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ABSTRACT

According to several studies, there have been improvements in adolescent sexual behaviour;
declining adolescent pregnancies, fewer adolescents having more than one sexual partner, and an
increasing numbers of adolescents using contraceptives. Notwithstanding these improvements,
there are concerns regarding adolescents’ sexual health including adolescents’ limited knowledge
of sexual health issues, high rates of sexually transmitted infections and the need to eliminate
barriers to adolescent sexual health services. The purpose of this study was to explore
adolescents’ perceptions of the facilitators and barriers to the promotion of healthy sexuality of
adolescents living in PEI.

A qualitative descriptive design guided by CST and a socio-ecological framework was used to
explore participants’ perceptions. Six female high school students, 16-18 years of age,
participated in a face-to-face semi-structured interview followed by a second face-to-face follow
up interview. Seven themes emerged from the data that was analyzed through thematic analysis:
The Illusion of Accessible Resources; Risky Behaviours; Peer Pressure Alive and Well in High
School; Cyberbullying; Parental Influence on Adolescent Decision Making, Inefficient and
Underutilized School Health Resources; and Inefficient and Underutilized Community Health
Resources. While it is evident that some promotion of healthy sexuality of adolescents is
occurring in PEI, more investigation and development is needed to better support adolescents
with comprehensive school services including guidance and education. The results of this study

can be used to guide this future development.
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Chapter One: Introduction

Adolescence is a critical time in an individual’s development occurring between childhood
and adulthood. It is a transitional period associated with profound biological, social, and
psychological changes and is often accompanied by growth and exploration. It also represents a
time of opportunity whereby education and development of skills towards the security of a
healthy sexuality is optimal. Adolescence is also a time when young people are becoming
increasingly aware of their sexuality and begin to explore it (both positively and negatively
(Benda & Corwyn, 1998; De Graff, Vanwesenbeeck, Woertman, & Meeus, 2011; Galambos &
Tilton-Weaver, 1998).

A number of Canadian adolescents are becoming sexually active (engaging in vaginal
intercourse and oral sex) at a relatively young age. Since the beginning of the 1980s there has
been a rise in the proportion of those reporting engaging in sexual intercourse by age 15
(Maticka-Tyndale, Barrett, & MacKay, 2000). A national survey conducted by the Canadian
Association for Adolescent Health (CAAH) (2006) reported that 27% of adolescents between the
ages of 14-17 are sexually active with 20% being sexually active at age 15 and 45% at age 17.
Engaging in early sexual activity can have serious implications. The earlier adolescents begin to
have sex, the longer they are exposed to the risks of unwanted pregnancy and sexually
transmitted infections (STIs), specifically chlamydia and gonorrhea (Rotermann, 2008).

In the past 20 years of nursing practice, I spent a great deal of time trying to understand why
adolescents continue to be faced with unwanted pregnancies and have the highest rates of STIs. I
am equally interested in understanding the role our society plays if any, in preventing these
outcomes. Over time, other questions have emerged as well which include: What are the

facilitators and barriers that promote healthy adolescent sexuality? What support and guidance



are available to promote healthy sexuality among adolescent populations and who is providing
this support and guidance? Who decides which resources should be available? What factors,
beyond the control of adolescents, contribute to unwanted pregnancies and STI acquisition and
tramsmission.

According to the Canadian Guidelines for Sexual Health Education, sexual health is a major
component of personal health whereby the goals of sexual health education programs are “to
help people achieve positive outcomes (e.g., self-esteem, respect for self and others, non-
exploitive sexual relations, rewarding human relationships, informed reproductive choices); and
to avoid negative outcomes (e.g., STI/Human Immunodeficiency Virus (HIV), sexual coercion,
unintended pregnancy)” (Public Health Agency of Canada (PHAC), 2008, p.8). Additionally,
sexual health education, being concerned with the well-being of individuals, is

a broadly based, community-supported process that requires the full participation of the
educational, medical, public health, social welfare, and legal institutions in our society.
It involves an individual’s personal, family, religious, social, and cultural values in
understanding and making decisions about sexual behaviour and implementing those
decisions (PHAC, p. 5).
It also involves a combination of learning experiences including “access to age-appropriate
information, motivational supports, and opportunities to develop the skills needed for individual
sexual adjustment and for satisfying interpersonal relationships” (Health Canada, 2003, p.6).

For the purpose of this study, I was interested in better understanding the promotion of
healthy sexuality of adolescents. I was specifically interested in understanding the perceptions of
adolescents, regarding the facilitators and barriers towards the promotion of healthy sexuality. To

address this issue I collected data that was more reflective of adolescents’ perspectives in general



than about the participants themselves.
Personal Context in the Research

I first became interested in the promotion of healthy sexuality of adolescents, early in my
career, when I was employed (i.e. from 1991-1995) as an outpost nurse in a First Nations
community in Northern Manitoba. I experienced many adolescents who were seeking health care
due to STI follow up, prenatal care or health care for their child(ren). I was overwhelmed with
the large numbers of adolescents whom I worked with in this capacity. This overwhelming
number was reflected in 1995 statistics which revealed that First Nations adolescent pregnancy
rates were up to 4 times higher than the national rates (45.4 per 1000 adolescent females). The
rate for adolescent females under the age of 15 was especially high, particularly on reserves at
this time, with rates 18 times higher than in the general population (Wadhera & Millar, 1997).

As I continued to live and work in First Nations communities, I quickly began to wonder
about the factors that were beyond the control of these adolescents and the role these factors
played with respect to them becoming pregnant or contracting STIs. These young people lived in
communities with limited opportunities for employment; high rates of family dependence on
social assistance; limited opportunities for extracurricular activities; limited opportunities for
education beyond grade nine; high rates of physical and sexual abuse; high rates of drug and
alcohol abuse; and, overcrowded housing with no running water. The context of this
environment seemed incredulous in a country like Canada, in which we pride ourselves as a
developed nation.

As I considered the environment in which these adolescents lived, I also began to question the
“choice” that these adolescents had with respect to their sexual activity. This questioning

increased as I considered comments made by many of them. “I’m supposed to do it if he wants



it.” Everyone wants sex”. “I don’t even like sex.” My friends are all doing it.” “I saved myself
for my boyfriend...we lost our virginity together... I was 12, he was 13.” “He won’t let me
protect myself.” “He wanted me to get pregnant... it looks good on him... he’s 17 and has 3
kids.” “I got to live at his house because I had a kid.” Although some of the adolescent females
indicated that they wanted to become pregnant as adolescent pregnancy is culturally acceptable
and sometimes encouraged in First Nations communities.

When I left Northern Manitoba, since I was raised in a protective middle class Caucasian
family, I naively believed that what I experienced was an “Up North” problem. I quickly became
aware that this was not just an “ Up North” issue when I worked as a Clinical Nursing Instructor
in the Charlottetown Public Health Office where I teach community health nursing to second,
third, and fourth year Bachelor of Science in Nursing (BScN) students from the University of
Prince Edward Island (UPEI) (1997-present). The students and I work with many adolescents
who are seeking STI follow up, prenatal care for themselves or health care for their child(ren).
Background to Study

Upon reflection of what I have experienced in Northern Manitoba and what I am continuing
to experience within my clinical practice, I am repeatedly drawn to wondering about the
theoretical context of health promotion in our current health care system and how it relates to the
promotion of healthy sexuality of adolescents. According to the Canada Health Act (1984),
Canadians are entitled to services that are “medically necessary for the purpose of maintaining
health, preventing disease or treating injury and disability” (Yeo, Moorhouse & Donner, 1996, p.
215). Through this Act, one can assume that the health of Canadians is protected by virtue of
providing a quality health care system that is governed by the principles of comprehensiveness,

universality, accessibility, portability and public administration. However, it is becoming



abundantly clear that the Canada Health Act has a focus on health care services within the health
care system rather than the health promotion and a population health approach (Glass & Hicks,
2000). Such a focus has resulted in the development of an elaborate and expensive health care
system with little evidence that it has impacted the health status of Canadians (Evans & Stoddart,
1994; Glass & Hicks, 2000). Nationally, this is increasingly becoming an issue with respect to
the challenge of creating and maintaining a long-term sustainable health care system that
improves the health status of a population.

Social determinants of health. Many national and international documents have
acknowledged that a health care system needs to change its focus from one that mainly provides
health care services to one that examines the health of a given population. According to these
reports, it is necessary that the factors that contribute to the health of the population be identified.
Some of these landmark documents include: 4 New Perspective on the Health of Canadians
(Lalonde, 1974); Achieving Health for All: A Framework for Health Promotion (Epp, 1986);
and, Ottawa Charter for Health Promotion (World Health Organization(WHO), Health &
Welfare Canada, Canadian Public Health Association (CPHA), 1986). These seminal papers
have increased national and international awareness of and attention to the underlying conditions
within a society that determine health, factors commonly referred to as the social determinants of
health.

Historical development of health promotion. These social determinants of health have
emerged to be significant to the promotion of health. According to Labonte (1993), there have
been three major approaches to health promotion in the twentieth century: biomedical,
behavioural, and socio-ecological. Labonte considers that all three of these approaches are

relevant and applicable to health care professionals, depending on the situation and the purpose



at the time. In the eighteenth and nineteenth centuries, the biomedical approach was prominent in
providing health through a lens that focused on decreasing physiological risk factors as a means
of preventing disease and/or disability. Examples of such risk factors include hypertension,
hypercholesterolemia, lack of immunity, etc. This approach, that considers health to be an
absence of disease, remains a dominant model today with such strategies as screening for risk
factors, and immunization programs (Cohen, 2008).

In the 1970s, a second approach emerged to enhance the health of a population, the
behavioural approach. This model was first addressed in the Lalonde Report (1974), and
acknowledged that the escalating costs of an elaborate health care system was having little effect
on the status of health of the population. A focus of this report was to identify a “new
perspective” that advocated for more time to be spent on the promotion of health as opposed to
increasing services for the sick. This approach was particularly significant at this time, as
morbidity and premature mortality were increasing with respect to chronic diseases and injuries
despite the increasing trend of providing more services to the sick (Cohen, 2008). The Lalonde
Report defined the concept of health as that of: “freedom from disease and disability” and also
acknowledged the importance of promoting “a state of well-being sufficient to perform at
adequate levels of physical, mental, and social activity” (p. 8). The report challenged the
prevailing view that the provision of health services was the main aspect of health care.
Furthermore, it acknowledged that health service should include a focus, not only on its
organization and accessibility, but also on human biology, the environment, and lifestyle.
However, lifestyle emerged as an integral focus of the Lalonde Report because “a large
proportion of the premature mortality and morbidity occurring among the population at the time

appeared to be due to individual behaviours or lifestyles that could be modified” (Cohen, 2008,



p. 95). Strategies were as such, developed to encourage the development of individual
behaviours and lifestyles that promote health. Such a perspective evolved as the behavioural
approach towards the promotion of health of a population. This approach, focused on changing
individuals’ behaviours to prevent disease and disability, continues to be popular, especially
within health educational programs (Cohen).

The third approach that has emerged to enhance the health of a population is the socio-
ecological approach. This approach emerged in the 1980s and identified that the promotion of
health is beyond, yet inclusive of, both the biomedical and the behavioural approaches. This
socio-ecological approach advocates that social change is the most important factor towards the
promotion of health of a population. This new approach recognizes that social and ecological
circumstances affect individuals’ options and therefore can negatively impact their health. Two
important reports that have directly impacted the development of this approach are the Achieving
Health for All: A Framework for Health Promotion (Epp, 1986) and the Ottawa Charter for
Health Promotion (WHO, Health and Welfare Canada, & CPHA, 1986).

The Achieving Health for All (Epp, 1986) document emphasized that the promotion of health
move beyond the behavioural approach to the promotion of health of a population, for which
both individuals and society are responsible. This is a particularly important observation as one
considers the increasing relevance of the social determinants of health. This report further
identified three challenges to the promotion of the health of a population: the need to decrease
inequities among people and populations; the need to increase the focus on prevention; and, the
need to increase peoples’ abilities to cope. As a result of these challenges, three strategies were
also developed to promote health. These strategies included fostering public participation,

strengthening community health services, and coordinating healthy public policy.



The Achieving Health For All framework was presented at the First International Health
Conference in Ottawa in 1986. This was quite significant as it directly influenced the actual
development of the Ottawa Charter for Health Promotion (WHO, Health and Welfare Canada,
CPHA, 1986), another document that has influenced the evolution of the promotion of health of
a population. It defines health promotion as “the process of enabling people to increase control
over, and improve their health” (WHO, Health and Welfare Canada, & CPHA, 1986, p. 5). This
Charter further emphasized the need for equity in health and ensured that certain prerequisites
for health such as peace, shelter, education, food, income, a stable ecosystem, sustainable
resources, social justice, and equity were available. It identified five strategies with which to
promote health: (a) strengthening community action; (b) building healthy public policy; (c)
creating supportive environments; (d) developing personal skills; and, (e) reorienting health
services. It also highlighted the concept of empowerment as being integral to the promotion of
health whereby empowerment refers to “an active, process that involves people discovering and
using their own strengths so they can move towards more individual and community control,
political effectiveness, improved community life, and social justice” (Community Health Nurses
Association of Canada (CHNAC), 2008, p.11). Such an approach to health promotion fosters the
development of a sense of control and self-efficacy and moves beyond the medical and
behavioural approaches of health promotion towards a health promotional approach that
acknowledges the determinants of health (Cohen, 2008).

Population health. Population health is an approach to health that addresses the social
determinants of health. Specifically, it “refers to the health of a population as measured by health
status indicators and as influenced by social, economic and physical environments, personal

health practices, individual capacity and coping skills, human biology, early childhood



development, and health services” (Strategic Policy Directorate of Population and Public Health
Branch of Health Canada, 2001, p.2). The goals of a population health approach are “to maintain
and improve the health status of the entire population and to reduce inequities in health status
between population groups” (Strategic Policy Directorate of Population and Public Health
Branch of Health Canada, p. 2). A health care system that addresses these social determinants of
health “examines the way in which these factors interact to influence the health of individuals,
families, communities, and society” (Federal, Provincial, Territorial Advisory Committee on
Population Health, 2000, p.6). Implicit within this approach to health promotion, one moves
away from “blaming the victim” to recognizing that factors beyond the victim play an integral
role in contributing to his/her health. It moves away from the lifestyle approach whereby “ill
health is the result of personal failure” (McLeroy, Bibeau, Steckler, & Glanz, 1988, p. 351) and
acknowledges that not all people are provided with the same opportunities that are known to
promote health. The benefits of a population approach extend beyond improving the health status
of a population. This approach also contributes to the “overall societal development which
requires less support in the form of health care and social benefits, and is better able to support
and sustain itself over the long term” (Strategic Policy Directorate of Population and Public
Health Branch of Health Canada, p. 2).

Historical development of the social determinants of health. In the1970s and 1980s Canada
was among the leading countries in the world with respect to health promotion and focusing on
the social determinants of health. During the 1990s, Federal and Provincial governments
continued to devote attention to the social determinants of health. Some of the more prominent
publications included: Strategies for Population Health: Investing in the Health of Canadians

(Federal, Provincial and Territorial Advisory Committee on Population Health, 1994); Taking



Action on Population Health: A Position Paper for Health Promotions and Program Branch
(Health Canada, 1998); and, Toward a Healthy Future: Second Report on the Health of
Canadians (Federal, Provincial and Territorial Advisory Committee on Population Health,
1999). Over the past decade however, Canadian public dialogue has been dominated by concerns
about the escalating costs and delivery of health care, taking the focus away from the importance
of addressing the social determinants of health (Glouberman & Millar, 2003).

Recently, Canada has become more involved in addressing health disparities and the social
determinants of health. In, 2002, the Romanow Report emphasized the importance of addressing
the social determinants of health to reduce inequalities and therefore improve health. The PHAC
has created two collaborating centres that are focused on the reduction of health disparities: the
National Collaborating Centre for Aboriginal Health and the National Collaborating Centre for
the Social Determinants of Health (Health Disparities Task Group of the Federal, Provincial and
Territorial Advisory Committee on Population Health and Health Security, 2005). Two position
papers have also been presented by the Health Disparities Task Group of the Federal, Provincial
and Territorial Advisory Committee on Population Health and Health Security in 2005: Reducing
Health Disparities-Roles of the Health Sector: Recommended Policy Directions and Activities
and Reducing Health Disparities-Roles of the Health Sector: Discussion Paper. These
developments in Canada are consistent with the WHO’s Commission on Social Determinants of
Health’s Discussion (2005) paper Towards a Conceptual Framework for Analysis and Action on
the Social Determinants of Health, which was developed to help give direction to countries when
addressing the social determinants of health. Understanding and recognizing the importance of
the social determinants of health is essential to the development of a sustainable health care

system that improves the status of health of a population.
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Upon review of this discussion regarding the current context of health promotion and the
evolving emergence of the importance of the social determinants of health and population health,
it becomes clear that it is essential for this study to use a broad framework such as the socio-
ecological framework as advocated by McLeroy et al. (1988). Using a socio-ecological
framework for addressing the promotion of healthy sexuality of adolescents is increasingly being
recognized by a number of researchers (Edwards, Mill, & Kothari, 2004; Frolich, Potvin,
Chabot, & Corin, 2002; Langille, Corbett, Wilson, & Schelievert, 2010; Marston & King, 2006;
Pavis, Cunningham-Burleu, & Amos, 1998; Shoveller, & Johnson, 2006; Shoveller, Johnson,
Langille, & Mitchell, 2004; Shoveller, Johnson, Savoy, & Pietersma, 2006).

According to McLeroy et al. (1988), a socio-ecological approach to health promotion is one
that “focuses attention on both individual and environmental factors as targets for health
promotion interventions” (p. 351). It addresses “health promotion from a multi-component
approach in which interventions are directed at changing the intrapersonal, interpersonal,
organizational, community, and public policy factors which support and maintain unhealthy
behaviours” (McLeroy et al., p. 351). Specifically, it addresses the social determinants of health
at multiple levels: (a) the intrapersonal factors look at the characteristics of the individual; (b) the
interpersonal factors look at the formal and informal relationships; (c) the organizational factors
look at the social institutions with organizational characteristics; (d) the community factors look
at the relationships among institutions and organizations; and, (e) the public policy level looks at
the local, provincial, and national policies and laws. According to Edwards, Mill and Kothari
(2004), using a socio-ecological model provides a foundation for “multiple intervention
programs that are characterized by the use of multiple strategies targeted at multiple levels of the

socio-ecological system and delivered to multiple target audiences” (p. 41). Nested within these
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multiple interventions are the social determinants of health which can be considered not only as
layers but also as interacting factors that ultimately affect the health of individuals, groups and
communities.

Using a socio-ecological framework to carry out this study enabled me to broaden the lens
with which to better understand “adolescents perceptions of the facilitators and barriers of the
promotion of healthy sexuality of adolescents in Prince Edward Island (PEI). According to
Langille et al. (2010), there are varying characteristics of individuals and communities that can
predispose adolescents to sexual risk taking behaviours that can lead to adolescent pregnancy
and STIs. They, therefore, advocate for research to be carried out, in definable populations, that
is focused on identifying the specific risk and protective factors of these sexual risk taking
behaviours. In their study in Yarmouth, Nova Scotia in 2010 it was revealed that there was a
strong association between the factors of the socio-ecological framework (intrapersonal,
socioeconomic and community related factors) to the sexual activity of adolescents. The results
of the study identified that the students with low educational aspirations, minimal affiliation with
religious services, not living with both biological parents, having close friends in higher grades
or not in school were more likely to have reported being sexually active and/or engaging in
sexual activity before age 15. This is of particular importance as it demonstrates that the social
determinants of health can place adolescents in vulnerable positions that place them at risk for
adolescent pregnancy and contracting STIs.

Other studies have identified predictors of early sexual intercourse such as minimal interest in
school, poor school performance, lack of parental support, history of sexual and physical abuse,
and early pubertal development (Jaskiewicz & McAnarney, 1994; Kirby, 2001; Kirby, 2007). It

has also been documented that adolescent pregnancies (Chen et al., 2007; Kearney & Levine
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2007; Kirby, 2001; Kirby, 2007a; Luong, 2008) and STIs (Chacko, Wiemann, & Smith, 2004;
Hardwick & Patychuk, 1999) are more prevalent among disadvantaged teens.

However, although the majority of adolescent pregnancies are unintended, there are some
adolescents, who are choosing to become adolescent mothers. For example, in some populations,
adolescent pregnancies are culturally acceptable as can be seen in First Nations communities.
Others are choosing to become pregnant due to the impact of the recent trend of media
glamorizing adolescent pregnancies with respect to reality shows involving “teen moms” and
adolescent actors becoming pregnant.

Adolescent Pregnancy

Adolescent pregnancy is a significant issue. In Canada, in 2005, the adolescent pregnancy rate
(includes all live births, therapeutic abortions, miscarriages and stillbirths) was 29.2 pregnancies
for every 1000 women aged 15-19. The rate is higher in women 18-19 years of age than those
15-17 (49.0 versus 15.8 per 1000). Pregnancy rates also vary within Canada; rates tend to be
higher in Northern Canada and the Prairie provinces than in other regions. In 2005, the Nunavut
rate was 145.6 pregnancies per 1000 adolescents aged 15-19 years of age and in the Northwest
Territories, Saskatchewan and Manitoba rates were 72.0, 43.6 and 42.8 per 1000 adolescents
aged 15-19, respectively. In Prince Edward Island, where this study was carried out, the
adolescent pregnancy rate was 19.3 per 1000 adolescents aged 15-19. Over time, the Canadian
adolescent pregnancy rate has fluctuated but the overall trend in recent years has been a decline
with the number of pregnancies per 1,000 women aged 15-19 decreasing from 45.6 in 1996 to
29.2 in 2005 (Statistics Canada, 2008a).

Despite this overall decrease in adolescent pregnancies, Canada’s adolescent pregnancy rate

is considered to be moderate to high in comparison to other developed nations. For example,

13



some countries like Belgium, Germany, the Netherlands and Slovenia have very low pregnancy
rates (all births and abortions); less than 20 per 1000 for adolescents aged 15-19. Higher
pregnancy rates are reported for other countries such as United States, Belarus and Bulgaria; 70-
99 pregnancies per 1000 adolescents aged 15-19 years of age (Singh & Darroch, 2000). In a
recent article comparing Canada to Sweden, United States, and England/Wales, Canada had the
lowest adolescent pregnancy rates (all births and abortions) for adolescents, aged 15-19 per
1000, in 2006, being 27.9 compared to 31.4, 60.3 and 61.3 respectively (McKay & Barrett,
2010). However, this rate is high compared to the 2006 Netherlands abortion/birth rate of 14.1
for adolescents aged 15-19 per 1000 (Van Lee, Van der Vlucht, Wijsen, & Cadee, 2009).
Although there is variation in adolescent pregnancy rates, both nationally and
internationally, pregnancy during adolescence is a significant social concern. It has tremendous
implications for adolescents, their children, and society in general. Research supports that a large
proportion of adolescent mothers are more likely to live in poverty (Baydar & Grady, 1993;
Brown & Eisenberg, 1995; Bushnik & Garner, 2008; Health Canada, 1999; Luong, 2008; Singh
& Darroch, 2000). Furthermore, research has revealed that adolescent motherhood may result in
decreased opportunities for education and employment as well as having an increased risk of
remaining single compared to adult mothers; all of which further increases their risk for lifelong
poverty (Luong; Bushnik & Garner). However, according to Luong, increasing education above
a post secondary level can counter the effects of adolescent motherhood. Nevertheless, poverty
coupled with the added responsibility of premature parenting and meeting the needs of an infant
or young child, can be very stressful for an adolescent who has not had time to deal with her own
developmental issues (Baydar & Grady, 1993). This stress can be further exacerbated when

adolescents become socially isolated from their family of origin, peers, and father of their child
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(Holden, Nelson, Velasquez, & Ritchie, 2003). It is also well documented that many of these
adolescent mothers are at an increased risk of becoming pregnant again. For example,
approximately 25% of adolescent births are not first births (Kirby, 2001; Jaskiewicz &
McAnarney, 1994; Kearney & Levine, 2007).

Besides the socioeconomic implications for adolescent mothers, adolescent pregnancy poses
serious health risks for these mothers. Some obstetrical risks include pregnancy induced
hypertension, anemia, poor weight gain and prolonged difficult labor (Paranjothy, Broughton,
Adappa, & Fone, 2009; Stevens-Simon & White, 1991). Many adolescents elect to have a
therapeutic abortion which increases their risks of hemorrhage, infection, cervical injury and
uterine perforation (Brown & Eisenberg, 1995). In Canada, in 2005, 15.3 per 1000 adolescents
aged 15-19 had abortions, just over 50% of the overall pregnancies of this age group (29.2). This
rate reflects a trend that has been in decline; in 1996 the abortion rate was 22.1 per1000
adolescents (Statistics Canada, 2008b). Adolescents who choose an abortion are four times
higher to choose another abortion with a subsequent pregnancy than those who are pregnant for
the first time (Millar, Wadhera, & Henshaw, 1997). Abortions during adolescence are also
associated with emotional hazards which can be quite detrimental to the adolescent immediately
after and many years after the procedure (Franz & Reardon, 1992; Gold, 1990; Strahan, 2000).

Adolescent pregnancy not only has an impact on the lives of adolescent mothers, it also has
an impact on the lives of adolescent fathers. Some adolescent fathers attempt to stay involved in
the lives of their children (Gavin et al., 2002) while others do not (Gavin et al.; Rhein et al.,
1997). According to Brein and Willis (1997), eight out of ten adolescent fathers do not marry the
adolescent mothers. Adolescent fathers who do provide support are affected in ways that are

similar to adolescent mothers in that they are more likely to have decreased opportunities for
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education and employment thereby increasing their risk for limited financial resources and
decreased income potential (Brein & Willis, 1997; Hardy & Duggan, 1988; Hoffman, 2006).

Adolescent pregnancy also has implications for the child. Infants of adolescent mothers are at
higher risk for low birth weight, mortality, illness, and injury (Chen et al., 2007; PHAC, 2008).
Children of adolescent mothers are at risk for cognitive development issues (Chen et al., 2007;
Miller, Benson, & Galbraith, 2001; Whitman, Borkowski, Schellenbach, & Nath, 1997),
maltreatment (Flanagan, Coll, Andreozzi, & Riggs, 1995; Goerge & Harden, 2008) and are also
more apt to drop out of high school than are children of adult mothers (Cameron & Hickman,
1993; Hoffman & Scher, 2008). Sons of young adolescent mothers are 2.2 times more likely to
be incarcerated than sons of adult mothers (Scher & Hoffman, 2008), while daughters of
adolescent mothers are at risk for adolescent pregnancy and therefore, perpetuating the cycle of
decreased opportunities and risk for prolonged poverty (East, Reyes, & Horn, 2007; Hoffman &
Scher, 2008; Miller et al.).

Clearly, adolescent pregnancy has significant implications for the health and well-being of
adolescents and their children. There are also social implications. Societal costs include the
direct cost of health services due to the physical and emotional condit