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Executive Summary  
 
I.  Method and  Subjects  
 
Between August and September 2006, the Alliance for Innovations in Health Care 
conducted five, 90-minute focus groups, using five scenarios to explore six topicsð
access, deliberation, community strength, coping, recall, and refusal.  
 

ü Accessðwhen and how South Mountain residents learn about 
reproductive issues, health care needs, and how timing influences the use of 
prenatal health care and other social services. 
ü Community Strength ðassets in South Mountain Village and South 
Phoenix neighborhoods that promote healthy outcomes for mothers and 
babies. 
ü Coping ðstrategies women devise to manage their own and their 
childrenôs health care. 
ü Deliberation ðknowledge and planning that influence how mothers 
decide to when to reproduce and when to use prenatal and other health  care 
services to have healthy babies and maintain their childrenôs health. 
ü Refusal ðfactors that keep women from using services for which they are 
eligible. 
ü Recallðexperiences with health care workers that influence use of and 
satisfaction with health care services. 
 
The 59 women, ages 18 to 43, had completed high school or the Graduate 

Equivalent Diploma. Fifty-four had completed two -year technical school, two or more 
years of college, or a Bachelorôs degree, and five held Mastersô degrees. Only four 
women reported personal income over $30,000, with 15 exceeding this figure as 
combined household income. In Groups 4 and 5, accounting for 21 and 13 
participants, respectively, only ten had personal or combined household incomes 
equal to or exceeding $30,000. These two groups did not differ by education, and 
included two of the persons holding a Masterôs degree, both of whom were 
employed in health care and social service. 

 
Scenario discussions produced views that interrelated topics. Chapter 1 

summarizes views that interrelated access and deliberation, Chapter 2 coping, 
refusal, and recall, and Chapter 3 community strength.   

 
II.  Access and Deliberation  
 

1. Resources for health care and other social services are scarce and poorly 
advertised. Single and two-parent-working households do not have time to locate 
hard-to-find resources. Girls (ages 11 to 17), who become parents, do not have t he 
knowledge to locate and use scarce resources. 
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2. Parents are often physically or effectively absent during their childrenôs 

early years. When fathers are present, they do not instruct and monitor children 
because gender-roles make females responsible for these tasks. Many mothers and 
female relatives are also physically absent because they are chronically ill, or 
addicted to drugs or alcohol. More important, healthy parents may be effectively 
absent because, based on their own childhood experiences, they consider it 
inappropriate to inform their children about sexuality.  Therefore, they do not begin 
instructing children or monitoring their sexual activities until they are involved in 
practices that the parents find difficult to change.  Schools and churches may offer 
instruction, which is either too late or ineffective, because parent s do not permit 
young children to take part, thinking they do not need the service.  

 
3. Differences in household income, education, and composition influence 

when and how children receive parental instruction, but the se differences do not 
ensure that first -time mothers have the necessary reproductive knowledge or health 
care and parenting skills. Adults in higher income, two-parent households, may be 
too busy with work and other obligations to attend to these  matters. The current 
generation of effectively present parents uses their own and othersô negative 
experiences to devise reverse role modeling for parenting practices. They closely 
monitor their children and openly discuss matters on which their parents w ere silent.  

 
4. Gender role traditions result in young males receiving less parental 

guidance, learning few parenting skills, and attending to their own health care only 
in a crisis. These role traditions also mean that women take responsibility for 
childrenôs and adult malesô health care needs. Young unwed mothers, trying not to 
alienate male affection and economic support, do not press men to become involved 
in seeking or using health care and other social services for their children. 

 
III.  Coping, Recall, an d Refusal  
 

1. A young unwed mother, who do es not care for her first child, do es not 
learn parenting skills and acquire the knowledge for effective infant health care.  She 
may continue having children, either because she still lacks knowledge about 
contraceptives or because certain, mainly aesthetic, side effects discourage their 
use. Successive pregnancies result in increased shame and decreased support from 
family and friends. When parents and grandparents take over, rather than assist a 
young mother, she may not learn to take responsibility and may continue having 
children that neither she nor the childrenôs father or fathers support. If the 
pregnancies involve multiple fathers, this further increases shame and decreases 
approval and support. Shame encourages hiding a pregnancy, and some expectant 
mothers do not receive prenatal care before the fifth or six month, and others not 
until delivery. Although rare, the same factors encourage some expectant mothers 
to deliver without medical assistance.  



 

 iii 

 
2. Young girls raised in the church see anal and oral sex as meeting parental 

and church calls for abstinence. Despite the spread of alternative sexual practices, 
girls eventually engage in vaginal sex and become pregnant, but may have already 
contracted sexually transmitted diseases from the alternative sexual practices. They 
may not learn about infection until care for a pregnancy begins.  

 
3. Low contraceptive use, community proscription of adoption, and doctor sô 

refusing young womenôs requests to have their tubes tied, make abortion a taken-
for-granted solution to unwanted pregnancy.  Using abortion to reduce the number 
of children after having several adds to its prevalence. Focus group participants 
estimate that some mothers of six children may have had three or more abortions. 
Available insurance funds assure that most abortions are medically assisted. 
However, lack of insurance and hiding pregnancies from parents encourage some to 
self-abort. Unless health care workers check for signs of self-abortion, they m ay 
diagnose premature labor and miscarriage. Young girls who abort consecutive 
pregnancies do not process the emotions that may follow from aborti ons, and 
community proscription of mental health services means that they are unlikely to 
seek psychological counseling. Some mothers, mentally stressed by raising several 
very young and unwanted children, may abuse the children physically and mentally.  

 
4. A mother who takes responsibility for raising her first child learn s from this 

experience. Responding to fears from her first pregnancy, she may not use certain 
prenatal services for subsequent children. At the same time, as other obligations 
consume time, the mother depends on older children to care for younger ones. The 
lack of attention to all children may re sult in reproducing negative patterns that 
begin with children looking for attention and affection outside the home.   

 
5. Over generalizing from a few badly behaved patients, especially the 

youngest and least informed mothers, health care workers develop negative 
stereotypes, which they extend to all African Americans. They also assimilate all 
African Americans to negative stereotypes about welfare recipients as freeloaders. 
To present themselves as exceptions to negative stereotypes, and, thus, as 
deserving health care workersô respect and professional care, the women attend to 
dress, speech, and other aspects of comportment that they associate with displaying 
self-respect. Using available sources, such as hot lines, triage nurses, the library , 
and the Inte rnet, mothers get information to become medically knowledgeable 
before going to the doctor.  They expect these efforts to improve the quality of care.  
Instead, they consistently interact with health care workers , who convert ignorance 
of medical knowledge, poor comportment, and difficulty communicating about 
symptoms into a stereotype of race-based low intelligence. Responding to their own 
presumptions, health care workers consider it a waste of to  answering African 
American patientsô questions, because they are incapable of understanding the 
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explanations. Persistent patients confront health care workers who see the m as 
aggressive, hostile conduct that threatens the workerôs safety.  

 
6. Although mothers devise strategies to ñeducateò health care workers, 

faced with negative responses, they simply get through the interaction or 
immediately request another health care worker.  When insurance and other factors 
permit, patients change doctors, facilities, or both, for future care.  Such interactions 
mean that mothe rs bring a child to the doctor only after trying home remedies or 
they cease using health care. Confronting these problems during a childôs medical 
crisis is more frustrating. Health care workers dismiss the childôs complaint as 
insignificant, offer no tre atment, provide little or no useful information, or continue 
prescribing ineffective treatments.  These ineffective responses result in repeat visits, 
multiplying co-payment costs.  

 
IV.  Community Strength  
 

1. Failing to find a satisfactory facility in the com munity, mothers expand 
community boundaries by using facilities in bordering municipalities. Some find that 
outside facilities offer better care, are cleaner facilities, and have shorter waiting 
times. The nearest facilities often have large patient populations and, therefore offer 
no greater opportunity to see a primary care physician or the same health care 
workers on successive visits. Involvement in a series of humiliating and unproductive 
interactions sharpens the mothersô understandings of systemic medical practices, 
which, in addition to the stereotyping of their community, produce negative health 
care outcomes. After trying facilities in one bordering community or in several, they 
return to South Mountain Village or South Phoenix, or cease using health care. 
Mothers who return use what they learn about systemic medical practices to select a 
facility where workers cooperate with the mothersô strategies to reduce co-payments 
for repeat ineffective visits.  Community facilities are more likely than outside ones to 
recognize and accept their strategies. 

 
2. Despite a shared view of creative strategies and individual resilience, focus 

group participants insist that there is no community. This means that patterns of 
interaction among residents of South Mountain and South Phoenix do not facilitate 
sharing and using poorly advertised scarce resources. Many factors, the participants 
explain, create obstacles to cooperation among African American residents, who 
confront increasing competition for scarce and diminishing resources from growing 
populations of other races and ethnic groups. Efforts by individuals to solve their 
own and their familiesô problems promote individualism, which encourage status 
envy, jealousy, and invidious distinctions, which, in turn, disc ourages cooperation. 
Persons who feel disadvantaged in status competition may not attend events that 
could promote community building.  While recognizing that joint action is needed to 
solve community problems, the participants note that the African American 
population, contrasted with other populations, is not a voting block for race -based 
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government representation. There are few African American elected officials, and 
they make ñbackroom dealsò undermining campaign promises that would benefit the 
community. There are many self-help organizations ñworking behind the scene,ò 
participants say. However, working parents (sometimes holding several jobs), can 
only take advantage of the organizationsô resources during special or annual events. 
Consequently, they do not assist organizations to build community and increase 
resources.  

 
3. For new arrivalsðresident for a few months to decade or more ðthe sense 

that there is no community begins with ethnic or racial demographics.  The small, 
scattered local African American population differs from concentrated populations 
and services to which the new arrivals are accustomed. They find few gathering 
places in the community to meet  African Americans who might informally share 
resource information. This problem is exacerbated, both new arrivals and long -time 
residents note, when African Americans encountered in other social spaces and 
workplaces ignore or spurn greetings.  

 
4. The lack of gathering places in the community is difficult to change.  If the 

facility is in the community, residents might use it, but creating the option is possible 
only by overcoming a mind-set that judges the activity as beyond the boundary 
distinguishing Black and White ñculture.ò The range of culturally acceptable activities 
decreases, because once acceptable but long-absent ones become White and, 
therefore, difficult to reintroduce.  

 
5. Comparing Phoenix and Arizona with other locations, especially those in 

ñdown South,ò the focus groups contend that residents lack traditions for joint 
action, in part, because schools teach the young generation little about the history 
of African American civil rights struggles. Apathy (passively waiting for other races 
to provide resources) reflects individualsô long-term adjustment to scarce resources 
and the lack of government representation . It is demoralizing, participants say, to 
realize that, despite self-help actions, they have little outside support.  The 
government favors new immigrants, who communally share resources within their 
identity boundary. Class diversity increases problems as the private sector takes 
over space to provide middle- and upper-class housing for persons who, even if they 
are African Americans, keep to themselves. 

 
6. Mothers must ñdeal with what comes.ò Underemployed mothers quit work 

because they cannot afford help to care for preschool children or to monitor older 
children after school. Focus group members say these mothers trade work for 
welfare dependency and humiliation, because health care and social service do not 
design regulations to ñuplift families.ò To qualify for benefits, one must ñwork to 
system,ò circumventing the regulations by denying other sources of support. Hence, 
a mother with adequate resources avoids the ñwelfare trap,ò even if income and 
housing subsidies, health care insurance for her and her children, or fees for 
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education would improve her situation.  Lacking adequate resources, mothers may 
present themselves as single and ñbroke,ò and deny knowing their childôs father. 
This strategy lends support to health care workersô negative stereotypes, thus 
making the mothersô and other African Americansô subsequent interactions more 
difficult.   

 
Despite the sense that others act to undermine African American self-esteem 

and destroy their community, individuals must make choices. Even when choosing 
between bad and worse options, parents must try to break negative cycles and 
silences, because if they wait for good choices, African Americans in South Phoenix 
will ñdrop like flies.ò Resenting health care workersô ñnasty attitudes,ò focus group 
members contend that these workers should understand that they have jobs 
because South Mountain residents have babies, because many are in poor health, 
unemployed or underemployed, and because, facing life as ñhustle and hassle,ò 
some abuse drugs or alcohol, while others commit crimes and fill the jails and 
prisons.  
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Introduction  
 

I.  Method  
 
The Alliance ran five focus groups to learn about factors that promote or impede 
South Mountain women using health care services before and during pregnancy to 
assure a healthy delivery and to keep themselves and their growing children 
healthy. The scenarios for six topics three sets of questions:  
 

1. What do young women know about conception and prevention? At what 
ages do they learn these facts, and from w hom? How does this knowledge 
influence their decisions about when to become pregnant, how to gain 
prenatal care, and how to maintain their own health and the health of 
infants? 

 
2. How does recall of experiences with health-care facilities influence their 

decisions to use or refuse use of health care facilities, or other social 
support services for subsequent pregnancies, and to maintain their own 
and their young childrenôs health? 

 
3. What community strengths and forms of individual resilience do African 

American women reveal that shape and direct their coping strategies? 
 
II.  Scenario Topics  
 
To order discussion across the focus groups, a subcommittee composed of Thelma 
Brandon, Rose Howe, Wanda Thompson, Carole White, the moderator, and Andrea 
Sturzen, a co-moderator, devised six scenarios to probe the basic topics (see 
Appendix 1). The subcommittee defined the topics as follows: 
 

ü Accessðwhen and how South Mountain residents learn about 
reproductive issues, health care needs, and how timing influences the use of 
prenatal health care and other social services. 

 
ü Community Strength ðassets in South Mountain Village and South 
Phoenix neighborhoods that promote healthy outcomes for mothers and 
babies. 

 
ü Coping ðstrategies women devise to manage their own and their 
childrenôs health care. 

 
ü Deliberation ðknowledge and planning that influence how mothers 
decide when to reproduce and when to use prenatal and other health care 
services to have healthy babies and maintain their childrenôs health. 
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ü Refusal ðfactors that keep women fro m using services for which they are 
eligible. 

 
ü Recall ðexperiences with health care workers that influence use of and 
satisfaction with health care services. 

 
To achieve a balanced discussion of the six topics across five groups, the 

moderator deliberately varied the time devoted to each topic within the 90 -minute 
limit. For example, the first group addressed Scenario 1 (access) for 25 minutes and 
devoted approximately 15 minutes to each remaining scenario. The second group 
devoted 25 minutes to the delibera tion scenario, and so on through the five groups. 
With six topics and five groups, the last topicðrefusalðdid not receive 25 minutes. 
However, the overlap between this topic and all the others did not pose a problem 
for obtaining substantive commentary on refusal. Differences for time 
notwithstanding, groups discussed some topics in greater detail and responded to 
probes in different ways. The summary reflects transcript coding for five groups 
responses to the six topics. 1 

 
Following each focus group, Rose Howe, Wanda Thompson, and the 

moderator held a conference call to review the discussion and add probes as needed 
for the different topics. Following the final group, the two co -moderators joined in 
the conference to discuss how to summarize the five discussions.2 Chapter 1 

                                        
1 An identifier number (e.g., G2) refers to a focus group, and fictive names to participants in that 

group. MV plus a number (e.g., MV2) indicates that several participants responded simultaneously. 
When the transcriber could not identify the speaker, but the comment was audible, UNK plus the 

group number identifies the quote.  
Ideally, a focus group should not include more than 15 participants.  When the group is 

larger, the note taker h as difficulty keeping track of who is speaking, and the transcript includes more 
unidentified speakers. For example, Group 4, with 21 participants, has the largest number of 

unidentified speakers, despite the efforts of three note takers  and the transcriber. While many 

comments were audible and the transcription captures them, tracking a particular speakerôs 
comments proved more difficult for Group 4 than for the others.  Tracking speakers builds up 

accounts of participantsô statements about themselves and highlights the experiences on which they 
base their comments about all of the topics.  Where participants disagree on a point, it is important to 

consider the experience that may influence their different points of view.  The description of the 

population refers only to the information collected in a one -page questionnaire designed to assist the 
transcriber in using the notes to identify speakers and relate their comments during a group. It does 

not include information Rose Howe and Wanda Thompson used to select participants for the focus 
groups. 
2 Co-moderator Andrea Sturzen and Dr. Jarita Holbrook of the Bureau of Applied Research in 
Anthropology (BARA) at the University of Arizona, served as a volunteer co-moderator, and took 

notes during the focus groups. Andrea Sturzen assisted with transcription and with coding the 

transcript to set criteria for general coding.  Dr. Holbrook, using Atlas ATI, helped sort the initial topics 
to compose code sets from the total transcript.  Rose Howe and Wanda Thompson gathered 

information, such as selection criteria for age, residence in the research zones, and number and ages 
of children in each household, and assisted with taking notes during focus groups.  After an initial 
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concerns the participantsô views on access and deliberation, Chapter 2 their views on 
coping, refusal and recall, and Chapter 3 their views on community strength.  

 

III.  Population  
 
The focus group population totaled 58 African American women ages 18 to 43. A 
brief profile questionnaire for each group revealed that all but ten parti cipants 
completed high school. The rest finished two to three years of college, or completed 
a bachelorôs or mastersô degree. Over half of the women earned personal or 
combined household incomes below the currently established poverty line. For most 
of the others, incomes ranged from $20,000 to $30,000.  During discussion, 
however, some participants indicated that their personal or combined household 
incomes were $10,000 or more above the profile questionnaireôs $30,000 cut off. 
Others indicated both on the questionnaire and in discussion that they earned no 
personal or household income. 
 

                                                                                                                          
draft in February 2007, Dr. Brackette F. Williams of Text Management Service, Tucson, Arizona, and 

Dr. Drexel G. Woodson, authored the five-group and Executive summaries. All public documents 
based on these summaries are the responsibility of the Alliance for Innovations in Health Care, of 

Maricopa County, Arizona, and should include a byline consistent with the changed authorship.  

 



 

 10 

Chapter 1  
 

Access and Deliberation  
 

ü Accessðwhen and how South Mountain residents learn about 
reproductive issues, health care needs, and how timing influences the use of 
prenatal health care and other social services. 

 
ü Deliberation ðknowledge and planning that influence how mothers 
decide when to reproduce and when to use prenatal and o ther health care 
services to have healthy babies and maintain their childrenôs health. 

 
I.  ñJust keep your legs closedò: Home, School, and Church Training 
 
Learning about biological reproduction or childcare, the participants say, comes too 
late and sources of knowledge are too few. We begin with Frances (G2), a 39 -year-
old mother of a 15 -year-old daughter and a preteen son.3 
 

I mean Iôm college educated and blah, blah, blah, blah, and havenôt seen the inside 
of a clinic and all that kind of stuff. Um, was mar ried many years, five or six years 

before I had a baby, right, and blah, blah, blah, blah, did all the stuff youôre 
supposed to do. But, I just didnôt know, I didnôt have any childrené little babies 

around me, I didnôt have, littleé Bebeôs Kidsé sisters, and the kids across the street. 

I didnôt have any of that. So, when I had my daughter I, I, I, I didnôt even know 
whaté She was just likeé Iôm like, ñWhat do I do with this?ò You know? The doctor 

said, ñGive her a half a jar of baby food,ò and, soé gives her a half a jar of baby 
food. 

 
Frances, like other participants, thinks that schools do not provide timely sex 
education and moral guidance, because general American cultural values set the 
timing of this instruction without reference to the realities of ch ildrenôs exposure to 
factors that promote early progression from sexual awareness to sexual activity.  
 

Questioned about when young girls first learn about reproduction and 
contraceptives from school-based instruction, the groups agree that it formally 
occurs between fourth and eighth gradeðwith sixth grade as the most prevalent 
answer. They disagree on whether all schools include sex education, basic human 
biology, or human reproduction classes. Catherine (G1) sums up the view, 
consistent across the groups, of instruction that schools offer.  

 
I would say that she [a female grade -schooler] learns about getting pregnant, she 

would learn something about that in elementary school, fourth grade, fifth grade, at 

                                        
3 Frances reports a household income higher than the profile cut off.  She completed a bachelorôs 

degree, placing her among participants with the highest formal education; second o nly to four who 
had completed postgraduate degrees.  
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leasté Ah, I know at school, they have sex education. They teach them about their 

bodies, and, ah, ah, whatôs developing. I have a 12-year old, and I know she is 
learning about that, you know, in elementary school, and [from] her peers, too.  

 

Members of Catherineôs group and others also agree with qualifications Carine (G3) 
introduces in noting the rudimentary content of instruction that they think schools 
offer children. 
 

Okay. I think she would learn about [basic human biology] when sheôsé ahé within 

seventh and eighth grade. If they do health or sex educa tion, as far as, like, the 
human reproductive system. Buté other than thaté [shrugs]. 

 

Other participants add that schools do not offer this instruction before the ages at 
which girls may already be sexually active or become pregnant. They think that 
schools might respond better to this reality by lowering the grade at which 
instruction begins. 
 

As two further comments suggest, however, participants do not always agree 
on when schools first offer instruction. Dianna (G3) thinks sixth grade is later than 
schools teach basic reproductive biology. Beatrice (G3) agrees with Dianna. Based 
on her experience raising two teenage girls, she remarks, ñI think they start 
prepping them around ten.ò When others look doubtful, she adds that she is 
referring to ñTheir parentsé the moms,ò not the schools. Darlene (G2), who works 
for AHCCCS at a hospital, speaks from her work experience, from her first 
pregnancy at 17, and from her knowledge of friends and neighbors whose first 
pregnancies occurred even earlier. 

 
She sums up critical aspects of the participantsô view that sexual activity is 

happening earlier today and well before schools begin instruction. ñI feel like, in this 
day and age, they [schools] should [provide earlier instruction], because there are 
kids thatðI mean like ten, 11 years oldðhaving kids, and they donôt have no idea 
whatôs going on.ò 

 
Yet, even if schools lower the grade of first instruction, participants agree 

with Elenaôs (G3) view that a girlôs substantive learning begins ñéwhen she gets 
pregnant, [th en] she learns about [conception].ò Considering the likely age of first 
pregnancy, multiple Group 5 speakers, agreeing with an unidentified speaker, 
remarked, ñThat periodé Itôs the periodé when that period starts.ò Their remark 
echoed comments by participants across the focus groups. 

 
Probed to report the earliest age at which a first pregnancy occurred among 

siblings and friends, participants across the groups provide examples ranging from 
11 to 13, but one replies that she knows of a girl who became preg nant at age ten. 
Overall, participants agree with Paulaôs (G5) conclusion: ñ[Age] 13, and after they 
have a baby. Yeah, I have a couple friends who had babies at 13.ò 
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Participantsô accounts of their own and their siblingsô ages for first 
pregnanciesð12, 13, 14, and 15ðsupport their general responses. The self-reported 
age range for first pregnancies among the 58 participants was 12 to 38, and their 
comments about siblings, other relatives, and friends suggest that 15 is the most 
prevalent age for first pre gnancy. Still, Dana (G5) reports the extreme age that 
participants recount in their stories: ñI know someone who had a baby at eleven,ò 
which suggests a progression to sexual activity as early as age ten. Participants 
across the groups also agree with Elena (G3) about the need to change the timing 
of sex education in school and at home: ñ[E]arlier. I know a lot of my friends 
learnedé [when they got pregnant], you know.ò 

 
When the moderator asks Group 5 why they think girls become pregnant at 

such early ages, UNK (a participant who, unfortunately, typically comments in side 
whispers) replies, ñóCause they hot!ò Others in Group 5 concur. Across the groups, 
participants discuss the factors underlying and motivating being ñhot.ò Generally, 
they agree with Margaret (G3): ñThey [are] not listening to their parents.ò Evelyn 
(G4) elaborates on this view. 

 
But you have to remember how many kids did what their parents said. Our parents 
told us all that [i.e., the dangers of sexual experimentation and early pregnancy], at 

least half of it, but we still chose to go out and do [what they advised against], on 
your own or with your friendsé. I think back to some of the things I was doing as a 

little girl that I had no business doing, and thought it was okay, because it was 

taught to me, not by my parents, but by other places in society.  
 

Where schools provide instruction on sex-related matters, the focus group 
participants note, parents must sign consent forms. Based on experience with family 
and close friends as parents, the participants insist that many parents are unwilling 
grant consent because they do not want their children to ñhave that conversation.ò 
When parents are physically or effectively absent, younger siblings, who become 
substitute parents, are too young to sig n consent forms. For parents who are trying 
to be effective, participants also agree with Paula (G5), who counters:  

 
Parents in poverty, they donôt have time to teach their kids a lot that they would like 

to teach [them] in [a] wayé in the manner they wanna teach óumé. You have to 

work so much. And, by then, you think sex education in school is good, but that is 
not good lotta times.  

 

Fern (G5), sums up another general view, explaining that what schools teach may 
be distorted by peers and, thus, have unintended negative consequences. ñWhen I 
was growing up, I learned it from people who had alr eady learned in high school, 
and they were telling middle -school kids, this is how to use condoms.ò 
 

The problem, Fern and others note, is that these secondhand lessons on 
condom use are as likely wrong as right, and a girlôs male peers suggest that there 
is no need for condoms. Young boys, says Dana (G5), tell their female grade peers 
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that condoms are unnecessary because they know how to prevent pregnancy: 
ñ[T]hey will pull it outò. 

 
Helen (G1) links the impact of working parents to media influence and peer 

misinformation. 
 
Yeah, itôs gotta be because you go outsideé If you donôt get [information] because 

your parents are busy working three or four jobs, trying to make i t, you have to get 
that information from somewhere. Nowaday, with this generation, they get it from 

TV. The kids, they sit in front of the TV oré the video game and they pick up all that 

stuff. And, itôs not like when my Grandmaé. [You] could go to her Grandmaôs house 
[noting another participant] and sit and, you know, get educated, just like it was my 

Grandmaôs house. Itôs totally different these days. And, when the parents are 
working, you get the kids out at the Y and stuff, and they are getting advice f rom 

people, like their coaches or just their friends. And, whatever they think the advice 
is, because their parents are not at home, when things are not in their household, 

they are going to get the information elsewhere.  

 

When Group 5 participants agree on the increasingly lower age for sexual activity, 
and an unidentified speaker stage whispers, ñYeah, they are getting younger and 
younger by the year.ò Lois (G5) adds, ñThatôs what I am saying, that [grade school] 
may be too lateðby the time they learn about it.ò Dianna (G3), a parent of two 
teens and foster home mother to grade school and younger children, expands on 
this view in her group.  
 

I think things are changing, because, I know, the kids now get, ahé You know, the 
parents have to sign consent for t hem to learn about good touch, bad touch. My 
daughter has learned about puberty [and she  is] in the fourth gradeé Yeah, so, I 

think times are changing, but I think that the school is mostly responsible, versusé 

the parents. 
 

Ula (G4) makes a similar point during her groupôs discussion: ñIn society todayé I 
think, I think ages [for sexual awar eness] are getting earlier.  Itôs normal in todayôs 
society.ò 
 

The focus groups see changes in school curriculum and in society moving in 
opposite directions. Participants 40 and older recall grade schools teaching ñhuman 
developmentò in health education classes, which included basic biology, hygiene, 
and nutrition, and some schools offered sex education. Mary (G4) says: 

 
Um, gosh, I am 41, soé [when] I went to Julian, Martin Luther Kingðsome of you 

know these schoolsðthey were teaching us about our period; about a lot of things. 
They taught us about sex. 

 

Participants 30 and younger say this is no longer true, even when schools offer 
classes in the sixth, seventh, or eighth grades. They think that, currently, the 
earliest school instruction occurs in the sixth grade, but insist that todayôs classes 
include less information. Hence, younger participants in Maryôs group quickly and 




