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Guidance for the Clinician in Rendering Pediatric Care

Care of Adolescent Parents and
Their Children
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Teen pregnancy and parenting remain important public health issues in the
United States and around the world. A signiﬁcant proportion of teen parents
reside with their families of origin, which may positively or negatively affect
the family structure. Teen parents, deﬁned as those 15 to 19 years of age, are
at high risk for repeat births. Pediatricians can play an important role in the
care of adolescent parents and their children. This clinical report updates
a previous report on the care of adolescent parents and their children and
addresses clinical management speciﬁc to this population, including updates
on breastfeeding, prenatal management, and adjustments to parenthood.
Challenges unique to teen parents and their children are reviewed, along with
suggestions for the pediatrician on models for intervention and care.

INTRODUCTION
Adolescent parents and their children represent populations at increased
risk for medical, psychological, developmental, and social problems.
Pediatricians can play an integral role as the primary care provider for
both adolescent parents and their children. This clinical report updates an
American Academy of Pediatrics (AAP) clinical report published in 2012.1
Although the most recent birth rate data from 2017 indicate historically
low birth rates for 15- to 19-year-old adolescents and young women in the
United States, the rate remains higher than in many other resourceabundant countries.2–5
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BACKGROUND INFORMATION
Epidemiology
Birth rates among adolescents and young women 15 to 19 years of age
have declined overall and for each race and ethnicity group in 2017, the
year of the most recent available data.3,4 Overall teen birth rates were 18.8
per 1000 live births and have declined 51% since 2007 and 67% since
1991, with the greatest decline among 15- to 17-year-olds.5 American
Indian or Alaskan native teenagers had the highest birth rates (32.9 per
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1000), followed by Hispanic (28.9 per
1000), Black (27.5 per 1000), and
white teenagers (13.2 per 1000).4
Repeat birth rates in teen mothers
have also declined from 20% in 2004
to 17% in 2016.6 This decline is likely
attributable to the increase in sexual
education and/or increased
contraception use among this
population over the past 20 years.7
Despite the perceptions that teen
mothers have high preterm birth
rates (10.3%), the highest rates of
preterm births occur in women 40
years and older (14.6%). However,
among teen births, mothers younger
than 17 years are at increased risk of
preterm delivery, of delivering low
birth weight infants, and of neonatal
mortality, compared with older teen
mothers.8,9

The Pediatrician’s Role
Pediatricians can shape the health of
adolescent parents and their children
because they are optimally trained to
provide comprehensive care for
infants, children, and adolescents and
they understand the importance of
creating a medical home for all
patients, including the adolescent
parent. The adolescent parent may
ﬁrst present to the pediatrician or
adolescent specialist to seek
a pregnancy test and options
counseling. The AAP policy statement
on options counseling provides more
detailed recommendations for best
practices when discussing positive
pregnancy test results with newly
pregnant teenagers.10 Once the
adolescent decides to continue with
a pregnancy, the pediatrician can
advise the pregnant adolescent to
start prenatal care from an
obstetrician, family physician, or
other qualiﬁed health care provider.11
It is also optimal for the pregnant
adolescent to resume routine
pediatric or adolescent care and
initiate the care of her future child
with the pediatrician with whom she
has built a long-lasting relationship.
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The pediatrician can play an
important role in assessing the social
supports of adolescent parents and
linking them to proper resources,
including transportation, medical
insurance, housing, and accessible
food.12 It is also important for the
pediatrician to understand the legal
rights adolescent parents have
regarding decisions for their children.
Some states do not allow adolescent
parents to make decisions for their
children. Pediatricians can research
online through the Guttmacher
Institute to determine what their
state’s laws mandate (https://www.
guttmacher.org/state-policy/explore/
minors-rights-parents). Pediatricians
may provide information concerning
community-based options for social
supports to adolescent parents,
including school-based programs,
community programs, and home
visitation programs. There is an
association between prenatal and
early childhood home visitation
programs and reductions in the
number of subsequent pregnancies,
use of governmental assistance, child
abuse and neglect, and criminal
behavior in adolescent mothers.13,14
Beginning prenatally, home visitation
programs can reduce risk of serious
antisocial behavior and substance use
by children born to adolescents
during the ﬁrst 15 years of life.13,14
The Nurse-Family Partnership is an
evidence-based program that pairs
young ﬁrst-time mothers with trained
nurses beginning in early pregnancy
and continuing through the child’s
second birthday. It is available in
many communities
(nursefamilypartnership.org) and is
one of many community programs
that can aid young mothers. Programs
such as Head Start and Early Head
Start are designed to address the
needs of both low-income parents
and children.15 Some health
insurance companies offer
coordination services during prenatal
care, and the provider can encourage
pregnant teenagers to access these

support services. Lastly, pediatricians
are encouraged to begin early
discussions regarding the teen
parent’s plan to continue and
complete her education after giving
birth as well as birth control options
to prevent rapid repeat pregnancies.

Perceptions of Adolescent Parents
Pervasive negative stereotypes of
both adolescent mothers and fathers
persist, with society often viewing
adolescent mothers as irresponsible,
sexually promiscuous, and ambivalent
about their future educational and
career goals and adolescent fathers as
absent from their children’s lives and
ambivalent toward their children.16
Although much of the literature is
focused on the negative aspects, teen
fathers’ involvement in the lives of
teen mothers and their children can
have beneﬁcial effects, such as
improved self-esteem of the mothers,
decreased maternal postpartum
depression, and decreased infant
distress in the newborn period, in
addition to positive effects on
fathers.17,18 In cases in which the
pregnancy may be a result of coercion
or rape, the pediatrician can identify
supportive parents or partners
during the prenatal and postpartum
periods. In other cases, the teenager
may have chosen to become a parent
because they live in cultures in which
it is normative behavior to have
children between 16 and 18 years
old. Despite the negative perceptions
that may persist regarding adolescent
parents, it is important to highlight
positive aspects and solutions.
Adolescent parenthood can present
itself in different ways, such as an
adolescent mother with her female
partner, an adolescent mother with
the father of the infant, an adolescent
mother with a male partner who is
not the biological father, an
adolescent mother with maternal or
paternal grandparents, or the
adolescent alone. It is important to
acknowledge that not all people who
will become pregnant identify as
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female (such as transgender men)
and not all people who contribute
sperm that lead to pregnancy identify
as men (such as transgender women).
In addition, not all adolescent parents
are heterosexual, and pregnancies can
occur as the result of sexual contact
that is consensual, coerced, related to
sex work, or in the context of sexual
assault. To date, however, the
majority of the literature has been
focused on adolescent parents who
are cisgender and in heterosexual
relationships. Although it is critical to
continue to explore the varying
landscape of adolescent parenthood,
for simplicity throughout this report,
the term “adolescent mother” is used
to describe a young person who
experienced a pregnancy and chose to
parent a child, and the term
“adolescent father” is used to
describe a young person who has
contributed to a pregnancy as a result
of heterosexual sexual contact.
Additionally, “partner” will be used to
refer to a male or female partner of
the adolescent mother. Because this
clinical report aims to provide
pediatricians with concrete
management guidance for the care of
the adolescent parent, it is important
to dispute these negative stereotypes,
concentrate on the positive inﬂuences
that can aid in decreasing repeat teen
pregnancy, and promote healthy
behaviors, social supports, and
longitudinal educational and career
goals to improve adolescent parents’
lives.

MEDICAL MANAGEMENT OF THE
ADOLESCENT PARENT AND CHILD
Prenatal Management
Once the pediatrician diagnoses
a pregnancy, it is important to
provide a timely referral to prenatal
care, ideally occurring within the ﬁrst
trimester. There are obstetric
providers who have expertise in
adolescent pregnancy and in using
a medical home model. Timely entry
into prenatal care can help reduce

Medical complications associated
with adolescent pregnancy include
poor maternal weight gain, anemia,
and pregnancy-induced hypertension,
and these complications are greatest
for the youngest adolescents.19
Poverty, lower educational level, and
inadequate family support can
contribute to a lack of adequate
prenatal care, which may account for
most negative health outcomes for
both the adolescent mother and her
child, including anemia, preeclampsia,
poor nutrition, preterm birth, and low
birth weight.20

prenatal care; thus, it is important for
her to reconnect with her pediatrician
and establish care for herself and her
infant. This policy statement
discusses the importance of this visit,
especially for ﬁrst-time parents,
single parents, and/or women with
high-risk pregnancies.21 Intent to
breastfeed may drive breastfeeding
initiation22 and allow for time to
attend classes and seek support. The
prenatal visit is also an opportunity to
meet extended family members who
may be assisting in the care of the
child. The pediatrician can determine
the need for resources, such as child
care, transportation, ﬁnancial
support, housing, and food.
Additional support systems, including
the involvement of the partner and
other family members who may be
assisting (ie, maternal or paternal
grandparents), are important in the
care of both the adolescent parents
and the child.12,21 Although this visit
is ideal, we acknowledge that there
may be potential barriers to
scheduling these visits (ie, time
constraints, insurance payment for
the visit, etc). When possible, this
visit can help transition the mother
back to the pediatrician.

The Prenatal Visit: Meet the
Pediatrician

The Newborn Visit and Well-Baby
Visits

It is optimal for the pregnant
teenager, the partner, and a trusted
family member to schedule a prenatal
visit with the pediatrician during the
last trimester. The AAP Bright
Futures: Guidelines for Health
Supervision of Infants, Children, and
Adolescents, Fourth Edition, outlines
the goals of this visit to include
assessing family resources,
community resources, and parental
well-being and discussing
breastfeeding decisions.12 The AAP
prenatal visit policy statement
advocates that pediatricians meet
with mothers during their third
trimester to establish and/or
reestablish care.21 The adolescent
mother may not have seen her
pediatrician while she was receiving

The newborn and subsequent wellbaby visits are opportunities for the
pediatrician to evaluate the needs of
the adolescent mother and other
close caregivers.21 Bright Futures:
Guidelines for Health Supervision of
Infants, Children, and Adolescents,
Fourth Edition, recommends
pediatricians address family
readiness, home life of the newborn
infant, and routine infant care.12 In
addition to obtaining a full prenatal
history and neonatal course, the
pediatrician may obtain a full social
history, including maternal wellness,
adjustment to new parenthood, and
family resources.12 During these
visits, the grandparents may be
present to provide support. It is
important for the pediatrician to

medical complications of teen
pregnancy. As the mother approaches
the end of the third trimester, the
obstetric provider can stress the
importance of the postpartum visit
and give anticipatory guidance on
health insurance options for the
mother and infant. The teenager can
then be referred back to her primary
medical home after the pregnancy
(whether this is back to her
pediatrician or an adult or family
provider). Some health care payers
may provide patient navigators to
assist the mother in care
coordination.
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reinforce that the teen parent is
primarily responsible for the care of
the infant. The adolescent mother can
give explicit permission for the
pediatrician to speak with the
grandparents about the infant’s
health care. The pediatrician may use
the “meet the pediatrician visit,”
newborn visit, and the subsequent
well-baby visits to discuss
contraceptive plans and safe sleep
practices, perform psychological and/
or depression screening, and ask
about educational plans of the
mother. Dual appointments for the
adolescent parent and child may
assist in time constraints to address
all these issues.
“Teen-tot” clinics, in which the
teenage parent or parents and their
children are seen by the same
provider at the same appointment,
have successfully cared for these
families in a patient-centered
approach.23,24 Brief parenting and/or
life skills interventions coupled with
these medical appointments
improved maternal self-esteem and
decreased repeat pregnancy during
a 36-month trial study.25

Contraception Management
Approximately 17% of births to
adolescents are repeat births.5,26
There is a signiﬁcant relationship
between repeat adolescent births and
decreased educational achievement,
increased dependence on
governmental support by the
adolescent mother, increased infant
mortality, and low birth weight.27 In
contrast to adult women experiencing
a second pregnancy, adolescents with
a repeat pregnancy tend to delay
prenatal care.28 A second adolescent
birth may have negative effects on the
teen mother and her offspring by
compounding negative socioeconomic
effects and the inﬂuence of a short
interpregnancy interval. The
American College of Obstetricians and
Gynecologists recently published
recommendations for interpregnancy
care, including the following:

4

interpregnancy intervals shorter than
6 months should be avoided; familyplanning counseling should be
encouraged during prenatal care
visits, with conversations about
interest in future childbearing;
women at high risk (including
adolescents) should be screened for
sexually transmitted infections; and
the mother should be counseled on
safe sex practices.29

be referred to an obstetrician or
gynecologist or adolescent health care
provider if the pediatrician is not
comfortable with managing her
contraception needs. Pediatricians, in
conjunction with obstetric and
gynecologic providers, can help
improve LARC use by counseling
adolescent mothers on the beneﬁt of
these contraceptive methods.

Research has revealed that provision
of intrauterine devices (IUDs) and
implants immediately postpartum is
acceptable to teenagers and reduces
rapid repeat pregnancies.30 Longacting reversible contraceptives
(LARCs) can be placed immediately
after delivery of the placenta (IUD) or
before hospital discharge
(implants).30 Adolescent mothers
who receive IUDs are more likely to
continue this form of contraception,
with low risk of expulsion.30,31 In
addition, there is a reduction in
repeat pregnancy rates among
adolescent mothers who receive
immediate postpartum (labor or
delivery unit) contraceptive implants
compared with those who do not.32
Any LARC implementation before 8
weeks’ postpartum is associated with
decreased repeat pregnancy rates
within 2 years,33 which demonstrates
the importance of LARCs in the
postpartum period in reducing shortinterval repeat pregnancies. The AAP
policy statements on contraception
for adolescents and LARCs34,35
recommend that pediatricians have
a working knowledge of the various
types of contraception and be able to
counsel adolescent patients on all
available methods, including implants
and IUDs, which are the most
effective reversible methods. After
the obstetric postpartum visit, the
adolescent mother can choose to
return to the pediatrician for primary
care. If she is not on a form of birth
control at that time, the pediatrician
can provide contraceptive counseling
to determine the mother’s preferred
form of contraception. She can then

The AAP and Centers for Disease
Control and Prevention recommend
that mothers exclusively breastfeed
their infants for the ﬁrst 6 months of
life, followed by continued
breastfeeding, after introducing
complementary foods, until the infant
is 1 year old and beyond, as
desired.36,37 Adolescent mothers who
lack social support and who are at
a lower socioeconomic status are less
likely to breastfeed compared with
older mothers.38 Adolescent mothers
who are at a higher socioeconomic
status and attend prenatal classes
have higher rates of exclusive
breastfeeding at the time of hospital
discharge.22 Preparation before birth
and early breastfeeding support are
crucial to successful breastfeeding
among adolescent parents.22 Studies
have shown early maternal behaviors,
such as skin-to-skin contact, are
associated with positive
breastfeeding decisions and initiation
before hospital discharge.39
Breastfeeding education extends the
duration of breastfeeding for
adolescent mothers.40,41
Breastfeeding interventions,
including school-based programs,
home visits, and telephone support,
demonstrate that combining
education and lactation counseling
yields improved breastfeeding
initiation, duration, or exclusivity
outcomes.42,43 Professional and peer
support programs have shown
promise in increasing both initiation
and duration of breastfeeding but can
be resource intensive.44 Regular use
of a breast pump has also been shown
to help continue exclusive

Breastfeeding by Adolescent Mothers
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breastfeeding.45 Policies for pumping,
including appropriate space and
break times at school and work,
should be encouraged.
Breastfeeding cessation has been
related to the lack of parental
knowledge of breastfeeding and pain
associated with breastfeeding, often
a result of improper positioning and
attachment to the breast.45 The role
of the adolescent mother’s partner is
important because partner
involvement in the adolescent
mother’s life is associated with an
increase in breastfeeding.46 The
pediatrician can inquire about
challenges related to breastfeeding
and provide supportive counseling to
promote breastfeeding success.
Pediatricians can encourage
adolescent mothers to breastfeed
their infants to improve bonding as
well as the cognitive development of
their children.

Adjustment to Motherhood
The transition to motherhood for
adolescents can be difﬁcult, and
common themes and barriers arise in
adolescent mothers of all
ethnicities.47–51 One common theme
is coparenting, in which the maternal
grandmother or another parent ﬁgure
helps in the parenting of the child.
Studies have shown the most
prevalent coparenting, speciﬁcally
with maternal grandmothers, can
have positive effects on adolescent
parenting efﬁcacy, social competence,
and academic achievement of
children.51 These results may be
strongly inﬂuenced when the family
of origin places high priority on
positive family values.47
In addition to the adolescent mothers
learning successful parenting
techniques, such as strong
communication and minimal
coparenting conﬂict, it is important
for providers to identify the
adolescents’ readiness for
parenthood. Some adolescent
mothers do not anticipate the new

responsibilities, and this is reﬂected
in their emotional readiness to
parent.50 There are screening tools to
identify mothers at high risk for
nonoptimal parenting and depressive
symptoms, such as the Parenting
Responsibility and Emotional
Preparedness (PREP) screening
tool.50
Adolescent mothers may also
experience low self-esteem during
pregnancy and may beneﬁt from
social supports to improve parenting
efﬁcacy.52 The bodily changes of
pregnancy may lead to poorer body
image, which can lead to poor
maternal attitudes and affect the
ability to adjust to motherhood
during pregnancy and after
delivery.48 Adolescent mothers can
have difﬁculty accepting their
pregnancy, leading them to avoid
thinking about their motherhood role
during pregnancy and to only
intermittently incorporate thoughts
of maternal identity during
pregnancy.50 Despite risk factors, teen
mothers can demonstrate resilience
and ability to manage their
households without the risk of child
maltreatment or other adverse effects
on their children.53 These ﬁndings
underscore the importance of
supportive families and pediatricians
in helping adolescent mothers in their
transition to parenthood and selfdiscovery of their identity as a parent.

Fatherhood
When discussing teen pregnancy,
pediatricians may inadvertently
overlook the role of the partner of the
adolescent mother. Of all pregnancies
to adolescent mothers, it is estimated
that 18% to 35% of the pregnancies
involve fathers younger than 20 years
at the time of birth.54 A long-standing
gender bias related to male
adolescents’ perspectives on and
attitudes toward pregnancy and
pregnancy outcomes exists, as most
of the research has been focused on
female adolescents’ perspectives of
male adolescents’ views. Little

research speciﬁcally explores the
male adolescent’s views directly.55
Although much of the attention to
adolescent parenting is focused on
the mother, the adolescent father’s or
partner’s involvement and
commitment in the life of his child is
important to the psychosocial
development of the child.56 The
literature deﬁnes paternal
involvement in terms of a father’s
engagement, accessibility to the child,
and responsibility to the child, in
other words, the amount of support
from the father to his partner and
child.57
A number of factors play a role in the
father-child dynamic, including the
nature of the romantic relationship
with the adolescent mother during
the pregnancy and after birth,
paternal ability to provide and
support the family, the father’s level
of education and socioeconomic
status, the father’s relationship with
his family of origin, and the father’s
ethnic background, cultural values,
and beliefs.58 Evidence supports that
fathers who remain in a romantic
relationship with adolescent mothers
are more involved with their
children.58 The fatherhood
relationship between the male
adolescent and his child or children is
related to the type of relationship he
had with his own father. Adolescent
fathers who had high conﬂict with
their own fathers are more likely to
have signs and symptoms of
depression and less engagement with
their children.59 It is important to
encourage positive relationships
between adolescent fathers and their
children. Social workers, parenting
classes, and formal parenting
education can be great resources for
the adolescent father.60 Future
research is needed on teen
fatherhood because most of the
literature on adolescent pregnancy
and parenting includes only mothers.
Furthermore, adolescent pregnancy
prevention programs often target
young girls.61–63 The positive
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contributions of adolescent fathers
have not been well studied. It is
important to understand the social
and demographic context of
adolescent fathers to provide
comprehensive support for both
parents.
Adolescent fathers are more likely to
live in poverty, which often repeats
from one generation to the next. Sons
of adolescent fathers are more likely
to become adolescent fathers
compared with sons of older
fathers.64 In addition, substance use,
early adolescent dating, school
delinquency, and high physical-risk
environment are signiﬁcant
predictors of becoming an adolescent
father.64 Research has shown that
risky sexual behaviors, low
educational attainment, and lack of
birth control self-efﬁcacy are
associated with future fatherhood in
male adolescents.57 Young adult men
who father children with adolescent
mothers are also more likely to be
impoverished and have lack of
contraceptive knowledge.65 It is
important for adolescent fathers to be
aware of contraception methods and
engage in conversations with their
partners to help decrease repeat
pregnancies and the potential for
further economic stress. Pediatricians
can encourage adolescent fathers to
play a central role in their children’s
lives. If adolescent fathers feel like
their parenting role is peripheral or
insigniﬁcant, they will likely not seek
future advice or education around
fatherhood topics.66 Therefore, it is
important for pediatricians to
promote equal parenting with
adolescent parents and provide
community resources to assist in
their developing role as parents.
Children of adolescent mothers who
continue to have close ties with the
child’s biological father have better
outcomes in employment and
education, are less depressed, and are
at lower risk of becoming adolescent
parents themselves.67 Fathers’
engagement positively affects the

6

psychosocial, cognitive, and
behavioral outcomes of children, with
evidence that cohabitation of the
mother and father is associated with
less externalizing behavioral
problems in their children.67
Adolescent or adult fathers who
maintain active participation in the
prenatal, neonatal, and immediate
postpartum processes with
adolescent mothers have a greater
likelihood of ongoing involvement
with their children.68 Such
interactions include playing with
their children, giving them gifts, or
feeding them but are less likely to
involve diapering, bathing, and caring
for the child alone. Conversely,
adolescent fathers who exhibit
depressive symptoms within the ﬁrst
year of the child’s life are more likely
to have depressive symptoms within
the next 3 to 5 years and have lower
paternal involvement.69 Depressed
fathers read to their children less
frequently and are 4 times more
likely to spank their children.70
Parenting interventions can help
teach such skills to adolescent fathers
as well as to adolescent mothers.
There are several successful
adolescent parenting programs that
are focused on fatherhood, but it is
important for all adolescent parenting
programs to engage the adolescent
father in his journey of becoming
a successful parent.71
Additional education should be
focused on prevention of child abuse
because risk factors for abuse include
young parental age, low income, and
mental health issues,72 all of which
can be observed in adolescent
pregnancies. Because the alleged
perpetrator of child abuse is male in
the majority of cases,73,74 this
education should be aimed at
including fathers.

Family Support and Management
Family factors associated with
improved outcomes for the
adolescent mother and her child
include early child care provided by

the infant’s family of origin, which
allows the adolescent mother to focus
on positive outlooks during her
journey through motherhood.75
Adolescent mothers who experience
positive health outcomes are more
likely to have a positive outlook, set
educational goals, and have strong
social supports. It is also important
for the adolescent mother to develop
autonomy from her mother ﬁgure to
fully adjust to her own motherhood
journey.76

Management of Mental Health
Adolescent parents encounter
multiple competing challenges,
including transition to parenthood,
complex living situations, and varying
relationship dynamics between
adolescent parents and the maternal
and/or paternal grandparents.77 A
number of studies suggest that being
a teen mother may be related to
poorer mental health outcomes, such
as mood disorders.78 The Pregnancy
Risk Assessment Monitoring System
(PRAMS) reported approximately
12% of postpartum women of all ages
self-reported depressive symptoms in
2012–2013.79 Younger parental age
(15–24 years) at the time of the birth
of the child was associated with
a higher risk of maternal
depression.79 In addition, 3% of
fathers experienced postpartum
depression within the ﬁrst year.80
Young fathers (15–24 years of age)
with no previous history of mood
disorders were more likely to
experience depression compared with
older fathers.80 Parental stress during
pregnancy and the postpartum period
increases the risk of developing
postpartum depression, and
adolescent mothers with higher
parenting stress and parent-child
dysfunction scores have higher rates
of depression.81
It is important for pediatricians to be
aware of adolescent parents who
have previous diagnoses of mental
health disorders and refer them back
to mental health care during the
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postpartum period if they have been
lost to follow-up. Research
underscores the importance of
detecting depression in parents,
particularly younger parents, because
parental depression is associated
with adverse outcomes for
children.78–81 The AAP recommends
integrating postpartum depression
surveillance and screening at the
prenatal pediatric visit and at the 1-,
2-, 4-, and 6-month well-baby visits.21
Both the American College of
Obstetricians and Gynecologists and
the AAP recommend using a validated
tool, but the AAP prioritizes the
Edinburgh Postnatal Depression
Screen (EPDS) or a 2-question screen,
such as the Patient Health
Questionnaire 2 (PHQ-2) or EPDS-2.
Recent studies have shown the EPDS
and its subscales (EPDS-7 and EPDS2), are accurate screening tools for
adolescent mothers.21,82 Once an
adolescent parent demonstrates
symptoms of depression, the
pediatrician can refer to or provide
treatment. Prevention and treatment
of postpartum depression are
important in the management of
adolescent parents; however, there
are few studies that have shown
consistent improvement in
depressive symptoms.83 Some studies
have shown improvements in
depressive symptoms with increased
therapy use and use of a variety of
care management models.83 Further
research in the area of prevention and
treatment of perinatal depression in
adolescent mothers is paramount for
health care providers to better serve
the mental health of this
population.84
Pediatricians can also screen
adolescent fathers or partners for
depressive symptoms. The 2018 AAP
clinical report “Incorporating
Recognition and Management of
Perinatal and Postpartum Depression
Into Pediatric Practice” recommends
screening the adolescent father or
male partner at the 6-month wellbaby visit with the EPDS or having

the male partner ﬁll out the screen at
home and mail it back.85 Pediatricians
may ﬁnd other useful mental health
screening tools for primary care
settings in the AAP’s mental health
screening and assessment tools for
primary care grid (available at
https://downloads.aap.org/AAP/
PDF/Mental_Health_Tools_for_Pedia
trics.pdf).
In addition to depression, stress
exposures for both the adolescent
mother and her partner may affect
behavioral and health risks, such as
substance use, and have implications
for both the pregnant adolescent and
her fetus. As with all adolescents,
screening for substance use, brief
intervention, and referral to
treatment (SBIRT) will be even more
critical for pregnant adolescents.86,87
During the health visits, pediatricians
can ascertain information about the
history of substance use (including
electronic cigarettes and similar
devices) in the adolescent parent and
any increased risk of child
abuse.10,12,88 The AAP has additional
guidance regarding alcohol, tobacco,
and marijuana use during
pregnancy.89–91 Pregnancy provides
opportunities to assist both the
mother and partner in reducing stress
exposures and to support the pair to
change or establish healthier
behaviors.92

Intimate Partner Violence
The prevalence of intimate partner
violence (IPV) speciﬁcally among teen
mothers is 7%, compared with 2% in
mothers older than 30 years.93
Formal screening for IPV of
adolescent parents during pregnancy
and in the postpartum period is
important. Violence during pregnancy
is recognized as a serious public
health concern, particularly for those
of younger age (12–24 years). In the
United States, approximately 27% of
female and 11% of male individuals
have experienced IPV during their
lifetimes.94 The National Intimate
Partner and Sexual Violence Survey

deﬁnes 5 types of IPV, including
sexual violence, stalking, physical
violence, psychological aggression,
and control of reproductive and
sexual health. IPV, which can include
verbal abuse, assault by a partner or
family member, being in a ﬁght or
being hurt, or witnessing violence,
may increase during pregnancy, with
3% to 19% of pregnant women
identiﬁed as victims of IPV.95 Another
form of IPV can be “contraceptive
sabotage,” in which a partner refuses
to allow the female partner to use
contraception for pregnancy
prevention.96 An adolescent mother’s
own exposure to violence as a child
complicates and sometimes
normalizes her view of IPV.92
Speciﬁcally, there is a direct
relationship between IPV and the
adolescent mothers’ childhood
violence experiences.97 Teen mothers
may be reluctant to disclose IPV to
their providers and may be more
likely to stay with the abusive partner
or father of the child so that the father
can remain in the life of the child.97
Children who witness IPV are more
likely to experience child abuse or
child mistreatment, especially
children born to mothers younger
than 21 years.98,99 Pediatricians can
use multiple screening tools to assess
for IPV. Use of universal screening
methods is suggested, preferably the
use of self-administered surveys
versus verbally administered
assessment tools.94 Examples of selfadministered IPV surveys include the
Woman Abuse Screening (WAST)
Tool100 and the Hurt, Insulted,
Threatened, and Screamed (HITS)
Tool.101

Social Determinants of Health
Newer research suggests that social
determinants of health strongly
inﬂuence teen pregnancy. The Centers
for Disease Control and Prevention
deﬁnes social determinants of health
as “conditions in the places where
people live, learn, work, and play that
affect a wide range of health and
quality-of life risks and outcomes.”102
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Poverty, a key social determinant of
health, greatly affects teen mothers,
fathers, and their children.103 Within
the ﬁrst year of a child’s life, 63% of
teen mothers will receive public
assistance beneﬁts, and 52% of
mothers who receive welfare will
have had their ﬁrst child in their teen
years.104 Poverty also inﬂuences
rapid repeat pregnancies. Thus, it is
ideal for prevention efforts to be
expanded from the individual level to
the community level, including the
social, political, and economic
environments in which teenagers live,
work, and play. These efforts involve
forging partnerships between health
care programs and nontraditional
groups, such as male mentorship
programs and transportation
services.105 A broader focus on the
communities where teenagers and
their children live, rather than just
a focus on individuals, may also assist
in decreasing other social
disadvantages for teenagers.61
For many teen parents and their
children, poverty plays a key role in
the difﬁcult circumstances in which
the children are raised. Therefore,
focusing on a 2-generational
approach to reducing poverty may
improve outcomes for low-income
families.103 This strategy is aimed at
helping both low-income children and
their parents simultaneously through
interventions such as job training for
parents while their children attend
high-quality child care programs103
or addressing risk factors that
increase the likelihood of daughters
of teen mothers becoming
pregnant,62 which may decrease the
continuation of this cycle. Other
programs may be found at https://
www.childwelfare.gov/topics/
preventing/promoting/parenting/
pregnant-teens/.
Other social determinants of health
for adolescent mothers include high
rates of residential mobility,
decreased levels of ﬁnancial support,
and limited resources for child care
support during the prenatal and
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postnatal periods.63 Teen pregnancy
is a high-risk period for homelessness
as a result of parents kicking out the
pregnant teenager or partner conﬂict
or violence.106 Pediatricians can
inquire about housing status or safe
shelter and refer the pregnant
teenager to social and/or community
supports if needed. Teenagers may
self-report the need for ﬁnancial
support and job training in the early
postpartum period but may have
a relatively low use of community
resources to meet their needs.63
Further research is needed to
determine potential barriers to
adolescent parents receiving
community resources.

Addressing Toxic Stressors
Adverse childhood experiences may
increase lifelong risks for
psychological and medical diseases,
such as obesity, heart disease,
diabetes, and suicidality.107 To
prevent the effects of childhood
adversity, models that aim to address
both adolescent parents and their
children (ie, a 2-generational
approach) can be used.108 This
approach includes increasing
resources available to adolescent
parents and their children, supporting
workforce development, and raising
awareness of adverse childhood
experiences.109 Directing resources
toward schools and early childhood
programs may help mitigate risk.109
Identifying exposure to childhood
adversity, focusing on parenting
practices, and encouraging return to
school may reduce the effects of
adversity and promote healthy
development.109 Two types of
programs have been shown to
improve school completion:
multiservice packages with academic
and vocational support, case
management, and child care provision
and attendance-monitoring programs
with ﬁnancial support.110
Assessment of the effects of social
disadvantage, such as housing
insecurity, neighborhood violence,

and racial discrimination, is
important. Capitalizing on teen
mothers’ strengths and their families’
strengths may facilitate
intergenerational repair of the effects
of childhood adversity on both the
mother and the child.111
Median block income, low infant birth
weight, maternal smoking, maternal
childhood history of neglect, IPV
perpetrated by either the mother or
her partner, and maternal use of
mental health services are associated
with infant neglect.112 Identifying
high-risk families and intervening
during the earliest months of life may
prevent neglect and the subsequent
effects on the child.112 This
intervention includes provision of
counseling on effective, nonphysical
discipline to decrease potential
physical and emotional harm to the
child.

Cognitive Development of Children
Born to Teen Parents
Maternal support can directly affect
the cognitive development of
children. Children born to adolescent
mothers who have low levels of
emotional responsiveness and show
no maternal support during playtime
with their infants are at higher risk of
having poorer cognitive and receptive
language abilities compared with
children born to adult mothers.15
Conversely, higher levels of maternal
support during infantile play may
lead to greater gains in both cognitive
and language abilities from infancy to
age 3 years.15 Greater resources
within the family setting and lower
levels of family conﬂict may enhance
developmental gains over time.
Although children of adolescent
mothers may have lower school
readiness, there are modiﬁable
factors related to higher school
readiness, including maternal gains in
education, maternal age of at least 18
years, lower rates of postpartum
depressive symptoms, and receiving
nonparental child care in infancy.113
The following policy changes may
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improve school readiness: Children
should attend on-site child care
centers with qualiﬁed staff while
their mothers attend school, and
targeted pregnancy prevention
services should be provided for
school-aged adolescents who have
not yet attained a high school
diploma.113
Despite studies showing concern for
lowered IQ and long-term intellectual
development of children of teen
parents,114 there are interventions
that may improve cognitive
development; speciﬁcally,
interventions that were shorter in
duration, conducted in smaller
groups, or placed strong emphasis on
the quality of parent-child
interactions led to greater gains in
cognitive achievement among the
children.115

Social Development of Infants
Adverse social developmental
outcomes of infants born to
adolescent parents are associated
with high levels of maternal
depression and preterm birth.116,117
Increased social support, including
social work involvement, home
visiting nursing programs, and early
intervention programs, positively
inﬂuences the development of infants
of adolescent mothers.117 Head Start
and Early Head Start programs
support early learning, including
social and emotional health realms,
physical health, and family well-being
for low-income families.118
Comprehensive follow-up and
coordinated care services for
extremely preterm infants and their
adolescent mothers are important.117
Other clinical interventions, such as
those focused on coparenting
relationships and conﬂict resolution
skills between adolescent mothers
and their partners, may improve the
social-emotional development of
children of teen mothers.119
Teen parents may not be prepared to
handle a young child’s socialemotional development, and studies

suggest that teaching parents how to
play with their children can improve
children’s vocabulary skills and
emotional regulation.120 Sit Down
and Play121 and Reach Out and
Read122 are interventions that
pediatricians can integrate into their
practices. Sit Down and Play teaches
low-income families to make toys for
their children and interact with their
children in a positive fashion.
Promotion of this program may
involve partnerships with community
resources, such as Parents as
Teachers, to facilitate positive
parenting behaviors through takehome play activities. The AAP clinical
report on the importance of play123
also provides advice for encouraging
play for children at high risk. Reach
Out and Read promotes child
development through strengthened
parent-child relationships, advises
families on the importance of early
literacy and modeling reading
together, and provides a new book to
children 6 months through 5 years of
age during well-child visits.122
Additional early literacy resources
can be found at https://www.aap.
org/en-us/literacy/Pages/EarlyLiteracy-Resources.aspx. Another
method to encourage socialemotional development is teaching
the 3 T’s (tune in, take turns, and talk
more) during well-child visits.124

Role of the Medical Community
The medical community consists of
pediatricians who can have positive
effects on teen parents and their
children, particularly during the
prenatal period. Obstetric providers
care for the pregnant adolescent, and
other support providers include
doulas, who are lay prenatal,
childbirth, and postnatal
paraprofessionals. Doulas can provide
emotional, physical, and social
support and information during
pregnancy, childbirth, and the
postpartum period.125
The pediatrician can play an
important role in mitigating some

effects of teen pregnancy by
encouraging early entry into prenatal
care. If the adolescent mother
chooses to return to her pediatrician
for primary care after the postpartum
obstetrical visit, the pediatrician’s
role can include social and ﬁnancial
supports, educational support, and
contraception management in
addition to routine adolescent care.
The pediatrician may provide
anticipatory guidance to strengthen
a family’s social supports,
encouragement for a parent’s
adoption of positive parenting
techniques, and facilitation of a child’s
emerging social, emotional, and
language skills.126 Resilience refers to
the ability to overcome adversity built
through positive experiences and
learned coping skills. Primary
prevention includes promoting the 7
C’s of resilience: competence
(knowing that you can handle
a situation effectively), conﬁdence
(believing in your own abilities),
connectedness (developing close ties
to family and community), character
(developing a solid set of morals and
values to determine right from wrong
and demonstrating a caring attitude
toward others), contribution
(realizing that the world is a better
place because you are in it), coping
(coping effectively with stress), and
control (realizing that you can control
the outcomes of your decisions).127
The pediatrician can also link the
family with supports to help promote
optimism as well as encourage early
learning via programs and provide
information on community resources
to promote emotional coaching and
other positive parenting
strategies.128,129

CONCLUSIONS
Teen parents and their children face
multiple barriers to optimal
development, including negative
stereotypes, lack of resources,
depression, poverty, lack of support,
and lowered educational
achievement. Pediatric health care

Downloaded from www.aappublications.org/news by guest on May 9, 2021
PEDIATRICS Volume 147, number 5, May 2021

9

providers can positively inﬂuence the
long-term health and lifelong
trajectories for teen parents,
including young fathers and mothers,
and their children by creating
a supportive and educational
environment.

GUIDANCE FOR THE PEDIATRICIAN
1. Create a patient-centered medical
home for adolescent parents and
their children. Teen-tot clinics, in
which both the adolescent parent
or parents and their child
complete appointments at the
same visit, model this approach.
2. Involve partners and families in
the newborn period and infancy,
actively supporting their
involvement in their children’s
care.
3. Provide a multidisciplinary and
comprehensive approach to
caring for parenting adolescents
by using community resources,
such as doulas, social services,
and nurse home visitation
programs.
4. Promote breastfeeding initiation
and continuation among
adolescent mothers by providing
lactation resources and
encouraging partners and
maternal grandmothers to be
supportive around breastfeeding.
5. Provide contraceptive counseling
during the pre- and postnatal
periods in partnership with
obstetricians and in subsequent
health supervision visits. Offer
access to the full range of
contraceptive services, including
LARCs. Provide adolescent
fathers with contraceptive
counseling.
6. Use a validated screening tool for
assessing postpartum depression
in all adolescent parents and
refer to mental health resources
when indicated.
7. Screen for IPV and provide
community resources to address
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positive responses from pregnant
and parenting adolescents.
8. Emphasize the importance of
completing high school and
pursuing higher education or
vocational training. Advocate for
on-site child care in schools or
training programs that can
facilitate this goal.
9. Recognize all forms of parenting,
including coparenting, and
support the role of the adolescent
father or partner.
10. Advocate for longitudinal,
comprehensive solutions that are
focused on primary prevention
strategies to continue to decrease
teen pregnancy rates. Push for
funding of programs that support
adolescent parents to reduce
repeat pregnancies and optimize
the health of both parent and
child (ie, health care, food
assistance, housing, and home
visitation programs).
11. Promote low-cost activities with
high yield in improving the social
and cognitive development of
young children, such as play and
reading.
12. Recognize that social
determinants of health, such as
poverty and childhood adversity,
contribute to health outcomes for
adolescent parents and their
children. Provide referrals to
community resources to address
these needs.
13. Become aware of programs in
your community that support
pregnant adolescents and
adolescent parents.
14. Screen for substance use
according to the screening, brief
intervention, and referral to
treatment (SBIRT) framework
and refer to appropriate
community resources.
15. Advocate for a 2-generational
approach to improving outcomes
for the dyad in areas such as
poverty, education, and socialemotional development.

16. Coverage of, access to, and
coordination of services among
medical providers needs to be
a priority for payers to assist
pregnant and parenting
adolescents.
LEAD AUTHORS
Makia E. Powers, MD, MPH, FAAP
Jennifer Takagishi, MD, FAAP

COMMITTEE ON ADOLESCENCE, 2019–2020
Elizabeth M. Alderman, MD, FSAHM, FAAP,
Chairperson
Richard J. Chung, MD, FAAP
Laura K. Grubb, MD, MPH, FAAP
Janet Lee, MD, FAAP
Makia E. Powers, MD, MPH, FAAP
Krishna K. Upadhya, MD, FAAP
Stephenie B. Wallace, MD, FAAP

PAST COMMITTEE ON ADOLESCENCE
MEMBER CONTRIBUTORS
Cora C. Breuner, MD, MPH, FAAP
Laurie L. Hornberger, MD, MPH, FAAP

LIAISONS
Anne-Marie Amies, MD – American College of
Obstetricians and Gynecologists
Liwei L. Hua, MD, PhD – American Academy
of Child and Adolescent Psychiatry
Seema Menon, MD – North American Society
of Pediatric and Adolescent Gynecology
Maria H. Rahmandar, MD, FAAP – Section on
Adolescent Health
Ellie Vyver, MD – Canadian Paediatric Society
Lauren B. Zapata, PhD, MSPH – Centers for
Disease Control and Prevention

STAFF
Karen Smith
James Baumberger, MPP

COUNCIL ON EARLY CHILDHOOD EXECUTIVE
COMMITTEE, 2019–2020
Sherri Louise Alderman, MD, MPH, IMH-E,
FAAP, Chairperson
Jill M. Sells, MD, FAAP, Immediate Past
Chairperson
Mariana Glusman, MD, FAAP
James P. Guevara, MD, FAAP
Andrew Nobuhide Hashikawa, MD, FAAP
Anna Miller-Fitzwater, MD, FAAP
Dipesh Navsaria, MD, MPH, MSLIS, FAAP
Bergen Ballard Nelson, MD, FAAP
Amy E. Shriver, MD, FAAP
Douglas Lee Vanderbilt, MD, FAAP

Downloaded from www.aappublications.org/news by guest on May 9, 2021
FROM THE AMERICAN ACADEMY OF PEDIATRICS

LIAISONS
Ami Gadhia, JD – Child Care Aware of America
Michelle Lee – Section on Pediatric Trainees
Dina Joy Lieser, MD, FAAP – Maternal and
Child Health Bureau
Lucy Recio –National Association for the
Education of Young Children

STAFF

ABBREVIATIONS
AAP: American Academy of
Pediatrics
EPDS: Edinburgh Postnatal Depression Screen
IPV: intimate partner violence
IUD: intrauterine device
LARC: long-acting reversible
contraceptive

Florence Rivera, MPH

POTENTIAL CONFLICT OF INTEREST: The authors have indicated they have no potential conﬂicts of interest to disclose.

REFERENCES
1. Pinzon JL, Jones VF; Committee on
Adolescence; Committee on Early
Childhood. Care of adolescent parents
and their children. Pediatrics. 2012;
130(6). Available at: www.pediatrics.
org/cgi/content/full/130/6/e1743
2. Martinez G, Copen CE, Abma JC.
Teenagers in the United States: sexual
activity, contraceptive use, and
childbearing, 2006-2010 National
Survey of Family Growth. Vital Health
Stat 23. 2011;(31):1–35
3. Martin JA, Hamilton BE, Osterman
MJK. Births in the United States, 2017.
NCHS Data Brief. 2018;(318):1–8
4. Martin JA, Hamilton BE, Osterman
MJK, Driscoll AK, Drake P. Births: ﬁnal
data for 2017. Natl Vital Stat Rep. 2018;
67(8):1–50
5. Martin JA, Hamilton BE, Osterman
MJK, Driscoll AK, Drake P. Births: ﬁnal
data for 2016. Natl Vital Stat Rep. 2018;
67(1):1–55
6. Dee DL, Pazol K, Cox S, et al. Trends in
repeat births and use of postpartum
contraception among teens - United
States, 2004-2015. [published
correction appears in MMWR Morb
Mortal Wkly Rep. 2017;66(46):1282].
MMWR Morb Mortal Wkly Rep. 2017;
66(16):422–426
7. Kann L, McManus T, Harris WA, et al.
Youth Risk Behavior Surveillance United States, 2017. MMWR Surveill
Summ. 2018;67(8):1–114
8. Neal S, Channon AA, Chintsanya J. The
impact of young maternal age at birth
on neonatal mortality: evidence from

45 low and middle income countries.
PLoS One. 2018;13(5):e0195731
9. Chen XK, Wen SW, Fleming N, Demissie
K, Rhoads GG, Walker M. Teenage
pregnancy and adverse birth
outcomes: a large population based
retrospective cohort study. Int J
Epidemiol. 2007;36(2):368–373
10. Hornberger LL; Committee on
Adolescence. Options counseling for the
pregnant adolescent patient. Pediatrics.
2017;140(3):e20172274
11. Leftwich HK, Alves MVO. Adolescent
pregnancy. Pediatr Clin North Am. 2017;
64(2):381–388
12. Hagan JF Jr, Shaw JS, Duncan PM, eds.
Bright Futures: Guidelines for Health
Supervision of Infants, Children, and
Adolescents. 4th ed. Elk Grove Village, IL:
American Academy of Pediatrics; 2017
13. Kitzman HJ, Olds DL, Cole RE, et al.
Enduring effects of prenatal and
infancy home visiting by nurses on
children: follow-up of a randomized
trial among children at age 12 years.
Arch Pediatr Adolesc Med. 2010;164(5):
412–418
14. Eckenrode J, Campa M, Luckey DW, et al.
Long-term effects of prenatal and
infancy nurse home visitation on the
life course of youths: 19-year follow-up
of a randomized trial. Arch Pediatr
Adolesc Med. 2010;164(1):9–15
15. Rafferty Y, Grifﬁn KW, Lodise M.
Adolescent motherhood and
developmental outcomes of children in
early head start: the inﬂuence of
maternal parenting behaviors, well-

being, and risk factors within the family
setting. Am J Orthopsychiatry. 2011;
81(2):228–245
16. Weed K, Nicholson JS. Differential social
evaluation of pregnant teens, teen
mothers and teen fathers by university
students. Int J Adolesc Youth. 2015;
20(1):1–16
17. Angley M, Divney A, Magriples U,
Kershaw T. Social support, family
functioning and parenting competence
in adolescent parents. Matern Child
Health J. 2015;19(1):67–73
18. Riesch SK, Anderson LS, Pridham KA,
Lutz KF, Becker PT. Furthering the
understanding of parent-child
relationships: a nursing scholarship
review series. Part 5: parent-adolescent
and teen parent-child relationships. J
Spec Pediatr Nurs. 2010;15(3):182–201
19. Kawakita T, Wilson K, Grantz KL, Landy
HJ, Huang CC, Gomez-Lobo V. Adverse
maternal and neonatal outcomes in
adolescent pregnancy. J Pediatr
Adolesc Gynecol. 2016;29(2):130–136
20. Pinto e Silva JL, Surita FG. Pregnancy in
adolescence - a challenge beyond
public health policies. Rev Bras Ginecol
Obstet. 2017;39(2):41–43
21. Yogman M, Lavin A, Cohen G; Committee
on Psychosocial Aspects of Child and
Family Health. The prenatal visit.
Pediatrics. 2018;142(1):e20181218
22. Leclair E, Robert N, Sprague AE, Fleming
N. Factors associated with
breastfeeding initiation in adolescent
pregnancies: a cohort study. J Pediatr
Adolesc Gynecol. 2015;28(6):516–521

Downloaded from www.aappublications.org/news by guest on May 9, 2021
PEDIATRICS Volume 147, number 5, May 2021

11

23. Furey A. Are support and parenting
programmes of value for teenage
parents? Who should provide them and
what are the main goals? Public Health.
2004;118(4):262–267

34. Ott MA, Sucato GS; Committee on
Adolescence. Contraception for
adolescents. Pediatrics. 2014;134(4).
Available at: www.pediatrics.org/cgi/
content/full/134/4/e1257

24. Woods ER, Obeidallah-Davis D, Sherry
MK, et al. The parenting project for teen
mothers: the impact of a nurturing
curriculum on adolescent parenting
skills and life hassles. Ambul Pediatr.
2003;3(5):240–245

35. Menon S; Committee on Adolescence.
Long-acting reversible contraception:
speciﬁc issues for adolescents.
Pediatrics. 2020;146(2):e2020007252

25. Cox JE, Harris SK, Conroy K, et al. A
parenting and life skills intervention for
teen mothers: a randomized controlled
trial. Pediatrics. 2019;143(3):e20182303
26. Committee on Adolescent Health Care.
Committee opinion no 699: adolescent
pregnancy, contraception, and sexual
activity. Obstet Gynecol. 2017;129(5):
e142–e149
27. Santelli JS, Jacobson MS. Birth weight
outcomes for repeat teenage
pregnancy. J Adolesc Health Care. 1990;
11(3):240–247
28. Scholl TO, Hediger ML, Belsky DH.
Prenatal care and maternal health
during adolescent pregnancy: a review
and meta-analysis. J Adolesc Health.
1994;15(6):444–456
29. American College of Obstetricians and
Gynecologists; Society for MaternalFetal Medicine. Obstetric care
consensus No. 8: interpregnancy care.
Obstet Gynecol. 2019;133(1):e51–e72
30. Teal SB, Sheeder J. IUD use in
adolescent mothers: retention, failure
and reasons for discontinuation.
Contraception. 2012;85(3):270–274
31. Jatlaoui TC, Whiteman MK, Jeng G, et al.
Intrauterine device expulsion after
postpartum placement: a systematic
review and meta-analysis. Obstet
Gynecol. 2018;132(4):895–905
32. Tocce KM, Sheeder JL, Teal SB. Rapid
repeat pregnancy in adolescents: do
immediate postpartum contraceptive
implants make a difference? Am J
Obstet Gynecol. 2012;206(6):
481.e1-481.e7
33. Damle LF, Gohari AC, McEvoy AK, Desale
SY, Gomez-Lobo V. Early initiation of
postpartum contraception: does it
decrease rapid repeat pregnancy in
adolescents? J Pediatr Adolesc Gynecol.
2015;28(1):57–62

12

36. Section on Breastfeeding.
Breastfeeding and the use of human
milk. Pediatrics. 2012;129(3). Available
at: www.pediatrics.org/cgi/content/full/
129/3/e827
37. HealthyPeople.gov. Increase the
proportion of infants who are
breastfed. Available at: https://www.
healthypeople.gov/2020/topicsobjectives/topic/maternal-infant-andchild-health/objectives. Accessed July
21, 2020
38. Apostolakis-Kyrus K, Valentine C,
DeFranco E. Factors associated with
breastfeeding initiation in adolescent
mothers. J Pediatr. 2013;163(5):
1489–1494
39. Godbout JM, Goldsberry WN, Franklin
TE. Factors associated with infant
feeding choices in the adolescent
population. J Hum Lact. 2016;32(4):
642–647
40. Dias de Oliveira L, Justo Giugliani ER,
Córdova do Espírito Santo L, Meirelles
Nunes L. Counselling sessions
increased duration of exclusive
breastfeeding: a randomized clinical
trial with adolescent mothers and
grandmothers. Nutr J. 2014;13:73
41. Schwartz R, Vigo Á, de Oliveira LD, Justo
Giugliani ER. The effect of a probreastfeeding and healthy
complementary feeding intervention
targeting adolescent mothers and
grandmothers on growth and
prevalence of overweight of preschool
children. PLoS One. 2015;10(7):e0131884
42. Sipsma HL, Jones KL, Cole-Lewis H.
Breastfeeding among adolescent
mothers: a systematic review of
interventions from high-income
countries. J Hum Lact. 2015;31(2):
221–229–322
43. Cota-Robles S, Pedersen L, LeCroy CW.
Challenges to breastfeeding initiation
and duration for teen mothers. MCN Am

J Matern Child Nurs. 2017;42(3):
173–178
44. Grenadier A. Reaching Teen Moms With
Breastfeeding Education & Support.
Washington, DC: National Association of
County and City Health Ofﬁcials; 2016.
Available at: https://www.naccho.org/
blog/articles/reaching-teen-moms-withbreastfeeding-education-support.
Accessed July 21, 2020
45. Smith PH, Coley SL, Labbok MH, Cupito
S, Nwokah E. Early breastfeeding
experiences of adolescent mothers:
a qualitative prospective study. Int
Breastfeed J. 2012;7(1):13
46. Torres de Lacerda AC, Lucena de
Vasconcelos MG, Nascimento de
Alencar E, Osório MM, Pontes CM.
Adolescent fathers: knowledge of and
involvement in the breast feeding
process in Brazil. Midwifery. 2014;30(3):
338–344
47. Perez-Brena NJ, Updegraff KA, UmañaTaylor AJ, Jahromi L, Guimond A.
Coparenting proﬁles in the context of
Mexican-origin teen pregnancy: links to
mother-daughter relationship quality
and adjustment. Fam Process. 2015;
54(2):263–279
48. Figueiredo B, Tendais I, Dias CC.
Maternal adjustment and maternal
attitudes in adolescent and adult
pregnant women. J Pediatr Adolesc
Gynecol. 2014;27(4):194–201
49. Lanzi RG, Ramey SL, Bert SC. The
parenting responsibility and emotional
preparedness (PREP) screening tool:
a 3-item screen that identiﬁes teen
mothers at high risk for nonoptimal
parenting. Arch Pediatr Adolesc Med.
2012;166(8):749–755
50. Macintosh J, Callister LC. Discovering
self: childbearing adolescents’
maternal identity. MCN Am J Matern
Child Nurs. 2015;40(4):243–248
51. Zeiders KH, Umaña-Taylor AJ, Jahromi
LB, Updegraff KA. Grandmothers’
familism values, adolescent mothers’
parenting efﬁcacy, and children’s wellbeing. J Fam Psychol. 2015;29(4):
624–634
52. Seay DM, Jahromi LB, Umaña-Taylor AJ,
Updegraff KA. Intergenerational
transmission of maladaptive parenting
strategies in families of adolescent
mothers: effects from grandmothers to

Downloaded from www.aappublications.org/news by guest on May 9, 2021
FROM THE AMERICAN ACADEMY OF PEDIATRICS

young children. J Abnorm Child Psychol.
2016;44(6):1097–1109
53. Easterbrooks MA, Chaudhuri JH, Dym
Bartlett J, Copeman A. Resilience in
parenting among young mothers:
family and ecological risks and
opportunities. Child Youth Serv Rev.
2011;33(1):42–50
54. Roye CF, Balk SJ. The relationship of
partner support to outcomes for
teenage mothers and their children:
a review. J Adolesc Health. 1996;19(2):
86–93
55. Lohan M, Cruise S, O’Halloran P,
Alderdice F, Hyde A. Adolescent men’s
attitudes in relation to pregnancy and
pregnancy outcomes: a systematic
review of the literature from 1980-2009.
J Adolesc Health. 2010;47(4):327–345
56. Yogman M, Garﬁeld CF; Committee on
Psychosocial Aspects of Child and
Family Health. Fathers’ roles in the care
and development of their children: the
role of pediatricians. Pediatrics. 2016;
138(1):e20161128
57. Murray AL, Rosengard C, Weitzen S,
Raker CA, Phipps MG. Demographic and
relationship predictors of paternity
establishment for infants born to
adolescent mothers. J Pediatr Adolesc
Gynecol. 2012;25(5):322–327
58. Johnson WE Jr. Paternal involvement
among unwed fathers. Child Youth Serv
Rev. 2001;23(6–7):513–536
59. Hunt TK, Caldwell CH, Assari S. Family
economic stress, quality of paternal
relationship, and depressive symptoms
among African American adolescent
fathers. J Child Fam Stud. 2015;24(10):
3067–3078
60. Hollman D, Alderman E. Fatherhood in
adolescence. Pediatr Rev. 2008;29(10):
364–366
61. Mollborn S. Teenage mothers today:
what we know and how it matters.
Child Dev Perspect. 2017;11(1):63–69
62. Meade CS, Kershaw TS, Ickovics JR. The
intergenerational cycle of teenage
motherhood: an ecological approach.
Health Psychol. 2008;27(4):419–429
63. Kumar NR, Raker CA, Ware CF, Phipps
MG. Characterizing social determinants
of health for adolescent mothers
during the prenatal and postpartum

periods. Womens Health Issues. 2017;
27(5):565–572
64. Sipsma H, Biello KB, Cole-Lewis H,
Kershaw T. Like father, like son: the
intergenerational cycle of adolescent
fatherhood. Am J Public Health. 2010;
100(3):517–524
65. Garﬁeld CF, Duncan G, Peters S, et al.
Adolescent reproductive knowledge,
attitudes, and beliefs and future
fatherhood. J Adolesc Health. 2016;
58(5):497–503
66. Dallas CM. Rapid repeat pregnancy
among unmarried, African American
adolescent parent couples. West J Nurs
Res. 2013;35(2):177–192
67. Sarkadi A, Kristiansson R, Oberklaid F,
Bremberg S. Fathers’ involvement and
children’s developmental outcomes:
a systematic review of longitudinal
studies. Acta Paediatr. 2008;97(2):
153–158
68. Cox JE, Bithoney WG. Fathers of children
born to adolescent mothers. Predictors
of contact with their children at 2
years. Arch Pediatr Adolesc Med. 1995;
149(9):962–966
69. Lee Y, Fagan J, Chen WY. Do late
adolescent fathers have more
depressive symptoms than older
fathers? J Youth Adolesc. 2012;41(10):
1366–1381
70. Davis RN, Davis MM, Freed GL, Clark SJ.
Fathers’ depression related to positive
and negative parenting behaviors with
1-year-old children. Pediatrics. 2011;
127(4):612–618

74. Joyce T, Gossman W, Huecker MR.
Pediatric Abusive Head Trauma. In:
StatPearls. Treasure Island, FL:
StatPearls Publishing; 2021. Available
at: https://www.ncbi.nlm.nih.gov/books/
NBK499836/
75. Solivan AE, Wallace ME, Kaplan KC,
Harville EW. Use of a resiliency
framework to examine pregnancy and
birth outcomes among adolescents:
a qualitative study. Fam Syst Health.
2015;33(4):349–355
76. Umaña-Taylor AJ, Updegraff KA, Jahromi
LB, Zeiders KH. Trajectories of ethnicracial identity and autonomy among
Mexican-origin adolescent mothers in
the United States. Child Dev. 2015;86(6):
2034–2050
77. Letourneau NL, Stewart MJ, Barnfather
AK. Adolescent mothers: support needs,
resources, and support-education
interventions. J Adolesc Health. 2004;
35(6):509–525
78. Birkeland R, Thompson JK, Phares V.
Adolescent motherhood and
postpartum depression. J Clin Child
Adolesc Psychol. 2005;34(2):292–300
79. Centers for Disease Control and
Prevention. PRAMS. Available at: https://
www.cdc.gov/prams/index.htm.
Accessed July 21, 2020
80. Davé S, Petersen I, Sherr L, Nazareth I.
Incidence of maternal and paternal
depression in primary care: a cohort
study using a primary care database.
Arch Pediatr Adolesc Med. 2010;164(11):
1038–1044

71. Savio Beers LA, Hollo RE. Approaching
the adolescent-headed family: a review
of teen parenting. Curr Probl Pediatr
Adolesc Health Care. 2009;39(9):
216–233

81. Venkatesh KK, Phipps MG, Triche EW,
Zlotnick C. The relationship between
parental stress and postpartum
depression among adolescent mothers
enrolled in a randomized controlled
prevention trial. Matern Child Health J.
2014;18(6):1532–1539

72. Centers for Disease Control and
Prevention. Risk and protective factors.
Available at: https://www.cdc.gov/
violenceprevention/
childabuseandneglect/
riskprotectivefactors.html. Accessed
April 23, 2019

82. Venkatesh KK, Zlotnick C, Triche EW,
Ware C, Phipps MG. Accuracy of brief
screening tools for identifying
postpartum depression among
adolescent mothers. Pediatrics. 2014;
133(1). Available at: www.pediatrics.
org/cgi/content/full/133/1/e45

73. Scribano PV, Makoroff KL, Feldman KW,
Berger RP. Association of perpetrator
relationship to abusive head trauma
clinical outcomes. Child Abuse Negl.
2013;37(10):771–777

83. Lieberman K, Le HN, Perry DF. A
systematic review of perinatal
depression interventions for adolescent
mothers. J Adolesc. 2014;37(8):
1227–1235

Downloaded from www.aappublications.org/news by guest on May 9, 2021
PEDIATRICS Volume 147, number 5, May 2021

13

84. Dinwiddie KJ, Schillerstrom TL,
Schillerstrom JE. Postpartum
depression in adolescent mothers. J
Psychosom Obstet Gynaecol. 2018;39(3):
168–175
85. Earls MF, Yogman MW, Mattson G,
Rafferty J; Committee on Psychosocial
Aspects of Child and Family Health.
Incorporating recognition and
management of perinatal and
postpartum depression into pediatric
practice. Pediatrics. 2019;143(1):
e20183259
86. Levy SJL, Williams JF; Committee on
Substance Use and Prevention.
Substance use screening, brief
intervention, and referral to treatment.
Pediatrics. 2016;138(1):e20161211
87. Committee on Substance Use and
Prevention. Substance use screening,
brief intervention, and referral to
treatment. Pediatrics. 2016;138(1):
e20161210
88. Smith VC, Wilson CR; Committee on
Substance Use and Prevention. Families
affected by parental substance use.
Pediatrics. 2016;138(2):e20161575
89. Ryan SA, Ammerman SD, O’Connor ME;
Committee on Substance Use and
Prevention; Section on Breastfeeding.
Marijuana use during pregnancy and
breastfeeding: implications for
neonatal and childhood outcomes.
Pediatrics. 2018;142(3):e20181889
90. Williams JF, Smith VC; Committee on
Substance Abuse. Fetal alcohol
spectrum disorders. Pediatrics. 2015;
136(5). Available at: www.pediatrics.
org/cgi/content/full/136/5/e1395
91. Farber HJ, Walley SC, Groner JA, Nelson
KE; Section on Tobacco Control. Clinical
practice policy to protect children from
tobacco, nicotine, and tobacco smoke.
Pediatrics. 2015;136(5):1008–1017
92. Divney A, Gordon D, Magriples U,
Kershaw T. Stress and behavioral risk
among young expectant couples. J
Adolesc. 2016;53:34–44
93. Chisholm CA, Bullock L, Ferguson JEJ II.
Intimate partner violence and
pregnancy: epidemiology and impact.
Am J Obstet Gynecol. 2017;217(2):
141–144
94. Thackeray JD, Hibbard R, Dowd MD;
Committee on Child Abuse and Neglect;
Committee on Injury, Violence, and

14

Poison Prevention. Intimate partner
violence: the role of the pediatrician.
Pediatrics. 2010;125(5):1094–1100
95. Smith SG, Chen J, Basile KC, et al. The
National Intimate Partner and Sexual
Violence Survey (NISVS): 2010-2012
State Report. Atlanta, GA: National
Center for Injury Prevention and
Control, Centers for Disease Control
and Prevention; 2017, Available at
https://www.cdc.gov/
violenceprevention/pdf/NISVSStateReportBook.pdf. Accessed July 21,
2020
96. Rowlands S, Walker S. Reproductive
control by others: means, perpetrators
and effects. BMJ Sex Reprod Health.
2019;45(1):61–67
97. Bekaert S, SmithBattle L. Teen mothers’
experience of intimate partner violence:
a metasynthesis. ANS Adv Nurs Sci.
2016;39(3):272–290
98. Hamby S, Finkelhor D, Turner H, Ormrod
R. The overlap of witnessing partner
violence with child maltreatment and
other victimizations in a nationally
representative survey of youth. Child
Abuse Negl. 2010;34(10):734–741
99. Keenan HT, Runyan DK, Marshall SW,
Nocera MA, Merten DF, Sinal SH. A
population-based study of inﬂicted
traumatic brain injury in young
children. JAMA. 2003;290(5):621–626
100. Brown JB, Lent B, Brett PJ, Sas G,
Pederson LL. Development of the
Woman Abuse Screening Tool for use in
family practice. Fam Med. 1996;28(6):
422–428
101. Sherin KM, Sinacore JM, Li XQ, Zitter RE,
Shakil A. HITS: a short domestic
violence screening tool for use in
a family practice setting. Fam Med.
1998;30(7):508–512
102. Centers for Disease Control and
Prevention. Social determinants of
health: know what affects health.
Available at: https://www.cdc.gov/
socialdeterminants/index.htm.
Accessed April 23, 2019
103. Council on Community Pediatrics.
Poverty and child health in the United
States. Pediatrics. 2016;137(4):
e20160339
104. National Conference of State
Legislatures. Teen pregnancy
prevention. Available at: https://www.

ncsl.org/research/health/teenpregnancy-prevention.aspx. Accessed
April 23, 2019
105. Fuller TR, White CP, Chu J, et al. Social
determinants and teen pregnancy
prevention: exploring the role of
nontraditional partnerships. Health
Promot Pract. 2018;19(1):23–30
106. Dworsky A, Morton MH, Samuels GM.
Missed Opportunities: Pregnant and
Parenting Youth Experiencing
Homelessness in America. Chicago, IL:
Chapin Hall at the University of Chicago;
2018 Available at: https://
voicesofyouthcount.org/wp-content/
uploads/2018/05/VoYC-PP-Brief-FINAL.
pdf. Accessed July 21, 2020
107. Felitti VJ, Anda RF, Nordenberg D, et al.
Relationship of childhood abuse and
household dysfunction to many of the
leading causes of death in adults. The
Adverse Childhood Experiences (ACE)
Study. Am J Prev Med. 1998;14(4):
245–258
108. Chase-Lansdale L, Brooks-Gunn J. Twogeneration programs in the twenty-ﬁrst
century. Future Child. 2014;24(1):13–39
109. Mayer LM, Thursby E. Adolescent
parents and their children:
a multifaceted approach to prevention
of adverse childhood experiences (ACE).
J Prev Interv Community. 2012;40(4):
304–312
110. Wilson SJ, Tanner-Smith EE, Lipsey MW,
Steinka-Fry K, Morrison J. Dropout
prevention and intervention programs:
effects on school completion and
dropout among school‐aged children
and youth. Campbell Systematic
Reviews. 2011;7(1):1–61
111. SmithBattle L. The past is prologue? The
long arc of childhood trauma in
a multigenerational study of teen
mothering. Soc Sci Med. 2018;216:1–9
112. Bartlett JD, Raskin M, Kotake C, Nearing
KD, Easterbrooks MA. An ecological
analysis of infant neglect by adolescent
mothers. Child Abuse Negl. 2014;38(4):
723–734
113. Mollborn S, Dennis JA. Ready or not:
predicting high and low school
readiness among teen parents’
children. Child Indic Res. 2012;5(2):
253–279
114. Khatun M, Al Mamun A, Scott J, William
GM, Clavarino A, Najman JM. Do

Downloaded from www.aappublications.org/news by guest on May 9, 2021
FROM THE AMERICAN ACADEMY OF PEDIATRICS

children born to teenage parents have
lower adult intelligence? A prospective
birth cohort study. PLoS One. 2017;
12(3):e0167395
115. Baudry C, Tarabulsy GM, Atkinson L,
Pearson J, St-Pierre A. Intervention with
adolescent mother-child dyads and
cognitive development in early
childhood: a meta-analysis. Prev Sci.
2017;18(1):116–130
116. Huang CY, Costeines J, Ayala C, Kaufman
JS. Parenting stress, social support,
and depression for ethnic minority
adolescent mothers: impact on child
development. J Child Fam Stud. 2014;
23(2):255–262
117. Hoffman L, Bann C, Higgins R, Vohr B;
Eunice Kennedy Shriver National
Institute of Child Health and Human
Development Neonatal Research
Network. Developmental outcomes of
extremely preterm infants born to
adolescent mothers. Pediatrics. 2015;
135(6):1082–1092
118. US Department of Health and Human
Services. Head start early childhood
learning and knowledge center. Getting
young children and their families ready
for school and ready for life. Available
at: https://eclkc.ohs.acf.hhs.gov/.
Accessed July 21, 2020
119. Lewin A, Mitchell SJ, Beers LS, Feinberg
ME, Minkovitz CS. Coparenting in teen
mothers and their children’s fathers:
evidence from the early childhood

longitudinal study-birth cohort. Acad
Pediatr. 2012;12(6):539–545
120. Cabrera NJ, Karberg E, Malin JL,
Aldoney D. The magic of play: lowincome mothers’ and fathers’
playfulness and children’s emotion
regulation and vocabulary skills. Infant
Ment Health J. 2017;38(6):757–771
121. Shah R, DeFrino D, Kim Y, Atkins M. Sit
down and play: a preventive primary
care-based program to enhance
parenting practices. J Child Fam Stud.
2017;26(2):540–547
122. High PC, Klass P; Council on Early
Childhood. Literacy promotion: an
essential component of primary care
pediatric practice. Pediatrics. 2014;
134(2):404–409
123. Milteer RM, Ginsburg KR; Council on
Communications and Media; Committee
on Psychosocial Aspects of Child and
Family Health. The importance of play in
promoting healthy child development
and maintaining strong parent-child
bond: focus on children in poverty.
Pediatrics. 2012;129(1). Available at:
www.pediatrics.org/cgi/content/full/
129/1/e204
124. Suskind D. Thirty Million Words:
Building a Child’s Brain. New York, NY:
Penguin Random House; 2015
125. Thomas MP, Ammann G, Brazier E,
Noyes P, Maybank A. Doula services
within a Healthy Start program:
increasing access for an underserved

population. Matern Child Health J. 2017;
21(suppl 1):59–64
126. Harvard University Center on the
Developing Child. Resilience. Available
at: https://developingchild.harvard.edu/
science/key-concepts/resilience/.
Accessed July 21, 2020
127. American Academy of Pediatrics.
Building resilience in children. Available
at: https://www.healthychildren.org/
English/healthy-living/emotionalwellness/Building-Resilience/Pages/
Building-Resilience-in-Children.aspx.
Accessed July 21, 2020
128. Garner AS, Shonkoff JP; Committee on
Psychosocial Aspects of Child and
Family Health; Committee on Early
Childhood, Adoption, and Dependent
Care; Section on Developmental and
Behavioral Pediatrics. Early childhood
adversity, toxic stress, and the role of
the pediatrician: translating
developmental science into lifelong
health. Pediatrics. 2012;129(1).
Available at: www.pediatrics.org/cgi/
content/full/129/1/e224
129. Shonkoff JP, Garner AS; Committee on
Psychosocial Aspects of Child and
Family Health; Committee on Early
Childhood, Adoption, and Dependent
Care; Section on Developmental and
Behavioral Pediatrics. The lifelong
effects of early childhood adversity and
toxic stress. Pediatrics. 2012;
129(1).Available at: www.pediatrics.org/
cgi/content/full/129/1/e232

Downloaded from www.aappublications.org/news by guest on May 9, 2021
PEDIATRICS Volume 147, number 5, May 2021

15

Care of Adolescent Parents and Their Children
Makia E. Powers, Jennifer Takagishi and COMMITTEE ON ADOLESCENCE,
COUNCIL ON EARLY CHILDHOOD
Pediatrics 2021;147;
DOI: 10.1542/peds.2021-050919 originally published online April 26, 2021;

Updated Information &
Services

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/147/5/e2021050919

References

This article cites 105 articles, 18 of which you can access for free at:
http://pediatrics.aappublications.org/content/147/5/e2021050919#BI
BL

Subspecialty Collections

This article, along with others on similar topics, appears in the
following collection(s):
Adolescent Health/Medicine
http://www.aappublications.org/cgi/collection/adolescent_health:me
dicine_sub
Teen Pregnancy
http://www.aappublications.org/cgi/collection/teen_pregnancy_sub

Permissions & Licensing

Information about reproducing this article in parts (figures, tables) or
in its entirety can be found online at:
http://www.aappublications.org/site/misc/Permissions.xhtml

Reprints

Information about ordering reprints can be found online:
http://www.aappublications.org/site/misc/reprints.xhtml

Downloaded from www.aappublications.org/news by guest on May 9, 2021

Care of Adolescent Parents and Their Children
Makia E. Powers, Jennifer Takagishi and COMMITTEE ON ADOLESCENCE,
COUNCIL ON EARLY CHILDHOOD
Pediatrics 2021;147;
DOI: 10.1542/peds.2021-050919 originally published online April 26, 2021;

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/147/5/e2021050919

Pediatrics is the official journal of the American Academy of Pediatrics. A monthly publication, it
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by
the American Academy of Pediatrics, 345 Park Avenue, Itasca, Illinois, 60143. Copyright © 2021
by the American Academy of Pediatrics. All rights reserved. Print ISSN: 1073-0397.

Downloaded from www.aappublications.org/news by guest on May 9, 2021

