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Abstract

For decades, adolescent pregnancy prevention strategies focused on proximal determinants. These strategies
resulted in impressive declines in US adolescent pregnancy and birth rates, reaching historic lows in 2014. However,
disparities in adolescent birth rates by race/ethnicity and socioeconomic status persist. Further, not only are
adolescents of color and those who live in underserved communities more likely to become pregnant, they are also
more likely than their white and more affluent peers to experience negative health and social consequences of
pregnancy and parenthood. More distal or “upstream” factors, such as social stigma, may cause these persistent
disparities. This paper aims to build upon a nascent framework, intersectional stigma, and show how it may shape
efforts to address the needs of adolescent mothers. Stigma is defined as a deeply discrediting attribute that
marginalizes groups of people as “other.” Intersectional stigma posits that individuals may experience stigma
resulting from the dynamic interaction of multiple marginalized social identities. Adolescent pregnancy and
motherhood often cross multiple oppressed identities (e.g., minority race/ethnicity, single motherhood, low
socioeconomic status), resulting in intersectional stigma. This stigma is experienced at school, in healthcare and
social services, through media, and in public. As a result, adolescent mothers describe experiencing shame, guilt,
and unhealthy coping strategies including avoiding the locations and institutions involved in their experience of
stigma. Doing so can lead to repeat births and delinquent behaviors. The intersectional stigma framework provides a
guide to the development of interventions to reduce stigma and improve outcomes for pregnant and parenting
adolescents.
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Introduction
Adolescent birth rates have substantially declined in the United

States (US), particularly in the past two decades, and are now at
historic lows [1]. Nevertheless, a disproportionate burden of adolescent
births persist among youth of color and who are from disadvantaged
communities [1].

However, disparities in adolescent birth rates by race/ethnicity and
community socioeconomic status persist. Further, not only are
adolescents of color and those who live in underserved communities
more likely to become pregnant during their teen years, but they are
also are more likely than their white and more affluent peers to
experience negative health and social consequences of pregnancy and
parenthood [2].

The transition to adolescent motherhood is associated with higher
risk of many negative health outcomes, in comparison to women who
delay pregnancy until adulthood. For example, adolescent mothers are
more likely to drop out of high school, head single-parent households,
and live in continuous poverty, in comparison to adolescents who
delay pregnancy until adulthood [1]. This is particularly problematic
since 10% of births in the US are to adolescent mothers, and 1 in 5 of
births to adolescent mothers are repeat births [3]. Adolescent mothers
who have repeat births during adolescence are at higher risks for
experiencing these adverse effects [4].

Research suggests the transition to motherhood alone is not the
cause of adverse effects for adolescent mothers; rather, adolescent
pregnancy and motherhood perpetuate social injustices experienced
by people of color and youth from disadvantaged communities [5]. The
racial/ethnic, class, and gender-based disparities in health and social
outcomes associated with the transition to motherhood for young
mothers are the result of distal, or “upstream,” factors, such as social
stigma.

Adolescent pregnancy and motherhood is a complex phenomenon
intersecting multiple oppressed or marginalized identities (e.g.,
minority race/ethnicity, single motherhood, low socioeconomic
status), which may result in an intersectional stigma. The aim of this
paper is to apply and build upon a nascent framework, intersectional
stigma, to guide the development of secondary prevention programs to
address the needs of adolescent mothers as they transition to and
navigate within motherhood.

Trends in adolescent birth rates
There has been a consistent decline in adolescent birth rates in the

US for the past several decades [1]. For example, in 2013 only 26.4 per
1,000 adolescent females aged 15-19 gave birth, representing a 10%
decline in adolescent birth rates from 2012 [1]. Similarly, there has
been a decline in adolescent birth rates for all racial and ethnical
groups; nevertheless, birth rates for African American and Latino
females aged 15-19 are more than two times those of White adolescent
females [1].

Chambers and Erausquin, J Child Adolesc Behav 2015, 3:5 
DOI: 10.4172/2375-4494.1000249

Commentary                  Open Access

J Child Adolesc Behav, an open access journal
ISSN: 2375-4494

Volume 3 • Issue 5 • 1000249

Jo
ur

na
l o

f C
hil

d and Adolescent Behavior

ISSN: 2375-4494

Journal of Child & Adolescent
Behavior

mailto:bdchambe@uncg.edu


Although reasons for declines are not concrete, more adolescents
appear to be delaying the initiation of sexual intercourse, and sexually
active adolescents using more effective forms of birth control in
comparison to previous years [1].

Stigma and intersectionality
Intersectional stigma draws from three principal constructs and

theories: stigma, intersectionality, and critical race theory.

Stigma
The concept of stigma is most commonly credited to Goffman [6],

who defined the concept of stigma as an “attribute that is deeply
discrediting,” and that marginalizes groups of people, such as
adolescent mothers, “from a whole and usual person to a tainted,
discounted one”. Stigma involves an interaction between a stereotype
and attribute (e.g., adolescent mothers are promiscuous), resulting in a
social identity, separating groups of people with undesirable
characteristics from those with desirable ones [6].

As a result of this interaction, people with desirable characteristics
construct a stigma-theory, or a social understanding to make sense of
differences between groups of people. The stigma-theory classifies
those with undesirable characteristics as dangerous to society. This can
result in animosity towards groups of people with undesirable
characteristics, and ultimately leading to consequences ranging from
social exclusion to bodily harm [6].

Goffman et al. [6] describes three circumstances in which stigma
occurs: against people who have physical abnormalities, who pose
characteristics deviating from the social norm, and a “tribal stigma” of
religion, race, and nation. Many definitions have developed since
Goffman et al. [6] [see for example, [7-9], causing scholars in the field
to have somewhat varying conceptualizations, definitions, and
measurements of stigma.

From a public health perspective, Link and Phelan [10] have
conceptualized stigma as a dynamic social process governed by
political power, social status, and wealth constructing “ideal” social
identities, and leading to structural differences in society. In their view,
there are five co-occurring stigma processes: labeling, stereotypes,
separations, status loss and discrimination (individual and structural),
and the exercise of power.

Therefore, stigma is a broach concept encompassing the process of
social constructions of differences between groups of people based
upon physical attributes, and the negative effects this process can have
on groups of people on the individual and structural levels [10,11]. On
the other hand, discrimination only accounts for the negative
treatment of a group of people through direct interactions and
institutional laws and practices to continuously disadvantage a group
of people [10]. Many scholars have argued this process of stigma is a
fundamental cause for health disparities seen in the US [11].

These evolving definitions of stigma indicate it is a complex
phenomenon beyond the individual, and different forms of stigma may
exist at the different levels of human social ecology [11,12]. There are
multiple forms or manifestations of stigma: internalized stigma (i.e.,
the acceptance of negative attributes of one’s own social identities),
enacted stigma (i.e., experienced discrimination from a person based
upon one’s social identities), symbolic stigma (i.e., community norms

towards discrimination of groups of people based upon their social
identities) and structural stigma (i.e., establishment of discriminating
laws and enforcement towards groups of people based upon their
social identities) [12]. The different manifestations of stigma are
important to consider when examining adolescent pregnancy and
motherhood, since they suggest multiple ways in which stigma may
shape attitudes, experiences, and behaviors.

Intersectionality
Intersectionality was introduced by Black feminist scholar

Crenshaw [13] to capture the multidimensionality of systems of
oppression being inflicted upon African American women. Crenshaw
[13] argued African American women are centered in society based
upon a dynamic intersection among their race, gender, and class.

This dynamic intersection is created and perpetuated by an
interaction between micro-level categories (such as race, gender, and
class) and macro-level structures (such as racism and sexism),
recognizing historical systems of privilege and oppression in the
American society. Crenshaw [13,14] has used an intersectional
framework to explore structural discrimination experienced by
African American women seeking justice through the judicial system
and obtaining supportive services after experiencing a battery or rape.

Although there has been dialogue on the benefits of intersectionality
in public health research, there is a dearth of basic research articles
applying this theoretical framework to understand health issues [15].
Furthermore, Bowleg [15] calls for a broader conceptualization of
intersectionality in public health to include a “matrix of domination,”
recognizing all people who are oppressed in a privileged society, such
as White women from disadvantaged communities and Black
heterosexual men.

Intersectional stigma
Intersectional stigma is a nascent theoretical framework that draws

from both intersectionality (i.e., dynamic intersection among social
identities) and stigma (i.e., process of othering a group of people in
society) [16]. Intersectional stigma can be used to understand the
complexity of the manifestation (i.e., macro-level structures) and lived
experiences (i.e., micro-level factors) of discrimination towards groups
of people who have multiple oppressive social identities [16].

Intersectional stigma has been used primarily in HIV research to
understand women’s experiences with being HIV-positive while also
having other oppressive social identities [16-18]. For example, Berger
[16] has used intersectional stigma to explore resilience and advocacy
efforts among HIV-positive American women.

Applying an intersectional stigma framework to adolescent
pregnancy and motherhood: An intersectional stigma framework may
be an important tool to examine the experiences of adolescent mothers
as they transition to and navigate within adolescent motherhood, and
to make sense of the determinants of persistent health and social
disparities experienced by adolescent mothers. Intersectional stigma
has the potential to inform the development and implementation of
more comprehensive, evidence-based secondary prevention programs
for pregnant and parenting adolescents. The processes of intersectional
stigma as experienced by and perpetuated on pregnant and parenting
adolescent mothers will be discussed (Figure 1).
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Figure 1: Conceptual Framework for Intersectional Stigma associated with Adolescent Pregnancy and Motherhood.

Labeling involves creating categories used to classify groups of
people in society by their social identities, and can change overtime as
societal norms shift [8]. Stereotypes are the association of negative
attributes to the labeling of groups of people, marginalizing certain
social identities as “other” in society [8]. Labeling of adolescent
motherhood has changed dramatically over. Prior to the 1970s
adolescent motherhood was not labeled as a health issue [3,19].
However, due to a rapid decline in marriages and adoptions among
pregnant adolescents, views of adolescent pregnancy and parenting
changed to a “problem” [3,19]. Simultaneously, the social construction
of motherhood emerged in the 1960s as white, middle-classed, and
married women, marginalizing groups of people such as women of
color, low-income, adolescent and single mothers, creating a
dichotomy between “good” and “bad” mothers [20]. Adolescent
pregnancy and motherhood often intersects among these marginalized
groups, thereby labeling adolescent mothers as “bad” mothers [21]. For
example, the majority of adolescent births are to youth of color and
those who reside in underserved communities, representing an
intersecting of oppressive social identities. This idealization of
adolescent pregnancy and motherhood has transpired to newspaper
and public policy headlines over the years labeling adolescent mothers
as deviant, promiscuous, and immature/irresponsible youth. This
process of labeling can led to the stereotypes classifying adolescent
mothers as “other” in society.

Separations are an effect of the relationship between labels and
stereotypes, creating dichotomies between groups of people, the “us”
verses “them” paradigm [8].

Separations between adolescent mothers and adolescents who
delayed motherhood emerged with increases in access to birth control
and single mothers [22]. In response, the National School-Age Mother
and Child Health Act argued: “(1) pregnancy among adolescents is a
serious and growing problem; (2) such pregnancies are the leading
cause of school dropout, familial disruption and increasing

dependency on welfare and other community resources” [23].
Although this act was not passed, it was the first discussion in the
politic sphere labeling adolescent pregnancy as a problem. As a result,
there was an increase in empirical and review articles agreeing with
adolescent motherhood is associated with dropping out of high school,
heading single parent households, relying on government assistance
and living in continuous poverty [24-26]. However, in reflecting over
the past 20 years on research and programs aimed at understanding
the consequences of adolescent pregnancy and prevention efforts,
Kirby [27] revealed early studies addressing the consequences of
adolescent pregnancy reported inaccurate results. Current research
indicates that in controlling for background characteristics, negative
consequences associated with adolescent pregnancy and motherhood
are substantially reduced or eliminated including educational
attainment, welfare dependency and poverty [27]. Yet, these
stereotypes continue to inform policy-related prevention strategies to
address adolescent pregnancy and motherhood, creating and
maintaining separations between adolescent mothers and adolescents
who delay pregnancy until adulthood.

Status Loss and Discrimination are effects of stigma. A person’s
status in society can decrease due to them possessing negative
attributes [8]. There are two forms of discrimination, structural
discrimination (i.e., institutional practices used to continuously
disadvantage groups of people) and individual discrimination (i.e.,
direct interaction between two people where one person
discriminating against another person) [8]. There is an interaction
between structural and individual discrimination, where both must
exist in society in order for stigma to be developed and perpetuated in
society.

Forms of structural discrimination can be seen through the
establishment of many acts and laws pertaining to people of color,
adolescents, and mothers. Although the majority of these acts were
implemented to address inequalities, these laws can negatively impact
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the lives of adolescent mothers, including socially constructing
adolescent motherhood as a “problem” and limiting funding for
services tailored towards adolescent mothers [28]. For example,
historically people of color and pregnant women were segregated
and/or isolated from US educational systems. People of color were
allowed to attend “White only” public schools beginning in 1954
through Brown vs. the Board of Education and pregnant adolescents in
1978 through the Pregnancy Discrimination Act [28,29]. Despite these
important policies, adolescent mothers reported experiencing enacted
stigma in medical offices and clinics, social services, at school, and in
public spaces [30-35]. In fact, there are still schools for adolescent
mothers’ schools exclusively across the US. Enacted stigmas
experienced by adolescent mothers can be due to their race/ethnicity,
status as an adolescent mother, or the intersection of the two. Enacted
stigmas in institutions and public spaces have been reported across
studies with different samples of adolescent mothers, indicating there
may be a form of structural discrimination occurring within these
institutions.

Also, the Adolescent Health, Services, and Pregnancy Prevention
Act of 1978 launched the national campaign to prevent teen and
unplanned pregnancy (NCPTUP), suggesting adolescent pregnancy
and motherhood has negative immediate and long-term impacts on
adolescents’ lives [23]. According to NCPTUP [34], 372, 000 births
occurred to women under the age of 20, spending $9.4 billion tax
dollars. This has led to the development of evidence-based adolescent
pregnancy prevention efforts nationwide. Although these prevention
programs have contributed to the reduction of adolescent pregnancy in
the US, few studies explore the harm in which such programs may
impose on pregnant and parenting adolescents. For example, Kearney
and Levine [36] found the MTV series 16 and Pregnant (now known
as Teen Mom), a NCPTUP prevention strategy, resulted in a 5.7%
decrease in adolescent pregnancy rates. However, a series of critical
essays on 16 and Pregnant reveals the series actually creates and
perpetuates stereotypes of adolescent motherhood through the
overemphasis on the adverse effects of adolescent pregnancy and
motherhood and the portrayal of adolescent mothers as “bad mothers”
[35]. For example, 16 and Pregnant portrays the “good mom,” as an
adolescent mother who prioritizes her motherly duties and overcomes
the stereotypes of the “typical” (e.g., welfare dependency, high school
dropout, etc.) adolescent mother [35]. In contrast, a “bad-mom” is
characterized as an adolescent mother who neglects her child to
participate in traditional adolescent behaviors such as parties, make-
up, and hanging out with friends [35].

Exercise of power suggests stigma cannot exist with power
imbalances in society making clear distinctions between groups of
people according to social identities [8]. This includes discrimination
against people who belong to certain social identities but do not
necessarily portray negative attributes [8].

Conclusion
Intersectional stigma towards adolescent mothers can have negative

consequences for their health and wellbeing. Wiemann, Rickert,
Berenson and Volk [37] reported 39.1 % of adolescent mothers’
experienced enacted stigma as a pregnant teen. Predictors of stigma
included being white, not married or engaged; and experiencing
violence, criticism, and social isolation from family and peers, as well
as aspirations to complete college [37]. As a result, adolescent mothers
reported experiencing internalized stigma (i.e., shame and guilt), often
leading to unhealthy coping strategies such as avoiding the locations

and institutions they associated with their experience of stigma
[30,33]. This can be problematic because avoiding medical offices and
clinics, social services, and school can put adolescent mothers at
greater risks for repeat births and delinquent behaviors.

A growing body of research now examines effective strategies to
address stigma, with the goal of improving health and well-being for
individuals in stigmatized groups. Broadly, stigma-reduction
interventions are characterized by (1) their use of empowerment
frameworks [which re-direct the power imbalance inherent in the
process of stigma] and (2) their focus on multiple levels of society (e.g.,
individual, interpersonal, community, institutional, policy) to address
the process in which stigma is created and perpetuated in society [9].
These characteristics are important from a public health perspective
because, unlike intervention strategies directed at the individual level,
these strategies avoid victim-blaming and attempt to address
fundamental causes of persistent health disparities. Despite these
promising developments, the majority of theories used to develop and
implement evidence-based programs for pregnant and parenting
adolescents are limited to proximal determinants (e.g., birth control,
school enrollment, goal setting). Future interventions aiming to be
established as evidence-based may find benefit in exploring the impact
of intersectional stigma theory on the social processes (e.g., self and
friends/family/teacher/health providers’ acceptance of adolescent
mothers’ pregnant body and intersecting role as an adolescent and
mother) adolescent mothers encounter as they transition to and
navigate within adolescent motherhood. In effort to better address
social injustices experienced by adolescent mothers and their children,
such programs may include components directed at individual
adolescents (e.g., advocacy, skills development, knowledge of birth
control methods), health care and social service providers (creation of
adolescent-friendly services, access to transportation, free birth control
services, trainings for health care and social service providers), and
communities (e.g., building and supporting community networks,
creating safer environments, increase community resources).
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