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dolescent mothers experience more pregnan-
cy and delivery problems,1,2 and have less
healthy babies than adult mothers.3,4 Most

would agree that the health effects of teen child-
bearing – for mother and child – could be linked to
the social conditions that precede pregnancy or be
compounded by childbearing.  While we under-
stand short-term consequences, such as prenatal
care access and infant outcomes, little is known
about the long-term economic and social conse-
quences of early parenting for girls.  Research on
men who father the infants of adolescents – some
of whom may be adolescents themselves – is very
limited.  We do know that adolescent mothers –
and adolescent fathers – are almost always partially
educated and often depend entirely on adults or 

social agencies for their economic welfare.  The
gap between reproductive maturation and social
self-sufficiency is critical to why adolescent preg-
nancy and childbearing is defined as a "problem". 

Another component of this "problem" is the
prevalence and relevance of poverty.  Early child-
bearing is concentrated among disadvan-taged and
impoverished youth.  More than one-fourth of all
adolescents in the U.S. are poor or near-poor.
Approximately one-half of Black,
Hispanic/Latino, and American Indian and one-
third of Asian-American adolescents live in or
near poverty.  Many youth, especially those in
poverty, may feel abandoned or isolated from
mainstream society.  In a money-driven society,
how can impoverished youth develop a sense of
future when they don’t even fit in the present?

Healthy Generations

dolescent pregnancy and childbearing are health issues with profound social consequences.  They are both intensely private con-
cerns, yet they are the focus of relentless public discourse.  Pregnancy and parenting among adolescents are considered by some
to be measures of our nation's social ills.  It is the social costs of adolescent pregnancy and childbearing, along with the medical

or health consequences, upon which many researchers, policymakers, and educators focus their attention.  It has been argued that the
real risks of early childbearing are concentrated in the social dependence, rather than the biologic vulnerability, of the adolescent.

Adolescent childbearing is not uncommon in the U.S:  about 13% of all live births are to women younger than 20 years.   There
has been a considerable decline (20%) in teen birth rates between 1991-1999.  In 1999, the birth rate was a record low (50 births/1000
among 15-19 year-olds).  However, adolescent childbearing still remains a concern, as it is concentrated among the poorest and most dis-
enfranchised youth.  Characteristics of adolescents who become mothers are different from those of adolescents who get pregnant but
do not have children and very distinct from the characteristics of adolescents who do not get pregnant.  To understand the nature of
early childbearing, and the characteristics of adolescent mothers, it is useful to recall that there are several steps that lead to childbearing
including: o  initiation of relevant sexual activity;

o  non-use,  inconsistent or incorrect use of effective contraception; and 
o  once pregnant, the decision to carry a pregnancy to term.

At each step, there are personal characteristics – and environmental and social conditions – that distinguish adolescent mothers from
other adolescents.  We hope to elucidate some of those distinguishing characteristics in this issue and in our subsequent videoconference
on June 5, 2002.

We hope the articles in this issue stimulate discussion about social disparities and adolescent pregnancy, focusing on how we can
nurture all young people with protective factors and how we can rebuild the agenda for teen pregnancy prevention to focus on reduc-
ing disparities among youth.  Information on the fathers of infants born to adolescents will be presented at the videoconference.   The
authors of this issue and the presenters at the videoconference represent entities that have historically been close colleagues to the MCH
Program faculty, staff, and students:  Nancy Nelson, Executive Director of the Minnesota Organization on Adolescent Pregnancy,
Prevention and Parenting (MOAPPP); Michael Resnick, Director of the National Teen Pregnancy Prevention Research Center (PRC);
Jennifer Oliphant, Outreach Coordinator at the PRC; and John Oswald, Director of the Center for Health Statistics, Minnesota
Department of Health.   The partnership among these individuals, and the organizations they represent, has facilitated several commu-
nity-based research and education projects as well as provided a training ground for MCH students.  Our invitation to these authors
represents our recognition of their daily contributions to the well-being of youth through their professional work.  We appreciate their
generosity in sharing their insights with us.

–Wendy L. Hellerstedt, MPH, Ph.D.
–Erica Fishman, MSW, MPH



We do not understand, fully, what youth see as
the rewards and the functional meanings of par-
enthood. We are especially ignorant of how
young people with a bleak perspective on future
educational and economic success think about
the potential benefits of pregnancy and parent-
ing.  Current research into pregnancy intention
among adolescents focuses on the limited view
adolescents may have of their adult options.
Some argue that adolescents do not necessarily
intend to become pregnant, but are simply not
motivated to avoid doing so.5,6 In other words,
parenthood may be reduced to "nothing to
lose".  Because adolescents often enter their
pregnancies with high economic and social
risks, their pregnancies, and subsequent health,
may be compromised.

Sexually Transmitted Diseases
Sexually active adolescents are at risk for

Sexually Transmitted Diseases (STDs) preceding
or during pregnancy.  STDs are associated with
several adverse pregnancy
outcomes, including ecto-
pic pregnancy, as well as
infant outcomes 
including pneumonia,
death, mental retardation,
immune deficiencies and
neoplasia.7

Approximately 60%
of all cases of sexually
transmitted diseases (STDs) in the U.S. are
among individuals who are 25 years of age or
younger.7 It is estimated that one in eight 13-19
year-olds (and about one in four 13-19 year-olds
who have ever had sexual intercourse) will
acquire an STD every year.8

Chlamydia trachomatis infection is the most
common STD in the U.S.  Incident and recur-
rent cases of chlamydia are highest among ado-
lescent females.7 Therefore, the Centers for
Disease Control and Prevention recommends
chlamydia screening of all sexually active
females who are younger than 20 years of age
when they undergo pelvic examinations.9

Because some researchers have found the preva-
lence of chlamydia to be as high as almost one-
third of clinical samples of adolescent females,
there is some support for universal screening.10,11

Chlamydia is not the only STD to affect adoles-
cents:  more than half of the reported gonor-
rhea infections occur among adolescent females
and syphilis has  increased in minority group
adolescents in the past decade.7 And, although
relatively rare, HIV is also a concern of youth:
it is estimated that about 25% of all new HIV
infections occur among 13-21 year-olds.8

Violence
Adolescent mothers may be disproportion-

ately exposed to violence and may have high
rates of physical and sexual abuse histories.12

For example, a 1991-1994 study of 7,178 women
(including 910 adolescents) in Alaska showed
that about 10% of the adolescent mothers were
physically harmed by someone they knew dur-
ing pregnancy or shortly after delivery; their
reported risk of violence was twice that of
mothers who were 20 years of age or older.
The study also found that two-thirds of the
pregnancies of the few mothers who were
younger than 16 years of age at delivery were
associated with statutory rape.13

Substance Use
Sexual risk-taking, including behaviors that

result in pregnancy, is strongly correlated with
the use of legal and illegal substances, including
tobacco, alcohol, and cocaine.14,15 Not surpri-
singly, several researchers have found that ado-

lescents may be more
likely than adults to
use tobacco,16,17 alco-
hol and illicit sub-
stances during preg-
nancy,16,18,19 though
the elevated risk has
not been found con-
sistently.20

There are
very little data about the use of substances
among adolescents postpartum or about the
association of substance use to adolescent mater-
nal health or parenting practices.  A small study
of urban adolescent mothers, however, found
that, at four months postpartum, the prevalence
of alcohol and/or illicit drug use was 42%,21 sug-
gesting that attention should not only be paid
to prenatal substance use but to its use after
delivery.  The authors of this study found that
substance use was associated with maternal
depression, stress, and the need for social sup-
port, but it was not clear if the use of sub-
stances preceded these psychosocial needs.21

Stress and Depression 
The variety and magnitude of social and eco-

nomic stressors experienced by adolescent
mothers may contribute to high interpersonal
stress.  A recent analysis of data from the
National Longitudinal Survey of Youth (1979-
1992) showed that adolescent mothers reported
more stress than adolescents who were not
mothers.  Adolescent childbearing was associat-
ed with feelings of failure, low self- 
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esteem, external locus of control, and having ever
run away from home.22 Adolescent mothers may
experience more depression than adult mothers.
Data from the 1988 National Maternal and Infant
Health Survey showed that adolescent mothers were
much more likely than 25-34 year-old mothers to
report symptoms of depression.23 In an analysis
adjusted for income and marital status, 15-17 year-old
black adolescents and 18-19 year-old white adoles-
cents were 1.6 times more likely than adult mothers
to report symptoms of depression.23

Prenatal and Obstetrical Risks
Compared with adult mothers, adolescents are at

higher risk for less-than-adequate prenatal care4 and
for some prenatal complications such as anemia,
hypertension and poor nutrition.3,4,24 Year 2000
national data on births showed that only 64% of
women who delivered live births when they were
younger than 20 years of age received first-trimester
prenatal care compared with 83% of all women; 9%
of adolescents received late or no care compared
with 7% of all women.4 There are few reliable data
about the factors associated with late access to prena-
tal care, but financial concerns25 and fear of disclo-
sure to parents26 could play a role.

Wiemann, et al.,27 in a small study of adolescent
prenatal clients, presented a thought-provoking
hypothesis that adolescents with pre-pregnancy
health risks (e.g., substance use, STDs) may be more
linked to health-care providers than low-risk youth
and, thus, may be most likely to receive an early
confirmation of pregnancy and early enrollment into
prenatal care.  They found that the following factors
were associated with late prenatal care entry 
for the adolescents in their study: no previous 

am extremely pleased to introduce myself as the new Director of Community Outreach for the
Center for Leadership Education in Maternal and Child Public Health at the School of Public
Health.  I am excited to be back at the University of Minnesota where I earned my Master’s degrees

in public health and social work.  My passion for public health stems from the field’s grounding in social
justice and the science of epidemiology.  My work experience over the past twenty years has been in the
area of reproductive health as director and health educator of a community based agency and, most recent-
ly, as a health planner at the Minnesota Department of Health.  My primary areas of focus have been fami-
ly planning and teen pregnancy prevention within the framework of healthy youth development.  In this
capacity, I conducted needs assessments, collaborated with many state-level and community based pro-
grams, and assisted with the development of a state-level teen pregnancy prevention initiative.  I also pro-
vided technical assistance on a variety of topics including family planning, social marketing, program plan-
ning and evaluation, policy development and advocacy, grant writing, exploring the role of public health
agencies in MCH-related areas, and management and sustainability of programs.

Recently, I have been working on this issue of Healthy Generations and on our upcoming Summer
Institute on Addressing Health Disparities.  I am very interested in providing support and assistance to
MCH faculty, students, and professionals at both the state and local levels throughout Minnesota, South
Dakota, North Dakota, Wisconsin, Kansas, Iowa and Nebraska.  Please feel free to contact me at erica.fish-
man@epi.umn.edu or at 612.625.4891.  I am looking forward to working with many of you in the future!

history of abortion; no alcohol use in the 30 days
preceding the survey; unemployment; black or
white race (compared with Mexican-American eth-
nicity); limited education; one sex partner (vs. mul-
tiple partners) in the 12 months preceding the sur-
vey; and no relationship with the baby's father.

Studies have not consistently found that adoles-
cents are at higher risk than adults for complications
of pregnancy, such as preeclampsia, or complica-
tions of labor and delivery.  However, it appears
that the adolescent mothers at highest risk are very
young mothers and that poverty, rather than mater-
nal age, could be an important factor in pregnancy
complications.1,2,20,28

Maternal Postnatal Risks
Health Risks: The long-

term health risks associated
with adolescent childbearing
are not well understood; how-
ever, there are several areas for
future research, including
whether excessive prenatal
weight gain might predispose
young mothers to adult obesi-
ty.  Because adolescent moth-
ers have more children in their lifetime than women
who delay childbearing,29,30 they are also more vul-
nerable to parity-related health risks.  The most
severe health risk associated with parity is maternal
mortality.  Although it is rare in the U.S., maternal
mortality is 1.5 times higher in women younger
than 15 years of age compared with all women and
2.5 times higher among women younger than 15
years of age compared with women who are 20-24
years of age.31

continued on page 4
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Socioeconomic Risks : While the pregnancy-specific
health risks are not clear, it is evident that the socioe-
conomic outlook for adolescent mothers is not
good.30,32-34

• Approximately 50-80% of mothers younger than
18 years of age live in poverty.30,34 This is not sur-
prising because about two-thirds of adolescent
mothers live in or near poverty at the time of
delivery35;

• Approximately 50% of adolescent mothers receive
welfare and about 70% receive Medical Assistance
within five years of giving birth.32 Approximately
half of the 1994 welfare caseload was comprised of
women who gave birth as adolescents.  One
national study of sisters showed that welfare
receipt is independent of family circumstances:
sisters who had children in their teen years were
more likely to have received welfare than their sis-
ters who delayed childbearing.34 To date, it is not
clear what the effects of welfare reform will be on
the welfare or economic status of adolescent
mothers and their children;

• There is strong evidence that adolescent mothers
have fewer average years of schooling than adult
mothers and are not likely to attend college.29,33,34,36

National data indicate that about two-thirds of
adolescent mothers complete high school, com-
pared with completion rates of about 90% for all
adolescents.32 One national study estimated that
having a child before the age of 20 years reduced
educational attainment by almost three years.36 It
should be recalled that adolescent pregnancy, and
especially parenting, are often preceded by poor
academic performance29,37;

• Adolescent mothers have higher rates of early
marriage – and divorce – compared with women
who delay childbearing.  Because of their greater
likelihood to divorce or to never marry, adoles-
cent mothers spend more time as single parents
than those who delay childbearing29,34,38; and

• Because adolescent mothers have less education –
and perhaps because they tend to have more chil-
dren than those who delay childbearing29,39 and are
more likely to be single parents – they have less
stable, less remunerative, and less satisfying
employment than women who delay child-bear-
ing.30 Overall, adolescent mothers may be less
likely to be employed.33,34

Current research makes it difficult to disentangle
whether the poorer socioeconomic status of women
who begin childbearing in their teens is associated
with early childbearing itself or with the generally
poorer socioeconomic circumstances of most adoles-
cent mothers prior to their pregnancies.

Summary
The pregnant adolescent has often not com-plet-

ed her own physical, cognitive and emotional
development.  She thus must integrate the normal
passages of adolescence with the new challenges
and responsibilities of motherhood.  Many adoles-
cent mothers struggle with adulthood and mother-
hood in hazardous economic and social environ-
ments.  Unfortunately, the extant data do not offer
blueprints for the resolution of the many problems
adolescent mothers and their families face.  The
data, however, do challenge us to under-stand and
address the severe social, economic and psychologi-
cal stressors that challenge young parents.
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Nearly one in six Hispanic teens in Minnesota became pregnant in
1999, more than five times the rate for white teens.  During the
1990s, when the teen pregnancy rate declined statewide for nearly
every ethnic group, the rate for Hispanics rose 80 percent.
Minnesota may have one of the highest rates of Hispanic teen
pregnancy in the U.S. The reasons for the high number of teen
pregnancies in the Hispanic community are likely complex.  Many
Hispanics in Minnesota are recent immigrants with little educa-
tion, thus they may have heavy workloads (multiple jobs, long
hours) to make ends meet.  This could result in children left unsu-
pervised.  Also, it is known that educational attainment is nega-
tively associated with pregnancy risk and in Minnesota one in
three Latino teens drops out of school.  School drop-out could be
related to language barriers or to lack of local role models that
encourage Hispanic youth to attain higher educations.   There may
also be strong cultural taboos related to discussing sexual matters
or parents may simply lack information about birth control meth-
ods, especially if they are recent immigrants.  It is known that
Hispanic women of all ages are much less likely (54%) to uses con-
traception at first intercourse than African-American (74%) or
White (84%) women.  The data on the increase in Hispanic teen
pregnancies – and the data on school attainment and contraceptive
use – clearly show different patterns for Hispanics than other
Minnesotans.  It is important to understand how Hispanics them-
selves perceive these trends and what their desires for program-
ming and services are.  With such understanding we can evaluate,
and hopefully enhance, the capacity of educators and administra-
tors to effectively deliver relevant programs to Hispanic youth and
their parents.

Beyond Disparities: 

Nurturing Our Young

People
Michael D. Resnick, Ph.D.
Professor and Director of Research
Division of General Pediatrics and Adolescent Health
Director, National Teen Pregnancy Prevention
Research Center

University of Minnesota

oday, a growing number of politicians call
for programs and policies based solely on
'good common sense'.  A familiar pattern

reasserts itself during times of budget scarcity: the
elimination of programs that foster healthy youth
development in the name of 'common-sense' deci-
sion-making.  Such decision-making is framed by
exalting notions of personal responsibility within
an idealized societal concept where hard work and
good intentions are universally and consistently
rewarded, where chance and circum-stance can
always be overcome, and where safety nets are
firmly held not by government, but by 
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important adults in the lives of youth and thus
have an enormous effect on what teenagers do and
value and believe about themselves and about the
world.  Because some may struggle with parenting,
there is a role for schools, cultural centers, YWCAs
and community centers in providing parenting
classes with a specific adolescent focus.  To reach
these parents it is important not only to offer class-
es at times when parents can participate but in
some communities, to teach parenting classes in
trailer courts, housing projects, and other settings
convenient to where the parents live or work.

There are some very specific messages that all
parents need to hear.  Monitor and supervise your
kids.  Meet their friends.  Know where they are
going, who they will be with, and whether there
will be appropriate adult supervision.  Practice
communicating your expectations, rules, and conse-
quences for breaking the rules.  Follow through
and explain why you do what you do.  Make clear
which behaviors are and are not acceptable.  But be
sure to give your kids the message that if they find
themselves in an unsafe situation – if they are
drunk, high or otherwise impaired and without a
safe way home – they can call you and you will
give them a ride, and a ride to their friends, no
questions asked.

Consistent Parental Presence in the Home
In addition to the nature of the relationship

youth have with adults, the quantity of time spent
together is also important. Another significant pro-
tective factor for better adolescent emotional health
and less risky behavior is consistent parental pres-
ence in the home.  A parent or other adult should
be consistently available at one or more of the fol-
lowing times: when the adolescent gets up in the
morning, when the adolescent comes home from
school, at family dinner time and when the adoles-
cent goes to bed.  Does this mean adults have to be
home all the time to keep children safe and
healthy?  The evidence shows us that parents do
not have to be home 24 hours a day to protect
their adolescents from harm.  However, adults do
have to ask tough questions related to their own
use of time, including work and recreational
demands that affect the time they spend with their
children.  Policymakers also need to ask questions
about workplace policies and national priorities
which leave many full-time workers in this country
not making a livable wage and needing to work
additional jobs to keep the family going.  Many of
these workers may not have the ability to spend
consistent time with their children.  Research indi-
cates the young people at higher risk were the ones
who said:  "I can’t count on anyone being there at
any consistent time."

faithful family and community members.  But the
best research about protecting young people and
promoting their well-being reflects societal circum-
stances objectively and provides us with a more
measured view of the impact personal responsi-bili-
ty has in challenging environments.  Now more
than ever, public health professionals, researchers
and advocates need to keep their voices strong and
clear about the importance of evidence in crafting
decisions that affect the health and life chances of
young people.

For more than 15 years our interdisciplinary
research team at the University of Minnesota's
Center for Adolescent Health and, more recently,
our National Teen Pregnancy Prevention Research
Center, have been implementing and studying the
results of state, national and international surveys
to learn more about protective factors in the lives
of youth.  These are the experiences, events, and
circumstances that promote health and well-being,
and buffer young people from involvement in
risky behaviors, including sexual behaviors that
result in pregnancy. What has become clear is that
there are protective factors that nurture all kinds of
adolescents, whether they are African-American,
White, Asian, Hispanic, or American Indian, boys
or girls, or from urban, rural or suburban areas.

Protective Factors that Nurture All Adolescents
There is a consistent beneficial effect of feeling

close to and cared for by parents and family mem-
bers – whether in a single-parent, dual-parent,
adoptive or foster family.  Beyond the home envi-
ronment, better emotional health and less risky
behavior also occur when youth report feeling con-
nected to school. This is true even when students
are marginal academically.

Connectedness to Parents and Family
Parent and family connectedness means that

adolescents believe their families understand them,
care about their feelings, and respect them. When
parents and families do not provide that kind of
connectedness, it can come from other adults who
are consistently involved in the lives of youth.
This is why successful mentoring programs are
those characterized by sustained adult commit-
ment.

Not only is it important that youth feel con-
nected to adults, the quality of parenting and adult
supervision also matters.  Adults who care for
youth must be supportive, nurturing, have high
expectations, clear rules, and a clear rationale for
expectations and rules.  This is not the same as per-
missive parenting, which is inconsistent enforce-
ment of rules or the absence of rules. The message
for parenting is this: parents are the most 

“Parent and

family connect-

edness means

that adolescents

believe that their

families under-

stand them, care

about their feel-

ings, and respect

them.”

“Monitor and

supervise your

kids. Meet their

friends. Know

where they’re

going, who they

will be with,

and whether

there will be

appropriate

adult

supervision.”
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Connectedness to School
Young people report a strong sense of connec-

tion to school when they indicate that teachers are
fair, teachers care, and school is a place where they
feel they belong. Students report a sense of belong-
ing in school when there is at least one adult who is
willing to listen and who they believe cares about
them. Someone in that school environment is con-
sistently delivering a message to young people that
says:  "I know who you are, I know your name,
and I'm glad that you're here."

Young people also feel a sense of belonging in
school when their friendship networks are in
school rather than among out-of-school groups.
Participation in school-based activities like service-
learning projects that lead to overlapping friendship
networks can promote the opportunity to relate to
many groups of students who share interests and
activities.  Relationships among these students
builds what sociologist Roberta Simmons called an
"arena of comfort" in school.  Many schools are
building on the idea of connecting new students
with someone in school who already knows the
"lay of the land".  This orchestrated pairing of stu-
dents creates an infrastructure, acknowledging that
connectedness to school is what gives young people
a sense of community.  In addition, connec-tedness
is reinforced through individualized adult attention,
whether from a teacher, coach, mentor, tutor, or
someone else in the environment of the adolescent
who is personally welcoming of them.  And school
connectedness is enhanced when there is good class-
room management, promoting a desire and the abil-
ity to learn. One question we have to ask ourselves,
based on the evidence about school connectedness,
is: are we creating mechanisms that welcome and
facilitate young people feeling part of this commu-
nity that we call "school"?

Other building blocks of school connectedness

include making schools a place students regard as
"safe".  One of the elements measured in many stu-
dent surveys is the extent to which hallways, bath-
rooms and schools overall are perceived to be safe
or dangerous.  Increased safety monitoring is need-
ed in ways that are appropriate and yet not open to
charges of harassment or voyeurism. These consid-
erations take us directly into the politically con-
tentious issue of physical safety in our schools and
in the neighborhoods in which young people live
and travel.  Schools must be viewed within the con-
text of neighborhood and community, with the
understanding that fears about physical safety can
drive young people to avoid school altogether.

Another element that undermines a sense of
connection to school is the perception that many
students have prejudicial attitudes.  When students
believe that many other students are prejudiced,
whether based on sex, race, disability status, sexual
orientation, or social class, it undermines their per-
ceptions of security and belonging.  Addressing
prejudice against fellow students and appreciating
individual differences can affirm a sense of school
connectedness.

Healthy Human Development
What are the messages that caring adults should

convey at home and at school?  They are messages
that encourage healthy emotional, intellectual, and
physical development.  A vision of what adoles-
cents need for healthy development comes from
Professor Emerita at the University of Minnesota,
Dr. Gisela Konopka.  In 1972, Dr. Konopka wrote
a paper articulating the fundamental requirements
for healthy adolescent development.  Against the
tumultuous backdrop of the Vietnam War, the civil
rights movement, and growing disparities in health,
Dr. Konopka identified the following fundamental

Minnesota now has available a guiding document in the area of teen pregnancy prevention and par-
enting.  Representatives of community based agencies, state agencies, and the University of Minnesota
have been working to develop the plan.  Included are two special focus areas: 1) addressing the disparities
in pregnancy and birth rates between youth of color and white teens, and 2) teens as parents.
Overarching recommendations include:

~  Ground the program in a youth development approach
~ Use data and evaluation to inform program planning and continuous improvement 
~  Involve parents and other caring adults
~  Assure community partnerships
~  Endorse sexuality education
~  Include men and boys
~  Support and coordinate resources and services for teen-parented families
~  Eliminate health disparities
~  Implement only comprehensive programming 

Recommendations on programs that work as well as suggestions for what can be done are included.
For more information contact:  prc@umn.edu or call 612.625.1674.

Minnesota's Teen Pregnancy Prevention and Parenting Action PlanMinnesota's Teen Pregnancy Prevention and Parenting Action Plan

continued on page 8
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requirements for healthy adolescent develop-
ment. Adolescents need

• to participate as citizens, household mem-
bers, and valued members of society;

• to gain experience in decision making;
• to interact with peers and acquire a sense of

belonging;
• to reflect on self, in relation to others, and to

discover self by looking outward as well as
inward;

• to discuss conflicting values and formulate
one's own value system;

• to experiment with one's own identity, with
relationships to other people, with ideas; to
try out various roles without having to com-
mit oneself irrevocably;

• to develop a feeling of accountability to oth-
ers; and

• to cultivate a capacity to enjoy life.

These ideas from a generation ago still reflect
our current thinking about protective factors in
the lives of young people and what all youth
need from us. 

Our young people need constructive contact
with adults who can guide their talents into use-
ful, satisfying pathways.  They need opportuni-
ties to participate in community activities that
they value and adults value, especially service to
others.  They need an education that will serve
them now and in the future and they need first
jobs that offer a path to confidence, accomplish-
ment and career opportunity.  All of our young
people need access to safe and satisfying recre-
ation with encouragement and opportunity to
be physically active and vigorous.

And – they need to be healthy. 

Role of Public Health Workers
Ultimately, assuring the presence of protec-

tive factors in the lives of all adolescents is a
multi-level, society-wide effort.  Public health
workers are well trained to communicate the
message that pro-family policies are those that
strengthen the capacity of families to function
effectively. In some communities that means
advocating for the concept of full-service schools
and vibrant, accessible centers, that offer health,
social, educational and vocational services for
parents.  It means expansion of the Child Care
block grant that is only funded at 12% of pro-
jected need and for Head Start which is funded
at only two-thirds of projected need.  We need
to realign resources and policies in schools,
workplaces and communities and make personal
choices to achieve the overarching goal of foster-
ing positive connections in the lives of all young
people.

What a difference it makes to our communities
and to our young people when there is an active
cadre of adults who advocate for healthy youth
development, grounded in evidence about what
works!  What a difference it makes when our
schools and communities are places of welcome that
prepare adolescents for a future full of options,
when there are ample opportunities for active
engagement, valued contribution and fun. What a
difference it makes when there are imaginative pub-
lic health advocates who refuse to reduce adoles-
cents to a narrow set of risk indicators. In times of
scarcity, when competition among social sectors
runs high, a vibrant and dynamic public health
imagination is what young people truly need and
deserve from us.

Resources upon which this material is derived:
• Borowsky I, Ireland M, Resnick MD. Adolescent suicide
attempts: Risks and protectors. Pediatrics 2001;107:485-493.
• Konopka G. Requirements for healthy development of ado-
lescent youth. Adolescence 1973;8(3):292-316.
• Resnick MD. Protective factors, resiliency and healthy youth
development. Adolescent Medicine: State of the Art Reviews
2000;11(1):157-164.
• Resnick MD, Bearman PS, Blum RW, Bauman KE, Harris
KM, Jones J, et al. Protecting adolescents from harm: Findings
from the National Longitudinal Study on Adolescent Health.
JAMA 1997;278:823-832.
• Resnick MD, Harris LJ, Blum RW. The impact of caring and
connectedness on adolescent health and well being. J Paediatr
Child H 1993;29s:1s-9s.
• Rosenberg M, Simmons R. Black and white self-esteem: The
urban school child. Arnold M and Caroline Rose Monograph
Series. Washington, D.C.: American Sociological Association;
1972.
• Sieving RE, Beuhring T, Resnick M, Bearinger LH, Shew M,
Ireland M, et al. Development of adolescent self-report measures
from the National Longitudinal Study of Adolescent Health. J
Adolescent Health 2001;28(1):73-81. 

See also our website:  http://www.prc.umn.edu and the linked web-
site of the Division of General Pediatrics and Adolescent Health at
the University of Minnesota (http://www.allaboutkids.umn.edu).

Nutrition and the Pregnant Adolescent: A Practical
Reference Guide is a resource for health professionals
and educators on nutrition and adolescent pregnancy.
The book focuses on the clinical application of current
knowledge on adolescent pregnancy.  Topics include
adolescent growth and development; nutritional needs
and eating disorders; nutrition assessment and manage-
ment; interviewing, counseling, and education; and
postpartum issues.  Cost (including shipping): 1-10
copies, $20/copy; 11 or more copies, $18/copy.
Additional charges for Canadian and international
orders. To order contact: Kathy Kosiak, Division of
Epidemiology, University of Minnesota, 1300 South
2nd St., Suite 300, Minneapolis, MN  55454-1015;
Phone: 612.626.7143; Fax: 612.624.9328; Email: kosi-
ak@epi.umn.edu.  Order form and downloads also
available at: http://www.epi.umn.edu/let/nmpabook.html.

Nutrition and the Pregnant AdolescentNutrition and the Pregnant Adolescent
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een pregnancy prevention is a complicated
issue with no simple solutions.  It does
not lend itself well to sound bites or fac-

toids.  And it is a topic fraught with value judge-
ments, stereotypes, and misinformation.  Given
these challenges, how do we advocate for and cre-
ate effective policies that will have a positive
impact on preventing teen pregnancy?

KEY ISSUES

Family Planning
The Centers for Disease Control and

Prevention (CDC) characterize family planning as
one of the "Ten Great Public Health Achieve-
ments" of the 20th century because of its focus on
prevention and its considerable impact on morbid-
ity and mortality.   According to the CDC,
“Access to family planning and contraceptive serv-
ices has altered social and economic roles of
women. Family planning has provided health ben-
efits such as smaller family size and longer inter-
vals between the birth of children; increased
opportunities for preconceptional counseling and
screening; fewer infant, child, and maternal deaths;
and the use of barrier contraceptives to prevent
pregnancy and transmission of human immuno-
deficiency virus and other STDs.”1

Each year in Minnesota, publicly supported
family planning services prevent more than 23,000
pregnancies.2 Yet, for the past few years, the
Minnesota House of Representatives proposed
eliminating state grant funding to any provider
that counsels about, refers to or performs abor-
tions.  Most family planning providers and organ-
izations that provide comprehensive sexuality edu-
cation cover the range of services and options for
pregnant women and individuals who want to pre-
vent pregnancy.  Eliminating funding to these
providers would paralyze the capacity of
Minnesota’s community clinics and public health
agencies to prevent unintended pregnancies and
births because these agencies are major providers
of educational and clinical family planning services
to low-income, high-risk women and men.

There are also concerns about current restric-
tions on how the state-appropriated Family
Planning Special Project grant monies can be used.
Many community-based adolescent health clinics
depend on these funds to provide education, out-
reach and medical services to adolescents who need 

Aligning Reproductive Health
Policies with Reality and
Research
Nancy Nelson, Executive Director, 
Minnesota Organization on Adolescent Pregnancy, 
Prevention and Parenting

confidential, low or no-fee services.   However,
none of these funds can be used to provide services
in secondary schools, a key site for reaching youth
at risk for pregnancy.

Welfare Reform
Research shows that comprehensive sexuality

education that includes information about absti-
nence and contraception is effective in delaying the
onset of sexual activity and increasing the use of
protection.  Other successful programs incorporate
service learning, youth development strategies, and
family planning services.3 Instead of investing in pro-
grams that research shows to be effective, the cur-
rent administration in Washington, D.C. and the
social conservatives in our state legislature continue
to propose strategies that have not been proven
effective, including supporting abstinence-only-until-
marriage education. These strategies are not
research-based but instead are linked to the political
ideology underlying endorsement of "personal
responsibility" that permeates welfare reform legisla-
tion.

An overarching goal of the 1996 federal welfare
reform law placed a strong emphasis on reducing
out-of-wedlock childbearing and teen pregnancy.
Since 80% of teen births are non-marital and families
that started with a teen birth account for more than
half of Minnesota’s welfare recipients4, teen preg-
nancy prevention should be a key strategy in pre-
venting future welfare dependency. 

During the 2002 Congressional Session, the
1996 Personal Responsibility and Work Oppor-tuni-
ty Reconciliation Act (welfare reform) will be reau-
thorized. The reauthorization debates will provide
an opportunity for reframing the provisions to bet-
ter meet the goals of welfare reform, including "pre-
venting and reducing the incidence of out-of-wed-
lock pregnancies." This includes reconsidering the
investment of $50 million per year in abstinence-
until-marriage funding to states to teach that sexual
activity outside the context of marriage has "harm-
ful psychological, emotional and physical effects." In
addition, programs that use the abstinence-until-mar-
riage funds cannot provide medically accurate infor-
mation about contraception.  Minnesota currently
receives $2.1 million in state and federal funds annu-
ally to provide abstinence-only education to youth
under 14 years of age.

At the time welfare reform was launched and to
this day, there is no evidence that abstinence-only
approaches have had any effect on adolescent preg-
nancy.  Reauthorization of welfare reform provides
an opportunity to increase the states’ flexibility to
implement effective teen pregnancy prevention
efforts, and to implement programs that reflect best
practices.

continued on page 10
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WHAT CAN WE DO?
Reproductive health issues are often hidden and
are always sensitive and political, and thus they do
not receive the full debate necessary to create
responsible policy.  People who know about these

issues must connect with national and state-level
professional and advocacy organizations to stay
on top of the debates and the votes.  Also, the
strongest advocates for reproductive health issues
are often brought together by religious or politi-
cal concerns, not public health concerns.  Thus,
public health professionals who understand the
complexities of sexual behaviors and the conse-
quences of inadequate reproductive health care
must work to educate policymakers.  The follow-
ing are some actions that public health profession-
als can become engaged in.

Implement recommendations from Call to
Action to Promote Sexual Health and
Responsible Sexual Behavior.

In the summer of 2001, Dr. David Satcher,
the former Surgeon General of the United States,
issued a Call to Action to Promote Sexual Health
and Responsible Sexual Behavior to address the sig-
nificant sexual health challenges facing
Americans.5 The former Surgeon General sound-
ed the alarm on the high rates of sexually trans-
mitted disease and HIV/AIDS infection, unin-
tended pregnancy, abortion, sexual dysfunc-tion,
and sexual violence.  Dr. Satcher urged all com-
munities to begin a dialogue about sexual health,
encouraging all parents to talk with their children
about responsible sexual behavior, and to support
teachers in their roles as sexual health educators.
According to Dr. Satcher's report, "Approaches
and solutions might be complex, but we do have
evidence of success.  We need to appreciate the
diversity of our culture, engage in mature,
thoughtful and respectful discussion, be informed
by the science that is available to use and invest in
continued research."  A key theme in this report
is that many options for education and services
must be available to support reproductive health.

Support legislation to fund comprehensive sex-
uality education.

A Family Life Education Act (HR3469) was
introduced in Congress in December 2001 as an
effort to provide funding over five years to states
for comprehensive sexuality education that
includes information on abstinence and contra-
ception.  The funding would appropriate $100
million for each fiscal year, beginning with fiscal
year 2003, and does not require states to provide a
match.6 Surveys conducted nationally and in
Minnesota indicate that adults, and especially par-
ents, expect schools to provide comprehensive
sexuality education, and do not support the claim
that teaching youth about contraception encour-
ages sexual activity.7 The Family Life Education
Act is based on the research that shows that
young people who receive accurate, comprehen-
sive information are more likely to postpone sex-
ual activity. When they become sexually active,
they are also more likely to protect them-selves
from sexually transmitted infections and/or unin-
tended pregnancy. 

Reduce disparities in teen pregnancy and birth
rates.

While teen pregnancy and birth rates have
decreased significantly over the past ten years in
the United States, they are substantially higher
than any other Western industrialized country.
The U.S. adolescent pregnancy rate is twice that
of Canada or Great Britain and nearly four times
that of France or Sweden. A study conducted by 

Consider a Master's of Public Health (MPH) degree inConsider a Master's of Public Health (MPH) degree in

Maternal and Child Health (MCH).Maternal and Child Health (MCH).

What is the MCH Program?What is the MCH Program? It is a training program for MPH students

who are interested in promoting and preserving the health of families,

including mothers, children and adolescents. The Program is part of the

Division of Epidemiology in the School of Public Health at the University

of Minnesota.

Who are the faculty?Who are the faculty? The MCH staff and faculty are multidiscipli-

nary with expertise in epidemiology, medicine, nursing, psychology,

nutrition, family studies, health education social work, and program

administration.  MCH faculty focus their research, teaching, and commu-

nity service on reproductive health and family planning; pregnancy out-

comes; social inequities in health; women's health; infectious diseases,

substance use; child, adolescent, family, and community health promo-

tion; risk reduction; resiliency; and child and family adaptation to chronic

health conditions.

Who should apply?Who should apply? People who care about vulnerable populations

and want careers in program planning and development, evaluation, sur-

veillance, assessment, teaching or research.   The program offers a special

emphasis on MCH epidemiology for interested students.  Clinical profes-

sionals, and others with advanced degrees who are interested in adminis-

tering MCH-related health programs or conducting research projects are

also encouraged to apply.  Individuals with advanced degrees may have

the option of completing the two-year MPH Program in one year.

Individuals who have taken the GRE or have medical degrees may still

apply for enrollment in August 2002.

For further information about the MCH Program.For further information about the MCH Program. Call 612.626.8802
or 1.800.774.8636; email gradstudies@epi.umn.edu; or visit

http://www.epi.umn.edu/mch and http://www1.umn.edu/twincities/.

Interested in making a difference?
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the Alan Guttmacher Institute in 2001 reported
that levels of sexual activity and the age at which
teenagers initiate sex do not vary across the coun-
tries. The differences are due to three things all
related to education and contraceptive use: 1) sex-
ually active teens in the United States are less like-
ly to use any contraceptive method; 2) they are
especially less likely to use highly effective hor-
monal methods than their peers in other coun-
tries; and 3) U.S. teens have less access to adequate
sexuality education and affordable, confidential
reproductive health services.  Preg-nancy and
birth are also more common among U.S. teens in
part because the U.S. has a greater proportion of
disadvantaged families.8 Such families are most
affected by policies that govern health access and
public sex education.

Minnesota's teen pregnancy rates have always
compared favorably with national statistics; in
1997, the rate of pregnancies for Minnesota's 15-19
year olds was 46.1 per 1,000 compared to 94.3 per
1,000 in the U.S.9 However, Minnesota teens of
color experience some of the highest rates in the
country, with teen pregnancy rates three to five
times higher than their white peers.  While overall
teen pregnancy rates have been decreasing over
the past ten years, rates for Latino and Asian teens
have increased.10 Policymakers and communities
must work in partnership to reduce the disparities
through both appropriation of resources and
implementation of research-based and promising
programs and services.

The Eliminating Health Disparities Initiative,
developed by the Minnesota Department of
Health and enacted by the Minnesota Legislature
in 2001, has the potential to positively affect racial
disparities by providing resources directly to com-
munity organizations that serve populations of
color and ensuring services are culturally
responsive. Twenty "healthy youth development"
grants have been provided to community organi-
zations around the state to decrease infant mortal-
ity by preventing teen pregnancy for the period of
March 2002 through December 2003.

Become engaged in the development of respon-
sible adolescent and reproductive health poli-
cies.

To better align our adolescent and repro-
ductive health policies with research-proven strate-
gies, we all need to be engaged in the devel-
opment of responsible policies. Taking part in
candidate forums, finding out candidates’ posi-
tions on reproductive health issues, and parti-
cipating at all levels of the political process, are
strategies to ensure that the best possible policy-
makers are elected.  Reproductive health issues 

affect a great portion of the population that does
not vote and, thus, it is even more important that
the adults who are informed take the time to edu-
cate decision-makers.  Involving young people in
educating policymakers is an important way to
teach them about the democratic process, to pro-
vide them with public speaking opportunities and it
is also a very effective strategy to put a face on the
issue for the decision-makers.  Letters to editors,
commentary pieces, radio interviews, and alerting
the media to events related to teen pregnancy pre-
vention are all important strategies for educating
the broader public.

Research shows what programs are effective in
promoting reproductive health and preventing teen
pregnancies.    We need a stronger base of support
to advocate for improving adolescent health in gen-
eral as well as preventing teen pregnancies.  The
reproductive health status of our youth will not
improve if we keep this vital information about
what works and what is needed to ourselves.  Share
what you know often and continuously in many
different ways.  Coordinate your efforts with the
professional and advocacy organizations that you
trust.  You owe it to the young people you care
about.

References:
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3. Kirby D. Emerging answers: Research findings on programs to
reduce teen pregnancy. Washington, DC: The National
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call to action to promote sexual health and responsible sexual
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http://www.siecus.org/policy/PUpdates/pdate0041.html.
Accessed on April 10, 2002.
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is upon this that ‘s Up builds. ‘s Up follows the empowerment
health education model which puts learners’ interests, needs, and
questions about health central to the process and makes learners
active participants in the learning process.  Empowerment health
education focuses on the facilitation of individual choices by sup-
plementing knowledge acquisition with values clarification and
decision-making practice.   In addition, ‘s Up uses peer education as
a mechanism for service learning.  The kids who participate
become teachers to their siblings, friends, and one another.
Research on peer education has shown positive associations
between involvement as a peer educator and positive changes in
attitudes, skills and behaviors. And we know that youth benefit
from receiving accurate information from a preferred and influen-
tial source:  their own peers. In addition, the MPH students who
coordinate the program gain invaluable health education experi-
ence.  As a past coordinator said, "This is one of the most reward-
ing and challenging jobs I have ever had."  Finally, the community
benefits when youth feel connected, cared about, responsible,  and
know they have something to offer others.

‘s Up and Teen Pregnancy
‘s Up strives to prevent teen pregnancy and promote healthy

adolescent development by providing participants with an oppor-
tunity to replace risk-producing behaviors with health-enhancing
behaviors while developing leadership and job skills.   Specifically
‘s Up has these objectives: (1) provide 14 health enhancing educa-
tional sessions to 8-10 male and female teens annually who live or
go to school in the Phillips neighborhood of Minneapolis; (2)
increase participants’ knowledge of sexuality issues and other "real
life" issues facing teens; (3) encourage opportunities for participants
to apply their new knowledge in their own environment; (4)
increase participants’ decision-making skills and values clarification;
and (5) introduce basic job skills and have each participant develop
his or her first resume.

‘s Up has been going strong – training youth and MPH gradu-
ate students – for years and we hope it will continue to do so.  This
year, like every year, there are more youth interested in participat-
ing than the program can accommodate.  And this year, like every
year, the MPH students who provide the instruction are enthusias-
tic, challenged, and rewarded by the incredible young people who
are truly leaders in their community.

1. Minnesota Department of Health (MDH). Populations of color in Minnesota.
Minneapolis, MN: MDH; 1997.

ome people think that university-based programs are
just about data collection and publications.  However,
university researchers exist within communities and

are often drawn to public health research because of personal
values that compel them to address social injustices.  Many
researchers are involved in small outreach programs that are
poorly funded but incredibly enriching to everyone involved.
These programs don’t make the headlines, but they do make
an impression on those who donate their time and energy to
keep them running.

‘s Up: Empowering Youth Through Peer Education
An example of a great program that has been run on a

shoestring for years is the Students Uplifting Peers, or ‘s Up
program.  This is a collaborative youth development educa-
tion intervention, administered by Wendy Hellerstedt of the
MCH Program and Jenny Oliphant from the National Teen
Pregnancy Prevention Research Center (PRC).  It is funded
by a small family-based grant to the School of Public Health
and the PRC.  It is staffed by MPH graduate students – often
from the MCH Program – who are interested in developing
health education skills and in working with high-risk youth.
‘s Up is a peer education program in the heart of Phillips, the
largest and poorest neighborhood in Minneapolis.  Sixty-nine
percent  of the  youth in Phillips live in poverty and many
experience school failure, early pregnancy, and exposure to
drugs and violence.  It is home to the city’s largest American
Indian population (24%); nearly one quarter of its residents
are African American, and less than one half are white.1 It is
also a neighborhood where many youth are difficult to
engage in programming because drugs, violence and ambiva-
lence compete for the youth’s attention.  In spite of these
challenging circumstances, the ‘s Up program flourishes.  And
it flourishes because of the kids who get involved.

This program focuses on youth as a resource to be devel-
oped rather than a problem to be solved. Teens, ages 13-18,
attend approximately 30 hours of unpaid training at a local
park on topics pertinent to adolescent life such as decision-
making, sexually transmitted infections, birth control, career
readiness and basic job skills training.  The two-hour training
sessions challenge the youth to examine their own beliefs, val-
ues, knowledge and practices.  They then use these skills to
teach others.  A mixture of structured curricula (taught by
MCH students who lead the groups) and guest speakers from
other community sites is used.

For many, adolescence is a difficult time.  An adolescent’s
changing roles and physical development place him/her in
the awkward position of wanting to be an adult before being
prepared – developmentally or physically – to take on the
responsibilities of adulthood. Youth in the Phillips
Neighborhood face challenges beyond those of normal adoles-
cent development.  Poverty, violence, gangs and teen preg-
nancy are everyday occurrences for many of these teens.
However, the resiliency of youth is their greatest asset, and it 
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