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INTRODUCTION	
 
I have spent most of my young adult life advocating for the sexual and reproductive 

rights of women and girls. As a high school student, I helped reformulate the sexual 

education curriculum taught in my hometown high school, and worked to expand the 

availability of services by helping create a School Based Health Center. As a college 

student I have worked for the United Nations Foundation under their Reproductive 

Health and Adolescent Girls profiles, assisting in the establishment advocacy toolkits for 

nation, state, and local leaders. I have volunteered for Planned Parenthood, and spent a 

summer interning at a local nonprofit providing education and support for sexual heath.  I 

knew I was going to write my senior thesis on the topic, and had assumed I would focus 

my research on ways to further ‘support’ teenagers in their quest for contraception – until 

a conversation I had with a well-intending – albeit presumptuous – woman.  

What 16-year-old would ever want to be pregnant? The only conceivable 
reasons for that baby bump are her ignorance of contraception or her 
inability to find and use a condom – how irresponsible.  

 
The statement the woman had made left me feeling a little troubled. What 16-year-old 

would ever want to be pregnant? What did it mean for her to want to be pregnant? How 

was her decision understood? What did it mean for her to be called irresponsible? I 

explore these troubled feelings by critically investigating the way discourse both 

produces and reflects social reality. 

The terms broadly accepted within the discourse surrounding adolescent girls’ 

sexual and reproductive health utilize a language of prevention (i.e. focused on 
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preventing teenage pregnancy). These terms operate through a normalized framework of 

what is considered legitimate, responsible, and appropriate with respect to reproduction.  

I posit a consensus in the field of Public Health, that the alleviation of the barriers 

of education and availability would warrant adolescent girls’ access to SRH services. I 

am not interested, however, in further complementing the general agreement that there 

exists a close relationship between accessing services and the barriers of education and 

availability. Rather, my project aims at problematizing the presumed “obviously” that 

often follows this consensus: that obviously if adolescents had the right education and 

that barriers to availability were leveled they would access these services, and that the 

primary aim is, and should remain, prevention. The general agreement within the field 

produces a discourse of access that both frames and reflects normative ideals of 

reproduction. My research project aims to investigate this discourse, exploring both the 

assumptions inherent within it, and its ramifications on those whose decisions fall outside 

normative conceptions of reproduction.  

My thesis is composed of three movements. In the first section, I defend the claim 

that there exists a general consensus in the field of Public Health. I argue this consensus 

reflects normative value judgments, which both produce and maintain a dominant 

discourse.  

The next section of my thesis both examines and critiques the implication of this 

discourse. I engage with the work of four theorists who both establish and occupy a 

conceptual frame—that discourse produces social reality. Meaning, that the ways in 

which dominate discourse functions in society impacts the social position of certain 

subjects. I employ this conceptual space as a lens to view my research questions. This 
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process revealed three underlying currents: the discourse of adolescent girl’s reproductive 

health largely reflects normative neoliberal values, the policing of female sexuality, and a 

distortion of agency.  

Finally, my empirical research allows me to answer the question of how the 

discourse of adolescent girls’ sexuality can be reframed in such a way that avoids 

negative implications and ramification. I interviewed practitioners and staff members at 

two separate clinics, both of which operate at School Based Health Centers, as well as 

advocates working in the field of public health. In my interviews, I discover that both 

consciously and subconsciously, the individuals I spoke with were aware of the 

problematic ramifications of this dominant discourse. And, in many ways, they were 

actively effecting change through a careful reconsideration of language.  

LITERATURE	REVIEW	(pt.	1)	
What is the dominant discourse surrounding teen-pregnancy?  

Introduction	
The right to the highest attainable standard of health requires that everyone can 

access health information and services without restrictions  (Universal Declaration of 

Human Rights 1948; Declaration of Alma-Ata 1978; Owatta Charter 1986; Cottingham, 

et. al. 2012). Public Health literature supports a general consensus that there, nonetheless, 

exist a number of barriers for adolescent girls (AG) that impede access to sexual and 

reproductive health (SRH) services. These barriers fall under the larger categories of 

education, availability, and cultural compatibility. Scholarly work supports the argument 

that the reasons AG engage in unprotected sex is largely based on barriers to accessing 
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SRH services1 (e.g. cost, difficulty getting a prescription, lack of understanding of 

fertility, limited knowledge of birth control methods, and concerns over side effects) 

(Biggs, et al. 2012; Foster, et al. 2011). Although there are minor points of disagreement 

in the literature, there is a general consensus that the alleviation of the barriers of 

education and availability would warrant AG access to SRH services. This consensus 

produces a discourse of access that frames the understanding of AGs’ SRH.    

In order to better understand the consensus circulating in the field, I will discuss 

education and availability as the primary barriers of access in greater depth. I will also 

briefly cover the barrier of cultural compatibility and its touted solution of culturally 

appropriate care. However, the work of this thesis will not be to provide further support 

to the general agreement that there exists a strong correlation between education, 

availability, and access, nor is it to agree with a culturally appropriate solution. Rather, I 

am interested in asking a different kind of question, one that positions discourse at the 

center.  

Consensus	in	the	Field	
In my examination of existing literature, I observed four primary themes relating 

to certain “barriers to access.” While there exists minor points of difference, there is a 

general consensus in the field of Public Health relating to the barriers that prevent AG 

from accessing contraceptive services. I have separated these barriers into sections and 

within those larger sections, subsections. The sections are broken up as follows:  

1) Education  
2) Availability 

                                                
1 The discourse of SRH relating to AG is predominantly concerned with access to contraceptives, though it should be 
noted that the emphasis on preventative methods is grounded in universalized considerations of the kinds of SRH 
decisions AG “should be” making. These services however, must be understood as including care beyond that of just 
methods of prevention.  
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i. Proximity  
ii. Confidentiality and Consent  

iii. Cost 
3) Cultural Compatibility 

 

Education	
Most scholars express concerns about limited access AG have to age-appropriate, 

medically accurate, comprehensive sexuality education that includes information on 

abstinence, as well as the full range of FDA-approved contraceptives. There has been a 

focus on abstinence-only sexuality education for youth in the United States despite 

substantial research demonstrating its ineffectiveness in deterring sexual risk behavior 

(Trenholm, et al. 2007; Kirby D. 2007). There are numerous barriers to accessing 

contraception created by the emphasis on abstinence-only education. It leads to a lack of 

knowledge, misperceptions of contraceptive use, mechanisms of action, and exaggerated 

concerns regarding the safety of contraceptive methods  (American College of 

Obstetricians and Gynecologists 2015; Biggs, et al. 2012; Nettleman, et al. 2007). 

Abstinence-only education provides students misinformation, while failing to provide the 

education necessary to make informed decisions about their SRH (Center for 

Reproductive Rights 2010). Furthermore, academics have posited inaccurate information 

relating to the reality of unprotected intercourse as a primary barrier to accessing these 

services among AG. This includes underestimating the risk of conception associated with 

unprotected intercourse, inaccurate understanding of contraceptive effectiveness and 

proper utilization of methods (Biggs, et al. 2012; Nettleman, et al. 2007). Generally, there 

is an agreement in the field that both a deficiency in knowledge and misperceptions about 

SRH services hinders an adolescent’s access to these services.  
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Availability		
The literature presents a consensus that barriers to accessing services are further 

rooted in challenges of availability. I have stratified the barrier of “availability” into three 

different subsections: first is the proximity to services, followed by confidentiality and 

consent, and lastly cost. 

i. Proximity to services: 

Physical proximity is a key factor in AGs’ accesses to contraception. Where adolescents 

live, and go to school in relation to the provision of services effects their access to these 

services (Parkes, et al. 2004; Lo, et al. 1994). Furthermore, physical proximity for 

adolescents living in rural versus urban environments was found to be particularly 

important because those who live in rural spaces have fewer service options available to 

them (Parkes, et al. 2004).    

ii. Confidentiality and Consent:  

Even though the constitutional right to privacy protects an adolescent’s access to and use 

of contraception, there are currently 20 states that restrict minor’s abilities to consent to 

contraceptive services (Center for Reproductive Rights 2010; Guttmacher Institute 2014). 

Research shows that requiring minors to receive parental consent before they can access 

contraception delays and often prevents them from seeking these reproductive health 

services (Center for Reproductive Rights 2010; American College of Obstetricians and 

Gynecologists 2015). Necessitating parental (or guardian) consent does not reduce the 

sexual activity of adolescents, but it does act as a barrier to accessing contraceptive 

services (Center for Reproductive Rights 2010). The American College of Obstetricians 

and Gynecologists writes, that although policies should “encourage and facilitate 

communication between a minor and her parents of guardian when appropriate,” the 
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“legal barriers and deference to parental involvement” often stands “in the way of needed 

contraceptive care for adolescents who request confidential services” (2015).  

iii. Cost:  

Cost is another crucial barrier to accessing contraception for any individual, but 

especially adolescents.  In 2010, more than half of the 37 million U.S. women who 

sought contraceptive services were in need of publicly funded services either because 

they had an income below 250% of the federal poverty level or because they were under 

the age of 20 (Frost JJ. 2013).  Not only is the actual expense of contraceptives 

understood as hindrance to accessibility, cost is also a barrier for facilities that wish to 

provide these services, indirectly effecting accessibility for the individuals who may be 

seeking care (American College of Obstetricians and Gynecologists 2015). 

Cultural	Compatibility		
Scholars have raised concerns that simply offering comprehensive SRH education 

and making services more readily available to AG will not do enough to level barriers or 

promote access. There is concern that an individual’s culture is a further barrier (Flores 

and Sheehan 2001; Wingwood and DiClemente 2000; Raine et al. 2003). In response, 

there has been a call for “culturally specific” or “culturally appropriate” education and 

service provision (Wilkinson-Lee et al. 2006; Burk et al. 1995; Castro, et al. 1999; Lister 

1999; Lee et al. 2010; Leininger 1978; Ferguson 1998; Flores 2000;).  Culturally specific 

care “refers to the particularistic values, beliefs, and patterning of behavior that tend to be 

special, 'local,' or unique to a designated culture and which do not tend to be shared with 

members of other cultures” (Leininger 1978). Academics, concerned with the general 

agreement in the literature, suggest that providing community-based, culturally specific 
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SRH education and services can be an effective method in mediating barriers that exist 

beyond simply a lack of education and availability (Ferguson 1998; Berry 1997).  

Conclusion		
The discourse, as I have come to understand it, focuses on increased access to 

education and availability as being the “answer” to the “problem” of adolescents not 

accessing contraception. There is an obvious concern over the rates and consequences of 

teenage pregnancy; although many of these concerns are valid they operate within a 

certain understanding of what is legitimate, responsible, appropriate etc. These value 

placements are maintained through a discourse of prevention. Meaning that the language 

employed within the discourse of AGs’ access to SRH services, as I present it is one 

aimed at preventing pregnancy. In my next section, I will explore the work of several 

theorists who critically examine the power of discourse in producing social realities, and 

the dangerous implications and ramifications of that power.  

LITERATURE	REVIEW	(pt.	2)	
What are the implications and assumptions of this discourse?  
 

Introduction		
I have rooted many of my suspicions, of the possible implications arising from the 

discourse on adolescent girls’ access to reproductive health services, in the work of 

scholars who critically question the dominant discourses of their respective fields. While 

the theorists I review do not all work directly in the realm of AG and SRH, their 

engagement with the role and power of discourse provides me with a lens through which 

to view my own research. In order to engage in a meaningful dialogue about how to 
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support AGs’ reproductive health, these theorists suggest, practitioners recognize the 

limits and implications of the discourse itself.  

This section of my literature review explores the work of four theorists, who 

defend and work within an understanding that discourse produces social realities. I open 

by first briefly introducing the four theorists. In so doing, I begin to unpack the 

importance of investigating the ramifications of hegemonic discourse. Finally, I move to 

examining three primary themes from this literature that could be applied to studying 

discourse around AGs’ sexual and reproductive health: a) how the discourse of AGs’ RH 

reflects the neoliberal subject, b) how the discourse works to police AGs’ sexuality, and 

c) how the discourse understands and treats AGs’ autonomy.  

Conceptual	Space	
All four of the theorists I analyze focus their enquiries on discourse itself; 

however, they do so on varying scales. Authors Lisa Marie Cacho and Miriam Ticktin 

focus their work on establishing a broader conceptual frame – the ways in which, 

discourse produces social reality. Cacho, in her book, Social Death engages a frame of 

value that examines the ways in which subjects are created and understood through 

language. The ways in which we speak about and valorize the concepts of gender, 

sexuality, and race are “ways of knowing that make sense of social reality in the United 

States” (Cacho 2012, 2). Miriam Ticktin emphasizes a similar conclusion to that of 

Cacho in her book The Casualties of Care. She writes of the ways discourse treats and 

legitimizes the subjectivity of certain individuals.  

The second two authors, whose texts I use to construct my framework, occupy the 

same position as Ticktin and Cacho. They focus their work through a narrower lens, 
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taking the conceptual space of Ticktin and Cacho and employing it to the discourse of 

reproductive health.  Dorothy Roberts, in her book, Killing the Black Body, asks a series 

of critical questions challenging the discourse around sexual and reproductive health in 

America. These questions shed light on hidden agendas and maintained hierarchies. She 

focuses much of her work on the relationship between reproduction, liberty, and race. 

Author Wanda Pillow in her text, Unfit Subjects, similarly asks questions of the discourse 

of reproductive health, however, she does so in reference specifically to 

pregnant/mothering teens. Pillow traces and identified the discourses, practical 

ideologies, and polices that construct teen mothers as “unfit” (2004, 2).  

These theorists investigate the discursive strategies of power as they are 

camouflaged in assumptive discourse. Shifting the lens of analysis away from the 

subjects themselves, allows for a focused investigation on the discourse that works to 

define them. My project aims to do exactly this. First, I redirect the focus away from 

adolescent girls as a site of investigation, turning instead to an analysis of the discourse 

that constructs them. I argue that, when it comes to adolescents, the predominate 

discourse both devalues and delegitimizes decisions regarding one’s reproductive health 

that do not fall under the realm of prevention.  I then return to a discussion over the ways 

discourse can be reframed in such a way that does not reflect negative assumptions or 

enable harmful implications.  

Neoliberal	Subject		
Authors Cacho and Pillow explore the ways discourse both reflects and reifies the 

neoliberal subject. This form of subjectivity refers to the understanding and treatment of 

individuals under the neoliberal ideology. As a way to best explain this, Cacho references 
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Foucault’s argument of intelligibility. Under this ideological frame “value” and 

“legitimacy” work to create certain subject positions (Cacho 2012, 161). Foucault argues, 

“the generalization of the economic form of the market beyond monetary exchanges 

functions in American neo-liberalism as a principle of intelligibility and a principle of 

decipherment of social relations and individual behavior” (Foucault 2008). As deciphered 

and interpreted through American neoliberalism, human value registers as human capital: 

“social worth is evaluated from the perspectives of ‘real’ and ‘speculative’ markets” 

(Cacho 2012, 161). In the neoliberal way of thinking, the value of one’s life is subjected 

to an economic analysis and is assessed accordingly. As Cacho explains, in this 

neoliberal way of knowing, “lives are legibly valuable when they are assessed 

comparatively and relationally within economic, legal, and political contexts and 

discourses framed by a culture of punishment according to the market logic of supply and 

demand” (2012, 33).  

The market logic applied to the lives of individuals in a neoliberal mindset is one 

of the primary reasons Pillow ascribes to the creation of teen mothers as “unfit” (Pillow 

2004). The discourse of prevention produces and demarcates teen pregnancy as a social 

negative by way of a failure to meet neoliberal expectations. Teen mothers are 

constructed as unable to “fit” in this normative neoliberal lifestyle. There is concern that 

teen mothers put a drain on society, they are stereotyped as welfare dependent, thought to 

be unable to contribute economically. As Pillow explains, “The assumed problems linked 

with teen pregnancy and the containment and control of teen girls’ sexuality are 

justifiable because pregnant girls are deemed irresponsible, and place a burden upon 

taxpayers, social services, and the U.S. economy” (2004, 39).  
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Just as the woman whom I mention in my introduction contended, and Pillow 

further explains, adolescent girls who become pregnant are constructed as irresponsible. 

This irresponsibility is not contained to the individual’s own decision making; 

“responsibility is not only about individual responsibility but responsibility to society to 

become a productive, fiscally responsible, mother” (Pillow 2004, 219). Furthermore, the 

neoliberal way of thinking delegitimizes the ability for an adolescent to raise children. 

Motherhood is often not factored into workplace economics, except with respect to 

production of the next generation of workers and mothers. Teen mothers are perceived as 

unqualified for that task. They are considered unable to install the market driven values 

of a neoliberal ideology in their children, and because of this are supposed unable to 

produce the next generation of social and economic contributors. Cacho and Pillow argue 

that only in examining the ways normative criteria is naturalized and universalized [by 

way of investigating discourse] can we undercover the ways neoliberal investments 

render the value of nonnormativity illegible. 

Policing	of	AGs’	Sexuality		
Sexuality is and has historically been a point of restriction and control (Cacho 

2012, 128; Ferguson 2005, 89). Pillow and Roberts both examine the ways discourses of 

control expose a disconcerting consequence of sexual policy – the forced control of 

women’s ability to reproduce (Pillow 2004, 176; Roberts 1997, 7). The predominant 

discourse of AGs’ SRH emphasis on prevention as the only legitimate reproductive goal 

for adolescents exemplifies this policing. Roberts finds this especially problematic which 

is why she stresses the importance of reproductive liberty. A reproductive liberty defined 

as encompassing more than the protection of an individual woman’s choice to end or 
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prevent pregnancy, “It must encompass the full range of procreative activities, including 

the ability to bear a child” (Roberts 1997, 7).  

Pillow’s arguments further accentuate the discourse of control relating to AGs’ 

SRH. She argues that certain discursive ideological structures work to police AGs’ 

reproduction. Ideological narrative themes that construct teen mothers as irresponsible 

(think about this construction outside of normative neoliberal lifestyle choices), work to 

further emphasize pregnant or mothering teens as “the problem” (Pillow 2004, 6). The 

way dominant discourse frames teen pregnancy through a valued lens polices sexuality in 

so far as it delegitimizes actions outside the realm of prevention. It presents the pregnant 

teen as illegitimate, casting their decisions outside the realm of socially acceptable. The 

power of discourse to place these value judgments polices individual’s decisions by 

determining which actions are considered legitimate, responsible, etc.   

Another discursive structure aimed at policing AGs’ sexuality is the treatment of 

woman as the bearers of cultural morality. Pillow writes that perhaps what it most at 

stake in the debate over the reproductive decisions of adolescent girls is “a reinstitution of 

control over female sexuality and the reminder that women are ultimately responsible for 

not only their own sexual purity but societal sexual morality as well” (2004, 6). Sexual 

purity is portrayed as the pinnacle of a young woman’s responsibility, because it believed 

that their sexuality morality reflects sexuality morality of society. This manifests through 

institutions of social control, further regulating an AG’s actions through the threat of 

social rejection. If she becomes pregnant not only is she deemed an irresponsible, 

illegitimate subject, but also she is guilty for contaminating the morality of society itself.  
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Autonomy	
The understanding of individuals’ autonomy especially in relation to their 

decisions regarding SRH is complicated; this complexity is magnified in the case of 

adolescents. Ticktin concentrates on the treatment and recovery of autonomy within 

dominate discourses. She speaks more broadly, focusing on the discourse of care-

provision. Ticktin argues that care-based recognition functions to produce subjects as less 

than equal, it reifies subordinate subject positions. Ticktin writes, that often the subjects 

of this discourse are refused both inclusion and autonomy. Recognition is given to the 

subjects of this discourse as victims; they are understood primarily through their 

vulnerabilities, rather than autonomous persons in their own right. What Tickin presents, 

is that the subject positions produced and maintained in through the language of care can 

deny or restrict subjectivity, and consequently, an individual’s autonomy. 

 Pillow’s investigation echoes Ticktin’s suggestion to think more openly about the 

subject positions produced by discourse. Pillow focuses her lens on a narrow topic, 

looking more closely at the way dominant discourse constructs the teen mother’s 

autonomy.  She conducts her analysis in “such a way that the ‘agency’ of teen parents, 

while troubled, is not silenced” (Pillow 2004, 9). She recognizes that the autonomy of 

adolescents is a complicated space, but that nonetheless their agency deserves respect.   

Both Pillow and Ticktin focus on the importance of recognizing the treatment of 

certain bodies under hegemonic discourses.  Bodies must be recognized as morally 

legitimate, autonomy must be understood – and respected – a qualification that turns out 

to be both exceptional and deeply contextual. The “body of the teen girl, the sexually 

active, pregnant teen girl – and its constructions literally, metaphorically, and narratively 
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– are key,” Pillow argues, to illuminating the ways dominate discourse produces certain 

subject positions (Pillow 2004, 10).  

Conclusion		
These theorists emphasize the importance of critically examining the subject 

positions produced by dominant discourse.  Discursive ideological structures can both 

enable and reflect – even if subconsciously – harmful implications on the subjects they 

work to define. These authors acknowledge that we are challenged with knowing how to 

valorize or legitimize the choices individuals make when they fall outside of these 

normative structures. Only in examining the ways dominant discourse naturalizes and 

universalizes certain norms, are we able to understand the implications of such on the 

individuals involved. As illustrated above, the discourse of AGs’ reproductive health 

works to qualify normative structures: the neoliberal subject, a policing or control of 

sexuality, and finally a distortion of agency.  

In the next section of my thesis, I will introduce and analyze the perspectives of 

medical providers, clinical staff members, and advocates working in the field as a way to 

further investigate the power of discourse. I will take the work of the four theorists 

discussed above and employ it as a frame in which to analyze and reflect upon these 

perspectives. I conclude this next section by acknowledging the ways the negative 

ramifications of discourse are currently both recognized and remediated.   

EMPIRICAL	RESEARCH	
How should the discourse be reframed?  
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Introduction	
I park my car and walk across the street to the clinic, located in a small brick 

building adjacent to Lincoln High School. As I poke my head in, one of the students 

sitting in the waiting room jokingly whispers, “boo”. Heather, one of the staff members, 

laughs, “stop trying to scare the Whittie,” she playfully scolds. The girl giggles, she’s 

obviously comfortable here. I sit down next to the girl, who asks, “what’re you doing?” I 

explain that I’m writing my senior thesis, she scrunches her nose “yuck” – I totally agree. 

The waiting room is relaxed and inviting, a safe space. As I wait I look at the 

informational posters and flip through the handouts – education is obviously on the top of 

their priority list. So is self-empowerment and respect, reflected by the atmosphere and 

(albeit slightly cliché) motivational posters. That uncomfortable doctor’s office vibe is 

completely absent here. 

 In the third movement of my thesis I investigate my question through the lens of 

empirical research. I spoke with and observed providers and staff members working at 

two different clinics which both operate under the School Based Health Model (SBHC), 

as well as other individuals who advocate for sexual and reproductive health and rights2. I 

asked questions that allowed me to explore the discourse of AGs’ access to SRH services, 

investigating both the reality of the consensus in the field of Public Health outlined 

above, and observing the language employed. My aim, again, is not to simply understand 

if indeed issues of education and availability bar AG from accessing care, but rather to 

investigate this discourse of access, and its implications and ramifications on the subjects 

it produces.  

                                                
2 All interview subjects were assigned pseudonyms.  
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I begin by expanding the definition of SBHC I included earlier, focusing 

specifically on the services provided at clinics both located here in Walla Walla, WA 

(The Health Center at Lincoln), as well as in Durango, CO (the SBHC at Durango High 

School). I then discuss how the providers, staff members, and advocates understand the 

barriers impeding AGs’ access to SRH services. Next, I provide a deeper 

contextualization of the discourse of prevention, employing the themes of A) the 

neoliberal subject, B) policing of AGs’ sexuality, and C) the treatment and understanding 

of AGs’ autonomy. I then investigate how the discourse used in clinical settings and by 

providers, staff members, and advocates reflects these themes. Occupying the conceptual 

space that discourse produces subject positions, posited and employed by Cacho, Pillow, 

Roberts, and Ticktin. Finally, I discuss the ways the individuals I interviewed work 

consciously – and tirelessly – to combat the negative implications and ramifications of 

the discourse of prevention.  

School	Based	Health	Centers	
Before I begin to analyze the discourse operating in this space I want to take a 

moment to provide a greater definition of the function and role of the clinics I worked 

with. Although my project was based primarily in The Health Center at Lincoln High 

School in Walla Walla, WA, I did interview individuals who work at a SHBC in 

Durango, CO. Both clinics offer free primary care, behavioral health care, and care 

coordination services for students. They operate, in many ways, a bit like an urgent care, 

meaning that chronic conditions are typically referred back to the student’s primary care 



 

 18 

physician. The Health Center at Lincoln is also set up to assist students with food and 

other basic recourses3.  

The overarching goal as explained by one of the staff members at The Health 

Center is to “provide access to care to students who would not otherwise go and access 

those services” (Heather, 24 Feb. 2016).  Heather explained that this goal was largely 

accomplished simply by the proximity to students, overcoming one of the primary 

barriers addressed in the consensus above (availability). Heather acknowledged that 

limits to the reach of these services to exist, “we also know that we aren’t going to 

provide these life altering changes [referring to the story of the young man in the 

footnote] to every single student that we see, but if we can make a difference to one 

student that maybe wouldn’t have sought services otherwise then we know we’re doing 

our job” (24 Feb. 2016) 

There is a focus on providing care that is nonjudgmental, integrated, and 

information oriented. Sarah, a provider at The Health Center, explained “we want 
                                                
3  This footnote provides an example of the incredible work done at The Health Center. Heather shared 
with me a story of her Monday: “we have a student today who’s been in the foster care system since he was 
five. He was placed with his grandparents for those years and his grandparents have recently passed away, 
so for the last year and a half he’s been pretty much homeless” (24 Feb. 2016). She explains that he had 
been hopping from house to house and living in a car for a while. Since he is so close to 18 the CPS system 
doesn’t necessarily have a long-term placement for him so he just hops from place to place. About three 
months ago, Heather tells me, he was placed with his biological mother again for the first time since he was 
five because it was the only option that they had for him. “During the two months he was there his mom 
was using meth heavy, and his sister, who he has a restraining order against, moved in and was also using 
pretty heavy. He realized that he needed to leave, so he scrounged up the money that could. He had $20 so 
that he could buy a bus ticket from the TriCities back to Walla Walla” (24 Feb. 2016). She continues, “He 
left with the clothes that he had on his back and that was it. He showed up here at school at 8:00 the next 
day ready to reenroll” (24 Feb. 2016). She leans back and tells me, “He hadn’t showered in a couple of 
days and he only had the clothes he was wearing and they all had holes and rips in them” (24 Feb. 2016). 
“So today was spent figuring out, well, what does this kid need?” Heather goes on, “he needs a shower and 
he needs some new clothes and he needs to be able to wash his clothes he needs deodorant and a toothbrush 
and he needs just figuring out Maslow’s the basics”. She spent the day shopping and bought him some new 
clothes, a backpack, a new pair of shoes, and all the hygiene products that he needed to start from square 
one.  As part of that process he also received a “full head to toe physical, we asked are you okay what’s 
been going on, etc. He hadn’t been taking his medication for the last two moths so we set him up with his 
primary care physician to re-start those meds and move on from there” (24 Feb. 2016).  
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students to know that we are always on their side trying to understand them and what 

their needs are” (3 March 2016). All of the providers I spoke with stressed the goal of 

wellness and wholeness in their work. The intimate setting of these models support such 

endeavors as does a strong focus on integrated care, especially in terms of sexual and 

reproductive and behavioral health (Mary, 2 March 2016; Sarah 3 March 2016; Heather 

24 Feb. 2016; Matt 3 March 2016). Matt, another staff member, explained to me that so 

much of our physical health is complicated and nuanced by our emotional health, and 

vice versa. He told me how important it was to treat the two as integrated. Mary, who 

also works as a health service provider, echoed this in saying,  “Its such an amazing 

support for the medical provider when we get into these realms of behavior that are a 

little bit beyond our training. To have a behavioral health specialist in the same space is 

incredible” (2 March 2016).  

Discourse:	Barriers	to	Access		

Introduction		
The consensus in the field of Public Health regarding the primary barriers to 

adolescents accessing contraceptive services was both confirmed and expanded in my 

interviews with providers and advocates. Concerns over education, availability, 

confidentiality, and cultural compatibility were referenced as primary goals in 

encouraging access to SRH services (of all kinds). Further obstacles were also brought 

up, including barriers related to concerns of judgment in clinical settings and active 

versus passive decision-making.  In this section, I will briefly touch on both the 

confirmed and expanded notions of barriers to access as understood in the setting of a 

SBHC model.  
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Education	and	Accessibility	
A number of the providers referenced a deficiency in education as a reason their 

students were not accessing care:  “A number of our kids who don’t access preventative 

reproductive health care don’t know that they can” (Heather, 24 Feb. 2016). It is not 

necessarily an issue of education about the types of services available (although this is a 

key component) but an issue of education about the permission, consent, and 

confidentiality involved. This is one of the reasons education at both clinics include 

conversations of confidentiality and consent.  A common concern is parental or guardian 

permission, Heather told me. “A lot of them say ‘well my parents are going to find out’ 

or ‘well my mom comes with me to all my appointments’. A lot of them don’t know that 

they give their own consent in Washington State and legally their parents don’t have to 

know” (24 Feb. 2016). She continues, “Despite our efforts to make sure their parents are 

involved, legally we can’t tell them without the student’s consent” (24 Feb. 2016). In the 

state of Washington there are strict rules on provision of health care services to minors, 

but broadly adolescents over the age of 14 can make most decisions regarding their SRH 

without the consent of a legal guardian4 (Guttmacher Institute 2014).  

Mary confirmed this barrier. She shared with me the story of a young girl who 

had struggled with accessing services because of concerns over confidentiality. 

 One girl had started off with Depo and stopped having her period, and her 
mom got mad and said that she was pregnant and so then we had to switch 
her to something else and I think we tried the pills but she was really bad 

                                                
4 While Washington State’s general age of majority for health care is 18 (RCW 26.28.010), a single, 
unemancipated minor can receive treatment without parental consent in a number of areas. Minors may 
obtain or refuse birth control services, they may receive an abortion and abortion related, and they may 
seek prenatal care at any age without the consent of a parent or guardian. If over 14 they may obtain tests 
and/or treatment for sexually transmitted diseases without the consent of a parent or guardian (Guttmacher 
Institute. 2014). 
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at remembering so then we went to Nuvaring5. We would write her 
prescription, but we would leave them in the clinic because she didn’t 
want her mom to find them. We went through everything to try and find 
something that would work for her. 2 March 2016 

She took a deep breath before continuing, “I think that it’s about being flexible and 

meeting the kids where they are and what they felt like they were able to do (2 March 

2016). The education afforded at both SBHCs is comprehensive – meaning that providers 

educate their clients about both methods of birth control and their legal rights to 

confidential care, among many other things.  

Cultural	Incompatibility	
An advocate for AGs’ access to SRH in Colorado echoed the barrier of cultural 

incompatibility. She said that frequently when working on effecting policy, especially on 

the state level, people would argue that culture was a defining barrier preventing AGs’ 

from accessing contraception.  

People would always say or have some reaction about Latinas, ‘oh they’re 
never going to use contraception,’ or ‘oh they want kids’ or ‘oh they’re 
catholic etc.’ And I would say, ‘have you just like for example looked at 
Mexico?’ There are high rates of both contraceptive use and access to 
abortion, and you know not everybody is running around with 15 children 
so get off it what your preconceived notion is. 19 Feb. 2016 

When I spoke with the providers, staff members, and advocates about cultural 

incompatibility as a barrier they ended up focusing on the ways this acted as a barrier on 

the policy level. Funders and policy-makers were largely under the impression that 

culture prevents adolescents from accessing contraception. While providers and staff 

members explained to me that many people make choices about their SRH based in 

cultural values, it was not as great or absolute a barrier as funders and policy-makers 

argued.  

                                                
5 NuvaRing, also called Vaginal Ring, is a small ring put in your vagina once a month for three weeks to 
prevent pregnancy (Planned Parenthood 2014). 



 

 22 

Judgment	and	Negative	Clinical	Experiences	
 Furthermore, student’s concerns of judgment or experience of negative clinical 

environments were both obstacles brought up in almost every one of my interviews.  

I saw one girl out in the community and it was just her and me and I 
approached her and was like you know I miss you I haven’t seen you in a 
while and I hope everything is okay and she came in the next day and saw 
me and said that when she came in for a pregnancy test she felt really 
judged by the person that had seen her. 2 March 2016 

If not an initial barrier, the treatment of adolescents in a clinical setting, if perceived as 

negative, can become a barrier in accessing future services. Too many students have had 

“doors slammed in their faces because they’ve missed too many appointments or they 

have a bill and they can’t be seen” (Heather, 24 Feb. 2016). Any sort of negative 

experience can create another barrier, which is why those both health centers aim to 

create nonjudgmental atmospheres. “Its important,” Heather explains, that students know 

that those experiences “won’t always be their experience and that it’s important to learn 

how to advocate for yourself so that you know that you can access care” (24 Feb. 2016). 

Mary emphasized this point as well, “One thing that I really want to stress is that you can 

have absolutely no judgment when talking to the girls, if you have any judgment you’ve 

lost them” (2 March 2016). She explained that if students feel judged, “they aren’t going 

to come back to see you again, they need to feel accepted, they need to feel like you’re 

not thinking they’re stupid or foolish” (2 March 2016)  

Active	Decisions			
Another important impediment to discuss is one of external pressure and the 

importance of active decision-making. This ties directly into issues of agency, which will 

be discussed in-depth in the following sections.  One of the first things all the individuals 

I interviewed mentioned doing was assessing whether or not the decision being made was 
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active. Active meaning, “that the decisions was made consciously and free from any form 

or amount of coercion or persuasion” (Kelly, 19 Feb. 2016). No matter whether that 

persuasion comes from a parent, a partner, or a practitioner. Nicole, another practitioner, 

explains further, “I think that we’re all really careful about not being judgmental and 

respecting people’s decisions I think that it’s important to make sure that they are 

decisions and not just stuff that happens” (2 March 2016).  

Nicole underlined exactly what she meant when she shared an example of a 

conversation she had with a client earlier that day. “I just had [a conversation] this 

morning with someone who makes a lot of, well I wont say she even makes decisions, 

she just doesn’t have a lot of self-esteem so her actions are swayed by who she’s with and 

what they want to do and as a result she’s put herself into some dangerous places and 

regretted it afterwards” (Nicole, 2 March 2016). “I can think of another example,” she 

continued, “of somebody who tried for months to get pregnant because her boyfriend 

wanted her to get pregnant” (2 March 2016). Which is the reason why she stressed that 

“It is just so important to understand who is making what decision, and if that decision I 

really their own” (2 March 2016).  

Kelly had originally brought the concern of active decision making to my 

attention, she described some of the reasons she would hear young girls talk about opting 

not to access preventative services.  

Some was about maintaining a relationship, you know, my boyfriend 
wanted x, y, or z, and that’s all you every heard was “my boyfriend 
wanted” not “I really wanted to do this with my boyfriend”. That is always 
a trigger for me whether it’s a parent’s or anybody, when you’re assigning 
something you’re doing to somebody else’s desires I feel like that’s 
inherently problematic. Kelly, 19 Feb. 2016 
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Both women explained that the trick was determining whether or not they are your 

decisions, in distinguishing between what you want and what somebody is telling you 

that you want.  

Discursive	Structures	 		
This next section is dedicated to explaining one of the discursive structures that 

construct teen pregnancy as a problem. Typically teenage pregnancy is perceived as a 

negative, people make the same assumption that the woman I mentioned in my 

introduction had made: the pregnant adolescent’s current situation was an obvious 

mistake. The dominant discourse of AGs’ access to SRH largely reflects these 

assumptions. Kelly explains, “in the discourse, as with everything, it gets so dumbed 

down and we saw so much for years working with this and reminding people ‘1/2 of 

pregnancy is unplanned’ and people responded “oh teen pregnancy is still a problem...” 

(19 Feb. 2016). People assume all teen pregnancy is unplanned, either that or an 

unquestionably bad call. The negative of teen pregnancy stems from an understanding 

and value placement that there is an appropriate time and form of reproduction. Both 

Kelly and Robin explained to me, that people believe, overall it is better for adolescents 

to wait until they are older and presumably have a greater set of assets available to them 

(Kelly, 19 Feb. 2016; Robin, 1 March 2016). Concerns over teen pregnancy are not 

unfounded, it often can set individuals up “into a cycle of poverty and also a cycle of low 

self-esteem and it’s kind of a downward spiral, that’s not for every kid but if you’re 

already impoverished and with limited support it’s a tough call” (Robin, 1 March 2016).   

Nevertheless, staff understands the problems with this discourse. Kelly, for 

example, notes that there is a serious “problem of equating teen pregnancy with 
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unintended pregnancy” (19 Feb. 2016). Heather echoed Kelly’s concerns, “I don’t like 

saying that all teen pregnancy is unintended because we know that that isn’t true (24 Feb. 

2016). She explained that she knew a number of young mothers who had actively decided 

to become pregnant. Kelly did as well, she also told me that when she has conversations 

with these adolescents they express people often assume it was accidental. My job, Kelly 

continues, is to provide support no matter the decision.   “And I think that’s one of our 

biggest challenges in the discourse especially is the merging of the two. That teen and 

unintended are the same when to me they’re not. So that then creates the negative” 

(Kelly, 19 Feb. 2016). Kelly refers to the negative associated with irresponsibility, the 

same irresponsibility echoed by the woman at the winery. It is the negative 

accompanying the immoral, irresponsible, and illegitimate constructions of teen 

pregnancy.  

Conclusion		
 In my next section I discuss the three problematic implications within the 

discourse of prevention I outlined in the second part of my literature review. My 

empirical research mirrors the concerns illuminated by the four theorists employed above. 

I begin by discussing the neoliberal subject, I then move to the policing of AGs’ 

sexuality, and end with a reflection on autonomy.   

Discourse	of	Prevention	

Neoliberal	Subject	
I walked into the room and made myself comfortable in one of the large plush 

chairs, the atmosphere was calm, reflected by the earth toned furniture and painted walls. 

Matt followed me in and we started talking. As our conversation continued he paused and 
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curiously stated, “It’s funny, it seems as though our society has expectations of what 

acceptable life paths are and what every student is going to be doing and expecting to be 

doing or wanting to be doing. The thing is, those expectations just aren’t always the case” 

(Matt, 4 March 2016). Just as Pillow and Cacho focus on Foucault’s argument of 

intelligibility – making sense of the ways “value” and “legitimacy” work to create certain 

subject positions – many of the individuals I spoke with confirmed these suspicions. The 

value of one’s life, when considered through a frame of productivity and contribution to 

society, is negatively shaded in the case of teen pregnancy. This shading is produced by 

the dominant discourse utilizing a language of prevention, which positions prevention as 

the rational option for AGs’ RH.  

In another interview, Nicole noted the self-absorbed and socially-positioned bias 

at the heart of much prevention discourse, “People who talk about prevention are, most 

likely, talking about preventing things now so that you can look like my family when 

you’re in your 20s” (Nicole, 2 March 2016). She explained that the language of 

prevention reflects a certain attitude towards the way one’s life should be shaped. As 

Pillow and Cacho posit, the acceptable is socially defined through a neoliberal lens. This 

discourse of prevention assumes a certain context of normal. That there is a normal and – 

conversely – an abnormal shape to one’s reproductive life, that there are responsible and 

irresponsible, legitimate and illegitimate, ways and times to have and raise children. 

Nicole tells me that one of her jobs is to understand this assumed “normal” reflected 

through discourse.  

Realistically, at least a lot of the kids here, don’t have families that look 
like my family, they don’t have parents at home or they don’t have two 
parents at home – many of these kids can’t point to ‘my mom waited until 
she was however old to have me’, ‘my parents got married at an older 
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age’, ‘are my parents even married as a matter of fact’, their context for 
normal is so outside what convention says normal should be that you can’t 
have those conversations with them. Nicole, 2 March 2016    

This expectation to have your life resemble an assumed norm, as Nicole understands it, 

does not register the same way for many of her clients. It is a form of social control. The 

judgment placed on any non-normative decisions is a structure supporting dominant 

ideology. So, Nicole explains to me, she sees her job as both acknowledging the harm 

associated with narrow constructions of normal – and thus legitimate – and also opening 

up a space for acceptable alternatives.  

 What both Nicole and Matt are describing is the reality of these expectations; that 

the language of prevention cannot allow for unconventional context. They present the 

same problem Pillow and Cacho posited in their work – that this discourse produces 

certain subject positions categorizing anyone outside of them as “unfit”. The providers at 

both clinics are conscious of this categorization, confronting it is one of their primary 

goals; “I think that’s partly why what we do here is so important because their context is 

just not conventional, it’s just not “normal6”” (Nicole, 2 March 2016). Matt after stating 

the complications of society’s normalized expectations explains the way he combats this 

challenge.  

I tend to focus just more on the wellness and wholeness anyways and 
frankly I think that when you were just talking a minute ago about a 
discourse of prevention, well it complicates the respect given to autonomy 

                                                
6 I think it is incredibly important to note, however, all of the individuals I interviewed at Lincoln stressed 
that there is “just a lot of dysfunction in general and not in the textbook criteria” in all communities. That 
whether or not it is seen or addressed is really an issue of visibility, these concerns are not unique to 
Lincoln High or its population.  

“It brings on the appearance that we’re troubled, but oh no, it’s everywhere. It’s not like 
its specific to this school its everywhere, and so putting on an appearance of normal and 
pretending that it’s not normal disadvantages the kids, it disadvantages the family, it 
disadvantages the image towards their classmates – it’s frustrating and it’s heartbreaking, 
missed opportunities and it’s not about contraception, it’s about treating individuals and 
keeping them safe.” Nicole, 2 March 2016  
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of a person, I’m not trying to make you turn out like me but I want you to 
understand what is really going on here so that you can make the best 
decisions for you. 4 March 2016  
 

Policing	of	AGs’	Sexuality	
In my previous section, I presented an argument that sexuality is and has 

historically been a point of both restriction and control, and in many of my interviews this 

concern was echoed. After reflecting on my conversations it became clear that much of 

the policing of AGs’ sexuality was expressed through a highly gendered lens. Meaning, 

the differential treatment of adolescent girls’ versus adolescent boys’ sexuality frequently 

manifested as a form of policing or surveillance. Furthermore, this gendered lens acted to 

obfuscate the intent of control. The discourse of control is founded, in part, from the SRH 

options and services available, “there are so many more ways for women to control their 

reproductive health and you know for men there are just condoms, there really is not 

anything else out there for men7 to use as birth control which is a sad state” (Mary, 2 

March 2016). One of the reasons female sexuality get more attention is because the 

services regarding SRH are largely targeted at women. This gendered reality, however, 

extends far beyond the available methods of controlling reproduction, presenting the 

experience of a policed sexuality – just as Pillow and Roberts argue.  

Nicole explained to me that, although there are still “a lot of misconceptions and 

girls frequently don’t know their bodies as well, because well women’s bodies are 

complicated in there are things that change in different ways for different reasons every 

single month,” she felt as though there was a particular emphasis placed on female 

sexuality because of the inherent and visible changes and that occur every month. “I think 
                                                
7 Although Mary is referring to the types of birth control available, it is worth nothing that in many ways 
men have far more control over both sex and reproduction. If condoms are the only option available, men 
typically have full control over whether or not they are used. 
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we do a pretty good job, generally speaking, of alerting the education piece of that – 

better anyways – I think we’re really bad about it with boys” (Nicole, 2 March 2016). 

When I asked her why she thought that was the case she explained that she believed it 

came from both the physical differences and the treatment of those physical differences. 

“With boys everything is external: they can see it, they can feel it, they can touch it” (2 

March 2016). Importantly, she continued that female reproductive health is something 

that “gets attention paid to it monthly from the time they are 10 to 12” (2 March 2016). 

While this attention is not always aimed at policing the reproductive health of adolescents 

it does reflect the surveillance of certain bodies, just as Roberts and Pillow had stressed.  

The treatment and consideration of reproductive health as only “a woman’s issue” 

is another form of policing. Pillow presents this argument in her underscoring that the 

discourse of reproduction focuses primarily on not only women, but also the controlling 

of female sexuality. The conflation that reproduction is only “a woman’s issue” manifests 

in the conversations the providers have with their students.  “It’s just not even knowing 

that there should be a question – it’s pretty obvious and it’s pretty amazing when I saw 

your list of interview questions it was females, females, females, and then how does this 

transfer to males, and you know the topic just does not come up on its own” (Nicole, 2 

March 2016). Nicole explained this as “one of those smack in the head moments” (2 

March 2016). 

I frequently don’t have those conversations [about reproductive health] 
with the guys, for several reasons. The girls come in asking, the boys, for 
the most part don’t, I have had incidents where kids come in and want to 
be tested because they are responsible boys  - or they have funny rashes – 
so that opens a space for conversation. But most of the time when I see the 
boys they come in here for sports physicals and they want to be in and out 
so they can be back on to the court or they come in for illness and that has 
to do with a stomach or respiratory thing they feel lousy they want to be 
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treated and gone. They don’t come in and want to talk to you about their 
reproductive health. 2 March 2016 

When I asked her why she thought that was she explained that she believed it was the 

manifestation of a number of reasons. “Some of it is they [the boys] just don’t ask, some 

of it is also I don’t want to look stupid so I’m not going to ask, and some it is just flat I’m 

not asking because I don’t even know what the possibilities are and do they really pertain 

to me” (Nicole, 2 March 2016). 

The ways AGs’ sexuality is treated differently from adolescent males reflects 

Pillow and Roberts arguments: the gendering of RH leads to greater surveillance of 

woman. The boys’ belief SRH did not pertain to them echoes the problems of the 

construction of SRH as a “woman’s issue”. Society places the responsibility of sexuality 

and sexual morality on the shoulders of women and girls, and the disproportionate 

attention given to boys’ versus girls’ SRH reflects this asymmetric obligation.  

Many of the providers I spoke with were aware of this gendered dialogue and 

asymmetrical surveillance of female sexuality and aimed to address it their interactions 

with students. Robin explained her approach, “The thing about boys, girls if you set a 

comfortable tone and you’re kind of matter of fact and girls start talking they like to talk 

about it. Boys often don’t want to talk, it’s not that they aren’t listening it’s just that they 

don’t want to talk about it – in fact, they’re told not to talk about” (1 March 2016).  

Autonomy		
The treatment and understanding of autonomy appeared as an important topic in 

my interviews, mirroring the concerns the theorists, Tickin in particular, discussed in the 

second section of my Literature Review. Nicole told me that the treatment of adolescent 

autonomy is “a tricky space” (2 March 2016). All of the providers and staff members I 
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spoke with concentrate on the management and retrieval of autonomy in the interactions 

they have with students. Sarah explained the importance of doing so, “Autonomy is so 

much. It’s where you’re stepping off from – nobody is making decisions for anybody else 

in that rubric” (3 March 2016).  But understanding and respecting adolescent decision-

making is not always an easy task. Robin clarified, “Understanding adolescents and their 

decisions is complicated, you know they aren’t children but they also aren’t adults” (1 

March 2016). Mary also talked about the challenges of this space, “it’s very much an 

ethics question – is that teenage brain really able to understand and consent to the choices 

they’re making when we give them those choices?” (2 March 2016). Nicole echoed these 

same concerns, “Are you [as an adolescent] really equipped to step into that place or 

make that decision that might have lifelong ramifications?” (2 March 2016).  

This space is difficult to navigate, however, the providers I spoke with stressed 

the importance of respecting the agency of their clients. Even when conscious of this 

difficulty there were times in my interviews where providers accidently employed the 

value judgments they were trying to avoid. Nicole took a deep breath, she told me how 

frustrating it could be when students’ goals were not aligned with her own, “sometimes I 

have clients who find some reason to complain about every method [of birth control], and 

when everything has a bad side effect that they can report off it’s really challenging, and I 

mean you can’t force them [to use birth control] – so well no, you can’t tell them what to 

do” (2 March 2016). This was one of the first times I really noticed a contradiction in my 

interviews. Nicole had always talked about respecting the decisions of her clients, but this 

comment illustrated how challenging that can be8. Nicole sat back, she took a deep breath 

                                                
8 I continue to explore and reflect on these moments of tension, coming to understand them as an essential 
part of my argument. 
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and shared the goal she ascribes to every conversation: “To make them feel like they own 

themselves, to make them feel like they can be responsible for their own actions” (2 

March 2016).  

Sarah also expressed the difficulty of such endeavor, “Sometimes it breaks my 

heart when I feel that someone is going to make a decision that is going to cost them and 

create many many years of suffering” (3 March 2016). However, she stressed a similar 

goal, “but again I’m not there to lecture or put that in somebody’s face, that just doesn’t 

work I’m there to help them with what they need and if they want to come back 

tomorrow I’ll be there, or next week or next month” (Sarah, 3 March 2016).   

Heather shared a story that exemplified Sarah’s point. She told me about a certain 

student who’s decisions were not aligned with what she believed was the best option for 

the young woman. They would have weekly conversations about birth control with this 

student who was “using pretty heavy,” had been in and out of rehab, and was in an 

unhealthy relationship with her boyfriend (Heather, 24 Feb. 2016). Although the student 

would say she didn’t want to be pregnant, Heather believed that this young girl’s sense of 

safety was to find somebody that loved her. “Although she had a very tumultuous 

relationship with her boyfriend she knew that having a baby would be her sense of safety 

and the love that she wished she had from her family, and so throughout the year she 

would have these emotional break downs after hearing her negative pregnancy results” 

(Heather, 24 Feb. 2016). Heather acknowledged how hard this was at times; it often 

became “a really upsetting and heartbreaking reality” (24 Feb. 2016). However, she 

emphasized that when she or any of the providers worked with this adolescent it was 

done in space of respect, understanding, and empowerment. “We would talk weekly 
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about how important it was for her to be protecting herself. Those conversations were 

primarily about safety and being healthy in every way9” (Heather, 24 Feb. 2016).  

Heather explained that this story is not necessary unique to this particular 

adolescent and that it pretty accurately reflects the types conversations they have with 

many of their clients. She reminds me that, “it’s not necessarily about birth control or 

pregnancy prevention, but talking about safety and having a healthy body and what that 

means to you” (Heather, 24 Feb. 2016). She told me that this task was not always an easy 

one. There were lots of times when she was frustrated with the decisions students made, 

and that it was often hard not to try and tell them what to do. Matt similarly voiced 

frustrations. His summery on his perspective of adolescent autonomy, however, 

exemplified the respect for decisions-making the practitioners were trying to make: 

“frankly we learn more by modeling than we ever do by being lectured to, and so 

modeling, giving someone that autonomy, respecting that autonomy, is a good way to 

teach them how to use it” (4 March 2016). 

Conclusion		
I have just illustrated the ways providers, staff members, and advocates, 

acknowledge the possible harm and limitations of the discourse of prevention. Next, I 

will discuss more concretely the ways these individuals are actively reframing this 

discourse. In doing so I will illuminate the difficulties, contradictions, and tensions that 

can arise when challenging dominant discourse.  

                                                
9 “The student is now clean and she’s in good shape and finally on the birth control track and got rid of her 
boyfriend and there is lots of positive outlook for her,” Heather explained smiling (24 Feb 2016). 
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Discourse	Reframed	

Introduction	
In this section I will demonstrate some of the ways discourse is consciously 

reframed, addressing the implications and ramifications expressed by the theorists. First, I 

will talk about the role of language, introducing an alternative discourse – one that 

utilizes a language of protection rather than prevention. Doing so will further exemplify 

and attempt to explain the tension that sometimes arose within this altered language. I 

will then discuss education and engagement as two other methods of combating the 

problematic implications of the dominant discourse of prevention.  

Language	of	Protection	and	Challenging	Dominant	Discourse	
As I have demonstrated earlier, dominant discourse over AGs’ SRH utilizes a 

language of prevention. I have argued this discourse as problematic and illustrated the 

negative implications on it’s subjects. I argue it reifies the norms of a neoliberal subject 

and delegitimizes alternative life paths, it justifies the policing of AGs’ sexuality, and 

warps the treatment of individual’s autonomy. Most of the individuals I interviewed 

expressed concern over the use of this preventative discourse, opting instead to employ a 

language of protection (Heather, 24 March 2016; Robin, 1 March 2016; Nicole, 2 March 

2016; Sarah, 3 March 2016; Matt, 4 March 2016). While the difference in language 

between prevention and protection appears slight in definition, the ramifications are 

significant.  

Heather explained the conscious shift in the language used at The Health Center, 

“We talk a lot about being safe and protecting your partner and protecting yourself and 

the importance of that,” (24 Feb. 2016). Introducing the language of protection 

challenges the negative ramifications associated with the discourse of prevention Robin 
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explains, “The language of protection is about building positive assets, building self-

esteem” (1 March 2016). When I later asked Matt about the difference of protection and 

prevention he responded, “You know that actually makes a lot of sense, the language of 

protection does something really interesting with agency, it redirects it back onto the 

individual. It makes it about you protecting yourself, the affect is entirely different” (4 

March 2016). The language of protection refocuses attention; it returns power to the 

individual. Protection is about me, it’s about protecting something valuable. Rather than 

prevention, which is focused on the external, the negative thing that could happen. 

Secondly, the providers I spoke with explained to me that protection resonates with 

adolescents in a way that prevention does not. Protection connotes immediacy, it registers 

in such a way that motivates action. What follows are both examples of and reflections on 

this shift in language. I explore the rational and productivity of this reframing, while also 

illustrating the challenges that arose in working against dominant modes of thought.   

Robin shared a story of a conversation she had with a 16 year old the week before 

to illustrate the power of this language of protection.  She explained that this particular 

student was, after having her first child a year earlier, using a long acting reversible form 

of contraception10 called Nexplanon11. When she had come in for her next appointment 

she asked to have it removed. The reasoning for this was because of her new found faith 

in Christianity; she had decided that she was not going to have sex any more. “The 

conversation ended up being around protection of her self, that how her new belief in 

Christianity was helping her emotionally, and how the Nexplanon was protecting her 

                                                
10 LARCS stands for Long-Acting Reversible Contraceptives, they are a method of birth control that 
provide contraception for an extended period of time without necessitating user actions (Bumpus, 2016). 
11 Nexplanon is a form of the birth control implant. It is a matchstick-sized rod inserted into the arm to 
prevent pregnancy and is categorized as a LARC (Planned Parenthood 2014). 
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physically, not having anything to do with birth control we just talked about self 

protection” (Robin, 1 March 2016).  Robin told me that the situation was completely 

reevaluated using the language of protection.  “I had to reframe it in a way where she was 

at, I had to use her language. Christianity was protecting her, so I used her language to 

explain how the Nexplanon could also protect her (1 March 2016). At first I thought that 

this story illustrated the powerful ways a reformulation of language can change the 

outcome of a situation. Upon reflection however, I became concerned that it appeared as 

manipulation of language targeting at a particular valorized goal (that she needed to be on 

birth control to prevent a second teen pregnancy). This tension arose a number of times in 

my interviews. I was frustrated at first with the contradiction, but upon reflection realized 

it was part of the process – that challenging dominant modes of thinking was difficult, 

and that attempts to reframe discourse did not come without mishaps. 

Robin continued to tell me why she use protection, rather than prevention when 

talking with students. She tells me that “the term prevention can be difficult for teens, 

they don’t quite think in those terms… prevention doesn’t always ring a bell, adolescents 

just live so much in the there and now, a lot of it really has to do with language” (1 

March 2016). This again confused me slightly, it sounded a lot like what she was doing 

was changing her language to alter the way her clients responded. It was different from 

what both she and Matt had explained to me were the reasons for using a language of 

protection. Robin, however, believed that consciously employing the language of 

protection inherently respects autonomy be. She explained that it was not about 

manipulating the language to change the outcome, but about working together and trying 

to understand where a client was coming from. Robin told me, that language reflects a 
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level of empathy, “Trying to understand, that shapes the language that you use” (Robin, 1 

March 2016). 

Sarah also spoke using works of protection rather than prevention12. However, 

one of her statements provoked a similar concern, it felt like there was a contradiction in 

the manipulation of her language. Sarah told me, “I urge – no – I believe that if someone 

is sexually active they should protect themselves against pregnancy unless it is something 

that is wanted and prepared for, and that is not necessarily an age specific thing or a 

gender specific thing” (3 March 2016). She began with the words “I urge” and then 

stopped and reflected opting instead for the words “I believe”. She wanted to make sure 

that what was coming across was that she was not telling her clients what to do or how to 

act, that she respected their decisions. She believed that her role was there to provide 

adolescents with the tools to protect themselves from unwanted or unplanned pregnancy. 

What both Sarah’s and Robin’s language illuminates, is not their insincere attempts to 

reframe language, but rather the inherent difficulty of changing discourse.    

Education		
So much of what is done both at The Health Center at Lincoln and the SBHC at 

Durango High is oriented around education. It’s an education on options because the 

knowledge of options is one of self-power, and this is emphasized every day and with 

every interaction. Sarah explained, “It’s an orientation of knowing that every person is 

worthy and we want them to feel that unconditional, positive regard, that sense of I’m not 

being judged here, I’m going to work it out, and that is my concern – it’s their wellbeing, 

                                                
12 Importantly, Sarah added: “That isn’t to say that I’m not interested in preventing disease or preventing 
unwanted or premature pregnancy, that isn’t to say that I’m not interested in preventing school failure or 
truancy or all of those things, I’m very interested in preventing” (Sarah).  It is not about the difference of 
prevention or protection necessarily, but rather the effect and affect of the language used.     
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their safety, and their wellbeing” (3 March 2016). Sarah always spoke in this manner, the 

language she used and the ways she oriented herself around her clients made it apparent 

that she respected them as individuals and that she cared deeply about their well-being. 

Nicole explained to me her focus on education, “For this age group it is really important 

that they feel like they own their bodies, that they understand how they work, that they 

understand not just how to protect themselves, but that they can” (2 March 2016). She 

continued, “this understanding, it starts in your head, it is feeling like you can do 

something, it’s about self-esteem and feeling valued, it’s about feelings of self-worth” 

(Nicole, 2 March 2016). This, she explains, “all comes from knowing, so much of which 

is rooted in education” (2 March 2016). 

 Robin confirmed much of what Sarah and Nicole said about education, “It’s 

really all about providing them with the knowledge of options, that’s why so much of 

what is done in these settings is information oriented. It’s about providing options and 

being open and available for further dialogue and support” (1 March 2016). I came to 

understand that this education is not one in the traditional sense, that it is not just an 

education on the methods of birth control, but also an education on rights, on self, on 

options. As Sarah explained, it’s about “lovingly and carefully asking if they’ve 

considered x, y and z” (3 March 2016).  

Engagement		
The providers and staff members spoke a lot about the importance of engagement 

as well. Matt explained, “it’s really about utilizing whatever you can to develop a 

relationship with the student, because until you have a relationship with that student, well 

as the phrase goes ‘they don’t care anything about what you know until they know that 
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you care’” (4 March 2016). He shared the reality of it, that until you are willing to have a 

relationship with your clients, until you begin to understand from their perspective “they 

aren’t going to give a hoot about and of the advice you’re going to give them anyways – 

and why should they?” (4 March 2016). As first, I was concerned about what Matt had 

said, this sounded manipulative – that in order to get someone to do something you have 

to show them you care about them. But, what Matt stressed was so important about this 

relationship was finding that nexus, finding that connection before you can have any 

meaningful conversation. When he spoke of meaningful conversation, Matt did not 

equate it to a valorized or “legitimate” end, but meaningful as Sarah explained. 

Meaningful in that the conversation ended in a greater knowledge of the options 

available. 

 Robin also expressed the importance of engagement in her work. “It’s respecting 

where they’re coming from”, she explained, “that’s the engagement piece, it’s not about 

trying to tell them what to do or what they should be doing” (1 March 2016). This focus 

on engagement, is in many ways a response to concerns of autonomy, it is about 

recognizing individuals as legitimate subjects, as just as Pillow and Ticktin describe.  

Conclusion		
I’ve spent a lot of time thinking about the ramifications of reframing discourse, 

reflecting on the consequences of using a language of prevention and, conversely, 

challenging this discourse through a language of protection. Through a series of 

interviews, I attempted to demonstrate the real world implications of language. I explored 

the ways practitioners, staff members, and advocates work tirelessly to combat 
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problematic ramifications, and in doing so reflected on the tensions and contradictions 

that arise when working against a hegemonic valorized discourse.   

CONCLUDING	SECTION		
 

This project began with a woman’s words echoing the implications of the 

discourse of prevention. The language she used troubled me, leading me to ask the 

questions of how such language might impact (even if subconsciously) the individuals it 

targets. To answer these, I needed to first establish what the discourse surrounding AGs’ 

sexuality and reproduction entailed. I found there exists a general agreement in the field 

of Public Health that both produces and reflects an understanding of AGs’ SRH goals. 

These goals are structured around the principle of prevention, and society deems anything 

outside the lines of preventing pregnancy to be both irresponsible and illegitimate.  

Next, I used the work of several theorists to construct a framework through which 

to shift the focus of my analysis onto prevention discourse itself rather than its subjects. It 

gave me a space in which to question how discourse works to produce and maintain 

certain subject positions. In so doing, I uncovered three problematic implications: I argue 

the discourse of prevention reflects a) normative neoliberal values, b) the policing of 

female sexuality, and c) a distortion of agency.   

I then investigated the ramifications of these findings through empirical research. 

I interviewed providers, and staff members in two different clinical settings, as well as 

advocates who work in the field of Public Health. These interviews confirmed both the 

consensus of barriers to access and the negative ramifications of this dominate discourse. 

I then discussed the ways these individuals were working, both consciously and 

subconsciously, to reinvent the terms used. I also reflected on the challenges of working 
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against normative value systems by highlighting the contradictions that arose in 

conversation. This tension became an important piece of my project: it exemplified a 

politics of process—that reframing hegemonic discourse was in fact a process –that it did 

not come without moments of hesitation and error.  

I made time after every interview to sit down at my desk and just write, write 

about how I thought the conversation went, what I learned, how I remembered the 

setting, my overall thesis-induced stress levels. Somewhere in this writing, I realized how 

much of what I took away was effected by the language used. Not simply the tone or 

form in which it was presented, but the words themselves. The language we use mirrors 

who we see before us, it not only reflects this reality, but also works to shape it. We 

choose certain language because of what we see, and because we have chosen that 

language we also create what we see. Without a close investigation of the discourse that 

defines us we could not disentangle the various intersecting, differential, contingent, and 

relational processes that simultaneously reflect and construct us – our subject positions, 

and our social realities.  
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