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Abstract: Pregnancy during adolescence is a very vulnerable aspect of human reproduction.
Multiple studies from around the world show the increased burden of pregnancy on adolescent
females compared to their adult counterparts, with adverse outcomes for both mother and child
including anemia, preterm delivery and low birth weight. Adverse obstetrical outcomes have
been related to socio-economic status, physical immaturity and ongoing maternal growth, and
nutritional status. Negative aspects related to pregnancy may be mitigated with an optimal health
care system targeting certain areas within this specific population, such as socio-economic and
family support, treatment of infections, adequate nutrition, appropriate management of labor and
the implementation of intervention programs (both before and after birth). Preventing subsequent
pregnancies in adolescent mothers should be a major medical and social goal. This manuscript
will review updated information regarding the risks related to adolescent pregnancies.
Keywords: adolescent, pregnancy, preterm birth, low birth weight

Introduction
An adolescent pregnancy is a significant public health issue, and can lead to multiple,
complex, and often controversial obstetrical problems. Adolescent pregnancy is
strongly associated with adverse living conditions for both parents and infants in later
life, and pregnant adolescents should be considered a high risk-group of people who
require special care to fulfill their needs. Risk factors contributing to pregnancy in
adolescence include precocious sexual activity, poor school performance, economic
disadvantage, being the offspring of single or teen parents, and a prior adolescent
pregnancy. Prevalence of pregnancy during adolescence is high in both developed
and non developed regions of the world.1–3 Healthcare differences for this high risk
group, such as discrepancies between demands and availability, are often dictated by
local regulation, cultural factors and economic standards.
Younger adolescents (aged 16 or less) are more likely to have unplanned sexual
intercourse and be coerced into sex than their older counterparts. More than half of
adolescent pregnancies occur in those aged 18 to 19, which is considered legal adulthood in many countries. Pregnant teenagers face many of the same obstetrical issues
as women in their 20s and 30s, but there are additional medical concerns for younger
mothers, particularly those under 16 years of age and living in developing countries.4–7
Adolescent childbirth-related maternal deaths have barely changed in two decades.8
For mothers between 15 and 19, age itself is not considered a risk factor, but rather is
a confounder for additional risk factors related to socio-economic status, incomplete
pubertal development, and nutrition factors.3,9,10 The aim of the present manuscript is
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to perform an updated review of the risks related to pregnancy
in adolescents.

Risk factors for adolescent
pregnancies
Factors increasing pregnancy among teenagers are numerous
(Figure 1), and may vary between populations. Low contraceptive use among teens may increase pregnancy rates among
them, despite the increase in detailed information and availability of contraception.11 Increasing rates of unplanned sex
among adolescents and the fact that emergency contraception
is not always available can be seen as additional risk factors
for pregnancies in this population. Social, educational and
racial inequity can increase the risk of adolescent pregnancies, thereby amplifying their social vulnerability and the risk
of obstetrical complications.3,12 Poorly educated adolescents
and those with a poor family structure are at higher risk for
unwanted pregnancies (Figure 1). It has been shown that
adolescents who are actively involved in their education
and eager to achieve their scholastic goals tend to place less
emphasis on sexual relations.4 In this regard, adolescents with
less than 12 years of schooling are more likely to give birth
by the age 18 as compared to those with more schooling.11
However, wanted pregnancies before the age of 20 years are
part of the culture of some communities, in spite of the similar
obstetrical complications that may result in both planned and
unplanned pregnancies.
Results from around the world show alarming trends in
pregnancies and abortions in this group. In the United States,
while the teen birth rate showed a promising drop of 34%
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given in mass media

Low value given
to chastity

Spontaneous sex
Sex abuse

from 1991 to 2005, rates again increased by 5% between 2005
and 2007.13 Further, during this time, unplanned pregnancies
resulted in a significant number of abortions.14 A recent report
regarding the evolution of European families gives detailed
information concerning unplanned pregnancies. It showed
that adolescent pregnancy rates in the United Kingdom have
increased over the past decade, and that half of all pregnancies among girls aged less than 18 ended in abortion. The
Young People’s Development Program was abandoned after
finding that it was not decreasing the number of pregnancies among adolescents. However, the greatest increase in
abortion is occurring in Spain, rising from 49,578 in 1997
to 112,138 in 2007.15 In Ecuador, as an example of a Latin
American situation, 20% of women aged 15 to 19 get pregnant before age 20.3,16–18 In this population segment there are
inequities between adolescent girls regarding educational
levels, geographical regions, and household income. For
example, among girls with high school education, there
was an 11% pregnancy rate, compared to a rate of 43%
in illiterate girls lacking formal education. There are also
differences in adolescent pregnancy rates among different
Ecuadorian regions.19

Obstetrical risk in the pregnant
adolescent
A major problem for the pregnant teen relates to her own
body, and the degree of both physical and emotional development achieved during the pubertal process. The incomplete
development of the genital tract and the musculoskeletal
system of pregnant adolescents predisposes them to worse
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Figure 1 Adolescent pregnancy: risk factors and consequences.
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overall obstetrical outcomes. There are higher rates of
spontaneous abortions, preterm delivery, and low birth
weight in girls under age 16 as compared to older adolescents
and women aged 20–29.20,21 Furthermore, complications of
pregnancy lead to twice as many deaths in adolescents compared to adult women.11,22 In Latin America, maternal mortality among adolescents 16 or less is four times that of women
aged 20–24.23 In addition to the increased maternal mortality
rates, pregnancy can induce tremendous psychological stress
on the adolescent, particularly with undesired pregnancies.
The associated psychological and emotional burdens can be
due to factors that include the additional perinatal and economic responsibilities, adjustment in lifestyle and changes in
the family dynamic. The evolution of, and solution to, these
conflicts may vary, and can have a lifelong impact.
It seems obvious that pregnancy in adolescence can have
a profound psychological impact, with new stresses that
continue well into adulthood. There is evidence, moreover,
that many pregnant adolescents have recognizable stressors
even prior to their pregnancies. As reported by Mollbom
and Morningstar,24 the combination of poverty and existing
distress was a good predictor of teen pregnancy. To prevent
this problem, there is a need for the family unit to promote
self-esteem in the adolescent, and to encourage the development of long term goals. A recent study performed in Ecuador found that pregnant adolescents presented with a high
rate of depressive symptoms and displayed a lower level of
resilience compared to gravids aged 20 to 30.25
Major physical risks associated with adolescent pregnancies include anemia, preterm labor and hypertension-related
complications, including eclampsia. Compared to women
aged 19 or more, pregnant adolescents initiate prenatal care
later, have fewer visits, use abortive procedures more frequently and have higher rates of prematurity and low birth
weight. While adolescents do predominately have vaginal
deliveries, they more frequently have vaginal tears, require
instrumental deliveries and have infants with low neonatal
Apgar scores.26–28 The increased incidence in unfavorable
obstetric outcomes in adolescents is seen irrespective of
health system. In the Netherlands, which has a high quality
prenatal care system, teenage gravids have less favorable
outcomes than older women, including a 1.5 times higher rate
of preterm delivery. Compared to older women, the risk of
intrauterine death showed a 4-fold increase among those aged
13–17 and a doubling among those aged 18–19 years. These
figures were similar for those with Dutch ancestry and those
of foreign descent, demonstrating consistency across cultural
and racial lines. In the Dutch population, deliveries among
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adolescents were predominately spontaneous and less often
assisted as compared to women older than 19 years.29
In a multiethnic American study, teenage gravids also
showed increased rates of unfavorable obstetric outcomes.
As compared to their older counterparts, teens showed a
two-fold increase in the risk of experiencing pregnancyrelated hypertension, as well as an increased rate of low birth
weight infants born at term (defined as infants weighing less
than 2,500 grams at 38 weeks). Rather than age, the most
important predictor of pregnancy outcome was the number
of antenatal visits.30 An additional American study, however,
showed some discrepant findings regarding obstetric conditions and outcomes within the adolescent population. This
study showed no significant difference between primigravid
teens aged ,16 and women between the ages of 18–29
for most antenatal complications, including hypertension,
placental abruption, placenta previa, premature rupture of
membranes, urinary tract infections and anemia.31
There have been consistent findings seen with targeted
and comprehensive care plans, which have demonstrated
improved outcomes with adolescents. A meta-analysis32
assessed behavioral risk factors in teenagers and compared
outcomes with a traditional prenatal care plan versus a more
robust, comprehensive care plan. The risk of pregnancyinduced hypertension was lower in those patients assigned
to the comprehensive care cohort as compared those with
conventional care. In addition, the comprehensive care
reduced modifiable risk factors in teens.32 A more recent
study demonstrated that an adequate prenatal care plan may
decrease the incidence of conditions such as anemia and
hypertension in teenagers.33
The importance of reducing modifiable risk factors is
clear, as tobacco, alcohol and/or illicit drug consumption
during pregnancy are implicated in neonatal complications.
Tobacco is the drug most frequently used during pregnancy,
followed by alcohol and cannabis, with other illicit substances
less commonly used. Mothers using drugs during pregnancy
have been found to be more likely to delay initiation of prenatal care and present at an advanced gestational age.34 Alcohol
consumption during pregnancy is a well known risk factor
for poor birth outcomes, including fetal alcohol syndrome,
birth defects, and low birth weight. However, in the majority
of adolescent populations, alcohol and other social drugs are
not a common serious concern.31,35,36
Teenage primigravidae are more likely to have a spontaneous vaginal delivery, without compromising maternal or
neonatal outcome. However, when pathological conditions
such as anemia, pre-eclampsia or eclampsia are encountered
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in girls of age 16 years or less, cesarean section rates increase
when compared to older adolescents. Skeletal development,
including height and body weight, may influence the cesarean rate.
Outcomes in teenage pregnancies differ according to
ethnic, economic and cultural conditions. A recent crosssectional Australian study looking at the obstetrical and perinatal outcomes of teenagers compared to adult women has
shown significant differences between ethnic populations.37
Indigenous women have a higher rate of pregnancy than
non-indigenous women, with more associated risk factors,
including anemia and tobacco use.37 Although perinatal outcomes for teenage and adult women appeared similar, after
adjusting for confounding factors, preterm delivery, admission to special care nursery and low birthweight were more
prevalent within the indigenous population.37 These results
suggest the need for targeted interventions in order to provide
appropriate and effective care. This could include earlier
detection and treatment of anemia, improved nutritional
assessments and the encouragement of a healthy lifestyle
with abstinence from tobacco and alcohol.

Nutrition and weight in pregnant
adolescents
Nutrition is pivotal for fetal growth, and is directly related
to maternal anthropometry and placental volume.38 Low
maternal weight and body mass index at conception or
delivery, and poor weight gain during pregnancy, have been
associated with low birth weight, prematurity, and maternal
delivery complications.39 Few women at the beginning of
their pregnancy have healthy life style habits and an appropriate diet.40 This is particularly pertinent for adolescents, in
whom most pregnancies tend to be unplanned. It would be
anticipated that adolescents commence their pregnancy with
deficiencies of nutrients such as folic acid, iodine, vitamin D,
and protein. Moreover, as literature reports indicate, dietary
patterns tend to change very little during the course of the
pregnancy as compared to the preconceptional period.41 Thus,
dietary deficiency tends to increase as gestation advances. The
impact of nutrition and weight on pregnancy is well known
and maternal weight gain is the most important determinant of
infant weight in adolescent pregnancies. Nutritional requirements for the pregnant adolescent are further increased not
only to meet the needs of the pregnancy and growing fetus, but
also for the mother’s own pubertal development. In essence,
a competition for nutrients may be established between
the developing fetus and the mother who has still not fully
matured.32 Adolescents who begin pregnancy underweight,
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(body mass index ,19.8 kg/m2) are significantly impacted
and have a two-fold increased risk for pre-term delivery.42 In
addition to complications associated with low baseline weight
in this population, inadequate maternal weight gain, defined
as less than 9 kg, significantly increases the risk of delivering
lighter infants (2,942 grams versus 3,392 grams), as well as the
prevalence of low birth weight infants, defined as those less
than 2500 grams (13% versus 1%). Furthermore, adolescents
with low weight gain during pregnancy have the greatest risk
of delivering children with low birth weight. Several factors
causing low maternal weight gain have been identified and
include physical maternal abuse, sexually transmitted disease (STD) during pregnancy, and undesired pregnancies.43
Interestingly, certain socio-economic factors including parity,
school attendance, marital status, employment and poverty
level were not found to influence weight gain.
As a group, pregnant adolescents also have shorter stature at the time of conception as compared to adult pregnant
women. This difference may be due to several factors, including physical immaturity, and malnutrition. During pregnancy,
there is physiological adjustment of resting energy in adolescents, with the cession of height growth.44 Teen mothers
with short stature have an increased risk for smaller infants
(lower weight and length), a finding which is independent of
maternal age within this group.45,46 Adolescents with a height
measurement below the 10th percentile have a higher risk
for obstetric complications during pregnancy.47,48 However,
it seems that short stature is not as strong as a predictor of
adverse perinatal outcomes as is low weight.49
Teenage mothers are at nearly three times higher risk
of having anemia.50 Anemia is of great obstetric concern
as the condition is associated with several complications
including low birth weight and increased risk of preterm
delivery.51–53 While the causes of anemia are multifactorial,
it is commonly associated with deficient nutrition, such
as lack of iron or B12, and general infections in certain
impoverished populations and less developed regions of the
world. These nutritional deficiencies can be present in poor
and rich countries. Both iron deficiency and the anemia that
it induces are very frequent in pregnant adolescents, and
require appropriate interventions to reduce complications.54,55
It has been postulated that iron deficiency, via induction of
hypoxia and norepinephrine increase, can induce an immunoendocrine stress response, as expressed by corticotrophin
releasing hormone (CRH) increase during preterm labor,
pregnancy-induced hypertension, eclampsia and premature
rupture of the amniotic membranes.56 It has been reported
that high CRH concentrations are associated with preterm
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birth.57 Prolonged periods of fasting increase CRH secretion,
and inverse correlations have been reported between maternal
CRH levels and gestational age at delivery.58 It is theorized
that adequate nutritional intake could decrease the CRH
response and hence contribute to reducing the stress response
in pregnant adolescents. Furthermore, pregnant adolescents
reaching delivery with anemia can be at higher risk in the
event of postpartum hemorrhage during or after labor.
Of additional nutritional concern during pregnancy are
decreased vitamin D serum levels. Deficiency of vitamin D
is very common during pregnancy, even in sunny regions,59
and is attributed to low dietary intake. Low serum vitamin D
levels have been associated with numerous adverse obstetrical conditions, including low birth weight, pre-eclampsia,
gestational diabetes and neurological disorders.60,61 This is of
particular importance to adolescents, as low vitamin D levels
are often seen in puberty.62 If pregnancy occurs, this may
worsen as a result of fetal growth and maternal development.
However, data regarding vitamin D in pregnant adolescents
and recommendations for its use are lacking.
Identification and correction of all the aforementioned
nutritional deficiencies may significantly decrease deficiencyrelated risks during pregnancy such as inadequate weight
gain and anemia, hence improving perinatal outcomes. To
minimize risk to the fetus and mother, adolescents require an
optimal healthy diet in order to gain at least 9 kg with sufficient
amounts of essential minerals and vitamins to ensure normal
maternal development and appropriate fetal growth. Due to
the increased risks for pregnant adolescents, prenatal visits
for this population should be more frequent than in conventional obstetrical care, and should involve implementing a
comprehensive service for nutritional guidance, healthy life
style habits and psycho-emotional support.

Preterm birth
Mechanisms involved in the initiation of normal labor at term
are not completely understood. During normal pregnancy,
there are normal increases in pituitary and placental sources
of CRH as well as in its RNA messenger expression. These
progressively increasing levels stimulate maternal and fetal
pituitary adrenocorticotropic hormone (ACTH) secretion and
fetal adrenal gland dehydroepiandrosterone sulfate release.63
CRH is also a strong local regulator of myometrial contractility and membrane prostaglandin release, and the role of CRH
and other cytokines in preterm labor is complex and not fully
understood. Preterm labor has been associated with a number
of factors including genital tract infections, extra-genital
chronic inflammation, stress, and lifestyle factors,64–70 which
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may be stronger determinants in pregnant adolescents than
in adult pregnant women. In young adolescents (,16 years),
anatomical characteristics of the cervix (specifically the short
cervix) would favor preterm delivery.71
Preterm birth is of particular concern as it contributes
to higher infant mortality and morbidity rates in adolescent
mothers. Investigations have shown that young maternal age
in both developed and developing countries is associated
with an increased risk of preterm delivery. While increased
preterm delivery is more prevalent in adolescents, it remains
unclear whether this association disappears after adjusting
for socio-economic and educational factors.32
In a Canadian cohort, preterm delivery was found to
be more prevalent in adolescents as compared to older
women, although smoking rather than maternal age was
seen as the strongest independent predictor. In this study,
low birth weight was more frequent among adolescents than
in the older age group, although decreased gestational age
was found to be the most important correlate in younger
pregnancies. Anemia was also significantly associated with
poor perinatal outcomes.64 Comparison of primiparous adolescents and primiparous women aged 20–24 years showed
significant differences in the rate of preterm delivery (less
than 33 completed weeks), with a doubling of the risk for
those 16–17 and a quadrupling of risk for those aged 13–15.
Rates for preterm births (33–36 completed weeks) were
similar between the subgroups of adolescents.72
One important factor linked to pre-term delivery is
infection. Lower genital tract infections are very frequent
among pregnant adolescents due to multiple factors, including fewer and lower quality prenatal visits, difficulties in
completing treatment due to economics and low compliance,
lack of family support, and poor sexual hygiene. Untreated
genital tract infections may lead to an increased risk of
preterm delivery through immune alterations. Treatment of
vulvovaginitis and vaginosis in particular has been shown to
reduce this associated risk.67 A common condition, bacterial
vaginosis (BV), has been linked to poor outcomes during
pregnancy, including an association with preterm delivery,
low birth weight, perinatal infections and adverse outcomes.
These associations with adverse outcomes are particularly
concerning due to the ubiquity of BV in some populations.
A Danish study investigated the relation of BV on pregnancy
and found a prevalence of 16% detectable before 20 weeks
gestation. Further correlation of BV to obstetrical outcome
demonstrated a significantly lower mean infant birth weight
in those with BV than in those without. Multivariate analyses
after adjustment for several confounding factors confirmed
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that BV was associated with preterm delivery, low birth
weight, preterm delivery of a low-birthweight infant, and
clinical chorioamnionitis.73
In addition to infections of the genital tract, infections of
the urinary tract are also implicated in adverse outcomes. Pregnant women with urinary tract infections also had significantly
higher rates of intrauterine growth restriction, preterm birth,
pre-eclampsia and cesarean deliveries.70 In macaque monkeys
links have been reported between Ureaplasma parvum and
Mycoplasma hominis and chorioamnionitis and preterm deliveries.74 Periodontitis may also negatively affect pregnancy.68
The physiological relation between infection and inflammation and the induction of early delivery is considered to be
due to linkage to the immunoendocrine response of preterm
labor.75 The immunoendocrine response is a common biological response to pregnancy stress, tied into the bio-psycho-social stress that the condition imposes on the adolescent overall.
Overall, pregnant adolescents with unwanted pregnancies
have an increased propensity for genital infections and tend
to have social and economical difficulties. With the negative
impact of stress and anxiety on pregnancy, it seems that these
additional stressors may increase the risk of preterm delivery,
and inversely affect gestation length.66,76,77 In fact, the majority of women who deliver at term have lower levels of stress
and anxiety than those who deliver preterm. Although this
may differ in the overall pregnant population and is related
to differences in socio-economic factors, in general stress
initiates a generalized common immune-endocrine response.
Despite this, the adolescent endocrine and immune systems
may be regulated at different set points than non-adolescent
pregnant women. Specific studies defining these changes
among adolescent pregnant women are lacking.

Labor and delivery
There are controversial (and sometimes unfounded) opinions
regarding labor and delivery in adolescents. In a series of 239
primiparas aged ,16 years the incidence of cesarean section
and lacerations during vaginal delivery was significantly
lower as compared to primiparas aged 18–29.31 cesarean section rate in adolescent nulliparous term pregnancies has been
reported to be lower than nulliparous adult women,25,31,78,79 or
similar.80 However, there are also reports pointing out higher
cesarean section rates among adolescents,81,82 preventing any
clear conclusion being drawn.
One study showed that while labor characteristics
and intrapartum/puerperal complications in nulliparous
adolescents aged 15 or less were similar to nulliparous women
aged 20 to 30, these adolescents did display a higher risk of
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cervico-vaginal infections, low birth weight infants and adverse
neonatal outcomes.80 Another report confirmed the lack of
divergence in complication rates between the two groups, with
similar results for fetal presentation and mode of delivery, as
well as, contrary to the above study, similar rates of infections
during delivery and rates of premature rupture of membranes.82
A decreased rate of laceration during vaginal delivery amongst
adolescents was found by Perry et al,31 a finding supported by
other subsequent research.26–28
Height, skeletal morphology and calcification seem to
influence gestational duration and the progress of labor. In
adult Asian women classified by quartiles, maternal height
influenced the rate of preterm birth.83 This data confirms
that amongst Asian adolescents, immature maternal physical
development may be a risk factor for preterm delivery,84 results
which are applicable outside this ethnic population, and are
consistent with previous findings. In addition, there was a significant increase in the cesarean section rate due to mechanical
causes, despite the higher incidence of small for dates and low
birth weight infants.85 This effect seems to be a continuous
process not triggered by a specific height cut-off. Maternal
height is probably a significant factor contributing to shorter
gestation duration and increased number of cesarean sections
in pregnant adolescents. Indications for a cesarean section,
however, remain quite subjective among obstetricians.
Just as decreased maternal development can negatively
affect fetal outcome, it can also affect pregnancy and
lactation. Pregnancy and lactation during adolescence impose
a negative effect on the pubertal process, disrupting normal
linear growth and producing weight loss and depletion of fat,
minerals, vitamins and lean body mass in young girls. As a
result, the adolescent’s growth and development is negatively
impacted, with long-term implications for general health and
future pregnancies.10,62,86
A recent Indian cross-sectional study supported the relationship between maternal height, obstetrical outcome, and
socio-economical variables. This study found that for every
additional centimeter in maternal height, there was a significant reduction in child mortality, delivery of underweight
infants, stunting, wasting and anemia, whereas paternal
height was not associated with child mortality.87
Finally, throughout the stages of labor, there have been differences found in the use of pain medications in adolescents.
Labor pain management and obstetric regional anesthesia are
used less common in primiparous adolescents than in primiparous women over age 19.88 Some obstetrical centers request
written consent before administrating labor analgesia to
adolescents for vaginal delivery. In many centers, pregnant teens
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are not permitted to give medical or surgical consent, therefore
consent must be obtained from their medical proxy, typically
their parents or legal guardian.89

The “second” pregnancy
of the adolescent
Compared to older women, adolescents who have had a preterm delivery have an increased rate of recurrent adolescent
pregnancy. This is especially true among those aged 16 years
or less, even after adjustment for socio-economic factors.90 In
England and Wales, the number of repeat abortions has risen
steadily from 1991 to 2007 in women under 20 years.91 This
failure of the healthcare system to prevent repeat adolescent
pregnancies has been attributed to low contraceptive use as
well as the failure of informative and educational support
programs directed towards this goal. Therefore, first-time
pregnant teenagers should receive direct support to prevent
a second pregnancy. Teens who receive adequate prenatal
care and family support may be more successful at avoiding recurrent pregnancies than those who are already single
mothers or do not know the father of their child. The key to
success is modifying behaviors in order to prevent a second
pregnancy.92 In a Swedish population-based study, primigravid teen mothers aged 17 or less at first birth, experienced
a significantly larger reduction of very and moderately preterm births in second pregnancy, as compared with mothers
aged 20–24.93
An additional study among American teenagers identified
predictors of having a low birth weight infant and/or preterm
birth in the second pregnancy. When maternal and pregnancy
variables (race and other demographical data, maternal
tobacco or alcohol use, weight gain during pregnancy, interpregnancy interval) were included in the regression model,
it was determined that the provision of appropriate prenatal
care reduced the likelihood of low birth weight and preterm
birth for the second pregnancy. This provision of care had a
stronger impact among unmarried women, those with lower
income, and in cases in which the identity of the father is
unknown.90

Final remarks
Pregnancy among adolescents is both a medical and a public
health concern which may negatively impact the social and
physical development of the mother, and affect reproductive
quality within a given society. A new family, developed
around an adolescent pregnancy, may affect physical,
educational, social and emotional maturational aspects of
the young mother. Childbirth during adolescence creates
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lifetime socio-economical disadvantages even among cases
with favorable baseline status.92–94
Sexual education and contraceptive methods should be
available before the risk of becoming pregnant is evident.
Programs must necessarily include both girls and boys,
often parents, and have a specific socio-culturally oriented
framework.95 Programs promoting sexual abstinence among
adolescents also need to be encouraged,96 although studies
have reported little or no impact in reducing sexual activity
with this strategy.97 While sexual activity in the US dropped
in both younger teenage girls and boys between 1995 and
2002, there was a concomitant increase in contraceptive
use among them.98,99 This indicates that adolescents may be
delaying sexual activity in order to reduce STDs, unwanted
pregnancies, emotional distress or social responsibilities for
which they are not prepared. Equivalent data on these matters
from less developed areas is still scarce.
An adolescent pregnancy is as much a public health issue
as it is a clinical problem requiring appropriate management
and support. Early pregnancy and marriage lead to increasing
rates of dropping out of school and overall decreases in level
of formal education. In some cultural contexts, educational
institutions may not be prepared to assume the responsibility
of the pregnant adolescent’s right to education. Moreover, in
some populations, there is a social stigma related to becoming
pregnant and sexually active at an early age.
Sexual abuse, STDs, and poverty are key factors surrounding the problem. Programs should be implemented, not
only directed at the pregnant adolescent, but also at society
to address the perception of the problem and the treatment
of the teenager and her condition. Optimal obstetrical care
should encourage healthy nutrition and treatment of genital
infections as well as emotional support to the adolescent. In
order to break the vicious cycle of adolescent pregnancies and
the related social and personal disadvantages, a major goal
should not be just the care of the current patient, but also the
prevention of recurrent adolescent pregnancies.
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