the smell of baby 

oil. Not only in the hallway (where almost everybody admired 

the pictures of 'clinic' babies that decorated the wall) but 

everywhere I looked, the children seemed to be the center of 

everyone's attention. At first, I thought this was another 

example of putting the child first and the mother second. 

Later, I realized that the women were put first. The clinic 

was a place where young women could have the positive 

experience of pregnancy and childbirth that is so often denied 

to pregnant adolescents. It is as if they must be punished 

for disobeying social norms and upsetting the social structure 

with an unplanned pregnancy at a socially inappropriate age. 

I used the 'education room' to conduct my interviews. 

The room contained a small desk under a window, a typewriter, 

two chairs, a file cabinet, and a TV with a built in VCR. The 

tiny room was usually used by expecting mothers to watch 

childbirth videos. This room was located between the two exam 

rooms across from the sign-in counter. However, once the door 

was closed, we enjoyed quiet and privacy. 

The midwives, in their thirties and forties, seemed to 

relate very well to their mostly adolescent patients. Very 
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friendly and relaxed, the midwives took their time with each 

patient and seemed to establish an almost personal 

relationship with each of the patients, many of whom were 

there for their second or third pregnancy. 

The midwives agreed to approach prospective 

participants first to allow the adolescents to make an 

unpressured decision regarding their participation in my 

research. If the young women agreed to be interviewed, the 

midwife brought them into the interview room and introduced us 

to each other. I explained the project in more detail and had 

the participants fill out consent forms and questionnaires and 

then began the interview. In retrospect, I have to admit that 

I was as nervous and uncomfortable as the interviewees. What 

right did I have to ask all these questions and to inquire 

into people's lives? In future projects, I will make sure 

that there is a longer period of 'small talk', provide little 

snacks, and share more information about myself to create a 

more reciprocal, and therefore more relaxed, relationship. 

Each participant was first asked to sign a consent form 

(Appendix 1) and to fill out a questionnaire, through which I 

gathered information about the individual's background to 

determine ethnicity, age, religion, class and education 

(Appendix 2). Then I conducted the first of two interviews. 

The first interview inquired into the participants' knowledge 

of conception and contraception (questions one and two) and 
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asked for an account of their first intercourse (question 

three) . The second interview followed up peculiarities of the 

first interview and included several structured questions 

about participants' opinions about appropriate sexual and 

contraceptive behavior for female adolescents (Appendix 3). 

The second interview was usually scheduled at the patient's 

next clinic visit which was one week to a month later, 

depending on the woman's trimester. Each interview lasted 

anywhere from 20 minutes to an hour depending on the 

communicativeness of the individual. 

The goal of the interview was to investigate the 

contraceptive knowledge and sexual behavior of female 

adolescents. Volunteering as a Medical Assistant at Planned 

Parenthood, I began questioning the appropriateness of 

biomedical concepts as the framework for counseling teenage 

girls about pregnancy prevention and contraception. Many 

times I sat with teenage girl explaining the female cycle, 

ovulation and preventive technologies. I used pictures, 

pamphlets, calculated their individual cycle, showed every 

available contraceptive and went over certain aspects several 

times. No matter what I did, I could not get rid of the 

feeling that the patient ^is not with me'. Wondering why they 

Midn't get it', I begun to question the meaningfulness of 

biomedical knowledge to female adolescents. I came to doubt 

the adequacy of biomedical knowledge to serve the sexual needs 
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of female adolescents. In order to determine this 

appropriateness, the primary objectives of this project became 

to identify the knowledge of adolescents about conception and 

contraception and to investigate their sexual behavior. 

This, I presumed, would show if the young women do have 

sufficient knowledge to control their reproductive abilities 

and if this knowledge is capable of informing and influencing 

their sexual behavior. 

The data will show that the female adolescents do not 

lack the necessary knowledge to avoid pregnancy and they 

support the argument of the incompatibility of the biomedical 

knowledge with the sexual practice of the participants. 

I interviewed 14 female adolescents between the ages of 

16 and 20. The majority of the participants, eight to be 

specific, were Mexican Americans. Four identified themselves 

as Native Americans and one as Mexican/Native American. All 

of the participants were from low-income households. All the 

participants were pregnant, and only two had wanted the 

pregnancy, I had not intended to interview only Mexican 

American and Native TOtierican teens from low income households. 

I had hoped to have a more diverse group and to be able to 

compare the individuals by ethnicity and class. However, my 

intentions soon became the subject of a political process in 

which I apparently had little control of the outcome. I am 

talking about the difficulties I encountered trying to find a 
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place to meet and to interview the particular group of 

adolescents I was interested in. intellectually, I had 

acknowledged that writing ethnographies or conducting research 

in general were not separable from politics, but I obviously 

got a chance to have a first hand experience of their 

interconnectedness. 

At this point, I would like to provide an example of this 

time consuming and frustrating confrontation with reluctance, 

disapproval, and rejection. I will not only explain why I 

interviewed this particular group of women, but I will also 

share an experience for which I was not prepared and which had 

a major impact on the final form of my thesis. 

Having decided to interview 16 to 20 year old 

adolescents, I needed to find a location where I could meet 

participants as well as conduct the interviews. I did not 

approach university/college students partly because this would 

exclude 16 and 17 year old youths, but also because this group 

is rather homogeneous. I thought of Planned Parenthood 

because this is where my involvement with the organization led 

me to develop the idea for this research project. I submitted 

a proposal to the Director of Medical Services and was given 

permission to put out flyers to advertise my project and to 

approach patients. However, I was informed that I could not 

use Planned Parenthood facilities to conduct the interviews. 

I was not given a reason for this decision that posed major 
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logistical difficulties. Where, for example, would I have 

interviewed the participants? Most female adolescents that 

seek services at Planned Parenthood do so without their 

parents' knowledge; this made their homes a very unlikely 

place for an interview. 

Given this and other constraints, I sought the advice of 

a speaker at a woman's health conference. She referred me to 

the Center of Attention, an agency serving mostly African 

Americans from a low-income neighborhood. It turned out that 

the agency was still in a formative stage and did not yet 

provide services to female adolescents. However, through the 

Center, I was put in contact with a local high school to 

recruit students for the Center's program and for my study. 

The high school community representative met with me and 

introduced me to the counselor for high risk students and to 

the representative of African-American student affairs. Both 

insisted that pregnancy was a major problem on their campus. 

Both were very relaxed, open, and supportive. The counselor 

took me to the nurse who kept record of all the pregnant 

girls. I explained my project and provided a proposal, a 

consent form, and a questionnaire as I did with every person 

I approached regarding my project. I pointed out that I would 

like the nurse to bring the project to the students' attention 

and to introduce me to the girls that were willing to 

participate in the project. I explained that the interviews 
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would be conducted in the office of the Center of Attention, 

located across the street from the high school. The nurse was 

very distant and explained that I needed to meet with the 

principal before she could assist me in recruiting 

participants. A couple of weeks later the Assistant 

Principal, now Principal, a Mexican American man in his mid 

fifties, greeted me warmly. However, his friendliness 

vanished and the smile on his face disappeared after I 

explained the project. He expressed his regrets, but said 

that he could not support me in my effort because the subject 

was too controversial and he feared an adverse reaction from 

conservative parent groups. I told him how important the 

subject was and that it was in all of our interests to 

undertake studies that would help to understand female 

adolescents and to decrease teenage pregnancy rates. I added 

that I understood that this was a major problem at his high 

school, according to members of his staff. I remember vividly 

his response when I asked him, "Who do you think is suffering 

while adults refuse to address the issue?" He answered, "The 

girls" and looked at me baffled, almost as if he meant to ask, 

"So what is your point?". He explained that his school would 

participate only with the approval of the school district. 

Discouraged, I contacted the local school district and was 

informed that I needed to fill out papers and that it would 

take approximately half a year to get the project approved or 
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disapproved. 

I turned to the Urban League and I was told that they did 

not have any pregnant female adolescents of the ages 16 to 20 

involved in their programs. At this point, I thought that my 

project might end before it actually started. 

However, a nurse practitioner at Planned Parenthood 

thought the project was promising and referred me to a friend 

of hers, a midwife at a local midwifery. I was warmly 

welcomed and invited to meet all the midwives to explain my 

project. We sat together over lunch and had a pleasant and 

informative conversation. Just a few days later, I was told 

that their Medical Director has approved my project and that 

I could start my interviews any time. 

Enthusiastically, I started the interviews and accepted 

the fact that I would only be able to talk to Mexican and 

Native Americans from low income households and would not be 

able to contrast different groups by ethnicity and class. 
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FEMALE ADOLESCENT CONTRACEPTIVE KNOWLEDGE 
AND 

SEXUAL BEHAVIOR 

In the following sections I will identify the 

participants' knowledge about conception and contraception and 

present their descriptions of their sexual behavior. My 

argumentation will consist of three steps. First, I will 

identify the participants' knowledge about conception and show 

that their knowledge is fragmented, when compared to the 

biomedical concept of conception. Second, I will present 

their contraceptive knowledge which will also be found to be 

fragmented, but sufficient to successfully prevent conception, 

if that is desired. Third, I will present the young women's 

descriptions of their sexual behavior - particularly at their 

first intercourse. I will conclude that the participants' 

failure to prevent unwanted pregnancy can not be explained by 

lack of knowledge about conception and contraception. Even 

though their knowledge is fragmented and incomplete, it is 

sufficient to prevent conception. I will suggest that their 

knowledge is not insufficient but inadequate; it is 

inapplicable or incompatible with their passive, heteronomous 

sexual behavior. 

Before I discuss these issues, I would like to provide a 

brief review of current research on adolescent contraceptive 
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and sexual knowledge and behavior.' In general, research 

since 1985 is focused on the prevention of sexually 

transmitted diseases, AIDS, and teenage pregnancy. Sexually 

transmitted diseases, AIDS, and teenage pregnancy are 

perceived as medical rather than sexual problems and the 

solutions emphasize education and the exclusion of the 

biomedical cause through the delay of intercourse and the 

promotion of monogamous, long-term relationships. The message 

is clear but simplistic—"Just say ^No'l". There is virtually 

no research on the effectiveness of biomedical knowledge in 

preventing sexually transmitted disease, AIDS and teenage 

pregnancy. Research on contraceptive and sexual knowledge and 

behavior of female adolescents is focused on sex education and 

educators, dysfunctional families, troubled youth, child 

development, and class and ethnicity. This emphasis makes it 

appear as if sexually transmitted diseases, AIDS and teenage 

pregnancy are a problem of only the poor, ethnic 'minorities' 

and dysfunctional families. No one ever asks if the knowledge 

and assistance provided is meeting the needs of people that 

are at risk for sexually transmitted diseases, AIDS and 

teenage pregnancy. 

Within this body of literature, the role and impact of 

parents on adolescent sexual behavior is widely discussed. 

' Many of the articles reviewed will be discussed in more 
detail in subsequent sections when relevant to the analysis. 
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Nolin and Petersen (1992) investigated the gender differences 

in parent child communication regarding sexuality. According 

to this study, mothers are more likely to discuss these 

issues, daughters receive more attention, and the content of 

these discussions is mostly about contraceptives and pregnancy 

rather than sexual behavior. Other researchers found a 

positive relation between parental involvement in adolescents' 

sex education and the delay of first intercourse (Moore et al 

1986), the prevention of unwanted pregnancy (Hanson et al 

1987), and successful contraceptive use (Chilman 1980). 

Chilman (1990) also found that despite the positive evaluation 

of parent-child communication on sexual matters, the topic of 

sexuality is not easily talked about within families (see also 

Nolin and Petersen 1992). These studies generally suggested 

a positive impact of parental involvement in sex education on 

adolescents' sexual behavior. However, class and ethnic 

differences are not investigated. Other studies have 

discussed the relationship between family configuration and 

adolescent sexuality in an attempt to link the marital status 

of parents, the number of siblings and their sexual practices, 

and a dysfunctional home environment to the sexuality of 

adolescents (Flewelling and Bauman 1990; Fingerman 1989; 

Miller and Bingham 1989; Baker et al 1988; Rodger and Rowe 

1988; Newcomer and Udry 1987). Other researchers relate high 

risk behavior — such as drug abuse, violence, delinquency and 
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early initiation of first intercourse - to promiscuous sexual 

behavior and infrequent or no contraceptive use (Elliott and 

Morse 1989; White and Johnson, 1988). Another dimension to 

this research is the discussion of sexual behavior and 

contraceptive use in light of the mental and cognitive 

development of adolescents. Researchers have mainly discussed 

the impact of self-esteem, academic achievement, number of 

relationships, and commitment as well as their sexual needs — 

on adolescents' decision-making regarding sexual and 

contraceptive behavior (Darling et al, 1991; Balassone 1991; 

Koyle et al, 1989; Strassberg and Mahoney 1988; Faulkenberry 

et al, 1987; Lowe and Radius 1987; Darling and Davidson 1986; 

Giovacchini 1986; Christopher and Gate 1985; Luker 1975). 

Another major concern of research on adolescent sexuality is 

appropriate and effective sex education regarding the role of 

parents, schools, churches and others in the sex education of 

adolescents (Postrado and Nicholson 1992; Christopher and 

Roosa 1990; Wilson and Nilufer 1990; Spain 1988; Benarche-

Baker 1987; Miller et al, 1986; Roche 1986; Scales 1986; 

Billy and Udry 1985; Zelnik 1983). Clinic access and use, as 

well as contraceptive failure, is yet another concern (Zabin 

et al, 1991; Trussel et al, 1990). 

Research on adolescent sexual and contraceptive knowledge 

and behavior is often focused on ethnicity. According to the 

Arizona Health Department (Arizona Health Department 1991), 
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approximately 3.59% European-American (White), 5.81% Native 

American, 6.37% Mexican-American (Hispanic), and 9.80% 

African American (Black) female adolescents in Arizona are 

pregnant before or by the age of nineteen (Appendix 5)^. This 

then raises the question of why Mexican-American, Native-

American and African-American adolescent girls are two and 

three times as likely to become pregnant at an early age. 

Research findings suggest lack of knowledge of, misconceptions 

about, and limited use of contraceptives. A study comparing 

inner-city "Hispanic and Black Americans" found that Hispanic 

females had more misconceptions about human reproductive 

physiology and less knowledge of contraceptives than Black 

women. Men of both ethnic groups had better knowledge than 

women (Scott et al, 1988). Hispanic female adolescents, 

compared to other ethnic groups, are also the least likely to 

use contraceptives (Hofferth 1990, Bricker et al, 1987). 

Hispanic female adolescents, however, due to their more 

conservative sexual behavior, start intercourse at a later age 

and have fewer sexual partners than their non-Hispanic peers 

(de Anda et al, 1988, Padilla and O'Grady 1987). De Anda et 

al, (1988) found that intercourse was less frequent and more 

likely to be with one long term partner. She also concluded 

^ I arrived at these figures calculating the percentage of 
the total number of pregnancies in relation to the estimated 
population (Arizona Health Department 1991:15 Table 10 Appendix 5 
Table 3) 
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that most Hispanic girls learned about contraceptives and 

conception after their first pregnancy and were more likely to 

then begin to use contraceptives. A study including African-

American, Asian, Hispanic and White college students found 

only minor differences in the sexual as well as contraceptive 

behavior of students of different ethnic groups (Baldwin et 

al, 1992) . The authors attributed this to the fact that a 

college population is a somewhat homogeneous population. 

Gibson and Kempf (1990) found that determining factors for 

Hispanic females' sexual activity are their own attitudes and 

the perceptions of their friends and parents. Females with 

higher educational goals were also less likely to be sexually 

active (Gibson and Kempf 1990) . These conclusions are similar 

to those of Pick de Weiss et al, (1991) who studied 

adolescents in Mexico City and found that adolescents 

practicing contraception are less traditional, more likely to 

communicate with girlfriends and parents about contraception 

and sexuality, have better knowledge about contraceptives, and 

have higher goals for their future than do girls who are not 

engaging in intercourse. The line of research focusing on 

ethnicity can be distinguished in two categories according to 

their argument; one explains the ethnic differences as a 

result of socio-economic inequalities (Pick de Weiss et al, 

1991) ; the second attributes the differences to a distinctive 

value system (Gibson and Kempf 1990; de Anda et al, 1988; 



22 

Scott et al, 1988; Bricker et al, 1987). 

I also want to introduce other, more extensive, works in 

the research on adolescent sexuality and contraceptive use. 

Voydanoff and Donnelly's Adolescent Sexuality and Pregnancy 

(1990) is very similar to Chilman's (1980) research and, even 

though it is a more recent publication, their findings are 

much the same. Volume III of the Kinsey Institute Series, 

entitled Adolescence and Puberty (Bancroft and Reinisch 1990) , 

begins with an investigation of the biological and 

environmental factors influencing puberty and adolescence. 

The second part inquires into social and cultural aspects of 

adolescent sexuality. This work is different from the ones 

reviewed previously as it looks at cross-cultural differences 

in adolescent sexuality. Other articles in this volume do, 

however, discuss issues addressed in previously reviewed 

works, such as contraceptive use in the United States, 

decision making processes, family and peer support or 

pressure, and puberty. In Risking the Future (Hayes 1987), 

adolescent sexuality is discussed within the social context of 

family structure, gender roles, and economic status. The 

authors point out that age, pubertal development, race and 

socioeconomic status, academic achievement, and family and 

peer influences are all determinants of adolescent sexual 

behavior. The book concludes with an extensive section on 

research, policy making, and development of pregnancy 
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prevention programs. The Adolescent Dilemma (Rodman and Trost 

1986) compares family planning rights of adolescents in ten 

western countries, including the United States. The Bases of 

Human Sexual Attraction (Cook 1981) is a collection of 

articles mostly written by psychologists. They choose a 

cognitive approach to understanding sexual attraction, sexual 

relations, and cross cultural differences of human sexuality. 

Chilman's (1980) Adolescent Sexualitv in a Changing American 

Society is an analytic overview and summary of social and 

psychological research on adolescent sexuality. Her topics 

range from adolescent sexual behavior to contraceptive use to 

teenage pregnancy. Luker's (1975) Taking Chances: Abortion 

and the Decision Not to Contracept explains risk taking 

behavior in terms of a cost-benefit analysis. She argues that 

women evaluate present and future costs (such as admitting 

they are sexually active) or befits (such as the prevention of 

pregnancy through contraceptive use and abortion) in order to 

decide whether or not to use contraceptives. Like Luker, 

Pohlman (1969) uses a cost benefit analysis to understand 

sexual and reproductive decision making. Sorensen's (1973) 

Adolescent Sexuality in Contemporary America reports the 

results of a large survey of sexual attitudes and behavior. 

The study closely examines numerous issues grouped under the 

following headings: personal values and sexual attitudes, 

sexual behavior, and adolescent sexual behavior and social 
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change. 

The shortcoming of these studies are that the assessment 

of female adolescent sexual and contraceptive behavior is 

excluding a rethinking of the biomedical concepts that are 

shaping the researchers' perception of female adolescent 

sexual and contraceptive behavior. The goal of my project, 

therefore, is to direct our attention away from these issues 

and towards a discussion of the appropriateness of biomedical 

knowledge in assisting female adolescents in the control of 

their bodies and its compatibility with their sexual behavior. 

Now I will proceed to the first step of my argumentation, 

as discussed earlier. I will identify the participants' 

knowledge about conception and show that their knowledge, when 

compared to the biomedical concept of conception, is 

fragmented. 
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Knowledge 

In this section, I will present the knowledge of the 

participating adolescents about conception and contraception 

and show that their knowledge is fragmented. There appear to 

coexist separate concepts of their physical and their 

biological bodies. I will suggest that their knowledge, even 

though fragmented, is sufficient to contracept. In other 

words, it is not necessary to be knowledgeable about the 

biochemical processes leading to ovxilation in order to prevent 

unwanted pregnancies. In a later section, I will show that 

their knowledge is inadequate not because it is fragmented or 

insufficient, but because it is unsituated. Or to put it 

another way, to know how a pregnancy is conceived does not 

necessarily help to manage the social and physical encounter 

that leads to the possibility of conception. 

But before I discuss the participants' knowledge about 

conception and contraception I would like to say a few words 

about the issue of ^causes' of unwanted pregnancy and define 

the terms "physical body" and "biological body" as they are 

used here. 

Even though I singled out contraceptive knowledge, I am 

not suggesting monocausal explanations for unwanted pregnancy 

and I am, by no means, discrediting the importance of 

contraceptive knowledge nor of attempts to distribute such 

knowledge. I am fully aware of a range of common causes for 
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unwanted pregnancy: lack of access to information, clinics and 

supplies; extremely intimate —often unnecessarily so— 

clinical procedures; the limited variety of available 

contraceptive technologies; contraceptive failure; and the 

fear of being identified as a contraceptive user by parents, 

family, friends or the general public that disapproves of 

adolescent sexual engagement. It is, however, not my 

intention to describe how these and other aspects interact and 

affect the participants' behavior. This has to be identified 

for each individual within the context of her personal 

experience. The purpose of this study, however, is to show 

that their knowledge, though fragmented, is not insufficient 

to prevent unwanted pregnancy if situated within the 

individual's sexual experience and behavior. 

This leads me to the second issue - namely to define the 

"physical" versus the "biological" body. In the following 

chapters, I will show that the participants' knowledge about 

conception and contraception consists of fragments of 

biomedical knowledge and of experiential, physical knowledge. 

The experiential, physical knowledge is centered around the 

experience of the physical act of intercourse, including all 

parts, functions, and secretions of the body. This knowledge 

is situated in actual experience and therefore 

manageable. Biomedical knowledge, on the other hand, is 

abstract. It is situated within the Western tradition of 
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scientific reasoning and discourse; it is a product of the 

positivistic empirical tradition of thinking in the "Western" 

culture. Biomedicine explains the human body in bio-chemical 

terms. It views the body as a machine, or closed system, 

consisting of repairable parts, functioning completely 

independently of its social context. Osherson (1981) 

describes how this mechanical view developed historically and 

became institutionalized in the late nineteenth and earlier 

twentieth century in the rise of ^scientific disciplines'. 

Emily Martin (1989), in The Woman in the Body, outlines how 

this mechanical, biomedical concept depicting the human body 

as a machine changed into a more sophisticated model, that of 

a "signaling system " or a "communication system" (Martin 

1989:40-41). Martin focuses her argumentation on 

menstruation, childbirth, and menopause. In this section, I 

will show how her argument extends to conception and 

contraception. Martin criticizes these communication and 

production metaphors because they generate negative images of 

the female reproductive system. Menopause and menstruation, 

for example, are often described as failed production and, 

therefore, become viewed as pathologies. I agree with 

Martin's argument, but I will not analyze the metaphor use in 

biomedicine. Instead, I will discuss the inadequacy of 

biomedical knowledge to capture and influence individuals' 

bodily and physical experience because it is not situated in 
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experience. Teenage pregnancy can be seen as a consequence of 

this inadequacy because biomedical knowledge is the 

epistemological basis of the Western medical practice, 

including family planning. It is the only concept offered to 

female adolescents to help them conceptualize their sexual 

experience and to plan intervention. 

In the following section I will identify the 

participants' knowledge about conception and contrast their 

knowledge to the biomedical construct of conception. 
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Conception 

Conception is impregnation. The perceptions of how a 

woman conceives vary cross-culturally as well as historically 

according to Jordan (1987). Comparing various 

conceptualizations of conception, Jordan (1987) found that 

Australian Aborigines believe that the spirits of children 

live among them and enter women who are in particular places 

at particular times. In Malaysia, Muslims assume that the 

child is conceived by the father who then implants the seed 

into the mother who is the "soil", the nurturer (Jordan 1987) . 

Delaney (1991) found the same belief in the Turkish village 

where she conducted her fieldwork. Jordan (1987) also 

identifies historical variations in Europe. Up to the 17th 

century, Europeans perceived womens' and mens' roles in the 

achievement of conception as equal. During the 17th and 18th 

century, "preformation models" (Jordan 1987:15) became the 

prevalent view of conception. The rise of experimental 

science, microscopy, and embryology during that time led to 

the understanding that the human being was existing in a 

preformed stage in either the ovum or the sperm. In the 19th 

century, with the developing construction of women as passive 

and asexual, mens' role in conception became viewed as more 

important than womens'. Today the dominant, institutionalized 

view of conception in the United States, and most European 

societies, is biomedicine's construct of conception as the 
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merging of the sperm and the ovum into a unit producing a 

human life. The biomedical construct and its relevance in 

assisting female adolescents to prevent unwanted pregnancy 

will be discussed in this section. 

First I would like to identify how the participants 

explain conception. The second goal is to compare their 

perceptions to the biomedical concept of conception. It will 

be argued that the informants' knowledge is sufficient to 

successfully contracept, even though it appears limited and 

fragmented when compared with the biomedical concept. I will 

suggest that the participants' knowledge, in comparison with 

that of biomedicine, is the way it is, not because of their 

ignorance, but rather because of the short-comings of the 

biomedical concept to assist them in conceptualizing their 

sexual experience. The biomedical explanation of conception 

is an abstract, physiological concept that reduces the 

understanding of the human body to internal processes and 

neglects the external context and functions of the body. This 

neglect, I would like to argue, is one of the reasons for 

unwanted pregnancy in teenagers. 

I will now proceed by presenting Mariah's discourse on 

conception in its entirety^. I will compare it to the 

^ I chose Mariah's interview as the main referent because 
her answers are very representative of the responses of the other 
informants. 



biomedical concept of conception and to the responses of other 

participants and the findings of current research. 

Mariah"* is 17 years old, Catholic, and American-

Indian/Mexican'. The 11th grader has one sister and two 

brothers. Her sister got pregnant at the age of 15 and her 

mother was also very young when she first conceived. 

Everybody around her—"my cousins, my mother's friends"—had 

children, so she herself could hardly wait to be older to have 

her own. Her mother is a housekeeper and her father a 

construction worker. Her parents both were disappointed when 

they found out that she is pregnant. Her mother, however, is 

now happy for her whereas her father has distanced himself. 

Mariah says this has hurt her because they were very close. 

She and her boyfriend are still together, but are having a 

difficult time. She wants him to get more involved in the 

pregnancy experience and accompany her to clinic visits and 

attend child birth classes with her, but he refuses to. Even 

though she did not want to become pregnant, at the time of the 

interviews she is happy about the pregnancy. She plans to 

finish school with the support of her family®. 

I asked her to explain how a woman becomes pregnant, 

^ All names are fictitious. 

^ Ethnic groups as identified by the participants. 

® Information about the other participants is provided in 
Appendices 5 and 6. 



32 

Mariah said "How a women gets pregnant?"' Even though she 

had been informed about the content of the interviews, she 

seemed surprised and a bit embarrassed and then rssporided 

"Through sex". I wanted her to explain what happens. She 

laughed, "What happens?" I realized that I had to rephrase 

the question and asked if one could just kiss and then get 

pregnant. "No", she said and when I asked her to explain what 

really happens physically, she answered "Well, a man's penis 

goes into the vagina." I inquired if that's it. "Basically." 

I asked if she then can become already pregnant just from 

^that'. "Sometimes, most of the times." I wanted to know if 

he has to have an orgasm in order for her to become pregnant. 

"I don't think so." I asked if one can become pregnant any 

day any time. "Usually yes." I inquired if she does know 

what sperm is? "From inside the men." And I wanted to know 

where it has to go. "Into the vagina." I asked if she knew 

what it would do there. "It looks for an egg to fertilize." 

I asked where the egg resides. "First it is in the Fallopian 

tube and then it kind of sets down into the uterus when they 

connect." I wanted to know if the egg is there all the time, 

so that one could always become pregnant. "Yes." 

' Mariah's interview will be represented thematically 
rather than in its original structure. At this particular point 
all of Mariah's responses to questions about conception will be 
represented regardless of their occurrence within the actual 
interview. The full transcript of Mariah's interview is provided 
in Appendix 9. 
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I would like to direct attention towards three aspects of 

Mariah's responses; first, her reference to the physical act 

when asked about the cause of pregnancy; second, to her 

knowledge about fertilization and, third, to her knowledge 

about ovulation. I will center the discussion of this 

section, as outlined earlier, around these issues. 

To all the young women in this project, pregnancy is a 

result of sex rather than of fertilization. No one responded 

to the question how a woman becomes pregnant explaining that 

a sperm needs to fertilize an egg. Instead all but one 

participant mentioned intercourse or sex as the cause of 

pregnancy. Mariah explains that a woman becomes pregnant 

"through sex". Yvette answered that a woman becomes pregnant 

through "..the guy delivering sperm, by not protecting 

yourself." This indicates that the occurrence of pregnancy is 

conceptualized as the result of a social act and not of 

physiological processes. This becomes very obvious in 

Christina's response to the question how a woman becomes 

pregnant. She stated that a woman ".. .needs to find the right 

person first." I responded by asking if a woman can become 

pregnant just from kissing and she said, "Of course not", and 

explained, "Woman meets man. Man meets woman. They go out, 

have dinner....then they have intercourse." Despite 

Christina's familiarity with the biomedical terminology, she 

talks about a social interaction that people might perform 
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leading up to the sexual encounter. Further research will 

have to investigate in more detail the motivations of female 

adolescents to engage in sexual intercourse, but the 

information I received suggests that intercourse and therefore 

pregnancy are viewed as possible outcomes of a social 

encounter rather than of physiological processes. Supporting 

this argument is the confusion surrounding the male orgasm. 

Mariah, Melissa, and Sabina are not sure whether or not the 

male partner needs to have an orgasm in order to achieve 

pregnancy, but Sabina does know that orgasm is "semen, sperm." 

Everybody associated orgasm with the biomedical term "semen." 

However, there is some confusion about the relationship 

between this fluid and pregnancy. Maria told me that if the 

partner ejaculates inside of the woman "..it's more a chance 

that you become pregnant, but you can still become pregnant if 

they don't." Others, like Luz and Silvia, think that the 

partner must have an orgasm. Anna explains that the man 

"...needs to have an orgasm... even outside of her and she 

still can get pregnant..." and that the orgasm "gets together 

with the egg cell inside...to make a baby". Christina says 

"Oh, orgasm, sperm enters the body, fertilizes the egg...". 

Even though Anna does not use the biomedical term, she clearly 

relates orgasm to conception. Christina and Sabina know that 

orgasm consists of sperm, but only Christina links it to 

conception. My point is that the participants can describe 
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what they experience as part of the social act (which is 

orgasm), but once they are asked to conceptualize it in 

biomedical terms, there are misunderstandings and 

misinformation. It therefore appears to be more important 

that the participants' knowledge be derived from the social 

act (especially its physical aspects) rather than the abstract 

biomedical construct. The biomedical concept is not only 

unrelated to the young womens' sexual experience but its 

complexity also exceeds their needs. In the following pages 

of this section I will compare the participants' knowledge 

about fertilization and ovulation to the biomedical constructs 

and show that their knowledge, even though fragmented when 

compared to the biomedical explanation, is sufficient to 

successfully contracept. 

Maria is the only participant that can not explain the 

cause of pregnancy, other than saying one needs to have sex. 

Silvia and others do not use biomedical terms, but they do 

know that "...it's [sperm] that thing that...when that thing 

comes out of the man that is when you get pregnant...". The 

majority of young women agree with Melissa that ".. .sperm goes 

and fertilizes the egg...". Mariah indicates that this takes 

place in the Fallopian tubes and Sabina told me the place of 

conception is the uterus. 

The biomedical concept of fertilization as described by 

Guyton, in his standard medical textbook explains 
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fertilization (Guyton 1986:983) as follows: 

"After ejaculation, at least some sperm are 
transported through the uterus to the ovarian end 
of the Fallopian tubes within 5 to 10 minutes, 
probably aided by contraction of the uterus and 
Fallopian tubes during and following the female 
orgasm. However, of the half billion sperm 
deposited in the vagina, only 1000 to 3000 succeed 
in actually reaching the proximity of the ovum." 
(Guyton 1986:983) 

Even though some participants did not talk about sperm or 

orgasm, all knew that a couple needs to have intercourse and 

that the man has to release something in order to cause 

pregnancy. I think it is as important to know the role of 

sperm as it is to understand the relation between semen, sperm 

and orgasm. This knowledge is crucial, especially when 

natural contraceptive methods such as the rhythm method and 

coitus interruptus are practiced. Any additional explanations 

might be necessary for infertility treatment, but they seem to 

be irrelevant to contracepting adolescents. 

Guyton (1986) continues 

"Fertilization of the ovum normally takes 
place soon after the ovum enters the Fallopian 
tube. However, before a sperm can enter the ovum, 
it must first penetrate the multiple layers of 
granulosa cells attached to the outside of the 
ovum, called the corona radiata. This is believed 
to require the hyaluronidase and proteolytic 
enzymes released by the acrosome of the sperm to 
open a pathway through which at least one sperm can 
pass. ... many sperm are required to attack the 
corona radiata before one can succeed in 
penetrating the barrier. In addition to the 
enzymes from the sperm, bicarbonate ions in the 
Fallopian tube secretions probably also help in 
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dispersing the granulosa cells...." (Guyton 
1986:983-984) 

All participants except one explained that the sperm 

fertilizes an egg and I think that it is not necessary to know 

exactly what biochemical processes lead to a successful 

fertilization. In this particular instance, I even prefer 

Mariah's perception of the sperm and the egg that "connect" 

over the biomedical version where the sperm "enters" and 

"penetrates" the ovum. Mariah's words convey mutuality where 

as the biomedical definition implies domination, even 

aggression (Martin 1991). Again, one can observe how 

unrelated the biomedical concept is to women's bodily 

experience. I have never conceived, but I doubt that I will 

feel the sperm "penetrate" the ovum or sense how many sperms 

move up into my uterus within a particular time nor do I think 

other women have. In other words, the content of biomedical 

knowledge is limited to internal, biological processes — 

physiological processes, which are not consciously experienced 

by a woman. 

The majority of the participants knew about ovulation. 

Christina knew that a woman is only fertile at a certain time 

of the month and when she was asked exactly when during the 

month a woman is fertile she explained that "...I don't know 

about everybody else, but I usually go about a week after my 

period...". Only Melissa, Anna, and Silvia believed that a 
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woman can become pregnant any day of the month. Mariah, 

Silvia, Maria, and Sabina thought that it is easier to become 

pregnant immediately before, during, or after their menstrual 

period. This view seems to be fairly common, in this as well 

as in other, societies. Nichter (1987) identified Indian 

women who believe that because blood is able to leave the 

uterus, semen is able to enter the uterus, and Johnson and 

Snow (1982) found the same notion among inner city women in 

Michigan. The underlying assumption is that if blood can exit 

the uterus sperm must be able to enter. The women that assume 

that they are fertile every single day demonstrably do lack 

appropriate biomedical knowledge. However, this 

misunderstanding could be very helpful in preventing unwanted 

pregnancy as these women would tend to use contraceptives at 

any given time. In contrast, the belief that women can become 

pregnant prior, during and after their menstruation is 

detrimental if these women do not use contraceptives at mid 

cycle believing that this is a safe period. This is the only 

instance I encountered where women's knowledge is 

counterproductive, but it does support my argument that 

women's knowledge is focused on their physical experience of 

their body. Koff (1990) reports that the participants in her 

study were knowledgeable about ovulation and how to detect its 

occurrence, but she also found that women knew very little 

about hormonal processes. The biomedical explanation of 
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ovulation is not even remotely related to women's experience 

of ovulation, such as abdominal cramping, sticky white 

discharge, increased acne, and is completely inadequate to 

represent this experience. 

"Ovulation in a woman who has a normal 28 day 
female sexual cycle occurs 14 days after the onset 
of menstruation. 

Shortly before ovulation, the protruding outer 
wall of the follicle swells rapidly, and a small 
area in the center of the capsule, called the 
stigma, protrudes like a nipple. About another 
half an hour or so, fluid begins to ooze from the 
follicle through the stigma. About two minutes 
later, as the follicle becomes smaller because of 
loss of fluid, the stigma ruptures widely, and a 
more viscous fluid that has occupied the central 
portion of the follicle is evaginated outward into 
the abdomen. (Guyton 1986:970-971) 

It is interesting that so far scientists have not been 

able to exactly describe what Guyton (1986) refers to as 

"evagination". It remains an enigma how the ovum gets from 

the ovaries to the Fallopian tubes. Not only is the 

biomedical concept incomplete, but it is again questionable 

how relevant this knowledge is to successful contraception. 

I firmly belief that female reproductive endocrinology (which 

describes the reproductive abilities of women as a "signaling" 

or "communication system" (Martin 1989:40-41)) is irrelevant 

for contraceptive purposes. I think it can justifiably be 

argued that a contracepting woman does not need to know when 

the hypothalamus is releasing which hormone and what reaction 

that causes in the pituitary gland, in order to successfully 
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contracept. I do, however, think that women should be taught 

to keep a record of their cycle and to identify bodily 

secretion related to ovulation and sperm emission. This will 

put them more in tune with the monthly changes of their bodies 

and their reproductive potential as well as their partner's 

role in conception. In turn, they will be more successful in 

their use of contraceptives. 

I think it becomes apparent that the female participants 

do not lack biomedical knowledge. Before I describe the 

participants' description of their sexual behavior and 

demonstrate the inadequacy of their knowledge to allow them to 

conceptualize and modify this experience, I will identify 

their contraceptive knowledge. 
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Contraception 

Contraception is the prevention of conception. In 

Western societies, this intervention process is based on 

biomedical knowledge. The birth control pill and Norplant 

prevent ovulation through a daily dose of hormones that 

changes the natural hormone secretion of the female body which 

would normally lead to ovulation. Barrier methods such as the 

condom, the diaphragm, the sponge and the cervical cap prevent 

sperm from reaching the uterus or the ovum in the Fallopian 

tubes. Barrier methods have long been known in Western 

societies as well as in many other societies. The birth 

control pill and Norplant are products of biomedical research 

and were introduced to the market in the late 1950's and late 

1980's respectively. The reasons for the use of contraception 

are manifold and range from the attempt to enjoy sexual 

encounters without risking pregnancy, to limit family size, to 

prevent negative health consequences and (in times of AIDS and 

sexually transmitted diseases) to prevent infection. In this 

section I want to investigate the knowledge about 

contraception held by the female participants and to inquire 

into their contraceptive behavior. 

I asked the participants whether or not there were any 

possibilities to increase or decrease ones chances to become 

pregnant? Mariah explained, "To decrease you use protection." 

I asked if she could name different types of protection. "I 
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know some." I encouraged her to identify the ones she knew. 

"For the male the condom and women I guess the pill or 

diaphragm or lUD or foam." 

All participants could name at least three 

contraceptives. All mentioned the birth control pill and the 

condom which, according to the literature, are the forms of 

contraception most frequently used by adolescents 

(Sorensen:1973). Five women mentioned the diaphragm; four of 

the Mexican-American women knew about foam and four of them 

knew about the lUD. Two participants also mentioned tubal 

ligation and the sponge; the rhythm method and Norplant were 

also named by two different women. Christina knew of six 

methods; Yvette and Sabina named five; Silvia, Maria, Cynthia 

four; and Luz, Anna and Melissa named three methods. It seems 

that with increasing age women know more about contraceptives 

(Christina is the oldest participant and Luz, Anna and Melissa 

the youngest ones). 

I asked Mariah if she knew how the different forms of 

contraception work. "I know how the diaphragm works but I 

never put one in. I never used one of those." I asked if she 

knew where to put a diaphragm. "I think in your vagina, 

usually they block the uterus." Asked if she would need any 

other supplies to use with the diaphragm she answered: "I 

really don't know." I proceeded by asking her if she knew how 

the other contraceptives she mentioned work. " [The] lUD you 
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put that...its like installed in you not permanently, 

temporarily." I wanted to know if she knew where it would be 

placed. "In the...on the...the beginning of the uterus the 

cervix right in the middle of it." I asked her to tell me how 

to use the foam. "I don't know. My cousin told me. I don't 

know how to use it." When asked to explain how the pill works 

she said: "I guess just take it daily and if you miss I guess 

you are supposed to double them the next day or something." 

Only Maria and Melissa had never used any contraceptives. 

Christina, Anna and Luz had previously experienced pregnancy 

and Christina, Melissa and Yvette had wanted to become 

pregnant. Christina was exceptionally knowledgeable. She had 

not only the most complete understanding of conception, but 

also knew more contraceptives and could even explain the 

functioning of all the six methods she named. 

I asked Mariah if she has ever used any contraceptives. 

"Well my boyfriend was using a condom sometimes (laughs)." I 

inquired if she was trying to become pregnant. "I didn't 

intend to but..I didn't think about it at that time..I didn't 

think about protection at that time". Asked for how long she 

was sexually active before she got pregnant she explained: 

"Two to three months". I asked if she had used contraceptives 

during these two or three month. "Yes" I wanted to know is 

she used contraceptives every time she had intercourse. "Not 

all the time ... I got lucky a few times." I inquired if her 
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partner had provide the contraceptives they used the first 

time they had intercourse. "Yes." To confirm I repeated the 

question and asked if she really did use contraceptives the 

first time she had intercourse. "Yes." I wanted to know if 

she would have had intercourse the first time without 

protection. "No, not the first time." I wanted to know why 

she would not have had intercourse without contraceptives the 

first time. "Well not the second or third time either. It 

was awhile that we have." I wanted to know what changed after 

awhile. "I didn't care anymore." I wanted to know why she 

did not care anymore, what had changed and if she wanted to 

have a baby at that time? "Yes I did. I didn't think it 

would actually happen. I wanted to but not —" I inquired if 

she wanted him to be the father of her child. "..it didn't 

matter...I guess...! wanted a baby." I asked if she bought 

the contraceptives after their first intercourse. "No, he 

bought them." I was also curious to find out if he would make 

the decision whether or not to use contraceptives at a 

particular time. "No, I told him to use them when we did. Like 

if I said no or something he said well I have a condom and I 

go well ok." I wanted to know what happened when they had 

intercourse without protection. "Well he'd always say like I 

don't know a lot of guys say that they pull out before they 

come or something. But that doesn't work." 

Sabina, Yvette, Cynthia, Anna, and Christina used 
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contraceptives at their very first intercourse. They all said 

that they would not have had intercourse the first time 

without contraceptives. Like Mariah they all got careless 

after awhile and began having unprotected intercourse. Anna 

was already on the pill because her mother said that "it" 

(referring to intercourse) would happen sometime. Silvia, 

Luz, Maria and Melissa did not use contraceptives at their 

first intercourse. Luz and Silvia went on oral contraceptives 

after their first encounter, but Maria and Melissa never used 

any form of contraceptives. Only Sabina and Cynthia claim 

that they used contraceptives at every single sexual encounter 

and never had unprotected intercourse. The older women were 

obviously more consistent in their contraceptive behavior. 

According to Sorensen (1973), frequency and effectiveness of 

contraceptive use increases with the age of the user and the 

years of usage (Sorensen:1973). 

I asked Mariah if she was not worried about becoming 

pregnant. "I was but...I like babies I didn't really think 

about it." I wanted to know if she had ever been on the pill 

to prevent a pregnancy. "No". 

All the participants who did not plan to become pregnant, 

yet did not use contraceptives consistently, said that they 

did not think about becoming pregnant. De Anda (1988) and 

Bricker's (1987) research shows that Hispanics and Caucasians 

share this same attitude. Other studies showed that the most 
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frequently given reasons for why contraceptives are not used 

consistently are lack of information/knowledge, lack of 

availability, and religious denomination (Sorensen:1973). 

Sorensen (1973) also cited a lack of motivation as a reason 

for adolescent contraceptive behavior. His 508 informants 

reported that they did not use contraceptives because they 

feared their parents would find out (57%) , got careless (45%) , 

thought it was "too much trouble" (38%) , saw abortion as an 

option (21%), felt it was their boyfriend's responsibility 

(14%), and because their partners did not approve (8%). But 

most interestingly, 71% reported that they did not use 

contraceptives because they believed it hurt the spontaneity 

of the sex act. Chilman (1980) also found that age, marital 

status, ethnicity, class, frequency of intercourse, commitment 

to the relationship, and the relationship with parents 

determined the use of contraceptives of adolescents. 

I asked Mariah if she feels that there are enough 

contraceptives so that a woman has enough choices? "I think 

so." I inquired if she felt that there are enough 

contraceptives so that a woman who really wants to contracept 

has a choice. "Yes." I wanted to know if in her opinion 

contraceptives are accessible. "How?" I rephrased and asked 

if it is easy to get contraceptives or is it difficult. "It 

is easy if you are not the embarrassed type of person. A lot 

of people would be embarrassed to go to the store and buy the 
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condoms or whatever." I followed her answer up inquiring 

whether or not women can get contraceptives if they want to. 

"Yes and they should take advantage of it since it is there." 

I asked if it is ok to use contraceptives. "Being 

responsible? Yes that would be." 

All the participants thought that it was 'ok' to use 

contraception to protect oneself and felt that there are 

enough contraceptives and that they are easily accessible. 

Sabina said that she wished there were more contraceptives for 

men. Sabina had actually gone to a store and bought 

contraceptives, even though she felt embarrassed. Christina 

and Cynthia said that they would go purchase contraceptives 

but all the other participants, like Maria, said that they 

would never buy contraceptives in the store as they would feel 

too embarrassed. All participants said when they did use 

protection they used condoms which their boyfriends sometimes 

had with them. 

There have been attempts by other researchers to explain 

contraceptive behavior. Luker (1975) argues that women have 

to go through a decision making process in which they 

undertake a cost-benefit analysis and the result of this 

process will determine their contraceptive behavior. She 

continues that there are social, emotional, financial, and 

physical costs as well as benefits, of contraceptives (Luker 

1975:42-44). Some of these costs were mentioned by the women 
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interviewed for this project, Sabina and others talked about 

a social cost, stating that contraceptives are easily 

available, but that they felt embarrassed actually going to 

the store. Christina, Anna, Sabina, Silvia, and Cynthia 

talked about physical costs when they pointed out that the 

pill made them nauseous. 

Luker (1975) also mentioned (and I think this is 

especially crucial for adolescents) that there is a present 

and a future cost to contraceptives (Luker 1975:44). A 

present cost would be to acknowledge that one is actually 

having intercourse, that one is planning intercourse, that one 

is available for intercourse, and that one might be caught by 

parents, relatives or peers that condemn contraceptive use. 

Another present cost is that one is sacrificing the 

spontaneity of intercourse, which many women view as 

sacrificing romance —the feeling of being "swept away". A 

future cost, for example, is pregnancy or sexually transmitted 

diseases. These are, in most cases, outweighed by the present 

costs, thus leading a woman not to contracept. Talking about 

benefits of pregnancy, Luker (1975) mentioned that pregnancy 

can increase a woman's self esteem, give her a feeling of 

having achieved womanhood, prove her fertility, as well as 

test her partner's commitment. For many adolescents, 

pregnancy represents the possibility of achieving adulthood 

instantly. This is very important to many, if not all. 
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adolescents. Some Mexican-American and Native-American women 

from low income households might choose this route because 

they feel that neither their families nor the education system 

encourages and supports them to choose another "rite of 

passage" into adulthood. (New York Times 1992) 

Luker (1975) does not discuss the benefits of 

contraception and the costs of pregnancy; this can be 

explained by her focus on women who sought abortions. Both 

benefits and costs are, of course, important when discussing 

adolescents. The benefits of contraception are the prevention 

of pregnancy and of sexually transmitted diseases. Also if 

the partner is actually involved in the contraceptive 

behavior, it can improve a relationship, due to a greater 

sense of commitment. The costs of pregnancy include the 

difficulty coping with the responses of parents and peers as 

well as one's partner, which many participants (like Cynthia, 

Luz, and Silvia) feared. In addition, women have to adjust 

their plans for the future to accommodate the changing 

conditions and get used to a dramatically changing social 

life. Luker's main point is that "individuals perceive 

options, assign values to these various options, choose one 

option as preferable to another, and then act to implement 

that choice in behavioral terms." (Luker 1975:78). In other 

words, she argues that women behave rationally, even when 

their behavior might be, or is socially marked as. 
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irresponsible and irrational. 

I agree with Luker and find it important to show that 

women do have agency and act on it. One might argue that 

female adolescents do not perceive costs and benefits and that 

women's behavior at the time of intercourse is not guided by 

such a rigid decision making process. This criticism, 

however, does overlook the main point — the fact that the 

female adolescents have choices and make choices. Whether 

these are conscious choices and whether they are made before, 

during or after a sexual encounter is besides the point. What 

is important is that these young women at one point or another 

make a decision. Their behavior is passive and submissive but 

it is a choice not and innate female characteristic. Only the 

assumption of a decision making process provides the 

opportunity for change. However, I think that in the case of 

adolescents, we might need to consider another aspect. I 

would like to suggest that adolescents act irrationally 

because this is the way they believe they are supposed to act. 

Adolescents in this and in other ^Western societies' are 

viewed as incapable of making rational decisions and are under 

strict guidance. They are forced through extended years of 

education before they are granted the status of an adult whose 

behavior is believed to be characterized by conscious, well-

thought-out decisions. It would, therefore, seem possible 

that adolescents consciously act irrationally because they 



51 

know that they will get away with it. In contrast, a rational 

decision, such as getting contraceptives, will cause conflict 

as they are consciously acting ^inappropriately'. 

I would now like to discuss the young women's sexual 

experiences and then return to my argiments of inadequate 

adolescent knowledge and the appropriate ^inappropriate' 

behavior. 
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Sexual Behavior 

In the two preceding chapters, I have shown that lack of 

knowledge about conception and contraceptive technology can 

not be singled out as the main cause of unwanted pregnancy. 

I would now like to look at how the participating young women 

described their actual sexual behavior. I chose the incident 

of their first sexual intercourse assuming that the young 

women would be able to recall this particular event due to its 

importance in a woman's sexual life, marking as it does the 

beginning of their sexual career. 

I asked Mariah for how long she had been sexually active 

before she got pregnant. "Not that long because he was my 

first...two or three months." 

Mariah was sexually inexperienced and was not concerned 

with the consequences of unprotected intercourse. Like 

Mariah, all but one adolescent became pregnant with her first 

and only sexual partner. Christina had been involved with 

another man whom she had been seeing for a period of time and 

engaged in intercourse with. However, she found out that he 

was seeing somebody else and refused to see him again. Only 

Yvette told me that she got sexually involved after she had 

"barely met" her boyfriend. The other women had been with 

their partners from between six months (Maria) to three years 

(Sabina and Luz) before they had their first sexual 

encounters. A national survey conducted in 1979 found that 



53 

65% of the female participants reported that they were either 

engaged or going steady with their partner at their first 

intercourse. All first unwanted pregnancies took place 

within the first year of sexual activity. In my study, I 

disregarded the involuntary sexual intercourse experienced by 

Christina, who was molested by her uncle as a child and by 

Anna who was raped while drunk at a party. Only Yvette and 

Christina had planned their pregnancies and had tried for up 

to 9 months to achieve pregnancy. 

I asked Mariah to tell me what happened when she was 

sexually active the first time, the very first time. I wanted 

to know what happened then and if they went you out. "Well, 

it wasn't planned it just happened. It wasn't nothing I like 

expected." I persisted asking if they were at a party. "No 

we were at his house." I wanted to know he had asked her to 

come over or if she went there. "We were neighbors so we kind 

of just went..I went over..." I continued questioning her 

about what happened over there. I asked her to tell me if he 

said something or if she said something. "He, he wanted .. he 

said he wanted..you know ...to have sex but I had said no and 

stuff like that..so he didn't know that I was a virgin he 

didn't..! gave in I guess." I asked if she felt pressured. 

"Yes I felt pressured." I wanted to know why she did not say 

no if she felt pressured. "Because ...I don't know..." 

Anna and Christina, both Native-Americans, reported that 
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their first intercourse was against their will. Christina 

told me that she was molested by her uncle when she was a 

little child. The first time that she was willingly involved 

in sexual intercourse was with a friend whom she had known for 

awhile. He spent most of the weekends at her house and, 

according to her, one weekend "it just happened." She said 

that she broke up with him shortly after that because she 

found out that he was seeing somebody else. Anna was raped at 

a party when she got "too drunk..and he took advantage of 

me..I didn't even suspect nothing cause he didn't tell me 

afterwards..until I went to the doctor..". That's when she 

found out that she was pregnant. Anna was fourteen at that 

time. All the other participants reported that their first 

intercourse "just happened". Maria, I think, must have also 

been abused because she told me "well when we did it the first 

time it wasn't really like doing things, it was already done". 

Unfortunately I did not follow up on this remark. Her first 

consensual intercourse was with her boyfriend at his house. 

She said that she did not want to have intercourse, but it 

just happened. When asked why she did not refuse, she told 

me that it already had been done. Melissa and her boyfriend 

went to his house after a party. Sabina's boyfriend spent 

most of his time at her apartment and one night, "It just 

happened". Silvia did not want to have intercourse, "but he 

convinced me [he said] that it's gonna happen because I told 
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him ^maybe you wanna do it and then you gonna leave' and he 

told me 'don't be afraid I am not gonna do that'." Luz had 

intercourse the first time with her boyfriend in his mother's 

car. One night he picked her up really late—she had sneaked 

out of the house—after he had taken his mother's car without 

her consent. They drove out into the desert and that's when 

"it happened." She explained that she did not feel forced, 

but that she gave in. Cynthia and her boyfriend had 

intercourse for the first time at his house after a party when 

"one thing led to the other.' She said that it just happened, 

but that she felt comfortable because she has been with him 

for a long time. Yvette also reported that it just happened. 

She also felt comfortable because she wanted to have 

intercourse and her boyfriend had made it clear that it was 

completely up to her. 

Only Sabina and Yvette reported to be equally involved in 

the decision to have their first intercourse. All the other 

participants were *talked into' having intercourse by their 

boyfriends or were even abused. Participants in Nolin and 

Petersen's study (1992:74-75) also reported that intercourse 

occurred unplanned and under pressure from peers and the 

partner. Christopher and Cate (1985) reported that physical 

arousal, relationship, and circumstances were named as the 

main influences on having first intercourse. However, it 

needs be taken into consideration that they talked to college 
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students who were asked about the abstract facts, not about 

actual practices. Other research has argued that adolescents 

practice intercourse as a "quick-fix" for emotional needs that 

are confused with sexual needs (Hajcak and Garwood:1988) . 

This was not expressed by the informants of this project. 

Darling (1992) and Chilman (1980) reported the same pattern. 

Most of Darling's female informants reported lack of 

premeditation, non-use of contraceptives, a steady 

relationship, and love as characteristics of their first 

intercourse. 

I asked Mariah if she was afraid to lose him if she would 

refuse to have sex. "Sort of...yes in a way I was..I liked 

him but not like. ." I wanted to know how she felt afterwards. 

"Not like I thought I would (laughs)" I followed this 

question up asking her how she thought she would feel and how 

she actually did feel. "Aa..I..I thought you're supposed to 

feel happy and all and you're supposed to be real close or get 

closer or something but like..I felt embarrassed, embarrassed 

and disappointed in myself." I wanted to know why she was 

disappointed with herself. "Why? I don't know because this is 

the way it happened I thought it was supposed to be 

like, .different." I asked her to explain why she was 

disappointed in herself. "It wasn't like how I expected it to 

be." I persisted and asked her to tell me how she thought it 

would be like. "I don't know better, not better but ..like 
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aa. .different, .make you closer..it was ok but not what I 

expected it to.." I asked if, having sex felt better after 

awhile. "Yes, after awhile it got better but the first time 

I thought it is supposed to be like all good and...". I 

brought up again that she had said that she did not want to 

have intercourse when she did the first time and that she had 

said that she felt pressured. "Yes". I asked he again why she 

did not want to have intercourse. "Why?... because I wanted 

to be that way." I wanted to know what she meant by *that 

way'. "...I wanted to be a virgin for awhile, yes." I asked 

why she wanted to be a virgin. "I don't know...you're supposed 

to be when you get married, I don't know, I didn't get 

married, but I never planned to get married so, I don't know" 

(laughs) . I inquired if her partner is the guy she could 

imagine ^being with'? "No, no not even close." I repeated 

her answer ^Not even close'. "No". I asked why she was with 

him if he is not her ideal guy. I wanted to know if he had 

physically threatened her. "No,...it was a last minute 

decision." I pursued my question inquiring if she really does 

not know why she had intercourse with him. "No". I wanted to 

know if she was in the mood at that time. "I must have been". 

It is interesting that female adolescents, in this as 

well as other studies, report that they felt guilty, scared 

and embarrassed after their first intercourse (Darling:1991, 

1992, Koch;1988, Sorensen: 1973) . Cynthia said "I ifelt like I 
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done something really bad." All the participants, and most of 

the adolescents interviewed for other projects, had 

internalized the notion that premarital sex is immoral and 

this caused these young women to feel guilty and scared (see 

also Nolin & Petersen 1992:72). Some women in this study 

actually said that they wanted to wait longer. Mariah and 

Sabina, among others, said that they were afraid that the men 

would leave them after their first intercourse. Luz and 

Silvia, and most of them, were afraid of their boyfriends' 

responses to their pregnancies. Sorensen (1973) shows in his 

study that boys, on the contrary, felt excited and happy and 

reported an increase in self-esteem. Most of the girls told 

me that their first time was not the way they thought it would 

be. They assumed that their first encounter would make them 

really close —"I thought it'd be different". They could not 

explain what they thought would be different, but they all 

seemed unsatisfied. Voydanoff (1990) asked adolescents to 

name the most important influences on their sexual behavior. 

The adolescents named peer pressure followed by emotional and 

sexual feelings and desire and by curiosity as the most 

crucial influences. 

I asked Mariah if she enjoyed having intercourse she said 

"...well it hurt, so not really." 

All participants also reported that their first 

intercourse was painful; Sabina said "it hurt", but that "it 
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got better after awhile". It might be suggested that women 

had to feel hurt in order to prove that they were still 

virgins, but it might also be because women, viewed as 

sexually passive, are not supposed to enjoy sexual encounters. 

Christina explained that she did not experience orgasm until 

she attempted to achieve pregnancy. Koch (1988) shows that 

many women do not experience orgasm partially as a result of 

this attitude. 

I asked Mariah who initiated intercourse after the first 

time. I wanted to know if she or he initiated. "What do you 

mean?" I rephrased asking if, when she did have intercourse, 

she ever went to him and wanted to have intercourse with him 

or if it was it always he who suggested to have sex. "It was 

a kind of like always him that decide whether we did it or 

not." I wanted to know if he asked her first so she could 

have a chance to say yes or no or. "Yes he asked me and then 

I say no and he keep bugging me and then I said yes (laughs) ." 

Only Christina, Cynthia and Sabina said that they 

consequently initiated intercourse. All other participants 

said that it was always their partners that initiated 

intercourse and it was also their partners' responsibility to 

provide contraceptives. 

I asked Mariah if she feels that it is ok for a female 

adolescents to be sexually active at her age. "If they think 

they are ready but I don't think they should do it because the 
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guys want them to do it. But if they think they are ready and 

take the responsibilities of the consequences that happen then 

it is their own decision." I wanted to know what the 

consequences are. "If they do get pregnant." I asked if it 

is ok for male adolescents to be sexually active. "The same 

as the girls I think." I asked if she really feels that it is 

the same for boys and girls. "It's the same. They probably 

don't. They think, you know, they hit puberty if they do it or 

something but it should be the same for both." 

All the participants said that if women were 

^responsible' and willing to accept the consequences, it would 

be acceptable to have intercourse. Two of the participants, 

Christina and Yvette, told me that they had been talking to 

their younger sisters and informing them about contraceptives. 

Both wanted to prevent their sisters from getting pregnant at 

a young age, and both said that they would prefer it if she 

would "wait a little longer." It would be interesting to 

follow up this double standard. It would be interesting to 

find out if this advice is due to regrets of the individuals' 

having participated in intercourse at an early age or if the 

role of an advisor to a younger sibling is characterized by a 

different set of norms. 

I wanted to know from Mariah if she thought that it's ok 

to have different partners over a period of time before a 

woman gets married. "For a girl? If this is what she would 
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want, I guess." I wanted to know if it is ok for guys. "It's 

not something I would want to do. For guys I think it is 

their nature" (laughs). I repeated "their nature"? (laughs) 

"That's the way they live." I asked if she feels that if a 

girl wants to have sex it is ok. "Yes." I wanted to know why 

she did not want to have sex. I wanted to know what she 

wanted her relationship to be like. "I don't know. Holding 

hands, and then hugging and then kissing and then all the 

other stuff after awhile. Like work your way from the bottom 

to the top. You know" (laughs). I asked if she had thought 

about marring him. "No, I don't wanna marry him." I asked if 

she felt that in order to have intercourse one should be in a 

steady relationship. "I think it should but sometimes, it's 

not always" (laughs) . I wanted to know why that would be 

important. "Because when guys - guys talk behind the girl's 

back a lot. They say - when it is just a one night type of 

thing." I wanted to know what they do say. "They say that 

she is easy and call her names or something." I asked her to 

be more specific and tell me what guys call women. "Slut or 

bitch or something. And then sometimes guys know that and a 

lot of guys will be attracted to her knowing that she gave it 

up to that one guy." I wanted to know if she feels that guys 

think that they "can get it too"? "Yes, whenever they want." 

I pointed out that guys have different girls. "Yes but the 

girls probably let them get that far." I wanted to know if 
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she was the first one for your boyfriend. "I don't know. I 

don't wanna know" (laughs). I wanted to know if girls talk 

about guys the way they talk about girls. "No, I don't think 

so. There are no real good names to call guys." I explained 

that the way she explained things, it seems it is wrong if a 

girl does it but not if the guy does it. "Yes, I think that's 

the way everybody sees it. So if a girl does it she is 

considered a slut or . .to her friends or to other girls and to 

other guys, but when a guy does it he is that great person. 

That's what it seems to be." 

All informants reported that they only had been with one 

partner and even though they said that it was acceptable for 

a girl to see more than one person over a period of time, they 

said that they themselves would not want that. It is also 

interesting that while the informants were aware of the double 

standard surrounding female and male adolescent sexuality in 

this society and disapproved of it, they still appeared to let 

these norms guide their behavior. I asked Mariah what 

she thought about how many of her friends of her age have bssn 

having intercourse, have been sexually active. "All my 

friends I know. They have sex." So I wanted to know if it is 

correct to say that everybody is doing it but everybody is 

talking bad about the people who do it. "Yes." 

All of the informants said that most or all of their 

peers were sexually active and many of their peers had been 
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pregnant. Current research supports this estimate saying that 

more than 50% of the youth 19 and younger have been sexually 

active (Darling 1992, Weedle 1988, Chilman 1980, Sorensen 

1973) . It is also interesting that the age of first 

intercourse for girls keeps decreasing (Darling 1992). In 

summary, the participants' sexual experience can be 

characterized by inexperience, steady relationships, 

spontaneity, passivity, insecurity, guilt and embarrassment. 

At this point, I would like to recall the conclusions of the 

two preceding sections. 

I have shown that the participants' knowledge is situated 

within their concept of the physical rather than the 

biological body. Their knowledge is therefore, if compared to 

the biomedical construct, fragmented but as I have pointed 

out, sufficient to contracept. Their descriptions of 

conception and contraception have been discussed as part of a 

social encounter rather than a physiological process. 

This leaves the young women with three tough choices: 

They can either use contraceptives and admit, to themselves 

and possibly to others, that they are intentionally sexually 

active, but are therefore able to prevent unwanted pregnancy 

and sexually transmitted diseases. Or they can fail to use 

contraceptives and risk pregnancy, but they do not have to 

admit deliberate sexual activity and are not at risk for 

getting a bad reputation unless they get pregnant. Or they 
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can refuse to have intercourse, thereby avoiding pregnancy and 

sexually transmitted diseases, but are subject to peer 

pressure for ^not doing what everyone does'. 

The young women participating in this study made a choice 

not to use contraceptives or to use them infrequently and to 

risk unwanted pregnancy. Now they are all dealing in their 

own way with the "cost" (Luker 1975) of their decision. I 

would now like to direct our attention towards the struggle 

over the control over the body that is preceding their choice 

and whether the young women are the winners, losers or even 

the victims of this struggle. 
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SOCIAL CONTROL 
AND 

CONTRACEPTIVE AND SEXUAL 
BEHAVIOR 

The interview analysis revealed that the young 

women's knowledge about conception and contraceptive 

technologies is fragmented but sufficient to prevent unwanted 

pregnancy. It furthermore showed that their sexual behavior 

is passive, submissive and a source of feelings such as 

embarrassment and guilt. This sexual behavior and the 

resulting feelings, I would suggest, are preventing these 

young women from using contraceptives. Their sexual behavior 

and the behavior required to use contraceptive technologies 

are incompatible. This not only explains their unwanted 

pregnancy but also their fragmented biomedical knowledge. 

Biomedicine is concentrated on reproduction, not on 

sexuality. Reproduction — planned pregnancies and positive 

pregnancy outcomes are the focus of biomedicine (Martin 

1989:54pp). Most adolescents and young adults are not 

sexually active to conceive. They are discovering their 

sexuality and are sexually interacting with their male 

partners. Biomedical knowledge is not capturing a sexual 

encounter. It is not of any assistance to young women who are 

coping with sexual and emotional desires and feelings. This 

lack of applicability makes biomedical knowledge useless and 

a coherent understanding of biomedical knowledge is therefore 



66 

hard to expect. The participants' fragmented knowledge is, 

however, still sufficient to contracept and therefore not a 

cause for their unwanted pregnancies. Their pregnancies have 

to be attributed to the incompatibility of contraceptive 

technologies with their sexual behavior. 

At this point the questions regarding why the young adult 

womens' sexual behavior is passive and why it is a source of 

feelings such as guilt and embarrassment have to be raised. 

The literature review for this thesis has not revealed any 

studies that attempted to answer these questions. 

Unfortunately, neither has this project. These feelings of 

embarrassment and guilt might, however, be attributed to the 

young women's sexual inexperience which might cause them to 

feel uncomfortable, or to the gender relationships and moral 

values of the participants. Most interviewees reported that 

their boyfriends pressured them to have intercourse. Silvia 

mentioned that she did not want to have intercourse but that 

her partner "convinced" her. Luz explained that he kept 

saying "come on" until "finally I just gave in". They 

furthermore stated that they thought they would be older at 

their first intercourse. Silvia said that she "wanted to wait 

until I got married" and Mariah mentioned that she wanted to 

be a virgin for a little longer. These findings are 

consistent with the findings of other research projects 

(Gibson and Kempf 1990, deAnda et. al. 1988, Scott el. al. 
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1988, Padilla and O'Grady 1987). These as well as other 

studies contribute these attitudes to more traditional and 

conservative values and gender roles of hispanic adolescents 

but only Scott et. al. (1988) attempt to identify the cultural 

context of these values and roles. The authors argue that the 

concept of machismo and its counter part marianismo are 

defining the aggressive male role and the passive female role. 

They also argue that "verguenza", which literally stands for 

shame and embarrassment relating to female body parts, means 

that "good girls should not know about sexuality" (Scott et. 

al, 1988:684). Unfortunately this study is not based on 

ethnographic research that identified these concepts within a 

hispanic community and neither do the studies this article 

refers to- It, therefore, remains questionable whether these 

concepts are more than "Western" stereotypes. 

But regardless of the reasons for the participants' 

sexual behavior and its cultural distinctness, the main 

question remains: why is the emphasis of sex education, 

contraceptive and pregnancy counselling and sexually 

transmitted disease prevention on biomedical knowledge, even 

though this knowledge is neither helping these women to manage 

their sexuality and fertility nor to deal with their feelings? 

The answers are pretty clear: In this culture 

biomedicine is the institutionalized and dominant concept of 

the function and maintenance of the human body and sexual 
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activity is restricted to marital, monogamous relationships 

and preferably also to reproductive purposes. 

Society's attempt to control human health and 

reproduction is institutionalized through the medical 

establishment consisting of research as well as care giving 

units. The task of the research unit is to continue to 

develop a better understanding of the body and improve the 

knowledge of intervention and treatment possibilities. I had 

pointed out earlier Osherson's (1981) and Martin's (1989) 

studies on the origins and historical development as well as 

the concepts and metaphors of biomedicine. They described the 

biomedical view of the body as a machine consisting of parts 

whose function can, at least in most cases, be controlled. 

Martin specifically investigated biomedicine's perception and 

intervention in menstruation, birth and menopause. She showed 

how the reproductive organs are perceived as causally and 

mechanically interconnected and conceptualized with metaphors 

such as that of a signaling system. Contraceptives are 

designed to intervene in these natural functions of the human 

body in order to achieve control over fertility. Thomas 

(1985:47) reviewed the British Medical Journal (BMJ), one of 

the most widely read medical journals, and found that 

contraceptive technologies are discussed only as means to 

prevent pregnancy, to prevent mental and physical danger 

resulting from pregnancy, to limit the number of offspring, to 
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space pregnancies, to prevent illegitimate children, to avoid 

abortions, to counteract overpopulation and to limit 

societies' costs of illegitimate children. Women's sexual and 

reproductive needs are apparently not the main focus of the 

biomedical research. Intervention and the regulation of 

intimate relations and the human reproduction appear to be the 

main goal. 

But not only are contraceptive technologies not be 

tailored to womens' needs, they also subjugate women to 

frequent screening of their reproductive bodies. To obtain 

contraceptives, especially more reliable technologies such as 

oral contraceptives, Norplant, and the lUD, as well as the 

barrier methods such as the diaphragm and the cervical cap, a 

woman has to consult a physician or a nurse practitioner at a 

family planning clinic. Women have to undergo an exam, 

including screening for sexually transmitted diseases and 

cancer and obtain a prescription. Most prescriptions then are 

only renewed after an annual visit. These visits to 

representatives of the biomedical establishment include an 

invasion into one's sexual life in order to regulate it 

through medicalization (Foucault 1979:44). In other words 

moral values are imposed in the disguise of ^well meant' 

medical advice. Women are asked for the age of first 

intercourse, the number of sexual partners, whether they 

engaged in unprotected intercourse, and more. Woman who use 
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oral contraceptives have to answer these cpiestions year after 

year. Their sexual behavior is under close scrutiny as is 

their reproductive health. Or as Foucault (1979) puts it; 

"One had to speak of it [sex] as of a thing to be 
not simply condemned or tolerated but managed, 
inserted into systems of utility, regulated for the 
greater good of all, made to function according to 
an optimum. Sex was not something one simply 
judged; it was a thing one administered. It was in 
the nature of public potential; it called for 
management procedures; it had to be taken charge of 
by analytical discourse." (Foucault 1979:24) 

In other words biomedicine has failed to develop new 

technologies that suit women's sexual or reproductive needs 

and it has failed to provide services that are concerned with 

women's well being rather than the intrusion and regulation of 

their most intimate life. This also holds true for 

childbirth, breast cancer screening, menopause and other 

health related issues that are highly scrutinized and 

controlled (Martin 1989). 

The young women that participated in this study did not 

subject their bodies to this control. They did not visit a 

medical clinic and did not purchase contraceptives. They had 

some biomedical knowledge that combined with experiential, 

physical knowledge that they acquired experiencing their 

bodies and intercourse. Despite their avoidance of the 

medical establishment they did have sufficient knowledge to 

contracept. They did not use contraceptives not because of a 

lack of knowledge but because of the conflicting and 
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incompatible forces that control their sexual behavior. 

All the participants talked about how intercourse was not 

planned and just happened. Most mentioned feeling embarrassed 

and guilty, or as Cynthia said "I felt I like I done something 

really bad." All the young women seem to have internalized 

the social norms that castigate sexual behavior. Mariah was 

very clear about that when she mentioned that she wanted to be 

a virgin for a little longer because "you're supposed to be 

when you get married". This attitude towards sexuality will 

of course not encourage the young women to plan ahead and to 

buy contraceptives. 

Most participants also reported that their boyfriends 

pressured them to have intercourse as well as that most of 

their friends are having intercourse. Since all of the young 

women did have intercourse —all of them more than once— it 

seems that the need to conform to their boyfriends' wishes and 

with their peers' behavior seemed to have outweighed their 

feeling of guilt and embarrassment and the need to avoid 

pregnancy. 

The young women's account of their knowledge and their 

experience is not only showing how their discourse is 

saturated with social norms but I would also argue that it is 

therefore the site of ideological struggle and a hegemonic 

process. The participants in this study have struggled with 

three sources of power; the biomedical establishment which 
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they avoided, the social norm governing sexuality and the 

pressure of their peers. The result of their struggle was a 

pregnancy at a young age which changed their social status as 

they are now within the stigmatized group of pregnant teens 

and teen mothers. This group is not receiving appropriate 

support and is subordinated by the hegemonic class - the male 

dominant society as represented by their partners, parents and 

biomedicine, persons and institutions that are in control of 

power -, which: 

"[...] has been able to articulate the interests 
of other groups to its own by means of ideological 
struggle" (Mouffe 1981/87; 226). 

Female adolescents are controlled by the power these 

persons and institutions exert and become even more subjugated 

to their control during their pregnancy at prenatal care 

facilities and afterwards through child care and possible 

government support such as welfare. The young female adults 

are coping with the ideology these individuals and groups 

represent; 

"Ideology ... must be seen as a battle field, as a 
continuous struggle, since men's acquisition of 
consciousness through ideology will not come 
individually but always through the intermediary of 
the ideological terrain where two 'hegemonic 
principles' confront each other." Mouffe 
(1981/1987;226) 

These young women did not only struggle with two but with 

three hegemonic principles: 

"..an articulation principle which involves a 
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system of values (Mouffe 1981/87:231) 

The values systems are biomedicine and social norms about 

adolescent sexuality. Since only two of the participants had 

said that they had wanted to become pregnant it seems to be 

fair to say that the other participants have subordinated 

themselves to the power of others as they have not been able 

to articulate their needs. 

The significance of the young women's fragmented 

knowledge and passive sexual behavior is therefore that they 

did avoid biomedicine's control and regulation of their bodies 

but thereby became further subordinated because of their early 

pregnancies. 
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CONCLUSION 

I am not condemning pregnancy to young women nor do I 

question the values of biomedicine. I am, however, suggesting 

that biomedicine not be viewed as a socially and politically 

neutral body of knowledge. As I showed, the unreflecting use 

of biomedical knowledge can have major social implications. 

The biomedical establishment has to make an effort to discuss 

reproduction and sexuality together and not separately and to 

gear their research and services towards the needs of women. 

I also believe that a woman has the right to choose at 

what age she desires to be pregnant. I therefore feel that 

society has to provide equal opportunities and support for 

women that choose to become pregnant at a young age, in form 

of health care, child support and other services. 

Society furthermore has to come to terms with womens' 

sexuality and guaranty women the freedom of sexual expression 

which requires that women are no longer label for having 

premarital intercourse or for using contraceptives. 

I would therefore like to conclude by pointing out that 

it will not be sufficient to teach female adolescents about 

conception and contraceptives nor to insist that they "just 

say No!". I think we have to acknowledge that young women 

need to be encouraged and assisted in find out what their 

needs and desires are, to articulate these and to remain in 

control over the fulfillment of these needs and desires. 
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APPENDIX 1 
SUBJECT CONSENT 

CASE STUDIES ON FEMALE ADOLESCENT AND ADULT 
CONTRACEPTIVE AND SEXUAL BEHAVIOR 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT 
I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW 
I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS 
FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I 
GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 
CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT 
I CAN KNOW THE NATURE AND THE RISKS OF MY PARTICIPATION AND 
CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND 
INFORMED MANNER. 

Purpose 
I am being invited to voluntarily participate in the 

above-titled research project. The purpose of this project is 
to investigate female adolescent and adult contraceptive and 
sexual behavior and its conseguences for teenage pregnancy. 

Selection Criteria 
I am being invited to participate because I am part of 

the age group with the highest rates of teenage pregnancy. 
Approximately 20 subjects will be enrolled in this study. 

Authorization 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I MAY 
ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO WITHDRAW FROM 
THE PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR 
AFFECTING MY MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT 
MAY BE ENDED BY THE INVESTIGATOR OR BY THE SPONSOR FOR REASONS 
THAT WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING THE 
COURSE OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO 
CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT 
BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL 
BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECT COMMITTEE 
WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR, Susanne 
R. Bieger, OR AUTHORIZED REPRESENTATIVES OF THE Anthropology 
DEPARTMENT. I UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY 
LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED 
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CONSENT FORM WILL BE GIVEN TO ME. 

Subject's signature Date 

Parent/Legal Guardian (if necessary) Date 

Investigator's Affidavit 

I have carefully explained to the subject the nature of 
the above project. I hereby certify that to the best of my 
knowledge the person who is signing this consent form 
understands clearly the nature, demands, benefits, and risks 
involved in her participation and her signature is legally 
valid. A medical problem or language or educational barrier 
has not precluded this understanding. 

Signature of Investigator Date 
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APPENDIX 2 
PERSONAL OUESTIONAIRE 

Please answer the following questions: 

How old are you? 

What is your ethnicity? 

What is your religion? 

What grade of high school or year of college/university are 

you in or where and in what position do you work? 

What are your father's and mother's profession? 

How many brothers and sisters do you have? 
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APPENDIX 3 
INTERVIEW QUESTIONS 

Interview I 

1. Can you explain how a woman becomes pregnant? 

2. Are there ways to protect yourself from becoming 
pregnant? 

3. Can you recall the first time you had intercourse and 
tell me what happened that day? 

Interview II 

4. Questions formulated on the basis of the answers to 
question 1-3. 

5. Contraceptives 
a) Is it ok for female adolescents to take 

contraceptives? Why or why not? 
b) Is it ok for women who gave birth to use 

contraceptives? Why or why not? 
c) Is it ok for married women to take contraceptives? 

Why or why not? 
d) If female adolescents do have intercourse should they 

use contraceptives? Why or why not? 
e) Do you think that there are enough contraceptives 

available, so that women really do have a choice? 
f) Do you think that if you would have wanted to you 

could have gotten access to contraceptives? 

6. Sexuality 
a) Is it ok for female adolescents to be sexually 

active? Why or why not? 
b) Is it ok for male adolescents to be sexually active? 

Why or why not? 
c) When is it ok to be sexually active? 

With a steady boyfriend? In a marriage? After one 
have had a child? When one has finished school? When 
one has a job? Explain? 

d) Is it ok for female adolescents to initiate 
intercourse? Why or why not? 

e) What do you think how many of your friends and people 
of your age group in general are sexually active? 
Few/some/many/most? What makes you think that? 

f) Do most of them get pregnant? Why or why not? 
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g) Do you think that female adolescents who do have 
intercourse should become pregnant? Why or why not? 

h) Why do you think people have sex? 
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APPENDIX 4 
IMPROVED INTERVIEW QUESTIONS 

I would at this point of the research project I would like 
to suggest the following improved questions for any further 
interviews: 

Personal History 

Could you describe what you consider a 'regular' day in 
your daily life? 
Could you describe a 'regular' day in your mother's life? 
(or the female you are in contact with most frequently) 
Could you describe the relationship between you and your 
mother (or the female person you are in contact with most 
frequently)? 
How old are you? 
Where and by whom were you raised? 
Who lives in your household? 

- What are the occupations of your household members? 
What are the roles of your household members at home and 
their relationships to each other? 

- What language do you speak most often and with whom? 
- What is your ethnicity? 

Does your family/household celebrate Mexican-
American/Native American holidays? What is your religion? 
Do you attend religious services? 

- What role does religion play in your family? 
- What grade of high school or year of college/university are 

you in or where and in what position do you work? 
- Do/did you do well in school/college? 
- What are your plans for the future? 
- Describe the eduction level of your household members. 

Teenage pregnancy 

Did you plan to become pregnant? 
- Did you want to become pregnant? (Why or why not?) 
- Why did you decide to carry out the pregnancy? 

Did your pregnancy change your life? 
- How old was your mother when she was pregnant for the first 

time? 
- Do you have sisters that have been pregnant and how old 

were they at their first pregnancy? 
- Are any of your girlfriends pregnant or have they been 

pregnant? 
- Was your mother/sister/girlfriend married before their 

first pregnancy? 
- When do you think a person should have a child? 
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Are you ready for a child? 

Conception 

How does a woman become pregnant? 
Can you explain intercourse and sex? 
Can you become pregnant from kissing, hugging, caressing, 
petting? 
Does your partner need to enter you in order for you to 
become pregnant? 
Do you or your partner have to have an orgasm for you to 
become pregnant? 
What is fertilization? 
Can you explain the following terms; conception, 
ovulation, ovum/egg, sperm, orgasm, ejaculation, ovaries, 
uterus. 
When do you ovulate? 
When did you become pregnant? 

Contraception 

How can you avoid becoming pregnant? 
Name all the contraceptives you know. 
Explain how they work. 
Did you ever use contraceptives? Why or why not? 
Can you describe the first and last time you used 
contraceptives? 
How did you learn about contraceptives? 
Whom do you talk to about contraceptives? 
How do you think your family/friends/church/boyfriend 
feel/s about contraceptives? 

Sexual Behavior 

Can you talk about the first and last time you had 
intercourse? 
Who initiated sex those times? 
How do you feel when you have sex? 
How do you feel afterwards? 
Did you think about having sex before you had sex? 
Did you and your partner talk about sex before/after you 
had sex? 
Do you remember family/friends talking about sex? 
How do you think your family/friends/church/boyfriend 
feel/s about your being sexually active? 
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Relationship 

Can you describe your boyfriend/partner? 
For how long have you been together? 
Where and how did you meet? 
Why do you like him? 
How often do you see each other and what do you do and talk 
about when you are together? 
Does/do your family/friends like your boyfriend? (Why or 
why not?) 
Do you consider spending the rest of your life with him? 
(Why or why not?) 
Who is the person you are closest to? 
Who do you not get along with? 
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APPENDIX 5 
ARIZONA DEPARTMENT OF HEALTH STATISTICS 

The following tables are from the report on teenage 
pregnancy of the Arizona Department of Health Services 
(1990/1991). The first two tables compare the rates in Arizona 
to other states and the national average respectively. The 
third table will provide a break down of teenage pregnancy 
rates by ethnicity. 

Table 1 

Arizona teenage pregnancy rates compared to the other states. 

PERCENT OF THE TOTAL BIRTHS TO FEMALES 19 OR LESS YEARS OLD BY STATE 
AND ARIZONA'S RANK AMONG THE STATES EXCEEDINCTHE NATIONWIDE 

PERCENT OF BIRTHS TO TEENS IN 198S' 

Rank State 

Percent of total 
births to females 

19 or less veofs old 

Number of births; 
Total, Females 19 or 

all OQes leas years old 

1 Mississippi 20.5 41,871 8,599 

2.S Alabama 17.4 59,465 10,362 

2.5 Kentucky 17.4 51,794 9,033 

4 West Virginia 17. J 23,236 3,979 

6 District of Columbia J 7.0 10,045 1,711 

£ Georgia 17.0 98,183 16,708 

6 Tennessee 17.0 66,249 11,265 

7 louislona 16.8 77,955 13,120 

8.5 Arkansas 16.6 39,393 6,547 

8.5 South Carolina 16.6 51,800 8,595 

10 North Carolina 1S.9 90,254 14,354 

11 Oklahoma 1S.6 50,640 7,906 

12 New Mexico 15.3 27,392 4,194 

13 Texas 15.2 307,066 46,672 

14 Indiana 14.0 79,322 11,122 

15.5 Florida 13.8 167,601 23,081 

15.5 A R I Z O N A  13.8 60,822 8,376 

17 Missouri 13.4 75,259 10,119 

18 Ohio 13.3 158,026 21,078 

19 Delaware 13.2 9,718 1,280 

UNITED STATES^ 12.6 3,756,547 472,081 

I The latest year for which oge-specific birth data ore ovailoble by 
' In J 986 three states with the lowest percent of births to females 19 or lass years old were: 

Minnesota (7.3%), North Dakota (8.0%) and Massachusetts (8.3%) 
Source: percentages based on data published In Vital Stotisties of the United States, 1986. 
Vol.l-NATALtTY. Notional Center for Health Statistics, Hyattsviile, Maryland, 198S. 

Arizona Department of Health Services (1990/1991) Table 23 
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Table 2 

Arizona teenage pregnancy rates compared to the national 
average. 

BIRTH RATES BY ACE CROUP FOR FEMALES 19 OR LESS YEARS OLD, 
ARIZONA ASD UNHED STATES/ SELECTED YEARS, 19S0 - 1989 

lS-19 Yean Old 
Under IS Yean Total 

Year 61. U.S. U.S. U.S. M U.S. 

1950 0.9 1.0 111.4 81.6 NA^ NA NA NA 

1960 0.7 0.8 111.8 89.1 NA NA NA NA 

1970 0.8 1.2 78.6 68.3 43.5 38.8 134.3 114.7 

J 980 1.3 1.1 66.0 53.0 41.6 32.5 100.3 B2.1 

1981 1.1 1.1 66.9 52.7 39.4 32.1 106.4 81.7 

1982 1.2 1.1 68.1 52.9 40.0 32.4 107.9 80.7 

1983 1.1 1.1 65.7 51.7 39.0 32.0 102.9 78.1 

1984 1.0 1.2 64.5 50.9 38.0 31.1 102.7 78.3 

1985 0.9 1.2 67.0 51.3 37.6 31.1 112.2 80.8 

198S 1.3 1.3 66.7 50.6 38.3 30.6 112.4 81.0 

1987 1.2 1.3 69.1 51.1 41.6 31.8 113.3 80.2 

1988 1.3 1.3 69.7 53.6 43.0 33.8 110.6 81.7 

1989 1.2 NA 71.7 NA 42.4 NA 113.1 NA 

^ Source: National Center for Health Statistics: Vital Statistics of the United States, 
P 1986. Vol.I-Natalitv. Hyattsville, Maryland, 1988. 

Not available. 

Arizona Department of Health Services (1990/1991) Table 22 
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Table 3 

Arizona teenage pregnancy rates by ethnicity. 

PREGNANCY RATES AND NUMBER OF LIVE BIRTHS, FETAL DEATHS AND INDUCED 
ABORTIONS TO TEENS (19 OR LESS YEARS OF AGE) BY ETHNICITY, 

ARIZONA, 1989 

TOTAL PREGNANCIES: 

Percent 

Estimated Female Pregnancies 

Population 10-19 Live Sti11 births Induced Ending in 
ETHNIC GROUP Years of Age:® Births (Fetal Deaths) Abortions Number Rate" Abortion: 

Wh i te 165,878 4,104 35 1,831 5,970 36.0 30.7 
H i span i c^ 60,788 3,459 NA*" 415 3,874 63.7 10.7 
B1 ack 7,985 593 9 136 738 92.4 18.4 
Native American 20,348 1,137 4 42 1,183 58.1 3.6 
Other Race 2,576 82 2 17 101 39.2 16.8 
UnKnown - - - 147 147 - -

Al1 Ethnic Groups: 257,575 9,375 50 2,558 12,013 46.6 21.3 

° Based on a "census-share" approach applied by the Arizona Department of Economic Security, 

Research Administration in generating population projections. 

Number of pregnancies per 1,000 females in specified group. 

Whites are Whites not of Hispanic origin. For the purposes of this classification Hispanics are 

Whites of Hispanic origin who constitute 97 percent of the Hispanic population in Arizona. 

Not available on the annual fetal deaths tape. 

Arizona Department of Health Services (1990/1991) Table 10 
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PARTICIPANTS 
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Table 1: Ethnicity 

Mexican American 8 

Native American 4 

Mexican/Native American 1 

Total 13 
No questionnaire available for 1 out of the 14 interviewees. 

Table 2: Age 

16 17 18 19 20 

Mex-Amer - 1 2 3 2 

Nat-Amer 1 2 - - 1 

Mex-Amer 

Nat-Amer 

1 

Total 13 1 4 2 3 3 
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Table 3: Religion 

Catholic other 

Christian 

none 

Mex-Amer. 6 - 2 

Nat-Amer. 2 1 1 

Mex/Nat-Amer. 1 - -

Total 13 9 1 3 

Table 4: Occupation of mother 

worker clerical housewife not 

working 

Mex-Amer. 4 - 2 1 

Nat-Amer. 2 - - 1 

Mex/Nat-

Amer . 

1 

Total 11 7 - 2 2 

One participant did not provide information about her mother's 
occupation and one participant's mother died. 



Table 5: Occupation of father 
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worker disabled not working 

Mex-Amer. 4 1 -

Nat-Amer. 2 - 1 

Mex/Nat-Amer. 1 - -

Total 9 7 1 1 

One participant's father died and three participants did not 
provide information about their fathers. 

Table 6: Number of siblings 

1 2 3 4 5 

Mex-Amer 1 1 3 2 1 

Nat-Amer - 1 - 3 -

Mex/Nat 

Amer. 

Total 13 1 2 4 5 1 
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Table 7; Level of education 

attend 

high school 

high school 

graduates 

high school 

drop out's 

attend 

college 

Mex-Amer. 1 3 2 1 

Nat-Amer. 2 - 2 -

Mex/Nat-

Amer. 

1 

Total 12 4 3 4 1 

One participant did not provide information about her level of 
education. 
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APPENDIX 7 
DESCRIPTIONS 

Sabina, 17, described herself as Hispanic. Both of her 

parents are teachers. She is very close to her mother. She 

can talk to her about everything and her mother had her take 

the birth control pill after Sabina had told her about her 

first intercourse. Sabina says that the pregnancy has changed 

her life in the sense that she is now trying harder "to change 

life for the better". Both of the times I met Sabina at the 

clinic she was accompanied by her boyfriend. He was shorter 

than Sabina; his hair was brown and he had a ponytail. He 

wore oversized bermuda shorts, T-shirt, and a baseball cap 

with the shield to the back. 

Silvia is a 20 year old Hispanic college freshman. She 

has one brother and her mother is a housekeeper. When asked 

for her religious background she wrote n/a. 

Luz is a 18 year old Catholic Hispanic woman. She 

dropped out of school and has 3 brothers and sisters. Both of 

her parent's died. She is now pregnant with her third child; 

she and her older sister, who has two kids of her own, are 

raising their younger siblings as well as their own children. 

Her sister also got pregnant at a very young age. Their 

mother was still alive then and became very angry about the 

pregnancy. The sisters and the children all live at their 

grandparents' house, but the grandparents are too old to help 
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take care of the children. Luz and her boyfriend have been 

together for eight years and he is the father of all three of 

her children. 

Maria is an 18 year old high school graduate. She is 

Hispanic and Catholic. Her mother does not work and her 

father is disabled. She has three sisters and one brother. 

Two of her sisters got pregnant at and early age, too —15 and 

16. She mentioned that only one of her girlfriends have not 

been pregnant yet. One friend just had a miscarriage, another 

one just delivered, and one who has one child and got married. 

Maria's boyfriend was with her the second time I interviewed 

her. 

Yvette is 19 years old and has finished high school. She 

identified herself as Hispanic, Catholic and married. Her 

father is a miner and her mother is a housewife. She has two 

sisters and one brother; another brother is on his way. 

Yvette wanted her pregnancy and told me that it is fun being 

pregnant at the same time as her mother. 

Cynthia is a 20 year old Hispanic woman. Her mother 

works for the county and her father works in landscaping. She 

has three sisters and one brother. One of her sisters was 

pregnant at a young age, too, but had an abortion. Her 

boyfriend is attending a university and she plans to go to 

college and study psychology. Her parents are very supportive 

of her education and her father is paying for her college 
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classes. She said that the pregnancy did not change her 

career plans; it just delayed them. Her boyfriend's mother 

and her mother will help take care of the child while she is 

going to school. Cynthia and her boyfriend have lived 

together and will do so again in the near future. She said 

that they definitely had and equal relationship and that he 

had even resumed more of the responsibilities (such as 

cleaning and cooking) than she has. She did not name a 

religion but told me in the interview that she is going to a 

Catholic church with her mother and to a Baptist church with 

her father. Her boyfriend was with her every time I saw her 

at the clinic. 

Anna is a 17 year old Native American. She did not 

provide any information about her parents' occupations, but 

she did mention four siblings. She is now attending 10th 

grade and did not identify her religion. Anna was pregnant 

for the first time when she was 14 as the result of a rape. 

Her mother refused to let her have an abortion and took away 

her baby girl to be raised by Anna's grandmother. Just a few 

month ago, she got her now 2 1/2 year old daughter back. Anna 

appeared very cold, unemotional, and rather passive. Only 

when speaking about her baby girl, did she show affection and 

dedication. At another time, I saw her at the clinic with her 

little girl an her new boyfriend, the father of her second 

child. 



93 

Melissa is 16 years old. She is Native American and 

Christian. She has three brothers and one sister. Both of 

her parents work, her mom as a health care driver and her 

father as a chef. She is attending 12th grade. Melissa said 

that she wanted to be pregnant but not at this point in her 

life. 

Christina is the 20 year old mother of two and is now 

pregnant with her third child. Christina identified herself 

as Indian and her religion as Catholic. She dropped out of 

high school after her third year. She has one brother and one 

sister and neither of her parents is working. Her father is 

and alcoholic. She explained that she ended up with the wrong 

people because she was staying away from home to avoid the 

sight of her father. She dropped out of school, started 

experimenting with alcohol, smoking and drugs until she met 

the father of her children who made her clean up her act. 

They separated after the birth of her second child because of 

problems with another woman. Eleven month later, they got 

back together, but he did not want her to get pregnant again. 

When she did, he suggested an abortion, whereupon she threw 

him out of the house. Now they are back together and they are 

seeing a marriage counselor. Christina would like to have 

more children, but can not because of medical reasons. She 

does not like to work outside the house, rather she enjoys 

housework. She always dreamed of having a big house with a 
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white picket fence, a green lawn, a dog, and a large family 

with eight or nine children like her grandmother. Christina 

is very close to her mother who she can talk to about 

everything. 



APPENDIX 8 
KEY TO TRANSCRIPTION CONVENTIONS 

[] marks unintelligible speech 

0 comments by the interviewer 

indicates the end of a sentence 

? indicates the end of a sentence 

, indicates short breaks in the flow of the speech 

..• indicates long breaks in the flow of the speech 

/ / indicates interruption of speech by the listener 

indicates false starts 

— indicates breaking off in mid sentence 
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APPENDIX 9 
INTERVIEW TRANSCRIPT 

Interview I 

I: Can you explain to me how a woman becomes pregnant? 

Physically. 

M:How a women gets pregnant? 

I: Yes. 

M: Through sex. 

I: Yes, but what happens? 

M: What happens? (laughs) 

I: Ok let me put it this way can you just kiss and then get 

pregnant? 

M: No. 

I; Ok, so what happens? 

M; What happens? 

I; Yes, really, physically. 

M: Well, man's penis goes into the vagina. 

I: That's it? 

M: Basically. 

I: And then you can become already pregnant, just from that? 

M; Sometimes, most of the times. 

I: So like...does he have to have an orgasm in order for you 

to become pregnant? 

M: I don't think so. 

I: And you can become pregnant any day any time? 
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M: Usually yes. 

I; Do you know what sperm is? 

M: From inside the men. 

I: And where does it go? 

M; Into the vagina. 

I: Ok, and what does it do there? 

M; It looks for an egg to fertilize. 

I: And where is that egg? 

M: First it is in the fallopian tube and then it kind of sets 

down into the uterus when they connect. 

I: And that egg is there all the time, so you can always 

become pregnant? 

M: Yes. 

I: [ ] are there any ways you can increase or decrease the 

chances of becoming pregnant? 

M: To decrease you use protection. 

I: Ok, do you know different types of protection? 

M: I know some. 

I: Which ones? 

M; For the male the condom and women, I guess, the pill or 

diaphragm or lUD or foam. 

I: Do you know how these things work? 

M: I know how the diaphragm works but I never put one in. I 

never used one of those. 

I: Do you know where you put it? 
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M: I think in your vagina - usually they block [] the uterus. 

I: Do you need anything else for the diaphragm or is the 

diaphragm just the diaphragm and that's it? 

M: I really don't know. 

I: Ok, and do you know how the other things work, the things 

you mentioned? 

M: lUD, you put that - its like installed in you, not 

permanently, temporarily. 

I; Do you know where you put it? 

M; In the - on the - the beginning of the uterus the cervix 

right in the middle of it. 

I: And what do you do with the foam? 

M: I don't know. My cousin told me - I don't know, how to use 

it. 

I: And do you know how the pill works? 

M; I guess just take it daily and if you miss I guess you are 

supposed to double them the next day or something. 

I: Have you ever used any contraceptives? 

M: Well my boyfriend was using a condom sometimes (laughs). 

I: But you never been on the pill or — 

M: No. 

I; Aa, were you trying to become pregnant or did you intend to 

become pregnant? 

M: ...I didn't intend to but...I didn't think about it at that 

time...I didn't think about protection at that time. 
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I: Were you - for how long have you been sexually active 

before you got pregnant? 

M: ...not that long because he was my first...so it was - I 

got pregnant in January sometime...two or three months. 

I: And through out those 2 or 3 month you used contraceptives? 

M: Yes. 

I; All the time? 

M: Not all the time...I got lucky a few times. 

I; And...you weren't worried about becoming pregnant? 

M: I was but...I like babies I didn't really think about it. 

I: Did you wanna be sexually active? When you were sexually 

active the first time, the very first time what happened then? 

Did you go out? 

M: Well, it wasn't planned, it just happened. It wasn't 

nothing I like expected. 

I: Were you at a party? 

M: No, we were at his house. 

I: Did he ask you to come over or you went there or — 

M: We were neighbors so we kind of just went - I went over, 

well I have seen him at first. 

I: And then what happened over there. Did he say something did 

you say something or -

M: He, he wanted...he said he wanted...you know...to have sex 

but I had said no and stuff like that...so he didn't know that 

I was a virgin he didn't...! gave in, I guess. 
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I; Did you feel pressured? 

M: Yes I felt pressured. 

I: Well why didn't you say no then? 

M; Because...! don't know. 

I: Were you afraid to loose him if you would say no? 

M: Sort of...yes in a way I was...I liked him but not like — 

I: Did you - how did you feel then afterwards? 

M; Not like I thought I would (laughs). 

I: What did you think how you would feel and how did you feel? 

M: Aa...I...I thought your supposed to feel happy and all and 

your supposed to be real close or get closer or something. 

But like.. .1 felt embarrassed, embarrassed and disappointed in 

myself. 

I: In yourself? 

M: Yes. 

I: Why? 

M: Why? I don't know because this is the way it happened...! 

thought it was supposed to be like...different. 

I: While you were having intercourse did you enjoy that? 

M: ...well, it hurt so not really. 

!: And then afterwards when you had intercourse, was that him 

who initiated or did you initiate, too? 

M: What do you mean? 

I; Like when you had intercourse, did you ever go there and 

wanted to have intercourse with him or was it kind of like 
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always that he — 

M: It was a kind of like always him that decide whether we did 

it or not. 

I: And did he ask you and you said yes or no or — 

M; Yes he asked me and then I say no and he keep bugging me 

and then I said yes (laughs). 

I: And he provided the contraceptives? You used 

contraceptives the first time? 

M; Yes. 

I: And then afterwards you did, too? Did he buy the condoms? 

M; No, he bought them. 

I: And then he made the decision if you used them or not? 

M: No I told him to use them when we did. Like if I said 'no' 

or something he said 'well I have a condom' and I go 'well 

ok'. 

I: And what happened when you did it without condoms? 

M: Well he'd always say like I don't know - a lot of guys say 

that they pull out before they come or something. But that 

doesn't work. 

I: And then when you...when you found out that you were 

pregnant what happened then? 

M: I was happy for myself. But me and him we had a lot of 

problems fighting a lot so...it didn't really matter to me if 

he cared or not. 

I: Are you still together? 
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M: Yes we are still together but like it's bad right now. 

I: Yes. 

M: We have a lot of problems we fight a lot and everything. 

I: Does he want the baby? 

M: Yes he wants it but it's weird how he - he doesn't get 

involved in things. He doesn't bother come to the doctor. I 

always tell him come to hear the heartbeat because it is 

really need and stuff like this. He doesn't come and then I 

go to child birth classes and he was supposed to go with me 

but he hasn't gone with me not even once. I don't know he is 

not really involved in it at all but he sticks around. 

I: And how are you...are you still going to school? 

M: Well I was thinking of going to TAP (program for pregnant 

teens through a local school district) this coming year. If 

not I wait a while and then go back or something. 

I: Can you support the child? 

M: Right now I am with my parents. 

I; And they are helping? They are ok? 

M: Yes? 

I: How did they feel? 

M: How did they feel? 

I: What did they say? 

M: Well my mom was disappointed first but she is really happy 

now and my dad - me and my dad were really close and when he 

found out we did not talk for a while and we are close right 
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now but not close like before. 

I: Did that hurt you? 

M: Yes it did. 

I: How did they...did they ever know that you were sexually 

active? 

M: I don't think so, maybe that's why it was such a shock to 

them. 

I: And did they - all the things you know how you become 

pregnant and what kind of contraceptives there are who told 

you about these things? 

M: In school I learned them, because I had health and sex 

education so I learned some of that there but then my mom 

would talk to me about — 

I: Your mom did? 

M: Aa...yes my mom talked to me about the lUD and how she -

because my mom became pregnant when she was real young, too 

and my cousin was 15 when she had her baby so she told me a 

lot about it too. So I a kind of learned here and there. 

Interview II 

I: You said - that's all you said. That's a lot. You said 

that you didn't wanna have intercourse at the beginning you 

felt kind of like pressured. 

M: Yes. 
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I: Why didn't you wanna have intercourse? 

M; Why? 

I; Yes? 

M; Because I want to be that way — 

I: You wanted to be that way? 

M: Yes I wanted to be a virgin for a while yes. 

I: Why is that? 

M: I don't know...your supposed to be, when you get 

married...! don't know...I didn't get married...but I never 

planned to get married so...I don't know (laughs). 

I: Why didn't you wanna get married? 

M: To me - seeing other people with a lot of problems 

(laughs). 

I: So you thought you better stay out of it (laughs)? 

M: Yes, stay out of trouble for a long time. 

I: So that was the reason why you didn't want to — 

M: Well I didn't want to but...I don't know — 

I: Was he the guy you could have imagined // 

M; No, no not even close. 

I: Not even close? 

M: No. 

I: So you did it anyway then...did he like physically threaten 

you? 

M: No...it was a last minute decision. 

I: You don't know why you actually // 
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M; No. 

I; Were you in the mood at that time or — 

M: I must have been. 

I: But then the very first time did you use protection? 

M; Yes. 

I: So the very first time you did? 

M: Yes. 

I: Do you think you would have done it without — 

M: No, not the first time. 

I: Not the first time? 

M: Well not the second or third time either. It was a while 

that we have — 

I: But after a while — 

M: I didn't care any more. 

I: Why is that? What changed? Did you wanna have a baby? 

M: Yes I did. I didn't think it would actually happen. I 

wanted to but not — 

I: Did you wanted him to be the father? 

M: ...it didn't matter...! guess..I wanted a baby. 

I: Do you wanna raise the baby by yourself or — 

M: No because its gonna be hard. So I need him and anybody 

else. 

I; But he is obviously not the guy you wanna raise your baby 

with No? 

M: Well he is now...things changed more from the beginning of 
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the pregnancy now to the end they changed a lot. 

I: But at the time when you were together with him, did you -

at that time feel he - you wanted him to be the father of the 

baby? 

M: I do want him to be the father but for him to change his 

ways. Because his way is not the way I want my baby to grow 

up to be and how to act. 

I: How come you're invoLved with somebody you feel like...I 

mean this sounds like you're mother says 'these are the people 

I don't want you to hang out with' right? But obviously you 

do hang out with them yoia even get involved with one of these 

guys and at the same time you say 'but I don't wanna let...my 

child is not supposed'", you know, that's a kind of like — 

M: Yes, I know what you mean, I don't know. 

I; You know, it almost se:ems like a double standard there. So 

it seems like that you as the mother talk differently as you 

as the woman. Were you attracted to that guy? 

M: Yes, oh yes. 

I: What were you attracted to? 

M: I don't know. 

I: No, I am just asking you because the things you just said 

made me go hmm? 

M: I don't know. 

I: You said that when you didn't use contraceptives that he 

told you that stuff about pulling out and nothing would happen 
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did you belief him? 

M: ...well I already knew pretty much — 

I; But you took the risk...if it happens it happens. 

M: If it doesn't, it doesn't. 

I: You also said that after you did it the very first time you 

felt 'embarrassed and disappointed in myself. Do you (tape 

had stopped). 

M: [] how I expected it to be? 

I: What did you think it would be like? 

M: I don't know, better, not better but...like aa... 

different.. .make you closer... it was ok but not what I 

expected it to. 

I: Was it better after a while? 

M: Yes, after a while it got better but the first time I 

thought it is supposed to be like all good and — 

I: And, aa, let me ask you some more general questions. Do 

you feel it is ok for a female adolescent to be sexually 

active at this age? 

M: As a teenager? I don't know? Guys, too? 

I: No, I am just particularly asking for girls. Do you think 

it is ok for girls? 

M: If they think they are ready but I don't...I don't think 

they should do it because the guys want them to do it. But if 

they think they are ready and take the responsibilities of the 

consequences that happen then it is their own decision. 
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I: The consequences? 

M: If they do get pregnant. 

I: Is it, if they use contraceptives nothing will happen, is 

it ok to use contraceptives? 

M: Being responsible? Yes that would be. (got interrupted and 

had to change rooms) 

I: And is it ok for male adolescents to be sexually active? 

M: The same as the girls I think. 

I: Is it the same? Do you feel the same for both? 

M: Its the same. They (guys) probably don't. They think, you 

know, they hit puberty if they do it or something but it 

should be the same for both. 

I: Do you think this is just your opinion or is this overall 

what people feel? 

M: I think its just my opinion a lot of girls and definitely 

guys don't think that way. 

I: Do you think its ok...like with different partners, over a 

period of time, like before you get married for a girl? 

M: For a girl? If this is what she would want, I guess. 

I: And for guys? 

M: It's not something I would want to do. For guys I think 

its their nature (laughs). 

I; Their nature (laughs)? 

M; That's the way they live. 

I: But if a girl wants it then it is ok? 
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M: Yes. 

I: But you didn't want it? What is the way you wanted it 

like? 

M; I don't know. Holding hands, and then hugging and then 

kissing and then all the other stuff after a while. Like,-

work your way from the bottom to the top. You know (laughs) . 

I: And you wanted to be with one guy? 

M: Yes. 

I: And you wanted to marry and then — 

M: Yes. 

I: So when you started seeing this guy did you think he was 

the one? 

M: No, I don't wanna marry him. 

I: But if, you say you wanted somebody, the guy you be with, 

you want him to be the one but then you started seeing that 

guy you didn't want to be // 

M: The one. I don't know. He talks about getting married. 

He actually asks if I would marry him later on. I said I don't 

know. 

I: Oh so is it that you don't wanna be with him or is it he 

who doesn't wanna be with you? 

M; No I wanna be with him. I just wish he change a little. 

I: Ok. 

M: Just the way he acts and his attitude is bad. 

I; What is he doing? 
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M: It's not that he is a bad person, it's just, he was brought 

up wrong. He was brought up in a bad way. And his past 

effects his present and that's what makes it hard on me. 

I: Do you...do you feel that there are enough contraceptives 

so that a woman has enough choices? 

M: I think so. 

I: So that if a woman really wants to use contraceptives than 

there is something. 

M; Yes. 

I: Do you also think it is accessible? 

M: How? 

I: For example, if somebody says now I wanna have intercourse. 

Is it easy to get contraceptives or is it difficult? 

M; It is easy if you are not the embarrassed type of person. 

A lot of people be embarrassed to go to the store and buy the 

condoms or whatever. 

I: But it is there? 

M: And they should take advantage of it since it is there. 

I: So do you feel in order to have intercourse it should be 

your steady boyfriend or girlfriend? 

M: I think it should but sometimes, its not always (laughs). 

I; Why should it be the steady boyfriend? 

M: Why? Because when guys - guys talk behind the girls back 

a lot. They say [] when it is just a one night type of 

thing — 
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I: So what do they say? 

M: They say, that she is easy and call her names or something. 

I: What do they call them? 

M: Slut or bitch or something. And then something - guys know 

that (a woman had sex) and a lot of guys will be attracted to 

her knowing that she gave it up to that one guy. 

I: So they think they can get it to? 

M; Yes, whenever they want. 

I: But guys have different girls so what's -

M: Yes but the girls probably let them get that far. 

I: But were you the first one for your boyfriend? 

M: I don't know. I don't wanna know (laughs) I don't know. 

I: Do girls talk about guys the way they talk about girls? 

M: No, I don't think so. There are no real good names to call 

guys. 

I: So it seems it is wrong if a girl does it but if the guy 

does it — 

M; Yes, I think that's the way everybody sees it. So if a 

girl does it she is considered a slut or...to her friends or 

to other girls and to other guys but when a guy does it he is 

that great person. That's what it seems to be. 

I; What do you think generally, overall how many of your 

friends of your age have been having intercourse, have been 

sexually active? 

M: All my friends I know, they have sex. 
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I: So everybody is doing it but everybody is talking bad about 

the people who do it? 

M; [] but what they told me, it wasn't a steady boyfriend. 

They knew him a couple of weeks it happened and they stopped 

(tape stops again) 

I: Why do the girls do that? If they don't wanna become 

pregnant why do they have intercourse then? 

M: ...sleep with the guys if they wanna become — 

I: But why do people do it? They can just be together and go 

to the movies or something and just stay away from it? 

M: I don't know. 

I: Is it something that changes a relationship? Did it change 

your relationship? 

M: Not really. Well, I don't know. It has just been weird 

regardless if we did it or not. We just had a lot of ups and 

downs. 

I: But do you think it generally changes a relationship? 

M: I think so. 

I: Or lets put it this way what is the difference between the 

relationship between you and your boyfriend and the 

relationship between you and just another male friend? 

M: Just a guy friend? 

I: Yes, just a guy friend. 

M: What makes it different? 

I: Yes. 
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M; Probably that me and my boyfriend do have sex and me and my 

friend don't. 

I: But why do you have sex with this one and not with the 

other one? 

M: Because he is just your friend he is a friend. A boyfriend 

is a person you are a sort of like committed to or something. 

I: So you - if you are committed you only have sex with that 

person because you think you gonna stay with them? 

M; I guess. 

I: Otherwise — 

M: I would never have sex with any of my boy (male) friends. 

I think when two friends start liking each other that ruins 

the whole relationship that they had before or something. 

I: Do you feel it is important to have a relationship a 

boyfriend girlfriend relationship? Is it important to you? 

M; Yes I think it is? It is important to [], 

I: Why is it important to you? What do you expect from it? 

Why — 

M; You just wanna be...aa...loved and wanted. 

I: Don't your friends and parents...those are people who love 

you? 

M; But a boyfriend gives you a different type of love, 

(laughs) like a mother or friend or girlfriend would give you. 

I: Do you think it is, is it important that you are fertile? 

M: That I could have kids? Yes. 
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I: I mean were you ever worried and thought 'gosh maybe I 

can't have kids'? 

M: No I never thought that. 

I: But it is important to you that you can have kids? 

M: Yes, yes. 

I; Why, would it be hard for you if you could not have babies? 

M: Yes. 

I: Why? 

M: Because I like babies, so much and I always, always - as a 

little girl I wanted to have babies. My cousins have babies 

and my mom's friends have babies and I said 'I can't wait 

until I get older and have my own baby'. 

I: Why do you like them that much? 

M: I don't know. Well they are cute at first then when they 

get older sometimes they are not cute. 
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