
teenage pregnancy; risk
factors for adolescent
pregnancy; the most and
least successful ap-
proaches to its preven-
tion; the impact of recent
health care reforms on
adolescent health care,
pregnancy and abortion;
and what changes the
interviewee would in-
stitute to lower the inci-
dence of teenage preg-
nancy. In Sweden, the
interviews were con-
ducted in the fourth
quarter of 1993; in the
United States, the

Netherlands and Great Britain, they were
conducted during the first, second and
third quarters of 1994, respectively. Writ-
ten informed consent was not obtained
(with the approval of the Human Subjects
Research Committee, Columbus Chil-
dren’s Hospital), since the study sample
consisted only of adult professionals.

The interviews were audiotaped and
transcribed verbatim, which yielded more
than 700 pages of narrative data. The tran-
scripts were then analyzed in order to
identify themes.8 The first step in the
analysis was to break down the interviews
into individual data bits as units of analy-
sis. The data bits ranged in size from a few
words to several paragraphs, with each bit
containing one idea or one piece of infor-
mation. As the transcripts were color-
coded, each bit could easily be identified
according to country. Each bit was also let-
ter-coded by the professional background
of the interviewee.

Both authors reviewed the first two sets
of interviews (each set represented two in-
terviews from each country, or a total of
eight interviews) together in order to reach
a consensus about what comprised a data
bit. Then, the second author broke down
the remaining interviews and all bits were
transferred to index cards and shuffled to
achieve random order. The two authors in-
dependently assigned the data bits to par-
ticular thematic categories and then com-
pared their choices, as an ongoing check
on interrater reliability. There was in ex-
cess of 90% agreement between the data
sets of the authors, and discussion and con-
sensus for all data bits resolved remaining
differences in category assignment. 

The rough list of categories that was
outlined from the first two sets of inter-
views was extended and modified with
each new data set. The analysis of the en-
tire data set yielded eight major categories,

sentatives of national public health and
political organizations, as well as local 
antiabortion agencies.

At each contact, inquiries were made re-
garding the individual with the most ex-
pertise in adolescent health issues. Once
identified, this individual was then asked
to participate in the study. No one refused
to be interviewed. During the selection
process, an attempt was made to have about
half of the sample consist of mental and
physical health care providers and the rest
be a mixture of professional backgrounds,
including some who opposed making con-
traceptive care available to young people.
Public health administrators involved in
making policy decisions related to contra-
ceptive care were also included.

The group of interviews from Sweden
(n=20) was completed first; the samples
of subjects in the remaining countries (18
in the United States, 19 in the Netherlands,
and 18 in Great Britain) were then
matched to the professional backgrounds
of the Swedish sample. The breakdown of
country participants by backgrounds is
given in Table 1. Of note is that nurses
were overrepresented in Sweden, physi-
cians were overrepresented in the United
States and no politicians were interviewed
in the Netherlands. Although no an-
tiabortion activist per se was interviewed
in Sweden, one of the politicians there rep-
resented the antiabortion constituency,
thus offering some representation of this
viewpoint in that country.

Procedure
The principal author conducted each in-
terview, which lasted between one-half
hour and one hour, in English. The inter-
views had a semi-structured format and
covered the following topics with refer-
ence to the interviewee’s country of resi-
dence: the definition of the problem of

of which family planning services was
one. Because overlapping themes were
identified in three other major categories,
the pertinent bits from these other cate-
gories were also included in the next step
of analysis. After examining the content
of individual bits, we assigned distinctive
concepts within each category to subcat-
egories. Upon further discussion, we
moved bits among the original subcate-
gories and, as a result, subcategories were
shuffled, collapsed and retitled.

The analysis of the family planning ser-
vices major category was ultimately di-
vided into the following final subcate-
gories: access, school liaison with family
planning services, staff, confidentiality,
personal and family attitudes, and gov-
ernmental financing of family planning
services. Each final subcategory was re-
viewed in detail, discussed between the
two authors and compared with other
subcategories. Each bit was also reviewed
in the context of its location in the com-
plete transcript, to ensure that we had not
misconstrued the original meaning.

Finally, bits within each subcategory
were compared with one another in order
to find unifying themes. Through this it-
erative process, the themes for each sub-
category emerged and were then com-
pared within and across professional
backgrounds and countries. Because our
interest had been to conduct an interna-
tional comparison and the differences
among countries were much more pro-
nounced than those seen across profes-
sional background, the emphasis in this
report is on intercountry comparisons. 

Results 
Quantitative Data
In order to compare the actual amount of
information collected within each sub-
category of the family planning services
category, we first did some quantitative
assessment (Table 2). To avoid any bias
from counting information reported by
the same interviewee twice, we calculat-
ed the percentage of respondents from
whom data bits were collected within each
subcategory.

First, significantly more Swedish inter-
viewees provided bits related to compre-
hensive care than did interviewees in the
other countries (χ2=8.66). Second, more
British respondents reported data bits re-
lated to confidentiality than did respon-
dents in the United States or Sweden
(χ2=22.80). Last, significantly fewer mem-
bers of the American sample provided
data bits related to staff than the samples
in the other three countries (χ2=15.87).
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Table 1. Number of interviewees, by professional background,
according to country

Great United* Netherlands Sweden
Britain States

Health care provider 11 10 9 12
Physician 7 9 6 7
Nurse 1 0 2 4
Psychologist 1 0 1 0
Social worker 2 1 0 1

Nonclinicians 8 8 9 8
Public health administrator 3 5 5 4
Politician 2 1 0 3
Antiabortion activist 2 2 1 0
Health educator 1 0 1 0
Anthropologist 0 0 1 0
Sociologist 0 0 0 1
Sexologist 0 0 1 0

Total 19 18 18 20


