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Summary 
 

Background: Sexual and reproductive health is part of human health and to 
promote sexual and reproductive health and rights (SRHR) is a global health priority. 
SRHR means people should have same rights and opportunities to decide over the 
own sexuality and reproduction. Unsatisfied SRHR is particularly seen in developing 
countries and is one of the leading causes of mortality and morbidity. Aim: To 
examine young women’s (10-30 years) sexual and reproductive health and rights in 
Ecuador according adults with knowledge and/or own lived experiences within the 
phenomenon. Method: A qualitative design with interviews, using a semi-structured 
interview guide to collect data. Ten adults with knowledge and/or own lived 
experiences within the phenomenon participated. Transcribed data was analysed 
using Friberg’s five-step model. Result: Three main themes were identified. Minimal 
power among young women results in limited knowledge and access regarding 
SRHR, which in turn can lead to consequences such as sexually transmitted 
infections, unplanned teenage pregnancies and having to undergo illegal abortions. 
Conclusion: The result indicates that young women’s SRHR are endangered in 
Ecuador. Lack of knowledge regarding SRHR may lead to that young women have 
risky sexual behaviour, since they are unaware of the consequences. Keywords: 
Ecuador, SRHR, Young women.  
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Introduction 

 
The absence of sexual and reproductive health and rights (SRHR) is the greatest 
health problem among women aged 15-44 in developing countries. Gender 
inequalities, lack of knowledge, discrimination and oppression makes it hard for 
women to decide over the own body and sexuality (International Planned Parenthood 
Federation, 2015; Mänskliga Rättigheter, n.d.). Issues concerning women’s SRHR are 
complex but important to raise to enable the strengthening of women's 
empowerment, human rights, health and sustainable development globally 
(Mänskliga rättigheter, n.d.). The Catholic Church has strict opinions regarding 
sexuality and reproduction and influences the people in Latin America (Filopovic, 
2013; Smallman, 2007), including Ecuador where the study was performed. 
 

Background 

 

Global health  

Global health is about promoting health and achieving equity within health for all 
people worldwide, through collaborative research and action (Khaliq & Smego, 2014).  
What determine the health of humans all over the world are interactions between 
various factors such as individual behaviour, genetics, culture, socio-economical 
situation and environmental factors (Lindstrand et al., 2015).  Sexual and 
reproductive health is part of the human health and to promote SRHR is a global 
health priority, since it is unachievable to experience health without rights (Statens 
folkhälsoinstitut, 2010; Temmerman, Khosla & Say, 2014). To experience satisfied 
SRHR requires wellbeing socially, psychologically and physically when it comes to all 
that concerns sexual and reproductive matters (World health organization [WHO], 
2017). SRHR is a human right and means people should have the same rights and 
opportunities to decide over the own sexuality and reproduction without oppression 
and discrimination (Mänskliga Rättigheter, n.d.; United Nations Population Fund 
[UNFPA], n.d.). To obtain SRHR it is vital that women receive accurate and 
accessible information, receive affordable, safe and accessible contraceptives, receive 
safe care regarding sexual and reproductive health and have the right to decide if, 
when, with whom and how many children they want (UNFPA, 2015). Lack of SRHR is 
particularly seen in developing countries, where the leading cause of morbidity and 
mortality among young women are health problems related to SRHR  (UNFPA, n.d.). 
The International Council of Nurses’ Code of Ethics unites nurses globally to a mutual 
approach, independently of national laws. The Code of Ethics is about promoting 
health and human rights, preventing disease, redress health and relieve suffering 
(Svensk sjuksköterskeförening, 2014). Furthermore nurses shall provide equal care 
for all regardless of gender, age, culture and sexual orientation etcetera and it is vital 
to respect the patient’s integrity and autonomy. The Code of Ethics describe that 
nurses share the responsibility to encourage and satisfy health among society, 
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especially within vulnerable groups (Svensk sjuksköterskeförening, 2014). Nurses 
play a significant role in providing adequate and sufficient information regarding 
sexual and reproductive health with the aim to convey a positive attitude towards sex 
to enable that individuals take informed decisions, which enhances wellbeing (Wills, 
2014). Sometimes nurses’ personally morality and values will be challenged 
encountering a patient. However it is part of nurses’ job to support the patient’s 
sexual and reproductive health needs regardless of personal opinions and it is 
essential with a non-judgemental approach so that patients feel confortable raising 
any concerns (Wills, 2014).  

 

SRHR and religion 
 
In 1994, 179 countries signed the Cairo Declaration, the final product of the United 
Nations International Conference on population and development. The conference 
represented a turning point for global advocacy regarding SRHR, and goals were set 
to achieve improvements globally (Reichenbach & Roseman, 2011). The declaration 
contained all people’s right to decide and control the own reproduction and having a 
safe and satisfying sex life. This was described as fundamental to enhance women’s 
empowerment and achieve SRHR (Reichenbach & Roseman 2011). In 1995, in 
Beijing, the United Nations Fourth World Conference on Women took place where 
women's right to bodily integrity, absence from violence and the right to decide over 
the sexuality was highlighted (Girard, 2011). During these conferences, it was argued 
that women's reproductive decisions, among other things were affected by women’s 
economical situation as well as cultural and religious values (Correa & Reichmann, 
1994; Dixon-Mueller, 1993). The conferences in Cairo and Beijing met opposition 
from conservative religious regimes (Baden & Goetz, 1997; Buss, 1998; Friedman, 
2003). Catholic and Muslim governments and organizations argued that some of the 
principles regarding SRHR that emerged during the conferences would go against 
cultural and religious fundamental values (Buss, 1998). The Catholic Church has been 
one of the most critical against the fundamental aspects of reproductive rights 
(Kissling, 2009). 

 

SRHR and young women 

Young women in developing countries, which include Ecuador are commonly being 
forced to go through with unplanned pregnancies and illegal abortions, suffer from 
sexually transmitted infections (STI’s) and being victims of gender-based violence 
(International Statistical institute, 2017; UNFPA, n.d). The majority of the world’s 
adolescents lack sufficient knowledge regarding SRHR, which makes them more 
exposed for unplanned pregnancies, STI’s and sexual violence (UNFPA, n.d). Many 
countries do not offer sexuality education in school due to religious and cultural 
attitude towards sexuality. However it has been explained that sexuality education 
increases the practice of safe sex among adolescents, delays sexual debut and 
enhance the empowerment of young women (Berglund, 2008; World Health 
Organization, 2001).  Approximately 215 million women in developing countries lack 
access to contraceptives despite their wish to avoid pregnancies and STI’s. Access and 
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information regarding secure contraceptives is necessary in order to achieve gender 
equality in society (UNFPA, 2010). Over one million people get infected by an STI 
each day, which can lead to several health consequences such as infertility and 
acquired immunodeficiency syndrome (AIDS) (Socialstyrelsen, 2008; World Health 
Organization, 2013).  
 
 

Teenage pregnancies and unsafe abortions 
 
More than half a million women around the world dies each year due to 
complications from pregnancy or childbirth (Mänskliga rättigheter, n.d). Opinions 
regarding teenage pregnancies in Ecuador are based on gender norms and sexuality is 
considered something negative and dangerous for young women (Goicolea, Wulff, 
San Sebastian & Öhman, 2010). Factors such as early sexual debut, living in a 
deprived area, being a victim of sexual abuse or having absent parents is described to 
increase the risk of teenage pregnancies (Goicolea, Wulff, San Sebastian & Öhman, 
2009). In Ecuador 20% of all women aged 15 to 19 become pregnant before the age of 
20 and the leading cause of death among young women in developing countries are 
complications associated with pregnancies (Goicolea et al., 2009; Goicolea et al., 
2010). Over 45 million abortions are performed each year and more than half of them 
under unsafe conditions (Milsom, 2006). Unsafe abortions are often performed 
illegally by a person who does not have enough knowledge or skills and in places with 
poor medical standards (Milsom, 2006). These conditions commonly entail 
complications, which make unsafe abortions to one of the leading causes of death 
among young women in developing countries and kills over 80 000 women each year 
(Milsom, 2006; Rasch, Muhammad, Urassa & Berglund, 2001). Unsafe abortions are 
a major health problem in Latin America and in Ecuador abortion is considered a 
crime where both the woman who has the abortion and the person performing risk 
being penalized. This results in that women have to undergo unsafe illegal abortions 
(Human Rights Watch, 2015; Lafaurie, Grossman, Troncoso, Billings and Chavez, 
2005). With the information revealed in the background one can assume young 
women’s SRHR are endangered. Therefore this topic is interesting and important to 
study.  
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Aim 

 
To examine young women’s (10-30 years) sexual and reproductive health and rights 
in Ecuador according adults with knowledge and/or own lived experiences within the 
phenomenon. 
 

Material and method 

Design 

A qualitative design with interviews was used. The focus in a qualitative design is to 
study people's lived experiences of a phenomenon and is used when seeking new 
information, knowledge and/or understanding (Henricson & Billhult, 2012). 
Interviews in a qualitative study are conducted among a small group of participants 
and are usually based on a semi-structured interview guide with open questions or 
areas (Danielsson, 2012a). Reflection regarding the chosen phenomenon was done as 
a part of the preparatory phase to gain preconception and to increase awareness 
regarding the phenomenon (Henricson & Billhult, 2012). The chosen design was used 
to understand the participants’ own knowledge, experiences and thoughts regarding 
the phenomenon (Danielson, 2012a). 
 

Selection and data collection  

Selection of participants is not randomly made in a qualitative study instead people 
with knowledge and/or experiences regarding the phenomenon are asked to 
participate (Henricson & Billhult, 2012a). With assistance of the international office 
at Jönköping University a supervisor in Quito, Ecuador was contacted. The 
supervisor was a manger of a health centre in Quito and lived both in Ecuador and 
Sweden, speaking Spanish and Swedish. The supervisor in Quito was of assistance in 
finding people of interest to interview and coordinated the interviews. People over 18 
years with knowledge and/or own lived experiences within the phenomenon were the 
inclusion criteria. People less than 18 years and those without knowledge and/or own 
lived experiences regarding the phenomenon were the exclusion criteria. Ten people 
were asked to participate in the study. In the preparatory phase qualitative and 
quantitative studies were processed to gain understanding of previous research 
within the phenomenon to increase knowledge. Before conducting the interviews four 
sample interviews were conducted between the researchers, two in Swedish and two 
in English to practice interview skills, language skills, to give feedback and to test 
recording devices (Danielson, 2012a). During three weeks ten people (see Appendix 
C) were interviewed in Quito regarding SRHR among young women in Ecuador. The 
aim was to perform all interviews in English but after arriving to Quito it appeared 
that few knew English so an interpreter was used to conduct the interviews. The 
interpreter was not a licensed interpreter and lived in Quito temporary, originally 
from Colombia. The interpreter’s native language was Spanish but knew English since 
studied in international school. The interpreter was obtained by the supervisor in 
Quito and translated Spanish to English and vice versa during the interviews. The 
interviews were recorded with two cell phones. Both researchers were attending all 
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ten interviews, five as the interviewer and five as an observant who asked questions in 
the end if necessary. During each interview three or four persons attended (see 
appendix C). A semi-structured interview guide (see Appendix A) containing open 
areas was used to get long, rich and descriptive answers during the interviews 
(Danielson, 2012a). The interview guide was used as a support during the interviews 
and the areas in the interview guide was discussed without any specific order and 
were customized to what emerged during the interviews (Danielson, 2012a). During 
the interviews the researchers tried to show a genuine interest while listening to the 
interviewees to give the perception of involvement (Danielson, 2012a). All 
participants were asked if they received the consent letter (see Appendix B), in the 
beginning of the interview, which the supervisor in Quito assisted in translating to 
Spanish and sending out. Each interview began with informal talk where the 
interviewee was asked about age and occupation, followed by the question ”How 
would you describe the current situation for young women in Ecuador regarding 
SRHR”. Most interviews were experienced as a fluent conversation and few was 
experienced as difficult where prompting was necessary to get answers. The 
interviews conducted without an interpreter lasted between 57-69 minutes, the 
interviews with the interpreter lasted between 48-131 minutes. Each interview ended 
with asking the interviewee about amendments. 
 

Analysis of collected data 

The analysis of collected data started after the interviews were transcribed from 
speech to text as precisely as possible which was done to facilitate the analysis and get 
a deeper understanding for the content (Danielson, 2012b). The recorded interviews 
were transferred from two cell phones to two computers and then transcribed, which 
took two researchers eight days where one interview took approximately eight hours 
to transcribe. Transcribed data was analysed using Friberg’s five-step model (Friberg, 
2012). In the first step transcribed data was read as text to get a view over the content 
(Friberg, 2012). In the second step the researchers discovered and identified several 
key findings, which answered the aim (Friberg, 2012). In the third step transcribed 
data was complied to get a deeper understanding of the content (Friberg, 2012). This 
was done by dividing all transcribed data into the identified key findings, which were; 
description of SRHR in general; Sexuality education in school and home; 
Contraceptives; STI’s; Teenage pregnancies; Abortion; Catholic Church; Pregnancy, 
childbirth and postnatal care; Zika; Equality within the relationship; Prostitution; 
Homosexuality. In the fourth step similarities and differences were observed and 
identified within each complied key finding, though this 12 key findings became three 
main themes with eight sub themes (Friberg, 2012). The first main theme identified 
was Minimal power, containing two sub themes; Catholic Church and A society ruled 
by men. The second main theme identified was Knowledge and access, containing 
three sub themes; Sexuality education, Contraceptives and STI’s. The third and final 
main theme identified was Consequences, containing two sub themes; Teenage 
pregnancies and Illegal abortions. In the fifth and final step main themes and sub 
themes were complied with quotes to strengthen each theme and then the text was 
structured in a logical order (Friberg, 2012). All names that occurred during the 
analysis were coded. 
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Ethical considerations 

The participants’ fundamental dignity and rights should be protected before, during 
and after the interviews (Kjellström, 2012). Since SRHR can be a sensitive topic 
raising and discussing, consultation was made in advance with the supervisor in 
Quito who claimed that most people in Quito do not mind discussing SRHR. While 
conducting the interviews the autonomy principal was used which contains all 
people’s right to decide over themselves and make their own decisions (Kjellström, 
2012). This was done by sending a consent letter in advance to all potential 
participants through email with information regarding the study, where it was 
explained that participation was voluntary (Kjellström, 2012). In the beginning of 
each interview the participants were asked if they received the consent letter, it was 
also repeated verbally that the interview was confidential and recorded. All 
participants accepted this. The original thought was to interview minors regarding 
SRHR but due to ethical reasons adults were interviewed. Young people under 18 
years are considered a vulnerable group where the ethical principles are even more 
important to apply (Kjellström, 2012). All participants were informed that collected 
data would be handled confidentially, which involves storing data and personal 
information in such way that unauthorized persons cannot get hold of it, and that the 
reported data cannot be traced back to the individual participant (Kjellström, 2012). 
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Result 

 

MINIMAL POWER • Catholic Church 

• A society rued by men 

KNOWLEDGE AND 

ACCESS  

• Sexuality education 

• Contraceptives 

• STI’s 

CONSEQUENCES • Teenage pregnancies 

• Illegal abortions 

 

Figure 1. Summary of three main themes and eight sub themes describing SRHR 
among young women in Ecuador.  
 
 
 

Minimal power 

 

Catholic Church 

The interviewees explained that the Catholic Church and their values regarding 
SRHR has a big influence over people in Ecuador but that it varies to what extent 
people apply these in real life. The Catholic Church was described to oppose 
contraceptives, abortions and sex before marriage. It was argued that the only 
allowed contraceptive method within the Catholic Church is the natural one, where 
the women avoid having sex when ovulating.   

“You are killing a life, a soul by using the pill or the injection.” Juanita 

Sex before marriage was described as common among young women but since it is 
not accepted it was described leading to feelings of guilt and shame. The interviewees 
claimed young women fear that someone will detect their inappropriate behaviour 
and are afraid of the consequences from family and society if being revealed. 
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A society ruled by men 

The Ecuadorian society is described as a society ruled by men where the man is seen 
as superior to the woman and that most relationships are unequal regarding SRHR. 

 
“This culture ruled by men is really powerful here because men decide 
about the sexuality the woman have, what she can have, if she wants to  
protect herself he will tell her she cannot do that.” Valentina 

 
It was described that even if schools are teaching young women about their SRHR, 
young women do not apply it in real life due to fear of losing their boyfriend. The 
value of obeying the boyfriend is something many young women learn from their 
parents. 

“Her mother told her that she had to respect him and say what he wants, 
no matter what he wants she will do it.” Elena 

It was described that boys and girls are treated differently by parents and the society 
regarding SRHR. The described reason why was they know that the girl could end up 
pregnant with a lot of responsibilities and the boy can just walk away. It was claimed 
that women often feel obligated to have sex with the man especially if the man is 
superior by age, knowledge or has financial power, which usually is the case in lower 
or middle class families. Some explained that women sometimes try to say no to their 
men regarding sex and reproduction, but if the man does not agree the woman will 
surrender. 

“You can say no I don’t want to have five children I only want two but if 
the man say: I don’t care you have to give me children, the women have 
no say.” Elena  

Some interviewees argued that relationships are often more equal if the woman is 
educated and has financial power and does not have to rely on the man. Women with 
financial power can more easily use their sexual and reproductive rights and in that 
way achieve greater sexual and reproductive health. Some stated that equality within 
relationships depends on values of the family. It was argued to be common among 
young women in the lower and middle class to get sexually abused by a family 
member or within a relationship and it was described as unusual to report the sexual 
abuse. It was described that the feeling of being trapped in a sexually abusive 
relationship, without anywhere to escape sometimes leads to a suicide attempt. It was 
claimed as common for men to use sexual and physical abuse to dominate or solve 
problems within the relationship. An increased number of homicides the last two 
years where the man kills the woman within the relationship, so called “femecidio” 
was mentioned. A described reason for increased homicides lately was that women 
have started to elevate in the community with work and responsibilities, which makes 
men feel jealous and diminished. 



11 
  

Knowledge and access 

 

Sexuality education 

There were different opinions among the interviewees whether all schools in Ecuador 
teach sexuality education or not. Some claimed almost all schools teach the subject, 
while others explained the majority do not. Further it was explained to be up to the 
director of each school to decide whether the curriculum shall contain sexuality 
education. It appeared that access to sexuality education in school depended on 
whether the school was private or public. Private schools were described to teach 
sexuality education to a greater extent compared to public ones. Several claimed that 
the reason for not teaching sexuality education in all schools was that people believe 
it encourages students to start having sex at an earlier age. This is one explained 
reason why lots of parents do not want their children to receive sexuality education. 
Further the interviewees claimed some schools need consent from parents that allow 
their children to attend the class. Additionally it was explained that teachers 
commonly try to discourage the students from having sexual relationships by their 
way of teaching. 

 
“For example when they present the STI’s they show the worst photos on 
the board, so they will work with fear.” Juan 
 

Sexuality education in school was claimed to be more directed to girls rather than 
boys, since it was claimed girls have a greater responsibility in a sexual relationship, 
for example having the main responsibility for not getting pregnant. 
The interviewees argued that teenage pregnancies have been increasing since schools 
started with sexuality education due to curiosity. However others believed the reason 
for the rise lately was due to lack of sexuality education and claimed the quality of the 
information the students receive is insufficient. Most of the interviewees claimed 
sexuality education in school is lacking overall, however some believed the 
information given during these classes is sufficient to obtain SRHR. It was described 
that sexuality education mostly contains anatomy and physiology of the reproductive 
system, rather than talking about emotionally wellbeing and integrity regarding 
SRHR. 

 
“In the school they teach the backgrounds you have to know about, like 
how to use a condom or what an STI is and what happens in the body, 
but they don’t teach you about how it should feel having sex, that you 
should want it and stuff.” Elena 
 

The interviewees argued that parents usually do not talk about sexual matters with 
their children, mostly because there is still a lot of stigma around the topic. Further it 
was described that parents do more often talk about sex with their sons rather than 
daughters due to fear of evoking a sexual behaviour. The interviewees believed this 
was because parents and people in general have a more open-minded attitude 
towards men’s sexuality. Furthermore they claimed women do not have the same 
desire and interest in sex as men. 
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Contraceptives 

The interviewees described a conflict between the Ecuadorian government and the 
Catholic Church regarding access to contraceptives. It was explained that the 
government has implemented the opportunity for women to use contraceptives, 
which the Catholic Church strongly opposed. However some of the interviewees 
described it is still illegal for young women under 18 to use contraceptives. 

 
“There was a minor girl here who had sexual intercourse with her 
boyfriend and she needed a contraceptive method but I couldn’t help her 
because it’s not legal.” Carmen  

Others claimed women under 18 could use contraceptives as long as having the 
parents’ consent. This was described leading to young women not using 
contraceptives due to fear of asking for consent. Others argued there is no age limit 
and no need for parents’ consent for using contraceptives. The interviewees described 
that young women can receive contraceptives at either maternity hospitals or health 
centres. Some described that women over 18 can buy contraceptives at pharmacies if 
having a prescription. Others stated all women, even minors could buy contraceptives 
at pharmacies without prescription, which was explained as troublesome since the 
young women would not know how to use the contraceptives correctly. Even though 
some explained minors could use contraceptives legally it was claimed they would be 
judged by the society for using it and that health practitioners sometimes hesitate to 
prescribe contraceptives depending on the person’s age. Some interviewees stated all 
or several contraceptives are free within the public health care, while others claimed 
no contraceptives are free. Further there were those who explained it is only needed 
to pay for contraceptives at pharmacies. The interviewees described that one common 
contraceptive method among women in Ecuador is natural family planning. The 
woman gets help from a gynaecologist to plan how many children that is wanted and 
could be afforded and then in consultation they determine what contraceptive the 
woman will use.  

 
“Men in this country have many children and then they just leave the 
woman and goes to the next one. So there is no comfort in being married, 
because when the man leave, you need to be able to take care of all 
children and that is what we plan.” Carmen  

The interviewees described that most young women choose not to use contraceptives 
because of shame in buying it, shame in visiting a gynaecologist and fear of being 
judged by the society. Further it was explained that young women stop using 
contraceptives due to fear of side effects. Others described that young women do not 
use contraceptives because the man does not appreciate it, while others explained 
that young women could not afford contraceptives. Further it was explained that the 
main reason for not using contraceptives was due to lack of adequate knowledge 
about what contraceptives are and how they work. 
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STI’s 

The opinions among the interviewees whether young women in Ecuador have 
knowledge about STI’s or not was ambiguous. Some claimed young women do have 
knowledge about what an STI is and what consequences an untreated STI could have. 
However most of the interviewees believed the information about STI’s is lacking and 
that people in general do not have the proper knowledge. 

 
“People often think if you take a pill you will be protected from STI’s too.” 
Laura 

 
The interviewees explained it is possible to turn to both hospitals and health centres 
to get tested and receive treatment for STI’s. The public health care was explained to 
be affordable for most people, although not for everyone, since they argued there are 
people who live with less than one dollar a day. However others claimed all care was 
free. The private healthcare on the other hand was described as expensive and only 
affordable by people from the higher-class. Most of the interviewees explained that 
consent from parents is required if a minor wishes to get tested for STI’s. Others 
argued that parents must accompany their children when wanting to get tested or 
treated for STI’s. However there were some who stated that minors do not need an 
agreement from parents at all. It was described that young women in general wait to 
contact the health care until the condition gets worse and they see no other option. 
The interviewees explained that young women find it easier to turn to friends when 
suspecting they have got an STI. Further it was claimed that young women would not 
tell their parents until they are desperate.  
 

“They talk about sexual matters with friends because it’s easy to talk with 
them and they can share the knowledge they have. It will be easier to talk 
with them instead of grownups that won’t understand you.” Laura 

 
The interviewees argued that parents would get angry if they were told their daughter 
was infected by an STI and this was described as one major reason why young women 
do not want to talk to the parents. STI’s were explained to be something horrific and 
shameful and people would look down upon a young woman who have an STI and 
blame the woman for being promiscuous. This was another described reason why 
young women do not want to tell their parents or reach out to the healthcare for help. 
Further it was explained that there is a school nurse in each school where young 
women can receive STI-testing. Some of the interviewees argued that if it is found 
that a young woman is infected with an STI, the school nurse is obligated to contact 
the director who will pass the information to the parents. The interviewees described 
it is not unusual that young women use natural remedies trying to cure STI’s on their 
own, which sometimes aggravates the infection. 
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Consequences 

 

Teenage pregnancies 

The interviewees described that teenage pregnancies are commonly occurring in 
Ecuador and have been increasing lately, mostly in public schools and lower class 
society. They claimed that people in Ecuador tend to get married and have children at 
a young age and people are accustomed to watch young women being pregnant in 
school and society. During the interviews various explanations why teenage 
pregnancies are commonly occurring was mentioned. For example some argued it is 
because Ecuador does not have an age limit for when it becomes legal having sex. 
Others claimed the reason is that teenagers lack information and knowledge 
regarding SRHR.  

“It is because they don’t get the right information, if you have luck they 
will give information in school, if you are lucky your parents will say 
something about it, but other than that it is only you.” Juanita  

Some argued that teenagers mostly end up pregnant by accident as a consequence of 
being irresponsible or not being able to afford contraceptives. Some stated the reason 
for teenage pregnancies is that parents allow their daughters to have relationships at 
a young age with older boyfriends. Others claimed the reason was love within the 
relationship or the desire of becoming mothers. The interviewees argued that most 
pregnant teenagers are afraid of telling their parents about the pregnancy because the 
parents usually end up angry. It was described that some parents force their 
daughters to have illegal abortions when finding out about the pregnancy even if their 
daughter wants to keep the baby. It was argued that most teenage mothers are single 
mother and the fathers walk away from all responsibilities and deny paternity. The 
interviewees stated it is common for teenage girls to continue living with their 
parents during and after the pregnancy. Others explained only few girls continue 
living with their parents during and after the pregnancy. It was described as common 
that the parents of the teenage girl raise the baby and the teenage girl looses all right 
of being the mother. Even if the parents help their daughter with the baby it is not 
sure they will forgive their daughter.  

“Sometimes there is psychological abuse for the girl because they remind 
her that she got pregnant and made a mistake and she isn’t as good as 
she was and all the love they had for the girl they will pass to the baby.” 
Laura 

It was stated that support from family and relatives is vital for a pregnant 
teenage girl to manage the situation and not suffer from the harsh judgement 
from society. The interviewees described that absence of support could lead to 
homelessness, depression, having to quit school, working fulltime and loosing 
part of the childhood. Other explained reasons why teenagers quit school during 
or after the pregnancy is because some schools expel the girl for being pregnant 
or because they feel looked down upon or that the father of the baby does not 
allow it. Cases were described where teenage girls have felt so dejected they have 
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left the baby in a box in the streets or in a garbage dump. Further it was 
explained that young women sometimes commit suicide when getting pregnant 
due to feelings of an unmanageable situation. It was described that the attitude 
towards pregnant teenagers have changed for the better over the last years but it 
is still not easy being a pregnant teenager in Ecuador. 

 

Illegal abortions 

During the interviews it emerged that legal abortions can never be made in Ecuador if 
a woman simply does not want to keep the baby. However some claimed that there 
are exceptions, such as if the foetus is severely malformed, the woman has been raped 
or if being pregnant or giving birth puts the mother’s life in danger. Although others 
argued that there are no exceptions for abortions at all. The interviewees explained 
many young women hide the pregnancy and risk their life by having an illegal 
abortion. There are several ways of having an illegal abortion according the 
interviewees. There are young women who use natural remedies and other 
medications to proceed with an abortion on their own and there are abortive pills to 
buy at pharmacies aimed for treating people with gastric problems. Further it was 
explained that the abortive pill can be taken until 3 months of pregnancy and after 
that, surgery is required for removing the foetus, which was described as a more 
dangerous procedure. Some of the interviewees stated that a licenced doctor at an 
illegal clinic usually performs illegal abortions, while others claimed a doctor is not 
performing the procedure.  

 
“Often the doctors work in recognized clinics during the days and 
sometimes they tell the girls: okay we can do it later but not here”. Juanita 

 
The interviewees described that not all young women can afford having an illegal 
abortion. Women in the lower class were explained to have more children than 
women in middle- and higher class and the interviewees stated one vital explanation 
for this was they could not afford having an illegal abortion. The interviewees 
described that illegal abortions are not always properly performed since a person who 
does not have the right knowledge, equipment, hygiene and environment for 
performing it in a correct medical way, often preforms the illegal abortions and 
because of this complications are frequently occurring. Further it was explained that 
young women who get some kind of complication from having an illegal abortion 
tend to wait as long as possible before contacting the healthcare. This was explained 
as a major reason why many young women die after having an illegal abortion. It was 
argued that constant haemorrhage and infections are the most prevalent 
complications. The interviewees believed having to undergo an illegal abortion would 
be hard for the young woman psychologically, especially if the abortion was made 
because the young woman could not keep the baby due to financial problems or if 
being persuaded by others. 
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Discussion 

 

Methodological discussion 

A qualitative method with semi-structured interviews was used to collect data. A 
strength with this method is that the interviewer can adapt the interview to what 
emerge during the interview without it interfering the method (Danielson, 2012a). A 
limitation with this method is that the preparatory phase demands lot of time and 
work, which if not done correct can affect the result (Danielson, 2012a). In the 
preparatory phase previous studies regarding the phenomenon was studied to 
increase the dependability of the study (Wallengren & Henricson, 2012). During this 
phase it occurred that studies conducted within this phenomenon in Ecuador was 
limited, which means that this study may have contributed with some newfound 
knowledge (Henricson, 2012). The supervisor in Quito selected all participants since 
the researchers did not have own contacts in Quito nor spoke Spanish, which is seen 
as a limitation since the selection of participants may have been chosen differently if 
the researchers had chosen on their own. A strength with the selected participants 
was that they had knowledge and/or own lived experience regarding the 
phenomenon, were in different ages, had different occupations and socioeconomic 
status which increases the trustworthiness of the study. This gives the study a wider 
perspective and depth, since the phenomenon is studied from different angles 
(Wallengren & Henricson, 2012). While conducting the interviews, both strengths 
and limitations were identified; having to use an interpreter is a limitation because 
the misunderstandings it could have contributed to while translating since a non 
licensed interpreter was used. It is seen as a limitation that the study is conducted 
and written in English, which is not the researchers’ native language, nor the 
interviewees’ or the interpreter’s. One interview was held through Skype (see 
Appendix C), which may have interfered the quality of the interview since it can be 
harder to achieve personal chemistry and confidence through Internet. At each 
interview three or four people attended totally, the researchers, the interpreter and 
the interviewee. This could have interfered with the interaction two people usually 
achieve during an interview and is seen as a limitation. Time for questions and 
amendment was held at the end of each interview, which is a strength, since 
misunderstandings could be corrected. Another limitation is that the researchers are 
novice using this method and writing a thesis for the first time, which could have 
interfered with the first interviews due to lack of experience. During the analysis 
quotes strengthening the result were manipulated in ways like removing unnecessary 
words and having sentences reworded to make them more understandable. The 
content of the sentences has not been manipulated consciously. This is seen as a 
limitation since the researchers accidentally could have misinterpreted the content. 
The interviews were transcribed as precisely as possible to facilitate the analysis and 
is considered a strength to the analysis process. Before conducting the interviews 
consent letter was sent out in advance to all participants with information regarding 
the study and their right to decide if they wanted to participate (Kjellström, 2012). 
This is seen as a strength since it gives the person time to decide if wanting to 
participate or not. A limitation with the consent letter is that the supervisor 
translated the consent letter to Spanish, which may have contributed with 
misinterpretations without the researchers knowing it. Things that could have been 
done differently are that more time could have been spent in the preparatory phase 
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practicing interview technique to extract more of the first interviews and a greater 
effort could have been made to observe body language and include that in the 
analysis. The recording and transcribing devices were described in the method and it 
was also explained who conducted and transcribed the interviews, which increases 
the dependability of the study (Wallengren & Henricson, 2012). It is seen as a 
strength that the selection of participants, how data was collected and how the 
analysis process was performed, is thoroughly described in the method, which also 
increases the confirmability of the study (Wallengren & Henricson, 2012). 
 

Discussion of the findings 

 

 

Figure 2. The process of how minimal power leads to lack of access and 
knowledge, which in turn may entail consequences for young women’s SRHR in 
Ecuador. 

 

The three main themes identified are linked together, which are presented above. 
Minimal power among young women results in limited access to sexual and 
reproductive health care and knowledge regarding SRHR, which in turn can lead to 
consequences such as STI’s, unplanned pregnancies and having to undergo illegal 
abortions. Global health is about promoting health for all humans worldwide (Khaliq 
& Smego, 2014). The result showed that by not receiving accurate sexuality education 
it entails that young women do not have the possibility to experience SRHR. Global 
health also means that all humans should receive equal health care and that health 
care professionals must never discriminate (Khaliq & Smego, 2014; Svensk 
sjuksköterskeförening, 2014). The result showed that some health care professionals 
oppose health care in regards of sexual and reproductive matters due to personal 
values such as denying prescribing contraceptives because of young age. To promote 
SRHR is a global health priority since sexual and reproductive health is part of 
human health (Temmerman, Khosla & Say, 2014). A physical, psychological and 
social wellbeing concerning sexuality and reproduction is required to experience 
satisfied SRHR (WHO, 2017). The result argues that by not having access to 
knowledge regarding SRHR entails a poorer self-experienced health. 

Minimal 
power 

Knowledge 
and access 

Consequences 
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Minimal power 

The result showed that there are inequalities between men and women in Ecuador, 
which contribute to poorer SRHR among young women. Other research argued that 
young people who consider gender equality important have more positive sexual 
experiences and find it easier to talk about sex, as a result they experience greater 
sexual and reproductive health (Meyer et al, 2014). The result argued that women in 
socioeconomic deprivation are especially exposed for unsatisfied SRHR. Women are 
supposed to obey their men’s sexual and reproductive desire and men commonly use 
abuse to control the women. Further research confirmed this by claiming women in 
socioeconomic deprivation do more often have unsatisfied sexual and reproductive 
health, get sexually abused within the relationship in a wider extent compared with 
women living in affluence and more often feel obligated to satisfy their partner’s 
sexual desire (Ruiz-Muñoz et al., 2013). Findings in previous research correspond 
with findings in the result and argued that men who sexually abuse their partner 
believe they have the right to sex whenever they want and when the woman 
contradicts sex it was claimed that men commonly sexually abuse their partner 
(Kennedy Bergen & Bukovec, 2006). Other research stated that abused women often 
try to conceal the violence they have been exposed to as long as possible (Bradbury-
Jones, Taylor, Kroll & Duncan, 2014). This concurs with findings in the result. The 
result also showed that minimal power among young women was argued to be due to 
conservative values of the Catholic Church regarding SRHR. The result claimed that 
the Catholic Church opposes contraceptives, which leads to young women avoid 
utilising it, which in turn may lead to a risky sexual behaviour. However other 
research contradicted this and argued that family religiosity is not related to a risky 
sexual behaviour, in fact it was claimed contributing to that young women have fewer 
sexual partners, using contraceptives and have a delayed sex debut (Manlove, Logan, 
Moore & Ikramullah, 2008). 

 

Knowledge and access 

In the result it was described that minimal power contributed to that young women 
lack knowledge regarding SRHR. Other research argued that knowledge regarding 
SRHR and safe sexual behaviour among adolescents are correlated (Burazeri, Roshi & 
Tavanxhi, 2004). Further research claimed that Ecuadorians in general lack adequate 
knowledge regarding SRHR (Beckwith, 2006). The result explained that sexuality 
education is not a mandatory subject in school and that sexuality education given is 
lacking overall and that parents rarely talk about SRHR at home. Further research 
claimed that comprehensive sexuality education in school where parents are involved 
decrease risky sexual behaviour among adolescents and contributes to a more open 
and frequent conversation regarding sex at home (Grossman, Tracy, Charmaraman, 
Ceder & Erkut, 2014). Other research stated that adolescents in Ecuador believe 
school and parents share the responsibility for sexuality education. However the 
majority claimed that friends and media is their primary source for information 
regarding SRHR (Beckwith, 2006).  The result showed that lack of knowledge and 
access is one vital reason why contraceptives are not used among young women. 
Another reason was due to fear of what side-effects contraceptives could entail. Other 
research confirmed this by stating that low prevalence of using contraceptives is 
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mainly due to inadequate knowledge. Education and easier access is seen as things 
that could increase the prevalence of young women using contraceptives (Sidze et al., 
2014). Further research claimed that adolescents in Ecuador are familiar with at least 
one contraceptive method although they are not using it at the moment and will not 
use it in the future due to fear of side-effects (Beckwith, 2006). Previous research 
claimed that all schools should inform and educate adolescents regarding STI’s to 
decrease the prevalence (Burazeri, Roshi & Tavanxhi, 2004). Further research 
showed that most adolescents in Ecuador have heard about STI’s but do not know 
how they are spread or how to prevent transmission. Further it was argued to be 
unusual for adolescents to go through with a physical examination to diagnose an STI 
(Beckwith, 2006). These findings regarding STI’s were consistent with findings in the 
result. The result argued that there is a lot of stigma in the society regarding young 
women’s SRHR and people avoid raising the subject. Further research confirmed this 
by claiming that it is unusual for adolescents in Ecuador to talk about SRHR within 
the relationship, which is fundamental for a secure relationship (Beckwith, 2006). 

 

Consequences 

Consequences that can occur from minimal power, limited knowledge and access are 
described as unplanned pregnancies, which in turn can lead to having to undergo 
illegal abortions. In the result it was described that teenage pregnancies have been 
increasing and that people are accustomed to see teenagers being pregnant. Other 
research showed that teenage pregnancies are also commonly occurring in Latino 
areas in the United States. It was claimed to be essential for health practitioners to 
gain knowledge regarding the Latino values to be able to help prevent unplanned 
teenage pregnancies, something that was described as challenging within the culture 
(Russel & Faye, 2004). Previous research showed that young women who become 
pregnant while still in school are often forced to drop out due to lack of support from 
school and family (Beckwith, 2006). This was something that emerged from the 
result. In the result it was also argued that illegal abortions are common since 
abortions are criminalized. Previous research stated that illegal abortions can lead to 
severe consequences for the woman such as haemorrhage and infections due to non-
sterilized equipment and ignorance by the person performing it. It was also claimed 
that a woman who has an illegal abortion often experiences feelings of guilt towards 
self and god (Shahbazi, 2012). These findings regarding illegal abortions are 
consistent with findings in the result. 
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Clinical implications 

The aim with this study was to examine young women’s (10-30 years) sexual and 
reproductive health and rights in Ecuador according adults with knowledge and/or 
own lived experiences within the phenomenon. Since young women’s SRHR seems to 
be endangered this study can be used for future efforts to strengthen SRHR among 
young women in Ecuador. Further it would be interesting to study the sexuality 
education that is given in schools because the various amount of descriptions gained 
during the interviews. Nurses may use this study to gain knowledge and 
understanding regarding SRHR within a cultural and religious context, since we are 
living in a multicultural society where nurses meet people with different backgrounds 
on a daily basis. Nurses may use this study to get a better understanding of how 
complex health is and that to experience health, all parts of health needs to be 
satisfied including the sexual and reproductive health. Nurses may also use this to 
understand the importance of providing accurate, easily understood and accessible 
patient information to enable patients to take informed decisions. 
 

Conclusion 

The result indicates that young women’s SRHR are endangered in Ecuador. Lack of 
knowledge regarding SRHR may lead to that young women have risky sexual 
behaviour, since they are unaware of the consequences. Minimal power regarding 
SRHR among young women in Ecuador entails not receiving knowledge or access to 
what is required to remain their SRHR. This may lead to young women getting 
infected by an STI, not knowing what it is, how to treat it or what consequences it 
may entail if not getting treated such as infertility or AIDS. It may also lead to 
unplanned pregnancies among young women which in turn can lead to having to go 
through with an unsafe and illegal abortion where complications such as bleeding, 
infection and death are common. If choosing to keep the baby the young women risk 
being looked down upon by society, friends and family which may entail feelings of 
loneliness. The young women could experience depression as a result of being forced 
to keep the baby when not feeling ready to become a mother. Lack of support 
especially from family could lead to that young women are forced to drop out of 
school and start working full-time and having to live economically deprived. Findings 
in the result clearly show that when SRHR is challenged it does not only affect the 
physical wellbeing but also the psychological, emotional, social and economical 
wellbeing for young women in Ecuador. If all parts of human health are not 
experienced for example the sexual and reproductive health, health is not achieved. A 
human that is not experiencing complete health can therefore not be a part of global 
health. 
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Appendices 

 

Appendix A 

Interview guide 

 

Main areas 

-How would you describe the current situation for young women in Ecuador 
regarding SRHR?  
-Sex education 
-Contraceptives 
-STI’s 
-Teenage pregnancies 
-Abortion 
-Catholic Church 
-Pregnancy, childbirth and postnatal care 
-Zika-virus 
-Gender equality 
-Prostitution 
-HBTQ 
Opening question within each main area: Can you tell me about (main area) here in 
Ecuador? 
Following Questions: Can you explain further? What may the consequences be?   

 

 



 

 
 

Appendix B 

Consent letter 

 

To whom it may concern 

We are two nursing students from Jönköping University in Sweden named Linnéa 
Englund and Evelina Persson. We are here in Ecuador to collect data for our bachelor 
thesis, as a part of our nursing education. We have been able to do this minor field 
study since we received a scholarship from SIDA (The Swedish International 
Development Cooperation Agency). 
The aim with our study is to examine how adults describe young women’s sexual and 
reproductive health and rights. We hope that our study will give an idea of what it is 
like to be a young woman in contemporary Ecuador. 
We will do interviews to gain knowledge about the subject. We would like to interview 
you because we believe you can contribute with valuable knowledge about the subject. 
Collected data will be handled confidentially which means that no unauthorized 
person can get a hold of the data, and that no reported data can be traced back to the 
individual participant since all names will be coded. We will record the interviews 
with our phones and then transfer them to our computers. All recordings will be 
deleted after our examination. To participate in our study is optional and you have 
the right to withdraw you participation at any time without any consequences. 
Kind regards, Evelina Persson and Linnéa Englund. 

Please do not hesitate to contact us if you have any questions. 

 

 

 

Responsible for the study  

Evelina Persson, +46 76 044 64 23, peev1400@student.ju.se   

Linnéa Englund, +46 70 510 99 75, linnea4444@hotmail.com  

Supervisor at Jönköping University  

Malin Lindroth, +46 70 844 60 23, malin.lindroth@ju.se 



 

 
 

Appendix C 

Information regarding the interviews and the participants 

 

 

Occupatio
n 

Age Gender Interview 
language 

Attendanc
e of 
interpreter 

Interview 
location  

Interview 
order 

Native 
Language 

Psycholog
ist 

24 Male Spanish/E
nglish 

Yes Interviewe
es office 

3 Spanish 

Psycholog
ist student 

22 Female Spanish/E
nglish 

Yes Health 
centre 

4 Spanish 

Psycholog
ist student 

24 Female English No Health 
centre 

2 Spanish 

Obstetric/
gynecolog
ist  

37 Female Spanish/E
nglish 

Yes Hospital 
office 

7 Spanish 

General 
practitione
r 

60 Female Spanish/E
nglish 

Yes Health 
centre 

9 Spanish 

Semester
ss school 
student 

32 Female Spanish/E
nglish 

Yes Health 
centre 

8 Spanish 

Seamstre
ss school 
student 

28 Female Spanish/E
nglish 

Yes Health 
centre 

10 Spanish 

Seamstre
ss school 
teacher 

35 Female Spanish/E
nglish 

Yes Health 
centre 

5 Spanish 

Marketing 
manager 
of a health 
centre 

24 Female Spanish/E
nglish 

Yes Health 
centre 

6 Spanish 

Manager 
of a health 
centre 

55 Female Swedish No Health 
centre 
through 
Skype 

1 Spanish 

 
 
 


