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Introduction

This chapter is a survey of what we know about
mental health issues and adolescent pregnancy.
Literature and studies from different countries
and cultures are presented to inform and help
disentangle the influence of adolescent pregnancy
on mental health and the influence of mental
health on adolescent pregnancy. We know that
culture and environment has an influence on
behavior and one’s life trajectory. We also know
that genetics has an influence and we know there
is interplay among these factors that produce a
nature and nurture balance. We are also aware
that other conditions, such as mental illness can
dominate or at minimum complicate the nature
and nurture balance. In the process of addressing
these mental health issues, the incidence and rate
of observed mental health disorders among
pregnant adolescents will be covered. Then, the
impact of depression and other mental health

disorders, the adolescent mother’s age, rapid
repeat pregnancy, and other uniquely adolescent
characteristics such as risk-taking behavior and
substance use and misuse will be discussed in
relationship to the differential effect on the
development and life trajectory of children of
adolescent mothers with a mental disorder.

Until late in the twentieth century, there was
scant literature and almost no research on mental
health issues among pregnant and parenting
adolescents. Because adolescent pregnancy (or
more often the real concern, unwed pregnancy)
was perceived of as a problem behavior, the
response from the community was to fix the
problem. By the 1950s in the United States,
traditional approaches used to prevent unwed
adolescent pregnancy were failing or no longer
practical. Close supervision of girls when they
were in the company of boys and ‘marriage’ if
the girl became pregnant were strategies used in
the past that do not work well in a modern and
rapidly changing society. When the high rate of
adolescent pregnancy could not be easily fixed
(for the most part an international trend) during
the 1970s claims-makers declared that teen
pregnancy was at epidemic levels; it was a crisis
in the US practitioners and researchers took up
the challenge and began to ask questions about
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adolescent pregnancy as a phenomenon that was
a behavioral problem, but a problem that could
be studied and understood. Using a problem-
oriented paradigm, the community of research-
ers and practitioners began exploring the causes
and consequences of adolescent pregnancy.
Among these causes and consequences were
mental health issues.

Before the 1990s, the demographic charac-
teristics and the number of pregnant and par-
enting adolescents were being tracked and
followed worldwide; but there were few studies
of mental health disorders and service needs that
differentiated adolescents from adult pregnant
females. This does not seem too odd, consider-
ing the fact that there was and still is a great deal
of variation in the definition of a female, who is
of childbearing age. In the mind of many, once a
girl becomes pregnant she is no longer a child
but a mother who needs to learn to be a ‘good
mother.’ The question is, however, how do you
convince the pregnant and mothering adolescent
that she is no longer a child herself?

Since the turn of the twenty-first century, the
professional literature on the mental health of
pregnant adolescents has grown substantially.
These studies support the claim that adolescent
pregnancy and parenthood can change mental
health status, mental health over time, and the
developmental outcomes of both the mother and
her child (Biello et al. 2010). Other studies have
established that mental health disorders can be an
antecedent to adolescent pregnancy. Mental
health issues such as depression (Woodward et al.
2001), anxiety (Quinlivan et al. 2004), aggression
(Gest et al. 1999), childhood trauma (Carpenter
et al. 2001), and child abuse—both physical and
sexual (Herrenkohl et al. 1998), have been asso-
ciated with adolescent pregnancy. Given these
and other studies focused on pregnant adolescent
girls with observed mental health issues, there is a
growing body of research describing an adoles-
cent spectrum of mental health issues that unique
to pregnant adolescents (Kessler et al. 1997).

It has been long recognized that adolescence
is often a period of transitory mental health
stability. We are not referring to a mental illness
but a developmental stage that is emotionally a

watershed between childhood and adulthood. As
a result, we expect an overall improvement in
adolescent emotional health over time, and this
occurrence has consistently been supported by
research that suggests the mental health of
adolescents improve as they transition into
adulthood (Wickrama et al. 2009). Adolescence
is also a developmental period when mental
health disorders begin to effect behavior and
one’s thought processes. It is a period when
mental illness develops and begins to change the
trajectory of the life course of those affected.

Conventional wisdom suggests that preg-
nancy is a time of emotional well-being, and for
most women, which includes adolescents, it is.
For a substantial percentage of women (about
25 %), however, mental health problems such as
depression, mood disorders, and anxiety become
clinically significant. Certainly, the symptoms
would be expected to be more frequent among
women and adolescent girls who have a history
of a psychiatric disorder or who are in the course
of developing a mental health disorder. Even
more confounding, studies since the 1970s
concerning psychotropic medication during
pregnancy have not sufficiently answered ques-
tions about the safety of prenatal exposure to
psychotropic medications, nor the use of psy-
chotropic medications by adolescents under any
circumstances. Furthermore, among adolescent
girls who are being treated for a serious mental
health disorder with psychotropic medication, it
is a common practice for the expectant adoles-
cent mother (like adult pregnant women) to
discontinue all pharmacologic treatment, par-
ticularly medications typically used to treat
severe mental illness. Stopping a medication,
that is successfully treating a mental disorder,
may result in a slow process where the adolescent
decompensates both behaviorally and mentally.
In a pregnant adolescent mother, this process puts
her and her child’s welfare at risk. To reduce the
increased risk caused by an untreated adolescent
mental illness, at minimum an intervention pro-
gram would need to include case coordination and
management of social and financial services,
mental health services, parenting education, and
academic educational services.
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Adolescent Pregnancy and General
Health Problems

The impact of pregnancy as a condition that
affects the general health and well-being of
women has been given little attention. As for the
nulliparous adolescent, there has been even less
consideration of the affects of common preg-
nancy on their general health. What we think we
know is that the younger the female, the more she
reports common pregnancy symptoms having a
marked impact on her physical and mental health
during pregnancy, for example, Gartland et al.
(2010) found that almost 70 % of pregnant
women experienced three or more physical
symptoms. The most common physical com-
plaints were exhaustion (87 %), nausea (64 %),
back pain (46 %), constipation (44 %), and
severe headaches or migraines (30 %). These
physical symptoms can bring on mental health
crises or complicate them in adolescents who are
not prepared or aware of these physical problems
related to pregnancy. As well, there is ample
evidence that mental health problems seriously
complicate gestation, birth, and child rearing. For
example, the mother’s age at her first birth has
consistently correlated with a mother’s elevated
risk for depression, anxiety disorders, and other
serious mental health problems (Hoffman et al.
1993; Moore et al. 1993; Lee and Gramotnev
2006; Biello et al. 2010). Additionally, there is
also ample evidence to show that negative
socioeconomic circumstances are associated
with the variations in the rates of adolescent
pregnancy and the incident of adolescent mental
health disorders. It is understood by almost
everyone, including most adolescent girls that
adverse economic circumstances and privation
befall the adolescent when she gives birth and
attempts to raise her child. Above and beyond the
effect of pregnancy and privation on the life of an
adolescent mother and her child, the reality is
that the majority of pregnant adolescent moms
are from disadvantaged communities and fami-
lies and giving birth typically reduces their
chances for a better life for themselves and their
child(ren). The birth often limits the adolescent

mother’s educational attainment, restricts her
economic opportunities, and too often results in
an unstable relationship with the child’s father
(Coley and Chase-Lansdale 1998; Geronimus
and Korenman 1992; Lee and Gramotnev 2006;
Paranjothy et al. 2009; Taylor 2009). These
outcomes, whether the fault of the adolescent
or society, have long-lasting effects on the ado-
lescent mother and her children and are an
additional source of depression and anxiety.

Predisposition for a Mental Health
Disorder

Then, there are the pregnant and parenting
adolescents who have a predisposition for
depression, anxiety related to stress, somatoform
disorders, mood disturbances, and psychotic
disorders that commonly emerge and are iden-
tified during adolescence (Evans et al. 2001;
Andersson et al. 2003). These disorders need to
be treated in adolescents because they are also
predictive of postpartum depression (O’Hara and
Swain 1996; Austin and Leader 2000; Heron
et al. 2004), premature delivery (Dayan et al.
2002; Dole et al. 2003; Orr et al. 2002), and low
birth weight (Patel and Prince 2006; Rahman
et al. 2007). In other research, psychological
distress has been shown to suppress the immune
system and leave the mother susceptible to
infections (Halbreich 2005). Complicating a
depressive disorder, adolescents who report
being depressed are more likely to smoke and
abuse drugs (Tzilos et al. 2012). Among adult
mothers in general and adolescent mothers in
particular, drug-taking behaviors increase the
risk of premature deliveries and low-birth-
weight babies.

Diminished Resources and Low-Birth-
Weight Babies

The consequences of a low birth weight for the
neonate are initially manifested as health prob-
lems. This is notable because adolescent mothers
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tend to give birth to a higher rate of low-birth-
weight babies than young adult women. As a
rule, a community with a substantial percentage
of low-weight births among its residents is also a
community with limited resources. A high per-
centage of low-weight births equate poverty. It is
one of those phenomena that transcend race,
ethnicity, and culture (Paige et al. 2007). To test
the concept, take any community from around
the world where there is information on birth
weight, and stick flag-pins in the address of the
mothers of the low-birth-weight babies. The flags
of the mothers of the low-birth-weight newborns
will define the community where residents are
impoverished and have little access to commu-
nity resources such as healthcare.

In fact, some credible research has shown that
the age of the mother is not as important as
environmental and health-related factors. The
use of alcohol and drugs during pregnancy will
have more of an impact on the child’s outcome
than the mother’s age. As well, when researchers
controlled for socioeconomic status, the rate of
low-birth-weight and premature babies born to
adolescent mothers, as it turns out, is no different
than older mothers (Goldenberg and Klerman
1995). The lack of access to prenatal care,
another condition related to socioeconomic sta-
tus, has also been shown to be associated with
greater percentages of low-birth-weight infants
Laditka et al. (2005).

In the United States, the typical pregnant
adolescent is very likely to be from a minority
racial or ethnic group that historically has been
disadvantaged in the United States. Typically,
she is a girl of color (Mathews et al. 2009). She
and her family have few resources and live in a
community with little social capital. Add to this,
bureaucratic procedures that create confusion
and obstacles in relationship to financial and
medical assistance (particularly prenatal ser-
vices) results in a delay in starting prenatal care;
often resulting in a low-birth-weight or pre-
mature birth (Kinsman and Slap 1992).

Impact of Mental Health Disorders
on Adolescent Pregnancy

The impact of adolescent parenthood on mental
health has also been shown to affect the adoles-
cent mother more than the adolescent father when
compared to their non-parenting adolescent
peers. In a six-year follow-up study of adolescents
in the United States, Biello et al. (2010) compared
changes in the mental health of parenting ado-
lescents and non-parenting adolescents. They
found that mental health improved for all teen-
agers over the six years; however, the mental
health of adolescent fathers showed far more
improvement and a faster rate of improvement
than non-parenting adolescent males. They also
found that adolescent mothers improved at a
slower rate than non-parenting teenage females.
Consequently, they concluded that mental health
issues among adolescent mothers need to be
considered and that these mental health issues
have important implications for both adolescent
mothers and their children. They suggest inter-
ventions should be developed to promote and
ensure mental health among adolescent mothers.

The researches on the impact of a mental
health disorders on pregnancy and parenting are
not isolated to the developed countries (e.g.,
Australia: Gartland et al. 2010; United Kingdom:
Winship 2009; United States: Crittenden et al.
2009). Although relatively small in number,
studies consistently find mental health disorders
affect pregnancy in countries where poverty and
culture restricts sexual reproductive health edu-
cation and practice (e.g., Brazil: Faisal-Cury et al.
2009; Thailand: Wingwontham et al. 2008; South
Africa: Meintjes et al. 2010). These findings are
neither surprising nor unexpected. The incident of
endogenous mental health disorders such as
depression, anxiety, mania, and schizophrenia
while varying in name and expression (depending
on culture and social context) is found in all
human groups of pregnant adolescent and adult
females. Poverty, general stress, stress related to
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pregnancy, lack of medical care, and cultural
norms, however, disproportionately burden
pregnant and parenting adolescents with a pro-
pensity for a mental health problem. Even the
most common symptoms of pregnancy have an
obvious effect on the mother’s physical and
mental health, especially in early pregnancy, and
especially among adolescent mothers (Winship
2009).

Depression and Adolescent Sexual Risk
Behavior

Both endogenous and situational depression has
been widely studied and found to be predictive of
sexual risk behavior and problematic behavior
during pregnancy especially for disadvantaged
women. Depression among adolescents has
shown similar affects. Lehrer et al. (2006) com-
pared baseline depressive symptoms and sexual
risk behaviors in a national sample of male and
female middle and high school students in the
United States over a one-year period. They
examined the effect of ‘religiosity,’ ‘same-sex
attraction,’ ‘sexual intercourse before the age of
ten,’ and ‘sexual risk behavior.’ They found that
boys and girls with high depressive symptom
levels were significantly more likely than those
with low depressive symptom levels to partici-
pate in risky sexual behaviors. Among boys, high
levels of depression were specifically predictive
of nonuse of a condom when they last had sex,
and they had used alcohol or other drugs. Among
girls, high levels of depression were significantly
correlated with substance use, condom nonuse,
and birth control nonuse with their last three
sexual partners. Sexual risk behaviors among
adolescents are consistently found to be associ-
ated with STDS, HIV/AIDS, and pregnancy.

Antenatal

During pregnancy antenatal depression, espe-
cially among low-income adolescent girls
should be an expectation. In the general popu-
lation of expectant mothers, research has been

perplexing. Consequently, the reported preva-
lence of antenatal and postpartum depression
varies widely from 10 to 50 %. Among disad-
vantaged women (i.e., low-income and women
lacking average resources), the prevalence of
antenatal depression is considerably elevated
with rates of pregnancy-related depression
reported to be as high as 40 % (Freeman 2007;
Luke et al. 2009). Among pregnant adolescents,
rates of pregnancy-related depression have been
reported to be as high as 46 % (Holzman et al.
2006).

Antenatal depression is less common and is
not as widely known as postpartum depression;
nevertheless, if untreated, it can be just as
harmful to both the mother and her unborn child.
Cohen et al. (2006) reported that among a
sample of pregnant women with a history of
major depression, 43 % experienced a major
depressive episode during pregnancy. Depres-
sive episodes during pregnancy were even
higher (68 %) among women who discontinued
antidepressant medication when they realized
they were pregnant. This is a concern because,
although in practice, risk/benefit assessments
commonly overlook or minimize the risks
associated with untreated maternal depression
(Logsdon et al. 2010).

In one study of 155 women (representing
87 % of a random sample of antenatal patients in
two general practices in South London), 65 % of
their children with depression were initially
exposed in their mother’s antenatal period. The
researchers found that the children of women
who experienced antenatal depression were
almost five times as likely to experience
depression themselves as children whose mother
did not experience antenatal depression. Quite
the reverse, however, occurred when the child’s
initial exposure to maternal depression happened
during other developmental periods in the
child’s life. In these cases, maternal depression
was not associated with adolescent offspring
depression (Pawlby et al. 2009).

Antenatal depression can reach clinical sig-
nificance during any trimester. Like other types
of depression, it can last for weeks or months
and may last through the entire pregnancy or
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until after the baby is born. Antenatal depression
has been described as feelings of being over-
whelmed and is often associated with high stress
levels. Women who report an antenatal depres-
sion spectrum disorder may describe a lack of
connection to their unborn child. They may
disassociate and may feel a lack of a bond with
their baby even after the baby begins to move
and kick. They will also report behavior
observed among people who are clinically
depressed. Unimportant events may cause her to
tear up, become anxious, and annoyed (Pawlby
et al. 2009). Given the physical and emotional
consequences of adolescent pregnancy, antenatal
depression must be considered a serious risk to
the mother and child’s health.

Treating Antenatal Depression
with Antidepressant Medications

Determining the risks and benefits of treating
antenatal depression with antidepressant medi-
cations is difficult. The selection of a treatment
should be based on the severity of symptoms, the
mother’s history of depression, and her past
response to antidepressant medication. Although
the risks of antidepressant exposure for the fetus
are still uncertain, some studies have found that
there is a potential risk of cardiac teratogenicity
with paroxetine (Paxil); persistent pulmonary
hypertension of the neonate’s SSRIs; and birth
(under 37 weeks) associated with antidepres-
sants medications as a class of drugs (Dole et al.
2003; Freeman 2007). In spite of the risk,
research suggests that for women who experi-
ence moderate to severe depression or who have
a history of recurrent major depression, antide-
pressants should be considered in conjunction
with non-pharmacological treatment.

In adolescents with mild antenatal depres-
sion, non-pharmacological approaches should be
the first choice for treatment. More specifically,
mild depression can often be mitigated with
exercise. Gynecologists recommend 30 min of
exercise a day during pregnancy (Artal and
O’Toole 2003). Likewise, exercise can be
helpful in preventing and reducing postpartum

depression . Although still inconclusive, omega-
3 fatty acids may be helpful as an adjunct with
other treatments for antenatal depression. The
two fatty acids—docosahexanoic acid (DHA)
and eicosapentanoic acid (EPA)—are found
naturally in fish oil, flaxseed, and walnuts and
they tend to be well tolerated in pregnant and
postpartum women (Michel et al. 2011). The
evidence available provides some small support
for a benefit from omega-3 fatty acids to indi-
viduals with a diagnosed depressive illness but
no evidence of any benefit to individuals who
experience mild depression but whose depres-
sion does not meet clinical significance for a
depressive disorder (Appleton et al. 2011).
Psychosocial and psychological interventions
have also been shown to help reduce antenatal
depression and can often prevent postpartum
depression among pregnant women at risk for
depression (Suri et al. 2007).

Adolescent Mothers and Postpartum
Depression

In the not-too-distant past, postpartum depres-
sion was considered to be rare. Postpartum
depression is ‘a mood disorder that can begin
any time during the first year after delivery’
(Beck and Gable 2001, p. 243). In the second
decade of the twenty-first century, many con-
sider postpartum depression among adolescents
to be rare. This is not the case. Conversely,
research on the experience of adolescent moth-
ers has shown the rates of depressive symptoms
in the postpartum period to be higher than
expected. A number of studies have found rates
as high as one half of adolescent mothers
experience symptoms of depression during the
postpartum period (Cantilino et al. 2007). Iden-
tifying postpartum depression is important con-
sidering the potential for long-term damage to
the development of both the mother and baby
(Field et al. 2005; Riley et al. 2009). Adolescent
mothers report feeling abandoned and rejected
by their partners, peers, and their family. These
young mothers often describe feeling scared,
feeling different, and feeling changed by the
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reality of being a mother. In this emotional state
of chaos, they are often at a loss to explain the
experience or understand it (Eshbaugh 2006).

Symptoms of depression in adolescents dur-
ing the postpartum year, as it turns out are quite
common (Reid and Meadows-Oliver 2007).
Logsdon (2008), Logsdon et al. (2005) studied
postpartum depression among adolescent moth-
ers and collected data from them on two differ-
ent occasions during the postpartum year. They
assessed the adolescent mothers for depression
at 4–6 weeks postpartum and they assessed for
depression again at 12 months postpartum.

What they found was both surprising and
concerning. In terms of the numbers, 47 % of
adolescent mothers were found to have clinically
significant symptoms of depression. Moreover,
the symptoms continued into the 12th month of
the postpartum year. Although the percentage of
girls experiencing postpartum depression was
high, the issue is providing services to prevent
and treat the depression. This percentage gives
us a rough estimate of the need. What is dis-
turbing, however, is that in this study, none of
the girls who tested positive for depression
asked for or receive treatment for depression.
Untreated postpartum depression as stated above
has the potential for long-term harm to both the
mother and baby (Zlotnick et al. 2006).

In an effort to understand the barriers that
impede adolescent mother’s access to mental
health treatment, Logsdon et al. (2009a) in their
study found that there are personal and service
barriers that adolescent mothers must deal with
to receive mental health treatment. Personal
barriers include lack of knowledge of depressive
symptoms and depression treatment, and life
challenges that interfere with attention to mental
illness. Health service barriers include provider
requirement that parental permission must be
given to receive treatment, and in some cases, a
parent must be present before services can be
provided. In other cases, treatment cannot be
accessed because of a lack of insurance coverage
(National Academy of Sciences 2008).

Another issue related to seeking treatment for
postpartum depression is an adolescent mother’s
intentions. The question is, why do some

adolescent mothers seek treatment for post-
partum depression and others do not. For the
most part, their intentions are based on sub-
jective norms (Logsdon et al. 2009b). Norms
critical to seeking treatment are the adolescent
mother’s personal experiences with mental
health treatment, and I would add her family’s
history of depression particularly, among first-
degree relatives (i.e., parents, offspring, and full-
siblings) and second-degree relatives (i.e.,
grandparents, half-siblings, and grandchildren).

Studies in developed countries typically
report between 10 and 15 % of new mothers
were affected by a major episode of postpartum
depression. Mothers who suffer from postpartum
depression may endure difficulties regarding
their ability to cope with life events, as well as
negative clinical implications for maternal-
infant attachment. In a recent Canadian study,
the prevalence of minor postpartum depression
in all mothers was detected in 8.46 % of moth-
ers. The prevalence of major postpartum
depression was found in an additional 8.69 % of
mothers. In that study, a number of conditions
that contributed to postpartum depression were
identified. The mother’s stress level during
pregnancy was a strong predictor of postpartum
depression. The availability of support after
pregnancy was also important. And, as has been
shown in many studies, a prior diagnosis of
depression, or a history of depression were sig-
nificantly associated with the development of
postpartum depression (Lanes et al. 2011).

In another small study in the United States,
the psychosocial factors associated with post-
partum depression were examined. The study
was an attempt to help determine factors that
increase the likelihood of the mother experi-
encing a postpartum depression. The sample was
small. The 61 mothers were White, African-
American, and Hispanic from a rural North
Carolina community. The mothers were low-
income and Medicaid recipients. In this study,
mothers who reported problems with a mood
disorder before or during pregnancy (especially
adolescents reporting depression and anxiety)
were significantly more likely to report post-
partum depression (p = 0.035). Additionally,
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the percentage of adolescent mothers who dis-
played minor depressive symptoms was slightly
over 17 %. This tends to be fairly typical for
adolescent mothers. In total, in this group of
girls, almost 33 % of adolescent mothers were
experiencing some level of major or minor
depression when the survey was conducted
(Hutto et al. 2011). Of course, these findings are
not a surprise for those working in adolescent
mental health. What is not widely known is that
a substantial percentage of girls and young
women who become pregnant will also experi-
ence mild to major symptoms of other mental
health disorder. When at least a third of all
adolescents who become pregnant also suffer
from mental health disorders, both health policy
makers and service providers should be using
best practices for treating adolescent mental
health and design specific treatment programs
for adolescent mothers.

Postpartum Depression Among Latina
Adolescents Mothers

Perry et al. (2011) adds to the knowledge about
the applicability of this phenomenon among a
group of 217 Latina mothers. These mothers
were participating in a prenatal depression pre-
vention program. In addition, to testing inter-
ventions to modulate postpartum depression
among these adolescent mothers, a number of
variables were examined to determine the impact
of the mother’s postpartum depression on their
child’s attachment to them. Attachment was
measured using the Maternal Postnatal Attach-
ment Scale. This scale was administered every
6–8 weeks after the child’s birth. Predictor
variables, thought to affect early attachment were
depressive symptoms during pregnancy, preg-
nancy intention, feelings about the pregnancy.

Perry et al. (2011) (along with a few other
researchers and practitioners who have studied
the effects of depression on early attachment) are
suggesting is that depression in the mother can
profoundly affect the development of a bond
between the child and mother. This suggests that
if a mother presents with depressive symptoms,

the attachment between the child and mother
needs to be assessed. If the expected bond
between the child and the mother or the mother
and the child is not developing as expected,
clinical intervention is indicated.

Substance Abuse and Adolescent
Pregnancy

Teenage experimentation with alcohol and other
drugs is legendary in most European countries
and in the Americas where it plays a major role
in the social life of a large segment of the pop-
ulation. In other countries where there is not a
tradition of alcohol use, drug experimentation
specifically with alcohol is less common. Nev-
ertheless, given the vast changes in social media,
and the popularity of Western culture, even
adolescents from different social traditions
would know that other young people use alcohol
and other drugs as a way of escaping their
dissatisfaction with life as an adolescent.

In human development, adolescence is a
transitional period between childhood and
adulthood. It is also a period of development
where a great deal of experimentation takes
place, especially in terms of prominent major
social and moral behaviors that are the restricted
purview of adults. This seems to be especially
true when it comes to alcohol and other drugs of
abuse. Although some would argue that the
social and legal restrictions placed on alcohol
use, drug use, and cigarette smoking tend to
make these drugs and attractive nuisance, nev-
ertheless the numbers of adolescents involved in
substance use and the potential damage from
experimentation and use make this behavior
especially risky for the fetus. The truth is that
adolescents die from experimenting with alcohol
and other drugs. This is a double tragedy when a
pregnant adolescent dies from a drug overdose
or a drug-related event.

In the United States for instance, in a study of
youth risk behaviors (2009), researchers found
that 72.5 % of high school students had at least
one drink during their lifetime and about 42 %
had at least one drink in the last 30 days. It was
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also reported that 46.3 % of students had tried
smoking cigarettes and approximately 20 %
had smoked a cigarette in the last 30 days.
Marijuana experimentation (37 %) was slightly
lower than cigarette experimentation over the
lifetime of the students but marijuana use in the
last 30 days was slightly higher (21 %) than
cigarette smoking for these high school students.
What is pertinent to a discussion of adolescent
mental health and mental health of children born
to adolescent mothers is that in the same survey,
46 % of the students reported sexual intercourse
during their lifetime (Eaton et al. 2010).

When alcohol use, drug use, and cigarette
smoking are widespread within the adolescent
population, such as in Australia, Canada, United
Kingdom, United States, and other adolescent
populations influenced by Western culture, this
is an indication of a major public health chal-
lenge. Based on this assumption, Barnes et al.
(2007) examined adolescent substance misuse
and pregnancy in the United Kingdom. Their
study followed the release of demographic data
that reported a doubling of maternal deaths
(which included suicide) among young sub-
stance misusers.

The increase in adolescent maternal death
both in the United Kingdom and the United
States is not a new trend as much as it is a
corollary with the general increase in substance
use and abuse among female adolescents. The
turn of the twenty-first century saw a new his-
torical landmark in the annals of adolescent drug
experimentation. For the first time, girls were
experimenting and using alcohol and other drugs
in larger numbers than their male counterparts.
This increase in the percentage of girls experi-
menting and using substances was not just a
local phenomenon; it was not simply a regional
phenomenon, as it turns out, it was an interna-
tional phenomenon. The rates vary but since the
year 2000, in countries where data are available,
the rate of female adolescent drug use tends to
be as high as 25–30 % with some countries
reporting slightly higher or slightly lower per-
centages (Office for National Statistics (ONS)
2003; Australian Institute of Health and Welfare
2004; Phipps et al. 2008). This rate of substance

use has been fairly consistent since the mid-
1990s. Common antecedents associated with
adolescent substance misuse during pregnancy
include coming from a dysfunctional family,
maternal depression, exposure to violence, ver-
bal and physical abuse, and familial substance
misuse. In spite of the cause or motivation,
alcohol use, drug use, and cigarette smoking
have been shown to be deleterious to the fetus
(Whitbeck and Crawford 2009).

Prevention of substance misuse is undeniably
the best approach for reducing the problems
caused by substance misuse. Regrettably how-
ever, it is not always the most effective
approach. Given the reality that many adolescent
girls began using drugs in some form when they
are very young, a harm reduction approach
would be more effective.

Delaying Childbearing Among
Adolescents

Pregnancy as a condition that affects the general
health and well-being of women is widely
understood. Medically, a pregnancy can be
uneventful or dramatic and even profound. For
the nulliparous adolescents, the risk of medical
complications is greater for younger girls and
less so for older girls. What little we do known
suggests that the younger the female, the more
she reports that common pregnancy symptoms
have a marked impact on her physical and
mental health during pregnancy.

The primary social issues and many of the
health issues are related to the adolescent’s age.
The younger the age of a first-time mother, the
more likely her child will experience poor
pregnancy outcomes such as low birth weight,
birth defects, premature birth, and the pregnancy
may precipitate or aggravate the mother’s mental
health problems. Conversely, nulliparous preg-
nancies that occur in a mother’s late teens or in
her early adulthood result in better outcomes for
both the mother and the child. On a positive note,
the improvement in outcome among older ado-
lescents has been shown to be quite dramatic. In
a study out of Australia, Gartland et al. (2010)
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reported that maternal age, employment, rela-
tionship status, and highest level of education
had the most effect on physical health while
maternal age, gestational age, employment, and
cigarette smoking had the greatest impact on
mental health. Statistically, they were able to
show that a 10-year increase in maternal age was
associated with a 1.2 times decrease in physical
health problems. In many ways, more important
to the mother and child’s mental health, the sta-
tistical analysis showed a 2.4 times decrease in
mental health problems. This suggests that
reported health and mental health problems are
likely higher among younger expectant mothers
and lower among older expectant mothers.

Another way that age of the adolescent
mother plays an important role in her and her
child’s health is related to her decision to initiate
prenatal care. Adequate prenatal care is essential
to the future health and mental health of the
child. In the United States, between the years
1986 and 1991, Medicaid eligibility was exten-
ded to additional groups, one of which was
pregnant adolescents. While Medicaid has
reduced some of the economic disadvantage for
adolescent mothers and their children, it has
most notably and demonstratively improved the
physical and mental health of the mother and her
child (Hueston et al. 2008).

Medicaid eligibility, funding made available
to access prenatal care, has made a significant
difference in the number of pregnant adolescents
who initiate prenatal care. Research verified a
trend toward starting prenatal care earlier among
adolescents and preteens in the United States
between 1978 and 2003 (Hessol et al. 2004). The
improvements, although notable, have not
reached all adolescents. In 2003, the last data
available, 9 % of young adolescents and 16 % of
preteens who became pregnant, were still not
initiating prenatal care in the first or second
trimester. Even though these percentages show a
significant increase among pregnant adolescents
who initiate prenatal care in the first and second
trimester, up from 65 % to 90 %, the efforts to
provide prenatal care early in the pregnancy for
all pregnant adolescents needs to focus on young
adolescents and preteens. Girls in this age group

who become pregnant for many reasons con-
tinue to be a challenge for service providers.

Several of the reasons for a delay in initiating
prenatal care have been identified. One reason is
that a relevant proportion of adolescents, par-
ticularly young adolescents and preteens, is
unfamiliar with available services and does not
realize the importance of prenatal care. In other
cases, the delay can be attributed to the younger
girls trying to conceal their pregnancy.

Regardless of the reasons for not seeking
prenatal care, a lack of prenatal care is associ-
ated with low-birth-weight infants, premature
delivery, and poor pregnancy outcomes.
Although pregnancy outcome is more associated
with the mother’s access to resources and her
environment, early prenatal visits can identify
many of these risks (Herbst et al. 2003). For
instance, research in the United States and
elsewhere has established that women who delay
prenatal care are often impoverished, are
involved in unstable relationships, are involved
in substance misuse, and are the victims of
domestic violence (Bloom et al. 2004; Brady
et al. 2003). Many of these risks to the neonate
that result in low birth weight such as inadequate
nutrition, exposure to infection, the mother’s use
of drugs, and other risks can be addressed during
prenatal care to reduce the likelihood of a low-
birth-weight delivery (Ricketts et al. 2005).

Conditions that Affect Age at First Birth

There is good evidence to support programs and
public policy that focus on delaying first birth,
especially for preteens and young adolescents.
Research has shown time and again that every-
thing being equal, the older the adolescent, the
better she and her child will do before and after
the birth. Similar outcomes are reported in
countries and cultures from around the world.
Cultural sanctions aside, the commonalities that
pregnant adolescents share almost worldwide
are a lack of financial support, a lack of emo-
tional support, and health and mental health
services for themselves and their child. Many
social scientists would point out that these
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problems are not a part of the natural order of
pregnancy. They are sanctions and obstacles that
result in large part because of the adolescent
mother’s age.

Added to the social problems, there is an
increased risk of physical problems associated
with age of the mother. The younger the ado-
lescent mother, the greater the risk of complica-
tions during pregnancy and at delivery. Because
the physiological problems and the social prob-
lems are time sensitive, interventions that work
in a positive way to delay pregnancy would help
the potential mother in both domains.

There is also a great deal of evidence to
suggest that better drug education, drug pre-
vention, and drug treatment services can reduce
unintended pregnancies. Mental health services
will also play a role in reducing unwanted and
unintended pregnancies. Providing mental health
services to adolescent girls who are experiencing
or developing a mental health disorder such as
bipolar would also go a long way to mitigating
the tendency to act out sexually.

As well, there is substantial evidence that a
woman’s age at first birth varies across countries
and regions. This suggests that the age of the
nulliparous mother can be and is influenced by
different circumstances and surroundings, par-
ticularly in countries where Western culture pre-
vails. For instance, in Australia and Canada, over
50 % of births are to women who are 29 years old
and older (Riley et al. 2005; Statistics Canada
2006). Other studies, one in the United Kingdom
reported the average age of women at first birth
was 28 years of age (UK National Statistics
2008). In the United States, the average age of
women at first birth is 25 (Mathews et al. 2009).
Both in Japan and Sweden, the average age for
first-time mothers is 29.2 and 29.4, respectively.
In part, this change has been the result of the
decrease in adolescent pregnancies and the
increase in the number of first-time mothers who
were 35 years of age and older when they became
pregnant.

The change in the age of first-time mothers
has not occurred just in different countries
around the world, for example, in the United
States, the changes have also varied from state to

state. Mathews et al. (2009) reported that
between 1970 and 2006, the average age of
mothers at first birth had increased over five
years in Massachusetts, New Hampshire, and
Washington, D. C. While in other states with
less opportunity for adolescent girls, such as
Mississippi, New Mexico, and Oklahoma, these
states saw a modest increase in the age of
mothers at first birth of 2.5 years.

In 1970, the state of Arkansas had the youngest
first-time mothers, 20.2 years of age. In the same
year, Connecticut, Massachusetts, and New York
had the oldest first-time mothers, 22.5 years of
age. By 2006, a dramatic change had taken place.
The state of Mississippi had the lowest average
age for first-time mothers at 22.6 years of age.
Massachusetts continued to have the highest
average age for first-time mothers at 27.7 years of
age. The age of first-time mothers also varied in
the United States by race and ethnicity. The
youngest first-time mothers were African-
American with an average age of 22.7 years.
Hispanic first-time mothers were slightly older,
23.1 years. The oldest first-time mothers were
found among non-Hispanic white mothers. They
were on average 26 years old.

This increase in age of mothers who gave
birth for the first time can be observed among all
ethnic and racial groups in the United States.
The oldest average age for first-time mothers
was found among Asian and Pacific Islanders.
These women were on average 28.5 years old
when they gave birth for the first time. The
youngest average age for first-time mothers was
found among American Indians and Alaska
natives. On average, they were 22 years old
when giving birth for the first time.

Because age is such a determinant in preg-
nancy outcome, public health programming,
with the goal of delaying adolescent pregnancy
until the mother is in her late adolescence or
early adulthood would have many benefits. We
know that opportunity and future prospects have
a great deal of influence over an adolescent or
young woman’s decision to become pregnant.
Education about the advantages of waiting until
one is mature before becoming pregnant and
providing opportunity that allows the adolescent
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to maximize her value without becoming preg-
nant would increase the age of first-time
mothers.

The Risk of Rapid Repeat Adolescent
Pregnancies

The logic of extending the time between the first
and second child of an adolescent mother not
only makes sense but the concept is supported
by a growing body of research focused on repeat
pregnancies among adolescent mothers. Repeat
pregnancy is defined as two births to the same
mother within 24 months (Mott 1986; Rigsby
et al. 1998). Repeat pregnancies are more likely
among girls who live in disadvantaged
communities.

Adolescent mothers, especially very young
mothers who live in poverty, are at the highest
risk level among adolescent mothers for a rapid
repeat pregnancy. These very young mothers
more often than older mothers, even in the same
impoverished community, suffer the conse-
quences of closely spaced pregnancies (Klerman
et al. 1998). As mentioned before, very young
mothers are less likely to initiate adequate pre-
natal care for their first child and they are less
likely to initiate adequate prenatal care for their
second child (Wiemann et al. 1997). Thus, the
very young adolescent mother and her child are
at greater risk for adverse health outcomes.

In addition to environmental and contextual
conditions that increase the risk of a rapid repeat
pregnancy among adolescent mothers, a mental
disorder or the onset of a mental disorder will
also increase the risk of a rapid repeat pregnancy
among adolescent mothers. As mentioned earlier
in this chapter, there is ample evidence to con-
clude that a mental health disorder can be an
antecedent to adolescent pregnancy (Quinlivan
et al. 2004). Taking into consideration that a
mental disorder increases the risk of adolescent
pregnancy; reason would support the conclusion
that a mental health disorder would also play an
important role in a rapid repeat pregnancy
(Crittenden et al. 2009).

Supporting these conclusions, researchers
concerned with risky sexual behavior among
adolescent mothers point out that a history of
suicidal ideation and attempts and clinically
significant psychiatric symptoms are more
prominent among adolescent mothers who gave
birth the second time within 24 months of her
first birth than teenage mothers who did not
give birth a second time within 24 months.
Depression and anxiety during an adolescent’s
postpartum period is a warning sign that she is at
increased risk of a rapid repeat pregnancy.

Adolescents who have a rapid repeat preg-
nancy have been studied in the United States
since the late 1990s, for good reason. The United
States has the highest adolescent pregnancy rate
among developed nations, and between 20 and
30 % of those adolescent mothers deliver a
second child within 24 months (Schelar et al.
2007). As concerning as rapid repeat pregnan-
cies are, several studies have suggested that the
younger the adolescent (11-16 years), the more
she is at risk of a rapid repeat pregnancy.

Urban and minority youth have been the
primary focus of research on rapid repeat preg-
nancies in the United States. The findings have
been fairly consistent. African-American and
Hispanic adolescents are more likely to become
pregnant and give birth than their white coun-
terparts. These urban, minority adolescent
mothers, as well, are more likely to live in
poverty and live in high crime communities.
These environments tend to limit the adolescent
mother’s access to healthcare, education, and
employment opportunities. These types of
environmental conditions have been clearly
shown to impact the health and mental health of
a young mother and her child (McLoyd 1998).

Social Predictors of Rapid Repeat
Pregnancies

The sociodemographic and contextual variables
or conditions that predict a rapid repeat preg-
nancy, as it turns out, are the same situations and
conditions that are associated with adolescent
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pregnancy in the first place. The family plays an
important role in increasing or decreasing the
risk of a rapid repeat adolescent pregnancy.
Adolescent girls with poor or inadequate family
involvement (Rigsby et al. 1998), poorly edu-
cated parents (Kalmuss and Namerow 1994),
families that experience economic hardship
(Furstenberg et al. 1987a, b) and mothers who
had their first child during adolescence are at
increased risk of a rapid repeat adolescent
pregnancy (Atkin and Alatorre-Rico 1992). Girls
that participate in at risk behaviors also had a
higher risk for a rapid repeat pregnancy. Low
educational achievement and aspiration (Bennett
et al. 2006), delinquent behavior (Hope et al.
2003), use of alcohol and other drugs (Crosby
et al. 2002), and resistance or failure to use
effective contraception increases the risk of
adolescent rapid repeat pregnancy (Garbers et al.
2010). Finally, adolescents who have their first
child at a very young age (Gillmore et al. 1997),
marrying during adolescence (Koenig, and
Zelnik 1982), intended to become pregnant, and
were disappointed or dissatisfied with the birth
outcome of her first child (i.e., abortion, mis-
carriage, stillbirth) (Coard et al. 2000; Rosengard
2009) have been significantly associated with the
rapid repeat adolescent pregnancies.

One of the most interesting variables associ-
ated with rapid repeat adolescent pregnancy is
aggressive behavior. In their study, Miller-
Johnson and colleagues (1999) found that girls
who presented with persistently aggressive
behavior in the third to fifth grades were at an
increased risk of becoming pregnant. They
reported that girls with stable patterns of
aggressive behavior were younger when they
gave birth for the first time and had twice the
number of children than non-aggressive girls. In
another study, adolescent girls who had rapid
repeat pregnancies reported less confidence in
their ability to negotiate with others without
using physical force. These girls also agree more
often than non-repeaters that a person had to use
physical force to gain the respect of others. In
another study, Raneri and Wiemann (2007)
found interpersonal violence experienced by

adolescent mothers increased the risk for a rapid
repeat adolescent pregnancy. To some degree,
this is related to competent self-regulation.
Adolescence is a developmental phase where
self-regulation is being acquired. As a result,
adolescents tend to respond to the present
and have difficulty considering the long-term
consequences of their risk-taking behavior or
even identifying risk-taking behavior (Cauffman
and Steinberg 2000). Clearly, the research shows
that there are more indicators of mental health
problems and traumatic experiences during
the prenatal and postpartum periods among
adolescent mothers who have a rapid repeat
pregnancy than among adolescent mothers who
do not have a rapid repeat pregnancy (Patchen
et al. 2009). With this knowledge, interventions
that reduce the risk of a repeat pregnancy can be
designed.

Long-acting contraceptives such as depot
medroxyprogesterone acetate or progesterone
implants during the first postpartum year have
been used with limited success. Girls who con-
tinue regular use are less likely to experience a
repeat birth; however, the rate at which these
girls stop using the long-acting contraceptives is
fairly high. Even though most adolescent girls
report their repeat pregnancy was unplanned,
research into their ambivalence about contra-
ception, and inconsistent use of contraception, is
needed to explain these inconsistencies (Thur-
man et al. 2007).

Prevention of rapid repeat pregnancies among
at risk adolescents will depend on early identi-
fication and treatment of the girl’s mental health
issues and traumatic experiences. This makes
screening and assessment for symptomology of
a mental health disorder and trauma essential.
Protocol is needed to quickly identify and treat
pregnant adolescents who present with unex-
plained injury, traumatic experiences, suicidal
ideation and suicidal attempts, and symptoms
related to a mental disorder. Such intervention
and treatment will improve the outcome of the
adolescent mother and her child. It will also help
reduce the number of rapid repeat adolescent
pregnancies.
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The Mental Health of Children
of Adolescent Mothers

This section covers the research on mental health
problems experienced by children of adolescent
mothers. The primary focus will be on the child’s
risk of developing a mental health problem during
his or her lifetime simply because the child was
born to an adolescent mother. There is a large and
credible body of knowledge that supports the
notion that children of adolescent mothers are
more at risk of behavioral problems and mental
health disorders during their lifetime than chil-
dren born to women 19 years old and older.

We know that parents influence the behavior
and emotional well-being of their children in
many ways. Primarily through dyadic contact,
parents shape the development of their child by
teaching, coaching, trying to manage their
child’s environment, particularly their child’s
social environment. We also know that failure in
any one of the areas that are essential for normal
growth and development can result in adverse
outcomes for the child (Dodge 1990). Conse-
quently for many, the explanation is fairly sim-
ple; children develop pathology as a result of
failures in parenting. Even though in political
circles, failed parenting is often a popular sca-
pegoat, there is substantial empirical research
and logic behind a model of child development
that includes factors and other major domains to
explain a child’s deviant behavior. Genetic pre-
disposition, environment, socialization, and the
interactional effects of all of these inherent fac-
tors have long been understood as influencing
the personality development and mental health
of each child (Rutter and Quinton 1984).

In the case of the children of adolescent
mothers, especially very young adolescent
mothers, all else being equal, the children are
still more often identified as antisocial (Jenkins
et al. 2006; Levine et al. 2001; Wakschlag et al.
2000) and these children are more likely to
experience depression in their lifetime (Hofferth
1987; Moore et al. 1997). Subsequent adjust-
ment disorders have also been found to last into
adulthood (Brooks-Gunn and Furstenberg 1986;
Furstenberg et al. 1987a, b).

The factors that are associated with this risk
can be organized into internal and external de-
terminates. Internal influences, such as genetic
makeup and a predisposition for developing a
mental health problem, affect child behavior and
development. External influences that are asso-
ciated with behavioral and mental health prob-
lems are largely the product of a deprived
environment; yet, an environment that can be
modified if the will exists. Unfortunately, it
takes substantial social capital; the commitment
of considerable social and mental health services
to insure a reasonably positive outcome for all at
risk children being damaged by inadequate care
and support.

What we do know is that, children of ado-
lescent mothers are more often low-birth-weight
deliveries and often premature. Sadly, they are
also at more risk of dying in the perinatal period
(i.e., five months before and one month after
birth) (Elfenbein and Felice 2003; Klein 2005).
Beers and Hollo (2009) go as far as declaring
that ‘All children born to adolescent mothers
including the healthy term infants are at risk for
future developmental and behavioral problems
even when controlling for other background
characteristics’ (p. 217). Without little to indi-
cate otherwise, physical and mental maturity of
the mother are crucial to the child’s future. In the
area of academics, these children do not fare as
well academically as children with adult moth-
ers. In one study, the children of adolescent
mothers as a group scored lower on a kinder-
garten readiness scale that measured cognitive
and social skills. Interestingly, the children of
mothers who were 17 years old or younger at
their child’s birth scored lower on kindergarten
readiness than children of mothers who were 18
and 19 years old at the time of the child’s birth.
Factors associated with a higher level of
maternal education and better living conditions
for the child explained much of the difference
(Luster et al. 2000).

In addition to having more academic prob-
lems and school adjustment problems, these
children are more likely to experience develop-
mental delay (Terry-Humen et al. 2005).
Behaviorally, these children are at greater risk
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for substance experimentation and use, and of
becoming sexually active at a young age (Klein
2005; Pogarsky et al. 2006). These behavioral
outcomes of children with adolescent mothers
are similar to outcomes of children who expe-
rience less sensitive and responsive parenting.
Sadly, because of a lack of maturity, depression,
and other mental health issues, this is a parenting
style that is often observed among struggling
adolescent mothers.

Depression by far has been shown to be the
most common mental health problem among
pregnant adolescent and adult mothers. Because
of the consequences of depression, the high
prevalence of adverse child outcomes and the
high burden associated with disability and poor
infant development, the treatment of perinatal
depression is considered a public health priority
(Rahman et al. 2008). In studies, conducted in
the United States and other countries, over 60 %
of pregnant women were reported to have
experienced clinical depression for some period
during their pregnancies (Pawlby et al. 2009).
Accordingly, research on the extent of depres-
sion among pregnant women (at least since the
1990s) has focused on the differential effect of
the mother’s depression on her child’s develop-
ment. Some of the crucial events and factors
associated with a mother’s depression that are
more likely to affect the mental health of her
child have been identified, that is the time during
the prenatal and postpartum period when the
depression occurred, the severity of a depressive
episode, and the chronic nature of the mother’s
depression (Abbott et al. 2004; Halligan et al.
2007). Intergenerational transmission of
depression and the child’s inherit tendency
toward depression must also be included among
those major forces involved in determining a
child’s outcome (Hammen and Brennan 2003).

Rate of Major Depression During
Pregnancy

Over the years, studies from different countries
(e.g., Australia, China, Honduras, India, Japan,
Malaysia, United States, and United Kingdom)

suggest that approximately 20 % of mothers can
be expected to experience a major depression.
Wulsin et al. (2010) reported that the rate of
major depression among rural mothers was
approximately 18 %, but they found 56 % of
mothers in rural Honduras had experienced mild
depression. Given the growing literature on
maternal depression in different countries from
around the world, it is likely that maternal
depression is a substantial problem that has
negative consequences on the health of both
mother and child.

In a longitudinal study from the United
Kingdom conducted to learn more about the
incident and effect of depression experienced
during pregnancy, Pawlby et al. (2009) recruited
and followed 127 pregnant women throughout
their pregnancy and conducted follow-up inter-
views with them over the next 16 years. The
women were chosen from two communities that
were demographically known to have a high
level of socioeconomic deprivation. These
communities were selected, because in commu-
nities where residents struggle with socioeco-
nomic deprivation, it has been observed by
numerous researchers that the residents also
struggle with higher rates of depression (Ostler
et al. 2001).

First, it is informative to look at the charac-
teristics and influences where no differences
existed between mothers who experience
depression and mothers who did not. Not sur-
prisingly, there were no significant differences
between the mothers identified as depressed
during pregnancy and mothers not identified as
depressed on such demographics as maternal
age, marital status during the pregnancy, social
class, level of education, and ethnicity or gender
of the child. While much of this homogeneity
among group characteristics can be attributed to
the small convenient sample used in this study,
the lack of difference on these characteristics
also speaks to the genetic nature of depression.

What they did find was that among these
women, 65 %, or 3 in every 5 women reported at
least one episode of depression during their
pregnancy and the 16 year timeframe that fol-
lowed the delivery. Moreover, the researchers
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found that the highest number of depressive
episodes for these mothers occurred during their
pregnancies. Of this group of mothers who
experienced depression during pregnancy, 90 %
reported at least one additional depressive epi-
sode during the 16-year follow-up. This is
important information for practitioners in the
field of mental health and service providers.

Another significant indicator of depression
during the pregnancy or during the 16-year fol-
low-up was a reported visit to a general medical
practitioner because of a mental health problem.
Among this group of mothers who reported
being depressed during the 16-year long study,
over 50 % had visited a general practitioner
complaining of a mental health problem before
becoming pregnant. In sum, based on this and
similar studies, 90 % of women who present as
depressed during their pregnancy are likely to
experience another depressive episode before
their child reaches the age of 16.

What is abundantly clear, from the research
since the 1990s, is that a large and significant
group of women, adolescent girls, and preteen
girls experience depression that reaches clinical
significance at some point during their preg-
nancy. It is also realistic to expect that these
pregnant women and girls who become depres-
sed will be offered treatment for their depression
as part of their prenatal care. Identification and
treatment for depression during pregnancy or
during the postnatal period is feasible given the
expected contact mothers have with health care
professionals during the prenatal and postnatal
timeframe. Support and treatment of the
mother’s depression can make all the difference
in the world to the child and the mother.

Rate of Diagnosed Depression
among Children of Depressed Mothers

Research over the years has left little doubt
about there being an intergenerational predis-
position for depression. This is not to say that
people cannot be depressed if there is not
depression in their family; nor is it saying that a
person will be depressed if depression does run

in their family. Clinicians working in the mental
health field see this type of depression as inter-
generational. When working with a depressed
patient, it is not uncommon to interface with a
depressed father, mother, sibling, or child.

Kraepelin (1921) was the first to write about
children raised by depressed parents and to
declare that the children of depressed parents
were at risk of developing depression or other
pathology during their lifetime. Rutter (1966)
was the first to observe the intergenerational
transmission of depression, which has been
confirmed in a number of subsequent studies.
Schizophrenia had been recognized as having a
genetic link since the 1970s (Garmezy 1974a, b).
The genetic link and predisposition for depres-
sion was well established by the 1990s (Rutter
and Quinton 1984; Trad 1986).

The estimates for the strength of this genetic
predisposition vary, but based on the accumu-
lative evidence, it is reasonable to assume that
the children of depressed parents are 2–3 times
more likely to be diagnosed with a maladaptive
or depressive disorder in their lifetime than
children who were not exposed to parental
depression (Beardslee et al. 1983; Weissman
et al. 2006).

Infants of depressed mothers have been
shown to be fussier, score lower on mental and
motor development, and develop less secure
attachments to their mother than infants of
non-depressed mothers (Hipwell et al. 2000).
Toddlers of depressed mothers tend to react
more negatively to stress and are slower in the
development of self-regulation behaviors.
School-age children from this group have more
school problems, particularly behavioral prob-
lems, are less socially competent and have a
negative or poorer concept of self, than children
whose mothers were not depressed (Field et al.
2005; Cummings and Davies 1994; Gotlib and
Goodman 1999; Gotlib and Lee 1996; Riley
et al. 2009).

Going back as far as the 1980s, children of
depressed mothers have been identified as being
at risk for developing a depressive disorder
(Boyd and Weisman 1981), aggressive behavior
(Weisman et al. 1984), anxiety (Weisman et al.
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1984), somatic symptoms (Whiffen and Gotlib
1989), attention deficit disorder (Weissman et al.
1984), insecure attachments (Hipwell et al. 2000),
and emotional dysregulation (Field et al. 1985).
To modulate the consequences for these children
early detection, treatment, and psychosocial sup-
port are essential.

In their longitudinal study, Pawlby and her
associates also tested for differences between
children of the depressed mothers and children
of the non-depressed mothers that they were
studying. Children exposed to maternal depres-
sion during pregnancy or in the 16 years that
followed the pregnancy were significantly more
likely to be diagnosed with a depressive disorder
at the age of 16. In this UK sample of children,
20 % or 1 in 5 of these children were diagnosed
with a depressive disorder (dysthymia or some
other depressive disorders) when they were
psychiatrically evaluated at the age of 16. The
diagnosis of depression was based on the DSM-
IV criteria that the depression had been signifi-
cant for at least three months preceding the
diagnosis. Given the stringent nature of the
definition of depression, this criterion excludes
any experiences or problems these children may
have had with depression before being diag-
nosed at age 16. The researchers diagnosed 127
children who were the offspring of the mothers
in the study sample. In this group, 18 (14.2 %)
of the children were diagnosed with a depressive
disorder. Of these 18 depressed offspring, over
three times as many girls (14) as boys (4) were
diagnosed with a depressive disorder when
evaluated at age 16. This difference in the inci-
dent of depression by gender is not out of line
with estimates, for the most part, because boys
are most often diagnosed with a conduct disor-
der rather than depression. Clinically, agitated
depression would be a more accurate diagnosis
for many boys who are acting out their fears and
frustrations associated with their experience
with depression. The strength of intergenera-
tional depression was present, in that all of the
children diagnosed with a depressive disorder
had been born to mothers who were themselves
diagnosed with a depressive disorder. Finally, as
a way of emphasizing the serious nature of the

depression faced by these children, 6 of the 18
adolescents diagnosed as depressed had also
planned to commit suicide or had made a suicide
attempt.

Maternal Depression and Infant Risk
for Illness and Impaired Developing

Most of the initial research on the rate of
depression among pregnant women and the
effect on their offspring were conducted in the
United States. Since the 1980s, however, similar
investigations into the rate of depression and the
effect of maternal depression on her child has
been replicated and expanded by researchers in
other countries both developed and in develop-
ing countries, especially in countries where
depression and other psychiatric disorders are
seen as treatable and the wherewithal is avail-
able to treat them (Swami et al. 2010).

One research finding that cuts across all
studies and countries and is not a surprise is that
providing adequate infant care and attention is
an extremely demanding task for any mother.
Caring for an infant is even more stressful and
demanding than caring for a toddler or young
child. If the mother is in poor physical or mental
health, this poor health will impact in an adverse
way the child’s health, nutrition, and emotional
well-being. As discussed previously, the asso-
ciation between poor mental health and the
mother’s reduced capacity to care for her child is
well established for mothers and children living
in developed and industrialized countries.

Not as well studied is the incidence of mental
illness among mothers in developing countries.
What research is available has empirically linked
poverty in poor and developing countries with a
high prevalence of mental illness (Lund et al.
2010). In rural Pakistan, for instance, one study
found among that 25 % of men and 66 % of
women reported depression and anxiety reached
clinical significant (Mumford et al. 1997). This is
comparable to findings from a study from Japan.
Ishikawa et al. (2011) reported that 32.0 % of the
Japanese women they studied experienced clin-
ically significant depression during pregnancy. In
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fact, 21.6 % of the women were found to have
experienced serious depression at least one day
during the five-day period following delivery. In
another study, children from a Brazilian slum
whose mothers presented with poor mental
health were found to be malnourished signifi-
cantly more often than others who were not
struggling with mental health issues (De Miranda
et al. 1996). By the mid-1990s, research was also
showing higher rates of HIV/AIDS among
mothers with mental health disorders in devel-
oping countries (Patel and Kleinman 2003).

It seems reasonable to assume that being a
mother of an infant under the best of circum-
stances can still be stressful at times. Added to
the stress of being a new mother is the stress of
being a parenting adolescent with few psycho-
social and economic resources. Another impor-
tant stressor can be a lack of available child care
services. Another important stressor can be a
lack of available child care services. Under these
circumstances, it would not be a surprise to find
that their children were given less than optimal
maternal care. This is a serious problem, but for
infants in many developing countries, the
mother’s care is the difference between living
and dying. As Rahman et al. (2002) pointed out,
in some developing countries, the level of
maternal care is more important than it is in
developed and industrialized countries. In
developing countries, he observed, the environ-
ment is often harsh, there is overcrowding,
inadequate sanitation, and food insecurity. In
these situations, maternal care is often the dif-
ference between infants who survive and infants
who perish.

The perinatal period is likely to be the time
when infants in developing countries are likely to
be at the greatest risk. Of course, the perinatal
period is a time when infants need the most care in
both developed and developing countries. Con-
sequently, we would expect and the research
seems to support a conclusion that infants of
mothers, particularly adolescent mothers, who are
in poor mental health in developing countries with
limited resources to support the perinatal period,
would have infants with higher rates of physical
illnesses, stunted growth, and infant mortality.

Adolescent girls and adult women with a
mental health disorder are as likely to bear chil-
dren as females without a mental health disorder
in the general population. Nonetheless, the burden
of carrying a child to term and providing adequate
care for the infant during the perinatal period, as
the research confirms, is particularly more diffi-
cult for mothers with a mental health disorder,
especially when the mother is also an adolescent.
The mental health disorder and the mother’s
youth, however, while creating a situation where
the mother and child will need supplemental ser-
vices and support, is not as predictive of an
adverse outcome as the failure or inability of the
mother child dyad to obtain the necessary services
and supports Meintjes et al. (2010).

Numerous reasons may exist for supporting or
not supporting adolescent mothers with a mental
health problem who are carrying or parenting a
child. From a mental health perspective, however,
there is abundant evidence that adult and adoles-
cent mothers with mental disorders can and do
provide a nurturing environment for their chil-
d(ren). Given appropriate rehabilitation assis-
tance and interventions that address parenting as a
rehabilitation goal have been successfully used
for years. Assisting mothers to modify their
environments and social context has improved
parenting. Finally, helping adolescent and first-
time mothers develop knowledge of child devel-
opment and individual parenting skills has been
shown to be effective in both developed and in
developing countries (Rahman et al. 2008).

Discussion

As is apparent from this review, risk factors that
affect the physical and emotional development of
adolescent mothers and their children are widely
reported in research studies. Although the
endogenous and physiological risk factors rela-
ted to mental health problems are fairly clear; for
the most part adverse outcomes observed among
pregnant adolescents are related to the degree to
which resources are available to and utilized by
young mothers. This includes circumstances
where the adolescent may not be able to take full
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advantage of available sexual and reproductive
services due to her age or judgmental provider;
or, because of a mental health disorder, she may
be struggling with at the time.

Researchers have produced an overabundance
of studies showing that obvious risk factors in
terms of the baby’s development are correlated
with the mother’s age. The influence of age is
based on the effect of age on adolescent maturity.
The mother’s level of maturity is important in
terms of the effect of the mother’s maturity on
her child’s psychological development. The
conclusion is that the older the adolescent, when
she gives birth, the better her child’s cognitive
and psychosocial development. What we also
know is that when resources are available to meet
the mother and child’s needs, outcomes are not
significantly different for children of younger and
older adolescent mothers.

The positive side of the findings from these
studies is that material differences are creating
situations and circumstances that can be modi-
fied and changed to reduce the risk to adolescent
mothers and their children are exposed to. This
is especially true for adolescent girls who have
mental health issues that are activated or com-
plicated by pregnancy.

Poverty is the most widespread of the harmful
environment for pregnant adolescents. It even
exists in the many developed countries where
there is a thriving middle and upper class. Human
beings have basic needs that must be provided if a
child is going to develop normally. Anything less
must be defined as poverty. When adolescent girls
grow up in poverty, in a community with little or
no social capital, the girl’s socioeconomic status
puts her at increased risk of developing mental
health problems and of experiencing an adoles-
cent pregnancy (Geronimus 2004).

Based on the research that has accumulated
from around the world, since the 1970s, it is
clear that untreated maternal mental illness
results in an unacceptable global burden. A cost
so great at the individual level that this global
burden demands the provision of mental health
care as an integrated part of prenatal and post-
natal care for both adult and adolescent mothers
and their children.
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