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Psycho-medical discourse in South African
research on teenage pregnancy

Catriona Macleod and Kevin Durrheim

There is currently a fairly large bedy of research on teenage pregnancy in
South Africa. This research can roughly be divided into two categories, viz
research that (1) investigates the consequences of early child-bearing, and
{2) explores factors associated with conception in the teenage years (Macleod
1999a, 1999b}, There are various points of tension in these literatures, which
are by no means seamiess bodies of knowledge. The main tension runs
between what has been called ‘mainstream’ and ‘revisionist” approaches in
the American literature {eg, see the exchange between Furstenberg (1991,
1992) and Geronimus (1991)). ‘Mainstream’ writers see teenage pregnancy
as a social problem that leads to the disruption of schooling, poor obstetric
outcomes, inadequate mothering, poor child outcomes, relatiouship
difficulties with family, partner and peers, and to demographic concerns
around an increasing population (see Macleod 1999a for review of this
literature in South Africa). Postulated contributory factors include
reproductive ignorance, risk-tzking behaviour, precocious pubertal
development, single-parent, female-headed honseholds, family dysfunction,
poverty, poor self-esteem and moral development, poor health services, peer
influence, coercive sexual relations, the breakdown of traditien and,
conversely, the cultural value placed on fertility (see Macleod 1999b for
review of this literature in South Africa). Preston-Whyte and colleagunes
(Preston-Whyte 1991, Preston-Whyte and Allen 1992, Preston-Whyte and
Zondi 1989, 1991, 1992) present a revisionistargument, They postulate that
early reproduction represents a rational reaction to a number of personal and
structural constraints experienced by teenagers in the African community,
Indeed, early reproduction may be encouraged by the number of successful,
single parent women in the African community and the fact thatmotherhood
is viewed as an avenue to achieving adulthood status in the event of a delay
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of marriage through the necessity of amassing bridewealth. Therefore, “there
islittle incentive to strive for the achievement of norms and values which are,
after all, largely middle-class, and in the South African context, white*
(Preston-Whyte and Allen 1992:215),

Historical studies show that “teenage pregnancy’ (as opposed to unwed
motherhood) is a topic of rather recent scientific interest. It emerged as a
social problem within scientific debates in the late 1960s and carly 1970sin
the United States (Arney and Bergen 1984, Vinovskis 1988) and somewhat
later — late 1970s — in South Africa (Macieod 1999a). An explanation
advanced for this sudden and recent concern is that the age of menarche has
decreased owing to better nutrition, thereby putting adolescents more ‘at
risk’ of conceiving at an earlier age. This is questioned by Vinovskis (1938),
who argues that while scientific interest in the area has increased, rates of
early conception and reproduction have been decreasing in the United Sates
fromapeak in 1957. Arney and Bergen (1984), in their paper entitled ‘Power
and visibility: the invention of teenage pregnancy’ {our emphagis), oulline
a Foucauldian history of scientific discourse on the subject of teenage
pregnancy. They trace how the morally loaded concepts of ‘unwed mother’
and “illegitimate child” dissolved into 4 single new scientifically nentralised
concept of ‘teenage pregnancy’ in the late 1960s. This shift did not take
place, they state, because our understanding of the phenomenon was
becoming more accurate, ot because the problem demanded more humane
ireatment, but rather because it allowed for the deployment of the scientific
discourse. Pregnant teenagers became technical problems requiring endless
scrutiny and measurement, and an in-depth knowledge of their structure.
This shift in power meant that women who conceive in their teenage years
need no longer be objects of moral exclusion, but may rather be disciplined
by scientific inclusion.

In this paper, we do not join the debate as to whether teenage pregnancy
is indeed a problem or not in South Africa. We are not concerned with the
dominant question of the consequences or causes of early reproduction.
Rather, we turnan inspecting eye on scientific discourse itself, analysing the
ways in which this discourse medicalises and psychologises the sexual and
reproductive adolescent. In other words, we turn o the question of Aow this
scientifically neutralised concept — teenage pregnancy — is deployed in
scientific discourse in South Africa and how these constructions may re-
produce practices that act as modes of regulation,

To do this we employ a Foucauldian-based discursive analysis of the
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knowledge (savoir) of teenage preghancy produced in South African
research and literature. This savoir uses the language of truth to constract
the sexual and reproductive teenager as a subject, and adolescent and
reproductive health as an object, of government. As such, ithas implications
in terras of professional practices and interventions in the everyday lives of
teenagers (see discussion in the final section of the paper). In particular we
draw on Buichart (1995, 1998) and Rose (1990, 1992), to analyse the
deployment of: (1) the medicalised sirategies of sanitary science (which
constructs the anatoroical identity of the pregnant teenager), social medicine
(which extends medical surveillance to the adolescent-in-context as well as
the population} and community health (in which the community is invoked
as a repository of culture, tradition and health); and (2) psychologisation
{which renders the self, emotion, mind and psyche of the pregnant teenager
visible and cognisable) in the South Africanresearch and academic literature.

Data collection and analysis

The text we analyse includes published and unpublished research reports
and other acadernic literature on teenage pregnancy in South Africa from
1970 to 1997. This material was collected for a larger study on teenage
pregnancy (Macleod 1999¢) through (1) conducting searches on intemational
and nationa] bibliographic data archives; and (2) sending letters to heads of
departments of relevantsocial science, education, and medical departments
of all South African universities, as well as relevant non-governmental
organisations, requesting bibliographic details of all research on teenage
pregnancy conducted in their organisations,

The result was a collection of 77 research reports, theses, articles and
chapters. Forty-one of these are published in local professional journals
such as Nursing RSA, Salus and Ourlook, local scientific journals such as
South African Medical Journal, South Ajvican Journal of Psychelogy,
South African Journal of Sociology, and international journals such as
Social Science and Medicine, International Journal of Adolescence and
Youth and The Journal of Social Psychology, with South African Medical
Journal atiracting more articles (13) than other journals. Eleven of the
unpublished manuscripts originated from historically white Afrikaans.
speaking universities, 11 from historically white English-speaking
universities, seven from historically black universities, two froma bilingual
(English and Afrikaans) university, and three from research councils. Table
one indicates the time periods in which the documents appeared. Much of
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the research analysed here was conducted prior to the 1994 elections, a time
when racial (as well as gender and class) power relations were permeated by
apartheid ideology and practice. As expected, race appears as a robust
signifier in the literature (readers are referred toMacleed and Duirheim 2002),

Table One: Time period in which the documenis analysed appeared

Thime period No of documents
/5 -1980 Z
T98T=T98% 5

1986 — 1990 pL]

1991 - 1995 7
1596/1957 K]

The data (ie, all the documents collected) were analysed using discourse
analysis. Whatis analysed is the discursive ‘event’ (Fairclough 1992) which
is simultaneously a piece of text, an instance of discursive practice and an
instance of social practice. The discursive events in this instance are
simultaneously the texts wrilien on teenage sexuality and pregnancy, the
discursive construction contained in that text, and the research practices
engaged in to collect information and produce the text. The aim of the
analysis was to investigate scientific discourse in terms of its codifying
effects concerning the known (the effects of veridiction) {Foucault 1991b).
Concretely, this translated into (1) reading and re-reading the texts; (2)
chunking the material according to themes (the psychological subject,
biological themes, medical and psychological interventions); (3) applying
Parker’s {1992) seven basic criteria for identifying discourses; and {4)
infusing the analysis with theoretical insights which draw on Foucanli’s
analytics of power/knowledge and governmentality. In the analysis the data
were treated as one body (ie, with no distinction between documents) 50 as
toallow for similarities across documents to emerge. The 21 extracts featured
inthe paper were chosen for their salience in iilustrating the issues emerging
in the apnalysis, and not on the basis of the document from which they were
drawn.

The medicalisation of teenage pregnancy
In the History of Sexuality: Vol I, Foucault talks of the emergence of a
discourse on sex within the medical establishment during the eighteenth
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century: ‘one had to speak of {sex] as of a thing to be not simply condemned
ot tolerated but managed, inserted into systems of utility, regulated for the
greater good of all, made to function according to an optimum’ {1978:24). He
traces how the rituals of the confession, which first appeared in European
Christianity in the thirteenth century, came to function within the norms of
scientific regularity. The speech of the patient was codified in clinical terms
through, inter alia, the examination, the questionnaire, the deployment ofa
set of signs and symptoms; sex became endowed with ‘polymorphous
causal power’ (1978:65), but was, simultaneously, latent, or elusive by
nature, thus requiring confession; the one receiving the confession no
longer merely forgave or judged, but deciphered and interpreted: *he (sic)
was the master of truth’ (1978:67); the domain of sex was ‘medicalised’, or
‘placed under the rule of the normal and the pathological’ (1978:67, our
emphasis). In this section we analyse how teenage {(hetero)sexuality and
reproduction is managed, normalised and pathologised within a medicalised
discourse.

Of pivotal importance in the process of medicalisation are the expert gaze
and surveillance, In The Birth of the Clinic: an archaeology of medical
perception, Foucauit (1976) describes how the modern understanding of
disease broke with that of classical medicine. He ascribes this to the
developiment of what ke calls the *clinic’, which was simultancously a new
instituation (tke clinical hospital) and a new style of medical thought and
practice. Central {o this was the clinical gaze, which Foucault outlines in
historical narrative:

Atthe beginning of ihe nineteenth century, doctors described what for
centuries had remained below the threshold of the visible and the
expressible, but this did notmean thar, after over-indulging in speculation,
they had begun to perceive once again, or that they listened to reason
rather than 1o imagination; it meant that therelation between the visible
and invisibie ... changed its structure, revealing through gaze and
langaage what had previously been below and beyond their domain,
(1976:xif)

Thus, the gaze shifted from a perception of signs of illness on the surface
of the body to one in which pathelogy was signified by the secrets and
essences internal to the body — that is, an ‘invisible visibility’ (Founcauly
1976:149). This visibility was simultaneously an audibility as language was
used to describe what was *seen’ below the surface. The medical gaze isnot,
as Butchart (1995, 1998) points out, only a cognitive or perceptual skil|
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developed by the docior through training, but is the technology through
which the body of the patient is simultaneounsly consiructed and restrained.
Itallows and limits what the doctor can see, how s/he describes the fanctions
of the body, and how s/he practices or intervenes in the bodily area of
concern.

The expert gare and visibility achieve effects of power through hierarchical
ghservation and normalising judgement (Foucault 1977). For example, the
clinical gaze, which makes the calibration of obstetric risk possible (eg the
calculation of the possibility of cephalopelvic disproportion), produces a
sormalising and hierarchical knowledge of the reproductive subject (eg
normal pregnancy and childbearing practices, as well as which personal
characteristics and behaviours are most likely tolead to obstetric problems).
A system of surveillance is established in which the subject is observed,
measured and monitored with the subject eventually conducting her own
conduct on the basis of normalised judgements, Medical and psychological
discourse function as interlinked apparatuses of surveillance which are
structured around a knowledge of the normal and pathological, and a series
of risks to be avoided, which each individual under the weight of the
imspecting gaze “will end by imteriorising to the point that he s his own
overseer' (Foucanlt 1980:155).

In the following, Butchart’s {1995, 1998) Foucauldian-based genealogy
ofthe socio-medical discourses producing the Africanbody in South Africa
isused to show how three different moments of medical discourse in South
Africa, viz sanitary science, social medicine, and community health are
deployed to the construction of young women and their sexnal and
reproductive behaviour, These domains of medical practice function to
render the ‘problem’ visible, audible and calculable from the vantage of
science, thus establishing 2 system of surveillance, Each simultanecusly
individualises and 1oralises, normalises and pathologises, the sexnal and
reproductive adelescent. but in different ways.

Sapnitary science

Sanpitary science, which emerged in the mid- 10 late-1800s, operates as a
medical gaze that brings into view the anatomical identity of the body and
the exchange of energy and matter between human bodies and external space
(Buichart 1995, 1998). Substances belonging to neither the body nor the
envirenment — but simultaneously to both {eg urine, saliva, fasces, and in
our case, foetuses) — emerged as the dominant objects of sanitary science.
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Sanitary science has as its aim the control of the exchange of matter between
the inside and the outside of the body through external coercion. In this
process, internal and external bodily diseases, disorders and lesions are
described, observed and diagnosed. Hierarchical observation and
normalising judgement are instituted on a biological level, with certain
anatomical states taking on the definition of health. In the scientific literature
on teenage pregnancy, sanitary science inserts the medical gaze into the
body of the adolescent, either normalising or, mostly, pathelogising her
reproductive ability:

Extract1

The younger ihe teenager, the more dangers are believed to attend the

young mother and her infant during pregnancy and birth. Among these

obstetrical problems are pregnancy induced hypertension, anasmia,

premature labour, occipito-posterior presentation, cephalopelvic

disproportion, vaginal lacerations asa consequence of the tight nulliparous

perineum and low birth massinfants. (Boult and Cunningham 1992:163/

164)

Extract2

Chronological age per se has no bearing on the obstetric performance of

adolescents when the latter are compared with young adults of similar

parity and socio-economic status. (Ncayiyana and Ter Haar 1989:231)

Swanson{1977) and Butchart (1995, 1998) have illustrated how, during the
bubonic plague at the turn of the century, sanitary science advanced the
cause of racialised urban segregation through the creation of locations that
contained the threat created by Africans’ failure to manage the exchange of
matter between their bodily boundaries. In much the same way, the biological
discourse of sanitary science intersects with a developmental framework to
segregate young women from their older counterparts, rendering them
reproductively inadequate on an anatomical level. The pregnant teenager is
depicted as ‘damgerously’ pathological (which threatens both herself and
her infant) by definition of her physical immaturity, which feads to internal
and external lesions such as anaemia and vaginal lacerations, as well as
imbalances in the reproductive processes (eg cephalopelvic disproportion),
In other words, the adolescent’s ability anatomically to manage the body/
environment boundary in pregnancy and birth is seen as impaired. Extract
2, on the other hand, counters this developmental reading, normalising
adolescent reproduction within the confines of the anatomical identity of
reproductive women in general, Normal and pathological reproduction in
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this reading becomes attached to the anatomical identity of parity and the
social identity of socio-economic status (see social medicine discussed
Iater).

Theclinical examination and ante-natal care are the intervention practices
associated with sanitary science in pre-natal reproductive health, In these,
the health service provider inspects the interior of the body by monitoring
foetal growth and maternal weight and manages the exchange of matter
between the interior and the exterior of the body {eg by prescribing vitamin
teblets and advising against the use of alcohol),

Extract3

The tendency of pregnant teenagers to present late at antenatal clinics,
or not attend at ali has been consistently referred to ... Several anthors
... make an association between paucity of antenatal care and LBW [low
birth weight]. This isbecause nutritional and iron and foliate supplements
are not able to be administered, no maternal weight gain monitored,
leading to foetal growth deprivation. (Boult and Cunningham 1993:47)

Although some authors contest the allegation that adolescents attend
ante-natal care more irregularly than do adults (¢f Neayiyana and Ter Haar
1989), the dominant construction of adolescents as poor attenders contributes
to their anatomical pathologisation. The missing of opportunities for
reproductive inspection, surveillance and repair places the pregnant teenager
outside the gaze of the expert. implying reproductive health cost.

The clinical examination and monitoring which occurs in ante-natal care
is conditioned on totalising and individualising technologies. Hierarchical
observation, which defines and understands individuals in terms of their
relative positioning in a population, and normalising judgement, provides
the link between individualisation and totalisation,

Extract 4

Management obviously depends on the assessment of the patient and
many factors have to be considered. (Rockey 1986:17)

Extract5

Each case is assessed on its own merits. {Nash 1990:310)

The health care provider assesses the individual teenager as a unique
medical subject, and then prescribes interventions appropriate fo her
particular reproductive condition. This individualising practice, kowever,
only has meaning in the context of the (totalising) framework of normal
(adult) reproductive health within which she is located as normal or
pathological.
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Social Medicine

Social medicine emerged later than sanitary science and criticised the latter
for dividing the indivisible person through a de-contextualised and biological
focus on anatomical units rather than the person as a whole. Social medicine
understands the individual’s health and iliness in the context of his/her
social and environmental location,

Extract6

Having said that maternal age alone doesnot have adverse effectson the
outcome of pregnancy, it is still true that adolescent childbearing is
associated with several problems, most of which are of a social nature.
(Mukasa 1992:423)

Extract7

Any preventive effort therefore shounld be part of a multi-disciplinary,
holistically integrated approach, addressing the social and welfare needs
of adolescents. (Schoeman 1990:unpaginated)

Extract 6 counters the pathologisation of teenagers’ anatomical capacity
to reproduce. Instead, the ‘problem’ is formulated in terms of its ‘social
niature’. What this highlights is the fact that while teenage pregnancy may
be biologically or physically unproblematic, social difficulties arise, for
example, in the disruption of schooling and family and peer relations, and the
creation of unstable partnerships outside the context marriage, Thus, as
Extract 7 shows, a multidisciplinary and holistic approach is required to
ensure that inspection and intervention is based on a proper understanding
of all aspects of the teenager’s life.

A second associated featurs of social medicine is its understanding of
health as a social phenomenon, distributed across a population of individuals
in social and environmental centexts, Thus the focus of intervention shifts
out of the clinic to the broader population, where the public health gaze
medicalises everyday life by bringing into view health and illness patterns
of individuals in collectives, The power of this discourse is that it incorporates
not only the pregnant teenager but also nop-pregnant teenagers snd
partners inio its net of surveillance and intervention.

Extract 8

Underpinning the provision of quality bealth care to women ... is the
nieed to strengthen preventive programmes that promote adolescent
well-being. (Parckh and De Ia Rey 1997:223)
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Extract9

These figures could possibly be lowered ifteenagers could be connselied
before they became sexualiy active. Sex counselling programmes should
not only be directed at females, but should include the male adolescent,
[sic] itis important to highlight all the possible consequences of sexual
activity, because he must understand that the decision to become
sexually active can change his life as well as that of his sex partner
dramatically. (Keogh 1988:30)

Extract10

They fadolescent multiparas] need education and information to enable
them tomake reasoned choices about both the spacing ofiheir pregnancies
and the prevention of any more unplanned and unwanted pregnancies.
{Bonlt 1992;17)

Through the construction of adolescent sexual and reproductive health
as a persopal and public concern, teenagers and their pactners are incited in
social medicine to modify their habits in the direction of greater attention to
their own well-being. The emphasis shifts from the clinical gaze focussed on
the individual anatomy of the pregnant teenager to the social management
of tcenage (hetero)sexuality and reproduction. The divide between the
unwell {pregnant) and the well (non-pregnant} thus becomes blurred; the
promotion of *well-being’ aliows for the extension of surveillance to afl
adolescenis. This is effected through ‘preventive’ programmes (Extract 8)
which allow for the deployment of psychological (Extract 9) and pedagogical
{Extract 10) interventions such as sexuality education and counseliing,
which have as their aims behaviour change {eg abstinence or reproductive
planning}.

In social medicine, unlike sanitary science, the aim of knowledge of the
population is not enly to render the individual case meaningful (ie, against
a nermative framework). Instead, population becomes an object in its own
right as it is the populaticn as a social entity rather than the individual that
is the point of intervention. Thus 1otalising technologies are enhanced. At
the same time, individualising tendencies are re-deployed in new ways, as
the agent of intervention is no longer the expert prescribing anatomical
interventions but rather the individual monitoring and managing his/her
own behavicur under expert guidance (through sexuality education or
counselling). For example, the iask of the sex counselling programmes
referred to in Extract 9 is to inform adolescents about the possible
consequences of sexual activity (ie, expert knowledge). In addition the
expert incites self-management on the part of the adelescent as they are
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encouraged to understand risk and make proper decisions in the lig!lt_ of
potential dramatic life changes. This is an intensely indjviduahs_mg
technology. Although the adolescent ostensibly has freedom of choice,
totalising strategies are apparent in that the content of counselling sfnd
education programmes are circumscribed by underlying normative
frameworks. Remnants of the concept of pathology remain, as correct and
incorrect decisions and conduct are implicit in all these programmes. For
example, should the adolescent choose to engage in early sexual activity,
having been assisted by the expert in ‘understanding’ the ‘consequences’,
s/he igpositioned either as irresponsible, unreasonable or deficient (Extract
9.

Community Health

Community health takes the globalising tendencies of social medicine a{zd
makes them culturally and locally sensitive. It emerged as a counter to smfml
medicine’s uniform and regimented approach to the health of a population
as whole, It articulates 2 discourse of community as a repository of culture
and a dynamic agent of regulation and change. Within community health,
health is understood to be located. not only in individuals and populations,
but especially in tradition and culture. Thus, we see in the literature an
explosion of knowledge around cultural specificities.

Extract1l

Additional sociocultural and political factorsregarding the avoidance of
conitraceptive use is evident in African countries. High cultural and
social value s placed on fertility, which makes pregnancy a valued state.
~- In oppressive African regimes political reasons for the non-use of
contraceptives exist. They revolve around a claim for autonomy frf)m
state interference in family affairs, as in Algeria, and state imposition
of contraceptive use, as in Namibia. (Carolissen 1993:13)

Cultural and political diversity are cited here as factors in the perpetuation
of tecnage pregnancy. Instead of 2 uniform notion of wellness and health,
the community healih discourse introduces peculiarity and difference.

The peculiarity and difference referred to, however, tends to centre
aroundracialised and economised boundaries. Thesignifiers ‘race’, ‘culture’,
‘C'{:hnicity’, ‘poverty’, and ‘lower socio-economic status’ are utilised in
scfentiﬁc discourse on teenage pregnancy in South Africa to highlight
“differences’ inadolescent sexual and reproductive behaviour, with *tradition’
‘eulture’ and ‘poverty’ sanitising or disguising an underlying racialising
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project. “Blacks’ and ‘the poor’ {who are generally co-extensive) are exoticised
and rendered strange and thus open to scrutiny, monitoring and intervention
(see Macleod and Durrheim {2002), and Macleod (2002) for more in-depth
discussion of this aspect of the scientific discourse on teenage pregnancy
in South Africa).

Many of the practices of community health are the same as for social
medicine, ie, the deployment of sexuality education and counselling. However,
the content andrationale is tailored to particular communities, and community
health is practised in a spirit of tolerance, flexibility and understanding.
Health service providers are encouraged to adapt their interventions to local
beliefs and practices.

Extract12
For sexuality education to be acceptable for black youths, it should fit
nto their sub-culture. (Schoeman 1990:17)

Extract13
There is a need for the acceptance by medical personnel of cultural
beliefs such as witcheraft. (Fouché 1992:77, translated from Afrikaans)

Extract14
Cultural values such as that placed on fertility in many partsof the black
commetnity need to be recognised. (Preston-Whyte 1991:46)

Community health co-opts the community and peer group into the
production of health.

Extract15
The eventual dream still remains that the total community must take
responsibility — ministers, health authorities, politicians and business.
... With the total involvement of community leaders in co-operation
with parents and teachers ... (De Villiers 1991:232, transtated from
Afrikaans)

Extract16

A useful community based approach involving the ‘community heaith
activists’ could possibly be developed in preventative education. This
could involve comtmunity health workers training peer groupsin general
sexuality education and life skills. ... The trained peers could then form
zongz! groups and establish “teenage clubs® which focus not only on
sexuality education but also have other activities which are of interest
10 teenagers. The imporiant difference between this approach and
established ones is the fact that teaching methods will be less didactic,
encouraging participation. (Carolissen 1993:42)
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Preveative action is now not merely the domain of the service provider
or expert, butis rather in the hands of the ‘community’. ‘Total involvement’
and commitment to the well-being of the community is incited. The health
worker’s task shifts from one of overseeing the individnal teenager, to
monitoring groups of adolescents. S/he apparently has been divested of
power, as s/he no longer instructs or directs (s/he is not didactic). Instead,
s’he mobilises the community and elicits their participation. This
‘participatory’ rhetoric masks the operation of power. The community isnow
attributed with a free will and decision-making power, much the same as with
the humanistic understanding of the individual. The community becomes
the overseer of its members” health, managing the circumstances surrounding
potential or actual pregnancy.

The individualising and totalising tendencies of community health operate
in a similar manner to those of sanitary science and secial medicine; however,
the added dimension of the community as a separable, culturally specified
nnit is introduced. The individual is transformed into a ‘microcosm of his
culture as awhole’ (Butchart 1995:273), and thus is normalised with respect
to the observed and documented peculiarities of his/her community. The
community, on the other hand, is homogenised as a unit { for example, with
the peer group being spoken of in the singular). This unit is contrasted with
other communitics in ferms of its sexual and reproductive health. Thus, the
individual is simultaneously individualised and totalised with respect to the
normative framework of his/her community, while the community is
simultaneously homogenised as unique and totalised with respect to the
normative judgements regarding healthy communal living.

While sanitary science, social medicine, community health take different
objects as their points of focus, they do not represent separable discursive
events in the management of adolescent sexual and reproductive health,
Rather, they act asmultiplicative layers of disconrse and practice {along with
psychologisation discussed below). For example, social medicine, while
concentrating on the teenager-in-context and the population as a social
entity, does notabandon the anatomical identity of the pregnantadolescent.
Community health utilises the technologies of nommalising judgement
deployed in sanitary science and social medicine, but tailors them to a
community/cultural discourse.
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The psychologisation of teenage pregnancy

Psychologisation has strong resonances with medicalisation, in particular
withsocialmedicine and comrmunity health (which emphasise, inieralia, the
importance of counselling}. It refers to those processes that render the body,
the self, emotions, the mind, the psyche and the relationship visible as
psychological objects (Rose 1990). In psychologisation, the expert gaze
extends beyond the biological (while still incorporating it) to psychological
essences of the being. As these psychelogical objects becorne visible, so
they become calculable and manageable through various processes
{assessment, evaluation, diagnosis, therapy, remediation}, or what Rose
{(1992) calls the psy-complex.

The psy-complex allows for the apparently “public’ issue of rationalitics
of government to be linked to the ‘private’ question of how one should
behave, how one ‘conducts’ one’s own conduct. Rose (1992) outlines three
principle forms of connection between psychological expertise and modern
government: rationality (truthful knowledge and efficacious technique),
private space {(outside the formal scope of public powers), and autonomy
{the construction of a regulated autonomy). The ‘Janus face of {this]
expertise’ (Rose 1992:367) isthat it operates as arelay between government
and privacy — “their claims to truth and efficacy appealing, on the one hand,
to government ... and, on the other hand. to those ... atlempting to manage
their own private affairs efficaciously’. Within the private realm, the person
is constructed as autonomous, free to choose or decide on the basis of
individual motives, needs and aspirations. However, the private becomes
intensely public and political through the plethora of psychologised texts
andmethods concerning the private conduct of life. Psychological expertise
tabulates and regulates a population of modern subjects who anticipate and
wnderstand themselves in psychological terms. This is not to say that the
psy-complex determines forms of subjectivity, but rather that it is successful
as a form of government to the extent that individuals come to experience
themselves according to the psychological types, behaviours, characteristics
and qualities attributed to them in psychologised discourse.

The wide-ranging focus of psychological discourse is evidenced in the
South African teenage pregnancy literature. The psychologised gaze spans.
inter alia: individual emotions (eg Pond 1987) indicaies that teenage mothers
feel inferior and insecure ); unconscious dynamics {eg Pond 1987) postulates
that pregnant teenagers experience covert anger and hostility towards
males); cognitive notions {eg Fouché 1992) argues that teenage mothers
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have negative irrational thoughts concerning their babies); moral development
(eg Qosthuizen 1990) believes that teenagers displaying Kohlberg’s stages
three and four moral reasoning are more at risk for pregnancy); identity
issues {eg Brits 1989) shows that pregnant teenagers have a poorly defined
sense of identity and self-concept); familial patterns (eg Blom 1989) implicates
parenting styles and communicatien patterns in the occurrence of teenage
pregnancy); ‘cultural” arrangements (eg Preston-Whyte 1991) emphasises
the value placed on fertility in ‘African’ communities).

This breadth of scope allows for multiple layers of normalisation and
pathologisation of the pregnant teenager. On one level, she is pathologised
as an individual, with pregnancy indicating deviant behaviour, emotions,
developmental processes or psychological status, At a second level, her
individual response is normalised within pathological family relations and
formation, social relations, and the vagaries of adolescence. The revisionists
infroducea third leve], in which the individual and family are normalised, but
social arrangements are problematised. The following exiracts are illustrative
of each of these levels,

Extract17

Unmarried mothers have also been found to have feelings of mferiority.
Each of the subjects in this siudy confirmed this as they are plagued by
feelings of insecurity, inadequacy and lack of achievement. Thus all the
subjects display a fendency towards depression, yet all hide their
feelings. Adele, Delia and Elzing’s depression was manifest, however,
by evasiveness, passivity and withdrawal. (Pond 1987:164)

Extract I8

Many unmarried mothers report a negative family influence and
unsatisfactory parens-child relationships. The most common form of
disturbance is parental domination or rejection. In most cases where a
parent is domineering, the other is passive and unassertive in the home.
Parental discord and the subsequent loss of a parent (usually the father)
through separation or divorce is also prevalent. The absence of the
father seems to have resulted in object relation and role growth problems,
aswell as a large proportion of disturbed mother-daughter relationships
characterized mosily by much ambivalence. (Pond 1987:51)

Extract19
[Tihe mumber of teenage births will not be reduced without radical

changes in the socio-political dispensation to which teenagers are the
heirs. (Preston-Whyte 1991:46)
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In Extract 17 the pregnant teenager is pathologised on an individual level
- she is defined as lacking in terms of the normalised traits of security,
adequacy, achievement, activity, engagement, forthrightness, and mental
well-being. The gendered and political assumptions contained in these
norms remiain implicit (see, for example, Sampson 1990) who deconstructs the
notion of normality as largely coterminous with the characteristics ascribed
to white males living in a liberal democratic society). Atthe second level, as
evidenced in Extracts 18, the pregnancy is rendered ‘normal’ within 2
pathological familial contexi. This pathologisationrelies on the assumption
ofthe ‘normal’ family consisting of two heterosexual parents with children
between whom there is a lack of discord. This level of normalisation and
pathologisation allows for an exiension of psychologised surveillance to the
family — itisno longer justthe individual teenager whoneeds to be reformed,
but also familial relations and interactions. This level interconnects with
social medicine’s pre-occupation with the person-in-context while the third
level resonates with the community health discourse. For example, in Extract
19the individual and the family are exonerated from blame. Instead, they are
the inmocent heirs of a pathologised socio-political dispensation. Their
reaction isnormalised, and the work thathas to done is to ‘radically change’
the peculiarities of a particular society.

We have seen how sanitary science renders the anatomical identity of the
body visible, social medicine, the whole person and the population, and
community health, the peculiarities of culture and tradition. Psychology,
throngh the deployment of clinical instruments, scientific method and
clinical observation, brings the inper being, the essence of self and
relationships into the plane of sight.

Extraci20

The incomplete senteace test emphasised that the pregnant teenagers
have a tow self image. {Brits 1989:196, translated from Afrikaans)
Extract2l

The findings of this study confirtned that the transition to motherhood
is accompanied by a number of psychological consequences that place
the teenage mothers ai rigk in terms of later life adjustinent. (Parekh and
Bele Rey 1997:227)

Exarnples of ¢linical instruments of measurement used in the literature
analysed include psychodynamic tests such as the Thematic Apperceptien
Test and the Rorschach { Pond 1987), personality tests {Brits 1989), and tesis
of relationships such as the Arizona Social Support Interview Schedule
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(Tanga and Uys 1996} and the Quality of Family Function during Adolescence
(Blom 1990). The scientific methods used ranged from anthropological
vignettes to quantitative statistical analyses, with data being collected
through individual and focus group discussions, standardised and non-
standardised questionnaires, essay-writing, psychomeiric tests, and hospital
records. These instruments and methods are used to reveal, in a multi-
layered fashion, the emotional, psychological and secial/relational status of
the individual, making visible her degree of psychological normality or
pathology. In Extract 20, for example, we see how completing sentences
specified by the expert as eliciting meaningful responses allows for the
detaction of pregnant teenagers’ low selfimage. In Extract 21 the qualitative
analysis of focus group discussions reveals ‘psychological consequences’,
and zllows for the specification of future scenarios in which psychelogical
pathology and poor adjusiment are to be expected, Clinical instruments and
scientific method are supplemented by clinical observation. For example, in
Extract 17 the expert is able to uncover an underlying emotional state
(depression) through the observation of particular behaviours (evasiveness,
passivity and withdrawal).

One of the chief disciplinary mechanisms utilised in psychologisation is
the confession {cast as counselling or therapy). This practice, in which the
most private and intimate details of the person’s inmer being are ‘amplified
to audibility’ (Butchart 1995:336), forms the interface between the private
conduct of the person’s life and the public issuc of psychological nommality
and pathology. The teenager renders herself truthfully to the confessor (the
health service provider, sacial worker, psychologist, counsellor) who hears,
evaluates and encourages appropriate self-monitoring and self-regulation.

Extract22

The nurse ... has [the] opportunity ... io discover how the patient views
ber pregnancy — what she really feels and not whai she has been told
to feel by her family. By just listening the nurse can help the patient
correlate her real thoughts from the conflicting ideas clogging her mind.
{Rockey 1986:17)

Power and knowledge are linked in the confessional through the will to
truth. The nurse in Extract 22 extracts ‘real thoughts’ and what the teenager
‘really feels'. This will to truth is interpenetrated with normalised
pronouncements regarding adolescence and teenage pregnancy, These
pronouncements, legitimated through scientific method, form an intricate
patt of the discursive space between nurse and teenager. By ‘just listening’,
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the nurse requires the teenager 1o become audible, binding her to discourse
and, finally, to self-regulatory practices.

Implications in terms of practices and transformation

The questions guiding this section of the paper are: (1) what are the links
between scientific knowledge and professional practice; and (2), what are
the implications of a Foucauldian perspective for the transformation of
practices (whether scientific or professional)? In answering these we invoke
the Foucault’s (1991a) thoughts on governmentality, and arguments
concerning the political utility of a Foucauldian discourse.

‘The psycho-medical discourses which produce knowledge (savoir) of
teenage pregnancy in the language of truth consiruct the teenager as a
subject, and adolescent sexual and reproductive health as an object, of
governinent. Foucaukt used the terms government and governmentality in
inter-related ways. He defined government as the ‘conduct of conduct’
(Gordon 1991:2), thatis, as an activity that aims to shape, guide or affect the
behaviour, actions, or comportment of people. Thus, for example, clinical
examinations, ante-natal classes, sexuality education, counselling,
community programmes, etc, all act as modes of government in shaping,
guiding or affecting the health and iliness-related behaviour of individuals,
families, and groups of people. By governmentality, Foucault meant an
ensemble of “institutions, procedures, analyses, reflections and tactics’
{1991a:102) through which power operates. He described governmentality
as the art or rationality of government, as the way or system of knowing
about the nature of the practice of government {the ‘conduct of conduct’).
Government requires ways of knowing the population, of thinking about it
and rendering it the object of dissection and analysis. It necessitates the
institution of an enterprise of enquiry into the population’s state and
condition: ‘The constitution of a saveir of government is absolutely
inseparable from that of a knowledge of the processes related to population
in its larger sense’ (Foucault 1991a:100). Thus, for exampie, in producing
knowledge of the object, ‘teenage pregnancy’, scientific expertise and
rationality construct discourses concerning a subject, the pregnant and/or
sexual teenager, and re-produce practices which act as modes of regulation
that *conduct the conduct’ of young women and their sexual and reproductive
behaviour, These regulatory practices are founded on a field of visibility and
calculability provided by savoir. The mundane operation of scientific
documentation ‘makes the individual stable through constructing a percepiual
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system, a way of rendering the mobile and confusing manifold of the sensible
into & cognizable [visible, audible, and calculable] field” {Rose 1989:124).

Thus practices of intervention, the actions carried out upon the lives and
conduct of teenagers and their families by those vested with the authority
to do so, are intricately commected to the fruths generated by intellectnal
technologies regarding the nature of pregnant teenagers. This is not to say
that the knowledge generated by research ‘influences’ the behaviour of
service providers in a directly linear fashion, but rather that the practices of
health production and those of knowledge produciion are intimately tied up
with one another, each simultaneously producing and constraining the
other. Present-day service provider practices represent, in part, the technical
means by which the discursive constructions and governmental processes
circulating in the scientificliterature, lecture halls, text-books, etc, take effect
in the lives of teenagers and their families. As Rose (1993:291) puis it
‘Knowledge ... is an apparatus for the production, circulation, accumulation,
authorization and realization of truth. And truth is a technical matter — it is
the “know how™ that promises to make government possible’,

Govemment, in Foucaunldian terms, operates, in large part, by transforming
the object, which it has rendered visible, audible and cognisable, into a
subject. Experts acton the lives of teenagers and their families, who, in turn,
acton their own lives in accordance with the tenets of the knowledge gleaned
by the experts. Thus, surveillance turns to self-surveillance, regulation to
self-regulation, monitoring to self-monitoring. The teenager is not only an
object of scientific investigation and professional practice, but also a
subject, an individual whe labours to understand herself, to become a certain
type of person, to behave in certain ways, to control her sexual urges, to
patrol access to her body, to make herself attractive fo males, to attend to
her ownhealth and welfare, and to achieve particular educational, carcer and
social goals. This process isreferred to by Dean (1994) as govermmental sel{-
formation.

Post-colonial authors (eg Stoler 1995, Vaughan 1991) have pointed to the
promises and limitations of a Foucauldian analysis within African settings,
Of periinence to the above discussion is Vaughan’s {1991) questioning of
the extent to which colonial and post-colonial power operates through
individual subjectivities. She argues that a great deal of what she calls
‘unitization’ went on in colonial states, which is not the same as the creation
of the speaking subject, While we would argue that ‘unitization” has strong
linkages with Foucault’s ‘totalization’, which he sees as interweaved with
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individualisation, this type of critique alerts us to the possible limits of
disciplinary technology in the lives of certain reproductive adolescent
women. This in no ways undermines the argument developed in this section,
bowever, as the epistemology and research activities that have driven
stadermia in South Africa in general, and the research featured in this article,
have, to a large extent, been Euroceniric in nature (Nkomo 1991). This
epistemology, in turn, infonms the pedagogy and practice of service providers,
as well as the systems within which they operate.

What does all this mean in terms of the transformation of the practices of
scientific research and health service provision with regards to young
sexnally active or reproductive women? Many feminists (eg Deveaux 1994,
DiLeonardo 1991, Harding 1992, Hartsock 1990) have found Foucauldian
theory unsatisfactory as it seems to provide no morally evaluative or
politically committed stance by whichto judge either one regime of truth as
superior to another, or societies or relations as better or worse than cach
ather. These authors argue that since power, in Foucauldian terms, is
everywhere, it is ultimately nowhere, making social improvement or
ransformation impossible, as successful resistance means simply changing
one discursive identity for another, thus ereating new oppressions.

Defenders of Foucauldian discourse respond to the above criticisms in
anumber of ways. It is true that Foucault was reluctant to delineate a clear-
cut political agenda because of his sense of the dangers of programmes
based on grand theory. However, his writings were clearly political, and he
didmake certain value judgements {Grimshaw 1993; Hoy 1988). Forexample,
he suggests that we would be better off without the modern obsession of
classifying people according io their sexual preferences and using distinctions
such as that between nonmal and deviant. In the same way, it is possible to
say that we would be better off without the specified category of teenage
pregnancy and without the need to produce volumes of data on the normal
ot pathological emotional, educational, social and maternal functioning of
the sexually active or reproductive adolescents {this does not mean that we
cease to engage in any research activities but rather that our endeavours
have a different focus). The claim to be ‘beiter off* need not entail, however,
an appeal io a sexual utopia (Hoy 1988). Liberation is not seen as
transcendence or global transformation, but rather as a frecing from the
assumption that prevailing ways of understanding ourselves and others are
necessary and self-evident. In Foucauldian discourse, determining the
liberatory status of any discourse is a matter of historical inguiry, not
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theoretical or political pronouncement (Sawicki 1988). Forexample, Foucauit
observes that psychoanalysis played a liberating role in relation to psychiatry,
but as a global theory it has contributed to forms of social contvol and
normalisation. In the same way obstetric practice may have played a
liberating role in many women’s lives, while at the same time providing the
tools for regulating others’.

For Foucauli liberation is intimately associated with resistance. For
example, in “The Subject and Power’, he proposes a ‘new economy of power
relations’ in which the starting point is the forms of resistance to varions
forms of power (Foucault 1982). These forms of resistance have features in
coramon, three of which are: (1) they question the status of the individual
whether by asserting the right to be different or by criticising the separation
of the individual from the community; (2) they oppose the effects of power
which are linked to knowledge; and (3) they are a refusal of abstractions
which determine who one is. In terms of our practices regarding young
women and their sexual and reproductive behaviour, these may translate
into: (1) a questioning of the taken-for-granted assumptions concerning
sexually active and pregnant teenagers as well as the associated notions
invoked in discussions on ieenage pregnancy, such as mothering, the
family, marital status, cultural and racial issues (see Macleod 1999¢, 2001);
(2) deconstructing current scientific knowledge about teenage pregnancy,
problematising its claim to objective neutrality andrevealing its, for example,
gendering effects; and (3) refusing abstractions such as the term ‘teenage
pregnancy’, or expert status. Foucanlt advocates this type of resistance as
an antidote to our modern forms of powet:

Maybe the target nowadays is not to discover what we are but to refuse
what we are. We have to imagine and to build up what we could be to
getrid of this kind of political *double bind’, which is the simultaneous
individualisation and totalisation of modern power structures. ... We
have to promote new forms of subjectivity through the refusal of this
kind of individuality which has been imposed on us for several centuries
(Foucault 1982:7835).

This does not imply abandoning scientific endeavours or the provision of
health services. Indeed much of what we do may, on the surface, look the
same (eg interviewing young women for research purposes or providing
clinical treatment for young pregnant women in need of care}. However,
these practices would be infused by the *new economy of power relations’
referred to above.
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Conclusion

The purpose of this paper has been to inspect scientific discourse on
teenage pregnancy in South Africa, on the basis that these discursive cvents
are notinnocent of political effects. The proliferation of savoir regarding the
pregnant (and potentiaily pregnant) teemager has made available the
technologies to render the reproductive adolescent a subject of
governmentality. Through the mutunally reinforcing processes of
medicalisation and psychologisation the ‘pregnant teenager’ and the *sexual
teenager’ are coastructed, produced, normalised and pathologised. As a
subject of government, the teenager’s hidden bodily, psychological, social
and cultural processes are brought into the plane of visibility and
simultaneously rendered calculable and manageable though scientific and
clinical method. Construction of the object — the pregnant (or potentially
pregnant) teenager - occurs through normalising judgement and
simaltanecus individualisation and totalisation. Each of the discursive
events discussed (sanitary science, social medicine, community health and
psychologisation) deploy these technelogies in specific but interconnected
ways.

Normalising judgement depends on hierarchical observation effected
through the clinical gaze and surveillance which eventually turns to self-
monitoring. The pregnant teenager, her anatomy, behaviour, psyche and
relationships are evaluated according to (mostly unstated) norms - norms
concemning, inter alia, the optimal reproductive body, the timing of
reproduction, the perfect mother, the developing adolescent, the self-
actualised, fulfilled, economically active individual, gender and conjugal
relations, and the culturatised individual. But, asRose points out, ‘Normality
is not an observation but a valuation® (198%:123), with these valuations
having political implications — judgements about what is desirable {eg
reproduction within certain age ranges and within a conjugal bond) are made
which translates into an injunction as to the goal to be achieved. This is not
to say that a state of valuelessness is desirable {or even possible), but rather
that the political implications of these values need careful inspection.

There are two effects of the muliiplication of the processes of
governmentality surrounding adolescent sexuality and reproduction reflected
inscientific discourse. The firstis thatnew aspects of adolescents’ lives (not
only their bodies but also their behaviour, emotions, social and culturat
interactions) are brought into the plane of visibility. The practices of
intervention {the clinical examination, ante-natal care, counselling, sexuality
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education) discussed in the literature are implemented not only in the lives
of those falling outside the range of the normal, but also those deemed
normal as they are incited in the labours required to maintain normality. The
surface of the object of government (the pregnant and non-pregnant
adolescent) is mapped in finer lines, allowing for more points of gradation,
and a more intricate and in-depth knowledge of her nature. The second effect
is that power relations between the expert and teenager have shifted from
overt to covertregulation. The health service provider no longer prescribes
programmes (as in sanitary science), but rather invokes the participation of
the teenager, her family and the community in the production of adoiescent
sexual and reproductive health and welfare. S/he does notimpose, but relies
on action at a distance, whereby teenagers, their families and communities
are incited to monitor their own behaviours against the backdrop of the
normative framework provided by the expert. The expert, teenager, family,
community, and policy-makers and public servants all become the overseer
and the overseen, The teenager is incited to be true to her nature, the family
to fulfil normal family functions, the expert to be knowledgeable concerning
the nature of teenage pregnancy and proficient in efficacious methods, the
commumity to take responsibility for localised issues, and the policy-maker
and public servant to institute population-based interventions.
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