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Perspectives on Confi dential Care 

for Adolescent Girls 

ABSTRACT
PURPOSE We wanted to obtain perspectives of mothers and daughters on facili-
tators of and barriers to with adolescent girls’ timely access to risk-appropriate 
reproductive care. 

METHODS We conducted 5 separate focus groups with Latina and black mothers 
and their adolescent daughters. All participants resided in impoverished neigh-
borhoods of New York City. Participants addressed mothers’ roles in helping girls 
initiate gynecologic care, perceived role of physicians in daughters’ sexual health, 
including the provision of confi dential care, and perceived need for girls’ gyneco-
logic care. Data were analyzed using qualitative data analysis methods. 

RESULTS Mothers see themselves as their daughters’ primary protectors against 
daughters’ poor reproductive outcomes. Many believe that confi dential care 
promotes risky behavior and undermines mothers’ efforts to protect girls. Moth-
ers endorse facilitating gynecologic care and entering alliances with physicians 
but see the need for care as arising only after girls’ sexual debut. Unfortunately, 
maternal awareness of sexual activity is low. Adolescent girls express consider-
able discomfort around reproductive health care and negotiating maternal 
involvement, and they fear breaches in confi dentiality. 

CONCLUSIONS A lack of trust in health care clinicians and the mother’s gatekeeper 
role are key barriers to girls’ transition to reproductive care. Consistently including 
a confi dential component to health care visits in early adolescence, with prepara-
tion for both mothers and daughters, may reduce the distrust and discomfort.

Ann Fam Med 2006;4:519-26. DOI: 10.1370/afm.601.

INTRODUCTION

A
dolescent girls who live in impoverished urban settings are at far 

higher risk for negative health consequences of sexual activity 

compared with national norms.1,2 Earlier onset of sexual activity,3 

inadequate birth control,4 and older sexual partners5 contribute to higher 

rates of sexually transmitted infections6 and pregnancy.7 This disparity 

may refl ect complex associations of poverty, social inequalities, less access 

to preventive services, and neighborhood characteristics.8 Large north-

eastern US urban centers have become epicenters of sexually transmitted 

disease and teenage pregnancy epidemics.9 Health care professionals are 

challenged with developing innovative means of helping urban families 

overcome obstacles to reproductive health care. 

Adolescents often have unmet health needs10,11 especially after sexual 

debut.12,13 In a recent study, only 45% of sexually active urban girls had 

initiated gynecologic screening. The delay between onset of sexual activ-

ity and screening averages 13 months.14 Unfortunately, the best predictor 

of initial screening is experiencing a sexually transmitted infection or 

unwanted pregnancy. Adolescents have considerable need for confi dential 

care,15 but often they cannot overcome barriers to needed services. 

Sexual health research during the last 2 decades has focused much atten-

tion on the infl uence of family, particularly with regard to initiation of sexual 
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activity, contraceptive use, and pregnancy.16 Open com-

munication about sex is associated with better sexual 

health outcomes for adolescents,17-20 although far fewer 

studies have specifi cally addressed urban minority fami-

lies.21-24 Mothers are clearly the primary communicators 

about sex in most families.25 Both mothers and daughters 

emphasize the importance of discussing sexuality and 

reproductive health,24,26,27 yet both report that it is chal-

lenging and most often inadequate.28,29 Little is known 

about the role of the family in facilitating gynecologic care 

for adolescents. In one qualitative study of urban minority 

families, girls emphasized the important role that moth-

ers play in seeking health care before sexual debut, but 

they reported diffi culty transitioning from trusted familial 

sources of advice and care (especially mothers) to other 

appropriate sources of care after onset of sexual activity.13

Adolescents have considerable need for confi den-

tial reproductive care but often do not seek it. Given 

the heightened risk of negative reproductive health 

sequelae that adolescent girls face, research is needed 

to better understand the factors inhibiting their 

onset of gynecologic care. Previous research has not 

explored the role that mothers play as facilitators of 

gynecologic care for adolescent girls, nor have views 

of confi dential care among urban adolescents or their 

mothers been reported. We invited both mothers and 

daughters to participate separately in focus groups in a 

preliminary exploration of their perspectives on strate-

gies to encourage adolescent girls to obtain risk-appro-

priate and timely care. The protocol focused on social 

and systemic barriers associated with girls’ access to 

and use of care, taking a culturally sensitive approach 

to exploring these issues. We will develop primary care 

interventions to improve adolescent girls’ care based on 

these and related fi ndings.

METHODS
This study was conducted in 5 community health cen-

ters (3 family medicine staffed and 2 medicine-pedi-

atrics staffed) located in Bronx, NY. These practices 

provide family-centered care to a largely minority, low-

income community. The Institutional Review Boards of 

both Albert Einstein College of Medicine and Monte-

fi ore Medical Center approved this study.

Recruitment
The study sample comprised mothers and their ado-

lescent daughters aged 16 to 19 years. We recruited 

mothers because they are the primary communicators 

and health care coordinators in the family arena,30 

and because data collection from multiple informants 

increases the value of the information.31 We included 

older adolescent daughters because they are more likely 

than younger girls to be sexually active and to have 

reproductive health needs. Using the practices’ clini-

cal information systems, we identifi ed women who had 

visited 1 of the 5 health centers within the previous 4 

months. These women were presumed eligible if they 

were members of an ethnic minority and had a daughter 

between the ages of 16 and 19 years who had ever been 

seen at the health center. Letters signed by the women’s 

primary care physician were mailed to 228 women 

believed to meet these criteria. Table 1 displays rates of 

contact and refusal. Black and Latina women had similar 

rates of successful contacts (57% and 55%, respectively) 

and of declining participation (28% and 22%, respec-

tively). No eligible daughter declined. 

Data Collection 
Mothers and daughters participated in their respective 

focus groups on separate days. We chose focus groups 

rather than individual interviews because we believed 

participants’ interactions would allow greater in-depth 

exploration of a range of related perspectives that might 

help identify key variables to be later operationalized 

quantitatively.32 Mothers provided consent to recruit 

daughters into the study. All participants provided 

signed informed consent before entering the study, then 

completed a background questionnaire that included 

sexual health and general care items. Mothers com-

pleted a few additional items assessing their knowledge 

of their daughters’ sexual experience. Participants were 

informed that the discussion would be tape recorded 

and that the audiotape would be heard only by project 

staff before being transcribed, after which it would be 

erased. Girls were assured that their mothers, in par-

ticular, would never hear the audiotapes. No identifying 

information was used during the sessions, and partici-

pants were asked to maintain the privacy of the others 

after the session was completed. Focus groups were 

conducted in Spanish (by native Spanish speakers) or 

English by graduate-level female facilitators matched by 

ethnicity to participants. 

Table 1. Study Recruitment and Refusal Rates

Recruitment Characteristics

Total 
Mothers
No. (%)

Total 
Daughters

No.

Dyads presumed eligible 228 –

Returned opt-out card 13 (6) –

Attempted to reach 180 –

Reached by telephone (after 
repeated efforts)

79 (44) –

Found to be ineligible after contact 20 –

Refused participation 19 (32) 0

Intended to attend a group 40 20

Actually attended a scheduled group 21 18
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Following guidelines for conducting focus groups,32 

facilitators used a list of questions to direct the discus-

sions while allowing participants to explore in depth 

those issues they found most interesting. The session 

facilitators phrased the open-ended questions using 

idiomatic terms consistent with those used by partici-

pants during the session, and questions were presented 

in ways congruent with the fl ow of the conversation. 

Sessions lasted approximately 90 minutes. Immediately 

after each session, the investigators reviewed the ses-

sion with the facilitator, including an evaluation of the 

fl ow of the conversation and participants’ verbal and 

nonverbal reactions to issues presented. Session facilita-

tors transcribed audiotapes of the focus group sessions 

in their original language and checked for accuracy. 

Spanish transcripts were translated verbatim into Eng-

lish by the session facilitator and proofed again for 

accuracy by bilingual members of the project staff. 

Focus Group Guides
Based on gaps noted in our previous research and the 

existing literature, we developed appropriate questions 

and probes relating to each group in consultation with 

experts in psychosocial qualitative assessment at our 

research center. All questions were open-ended and 

designed to be neutral in content and tone to minimize 

the extent to which the session facilitator might infl uence 

participants’ responses. For each group we developed a 

focus group guide exploring 3 primary areas. The fi rst 

area was mothers’ roles in helping girls initiate gyneco-

logic care. Specifi c prompts addressed the nature, focus, 

and quality of their sexual health communication, moth-

ers’ interactions and experiences with doctors and health 

centers regarding their daughters’ care (with a focus on 

confi dential care), and perceived barriers and facilitators 

regarding open exchange in these situations. The second 

area was the perceived role of physicians in daughters’ 

sexual health, including the provision of confi dential 

care and ideal partnerships with physicians to meet girls’ 

needs, with prompts regarding the timing, perceived risk 

and benefi ts, and possible strategies for partnering with 

physicians. The third primary area addressed perceived 

need for girls’ gynecologic care, with prompts regard-

ing the nature and adequacy of preparation for visits, 

available resources, and perceived importance of girls’ 

sexual status before delivery of care. The only differ-

ence between the mother’s and daughter’s guides was in 

phrasing the questions (referring to the respondents’ own 

experiences vs those of their mothers or daughters). 

Data Analysis
The analysis team included a family physician, a psy-

chologist, and a sociologist. The team used an editing 

approach in which each independently identifi ed key 

themes related to the content areas of interest.33 After dis-

cussion and refi nement, the team developed and applied 

a fi nal coding scheme, using NVivo software, version 2 

(NVivo, QRS International, Doncaster, Aust) to facilitate 

the retrieval of text passages. Coding was 90% consistent 

among the 3 analysts. Coding differences were explored 

in meetings until consensus was achieved.34 Convergence 

and divergence of themes were explored across groups, 

then between mothers and daughters. Illustrative quotes 

were selected across groups, and the sources are refer-

enced by whether they were Latina or black.

A number of themes emerged from our grounded 

analysis of each of our 3 primary areas of focus: percep-

tions of girls’ need for care, implications of confi dential 

care, and perceptions of the role of physicians. After 

making the fi rst provisional defi nition of a category, addi-

tional excerpts were sought to help refi ne the category 

and outline the various themes within it. The categories 

described below comprise the themes, each of which is 

illustrated with quotes drawn from the excerpted sections 

of the transcripts. Differences between ethnic groups 

were recorded on the basis of these themes.

RESULTS
Sample Characteristics
Table 2 displays mothers’ characteristics. Three focus 

groups were conducted with mothers: 1 with Spanish-

Table 2. Demographic Information of Black 
(n = 8) and Latina (n = 14) Mothers

Demographic Characteristics
Black
No.

Latina
No.

Age, years   

30-40 6 3

41-50 2 8

50+ 0 1

Born in United States 6 9

Employment status*   

In school part-time 0 1

In school full-time 1 0

Employed part-time 1 3

Employed full-time 3 6

Homemaker 4 3

Currently receiving public assistance 3 4

Estimated family Income   

$0-$20,000 4 8

$21,000-$40,000 3 4

$41,000-$60,000 0 1

$61,000+ 1 0

No. of children, mean (range) 3.5 (2-8) 3.5 (2-9)

No. of people living on income, 
mean (range)

4.4 (2-7) 4.1 (2-9)

* Participants could check more than 1 option.
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speaking Latinas (n = 6), 1 with English-speaking Lati-

nas (n = 8), and 1 with black women (n = 8). Partici-

pants resided in neighborhoods with family incomes 

below national poverty levels. Nearly one third (32%) 

of the mothers reported receiving public assistance. 

Eight mothers believed that their daughters had never 

engaged in intercourse, 8 reported that they knew 

their daughters had, and the remaining 6 mothers (all 

Latinas) indicated that they did not know. Two focus 

group sessions were conducted with the adolescent 

daughters (Table 3): 1 with Latina girls (n = 12) and 

1 with black girls (n = 6). Two thirds (n = 12, 67%) 

of the girls reported past sexual intercourse. Of those 

who had experienced intercourse, fewer than one half 

indicated that their mothers were aware of it. 

Perceptions Regarding the Need 
for Gynecologic Care
Mothers uniformly expressed strong commitment to 

a revered social position as their children’s protectors 

and their responsibilities to their daughters’ health. 

This role entails constant vigilance to ward off threats, 

including early sexual experience and pregnancy, 

associated with living in a dangerous urban environ-

ment. This topic generated a lot of exchange among 

mothers. One woman said, “We’re the only ones that 

can protect our children from whatever else happens” 

(black [B]). Another stressed needing to keep informed 

about all aspects of their children’s lives: “Because if 

you’re responsible for your child until the age of 21, 

you’re also responsible to know what’s going on in your 

child’s life” (Latina [L]).

These responsibilities extend to the clinical realm, 

where many mothers described making girls’ appoint-

ments with physicians after learning of their daughters’ 

sexual debut, accompanying girls to their appoint-

ments, and attempting to oversee physician contact 

with their daughters. Four mothers expressed concern 

that their daughters were not yet able to make good 

decisions without their intervention: “The doctor 

can talk to them to a certain point, but girls are not 

equipped to make a decision. You know? And they 

could make the wrong decision, and the mother could 

make a big difference … can turn the kid around. No 

matter what, we’re their mothers” (L).

Girls recognized the need for care related to repro-

ductive health, but they also acknowledged that most 

girls did not seek care despite needing to do so. In 

describing reasons why girls avoided care seeking, almost 

all girls saw barriers associated with diffi culty acknowl-

edging personal risk, negotiating the needed disclosure, 

or overcoming fears of being stigmatized or rejected by 

their mothers. Latina girls appeared somewhat more sen-

sitive to potential stigma associated with being known 

to have become sexually active. They talked about the 

importance of being an example to other family mem-

bers by remaining a virgin. One told her group, “They 

want me to be an example. My mom had me when she 

was 15 years old, so they were always on me. Ever since 

I started getting older, like, they were, like, ‘Okay, she’s 

getting older. Let me protect her and watch her’” (L). 

A few girls believed that seeking gynecologic care 

was an index of maturity, associated with taking respon-

sibility of caring for their bodies. As one said, “To me, 

if you’re grown enough to open your legs, you’re grown 

enough to go to the doctor” (L). They acknowledged 

that seeking such care required a certain level of cour-

Table 3. Sexual Behavior and Reproductive 
Care Histories of Black (n = 6) and Latina 
(n = 12) Daughters

History Characteristics
Black
No.

Latina
No.

Relationship history   

Boyfriend in past 6 10

Boyfriend at time of study 2 7

Sexual history   

Sexual activity (ever) 4 8

Sexual activity (prior 2 months) 2 7

Sexual intercourse (ever) 4 7

Sexual intercourse (prior 2 months) 2 7

Number of intercourse partners 1 
(3 missing)

1.8 (mean)
1-3 (range)

Reproductive care history   

Past gynecologic examination 2 5

Past pregnancy 1 2

Past pregnancy concern 2 5

Past birth 0 2

Type of contraceptives/prophylactic 
use at last intercourse*

  

Condoms 4 4

Withdrawal 1 –

Birth control pills – –

Rhythm – –

Vaginal sponge – –

Foam, jelly, cream, or suppositories – –

Diaphragm – –

Intrauterine device (IUD) – 1

Depo-Provera (the shot) – 2

Norplant – –

Contraceptive fi lm – –

Other – –

Don’t know – –

None of the above – 1

No response – 1

Mothers’ awareness of girls’ sexual 
experience

  

Mother knows of sexual experience 3 5

Told mother about sexual experience 2 4

* Participants could check more than 1 option.
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age: to overcome the obstacles inherent in seeking 

health care, to face the possibility of a serious health 

problem, and to reveal one’s sexuality to adults, includ-

ing possibly one’s mother. 

A minority of girls acknowledged some advantages 

to mothers’ involvement in their health care, including 

access to transportation, knowledge of details of the 

medical history, insurance coverage, and negotiating 

diffi cult systems for making appointments; a few girls 

were able to empathize with their mothers regarding 

concerns about early childbearing or inappropriate 

sexual contact. Even so, the girls’ empathy had limits. 

An extremely common theme in the girls’ groups was 

selective or edited communication with their moth-

ers to ensure some privacy in their sexual lives and 

to resist the often high level of control exercised by 

mothers. One girl explained, “And [my Mom] goes, 

‘But you tell me everything!’ I said, ‘Ma, I tell you 

everything to a certain extent.’ She’ll take it personal, 

you know? That’s why I like go to the doctors by 

myself so that she don’t know” (B). These opinions 

generated a great deal of sympathetic and animated 

exchange. Others described being secretive as a way 

to protect their relationship with their mothers. As 

one said, “I’d be more worried if I was pregnant only 

because we come up with this relationship where I said 

I wasn’t gonna [have sex], and we have that connection, 

so I’d kinda be, if I got pregnant, betraying our rela-

tionship” (B). Along similar lines, another stated: “For 

me, I don’t want my mother to look at me differently. 

Cause she always looks at me like I’m her baby.… And 

now that I’m growing up, it’s hard for her to under-

stand that.... I don’t want to disappoint her” (L).

Implications of Confi dential Care 
Mothers expressed considerable discomfort with con-

fi dential care, in part related to concerns that girls 

required their protection. Mothers were dismayed by 

direct questioning about sexual matters, especially 

for girls not yet sexually active. Such questions were 

perceived as far too intrusive, possibly sexualized, and 

often developmentally inappropriate. For example, one 

mother exclaimed to her group:

“[The doctor said] to my girl who has 16 years, ‘In 

which of your 3 parts have you had sex?’ Three parts! 

My daughter didn’t know about that. She told her, 

‘oral, anal, or from your mouth.’ My daughter was in 

shock. They undress her, when a child has never been 

asked to get undressed … too much of a bad habit. 

Because it’s a child” (L).

This comment generated a lot of exchange among 

the mothers, many of whom were concerned about 

their daughters’ exposure to graphic content and to 

physical examination:

“With my older daughter I stepped outside, and I 

felt horrible! Horrible because [the doctor] took me 

out of something that my daughter was going to learn 

about the fi rst time. That someone was going to see 

her naked for the fi rst time. They were going to touch 

her.…When they took her to the adolescent clinic, this 

doctor came like a know-it-all. ‘Go outside, wait out-

side.’ It’s horrible!” (L).

Mothers expressed considerable distrust about the 

care that might be provided to their daughters during 

confi dential encounters. Black mothers in particular 

were concerned that physicians may offer experimental 

or unproven treatments, or let fi nancial interests out-

weigh concern for the adolescent’s health: “I hate to 

be kind of cynical about this, some doctors promoting 

more work for the medical people … like telling your 

child that it’s all right to have sex or, ‘Do you want 

birth control pills?’” (B).

Although about one half of the girls in both groups 

stressed the value of confi dential care and keeping 

some things private from their mothers, some of these 

same girls and others indicated that confi dential care 

(routine and gynecologic) was awkward and for many, 

extremely uncomfortable. This participant described 

a situation in which confi dential care was introduced 

poorly by the clinician:

“The doctor had asked me…, ‘Do you want your 

mom to leave, or do you want your mom to stay?’ I 

looked at my mother, and then I looked at my doc-

tor. She had a paper in her hand and a pen. Looked at 

my mother, and then [mom] said, ‘Do you want me to 

leave?’ I had to think, like, what if she asked me a cer-

tain question, and I didn’t tell my mother I was having 

sex yet? So … I was like, ‘Yeah.’ She left … but I felt I 

wanted my mom to stay… but I was scared because I 

didn’t know what [the doctor] was gonna ask me” (B).

Another way in which the process can be diffi cult 

for girls is that they expect to be asked about the time 

alone with the clinicians by their mothers:

“As soon as I get out of the room, she’s gonna grill 

me anyway about, you know, what happened.… I did 

not tell her everything anyways, so. When she asks 

me questions, I tell her. But I won’t tell her, like, what I 

don’t wanna tell her. I tell her part of the truth” (B).

A few daughters in both groups also reported 

discomfort on the part of their physicians, seeing phy-

sicians as going through the motions and being unwill-

ing to personalize the attention they provide.

“I feel like it’s a questionnaire. They’re not asking 

me, like, ‘I want to make sure you’re healthy.’ They ask-

ing me, like, ‘I have a bunch of questions that I’m sup-

posed to ask you.’ It’s the same attitude that makes you 

feel, like, ‘No, I don’t want to tell you.’ And it’s like to 

clear their checklist” (B).
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Girls fear breaches in confi dentiality, a theme that 

received more attention in the group of black girls than 

in the Latina group: “Yeah, ‘cause maybe you can think 

that you have a certain bond with you doctor, and the 

doctor doesn’t think that they have that certain bond 

with you and then go tell your parents, and it becomes 

a big thing” (B). Given the particularly sensitive nature 

of the care required, some girls were dismayed by their 

experiences with physicians who failed to recognize 

their limited sexual experience, need for reassurance, 

inhibitions, or discomfort. There were many limits to 

full disclosure. One said, “I don’t think I would feel 

completely comfortable telling my doctor everything, 

cause it’s like a stranger. I mean they know my his-

tory, but not everything. I wouldn’t go to them and tell 

them anything sexual” (B). Another told her group, “I’m 

gonna talk to her (doctor) about the whole problem. 

You can’t talk to your doctor about your feelings” (B). 

Perceptions of the Role of Physicians
Notable among both mothers’ and daughters’ dis-

courses was a common view that the physician’s role 

was reactive (becoming involved after sexual debut) 

rather than proactive or preventive. One mother noted, 

“We are making the appointment since she’s with her 

boyfriend, and she’s gonna’ keep having sex. I keep 

telling her, ‘See a doctor. I want you to go to a doc-

tor.’ I don’t want her to get pregnant” (L). In addition, 

some mothers tended to focus on the physicians’ roles 

as educator regarding consequences of sexual activity 

(almost exclusively related to pregnancy rather than 

sexually transmitted infections) to buttress mothers’ 

own admonitions about severe, negative outcomes 

associated with nonmarital sexual activity. One mother 

said, “What I want is to go to the appointment so that 

the doctor can give some orientation, and I would be 

there to speak about how to prevent diseases … and 

how to protect against having a baby” (L). 

DISCUSSION
Current guidelines recommend confi dential care as an 

essential part of health care for adolescents,34 yet many 

youth report no time alone with clinicians during pri-

mary care visits.35 Failure to provide opportunities for 

confi dential care has important implications for girls’ 

sexual health. Lack of private time during encounters is 

associated with lack of disclosure of sexual activity to 

clinicians and delay in initiation of gynecologic screen-

ing for urban girls.14 Our fi ndings highlight barriers 

that must be overcome to achieve best practice regard-

ing delivery of confi dential care in urban primary care.

Our study investigated the previously unexplored 

area of mothers’ comfort with confi dential care for their 

adolescent daughters. The considerable discomfort 

expressed by mothers relates to both the content and 

the timing of confi dential care. A key fi nding is that 

mothers saw themselves as their daughters’ primary pro-

tectors against early sexual activity, pregnancy, and sex-

ually transmitted infection, and ultimately responsible 

for dealing with the consequences associated with their 

daughters’ poor reproductive outcomes. Many mothers 

believed that private consultations between adolescent 

girls and clinicians may promote risky behavior, and that 

confi dential care undermined mothers’ efforts to protect 

girls by challenging their mother-daughter bond. 

Mothers also expressed the need to protect their 

daughters from the dubious infl uence of doctors in 

the clinical realm, especially from what mothers deem 

developmentally inappropriate information about 

sexual matters and sexualized physical examina-

tions. Consistent with the distrust of the health care 

establishment more common among minority popula-

tions,36,37 mothers also feared unwarranted or unproven 

medical treatment. Of note, mothers endorsed facilitat-

ing gynecologic care and seemed willing to form alli-

ances with physicians, but they saw the need for care 

as arising only after girls’ sexual debut. Unfortunately, 

maternal awareness of sexual activity is notoriously 

low,38 and, indeed, girls in the current study worked 

hard to keep their sexual status private, leaving moth-

ers limited in the extent to which they could truly help 

their daughters gain access to reproductive care. 

These results provide some insight into potential 

strategies to improve access to confi dential care. Con-

cerns about timing relate, in part, to some misconcep-

tions about the nature of care provided to girls before 

sexual debut. These misconceptions may be overcome 

by better education to parents and girls about anticipa-

tory guidance and the very limited need for gynecologic 

examination in early adolescence. Consistently including 

a confi dential component to visits in early adolescence 

with much-needed preparation for the content of these 

visits for both mothers and daughters may reduce the 

distrust and discomfort when girls begin to require 

reproductive care. Clinicians should provide clear infor-

mation to adolescents and their parents describing the 

right to and limitations of confi dentiality protections. 

As did their mothers, adolescent girls expressed con-

siderable discomfort with the awkwardness and sexual-

ized nature of reproductive health care, but added fear 

of breach of confi dentiality and the need to negotiate 

maternal involvement. Girls in mid to late adolescence 

are addressing many critical developmental tasks, 

including gaining autonomy from parents, developing 

occupational and educational goals, and becoming phys-

ically and sexually mature.39 These changes are marked 

by a range of events, but often overlooked is navigating 
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the transition from relying on familial care to seeking 

independent health care. Novel approaches need to be 

developed and tested that help adolescents and their 

parents successfully accept and negotiate this key transi-

tion. Adolescents’ motivation to gain adult status may 

be targeted in efforts to promote seeking reproductive 

health care, but only in ways that do not further alienate 

parents or increase parental resistance to the process. 

Limitations of the study include the small sample 

of participants, all volunteers in a study addressing 

reproductive care. Volunteers for such a study might 

attribute more importance to gynecologic care than 

those who did not choose to participate. Our data 

were self-reported and subject to recall and response 

biases. This modest exploratory analysis was designed 

to provide insights and generate hypotheses for future 

research regarding a phenomenon that has received 

little research attention. Strengths include a design 

involving both mothers and daughters and participa-

tion of minority women in rich discussion regarding 

how clinicians who care for adolescents are viewed by 

adolescent girls and their mothers. The use of focus 

groups provided an opportunity for exchange among 

the participants, but it also may have inhibited discus-

sion for some participants or prompted early consensus 

before all views were fully expressed. That the study 

included a small number of focus groups limited some 

of our conclusions, specifi cally those about ethnic dif-

ferences and girls’ reproductive health care. Additional 

focus groups will include some with caregivers other 

than mothers and groups addressing similar questions 

for promoting health care for adolescent boys. 

No intervention can be expected to overcome 

entirely the inherent tension between adolescents’ need 

for confi dential care and parents discomfort with that 

need. Even so, our fi ndings begin to inform how pri-

mary care interventions might be developed to enhance 

confi dential and reproductive health care and empha-

size the need to include adolescents and parents in the 

process. Clinicians may perceive parental discomfort 

related to time alone with adolescents, and they may 

lack skills to deal with reluctant parents or communi-

cate the positive aspects of confi dential care. Interven-

tions will need to build on clinicians’ communication 

skills about confi dential care, while showing respect 

for the mothers’ role as champion of her family’s health 

care and protector of her adolescent’s well-being. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/6/519. 

Key words: Adolescents, female; mothers; sexuality; qualitative 
research; reproductive health
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Portions of these data were presented at the annual meeting of the North 
American Primary Care Research Group in Quebec City, October 2005.
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