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ABSTRACT
The purpose of this study was to compare pregnancy outcomes for teenagers who
received prenatal care at a "teen-only" health clinic versus pregnancy outcomes for
teenagers who received prenatal care at a "traditional" obstetrical/gynecological clinic. In
addition, this study explored the relationship between maternal demographic
characteristics and pregnancy outcomes.
Data were collected through retrospective chart reviews for a total sample of 60
cases (30 from the "teen-only" clinic and 30 from the "traditional" clinic). Inclusion
criteria were 1) female who was between the age of 10 and 19 years when she presented
for prenatal care, 2) at least 8 weeks post-partum at the time of the study, 3) prenatal
records available in the chart, and 4) delivery record available in the chart. Data on
pregnancy outcomes included maternal total weight gain, maternal body mass index,
number of weeks at start of prenatal care, number of prenatal appointments attended,
post-partum appointment attendance, infant birth weight, infant gestational age, infant
apgar scores at birth and 5 minutes post-delivery, maternal complications, and infant
complications. Data on demographic characteristics included maternal age, ethnicity,
level of education, pregnancy history, and use of substances prior to knowledge of
pregnancy.
The only statistically significant finding between the two groups was that the
education level was higher in the "traditional" clinic sample than the "teen-only" clinic
sample. As there were no other statistically significant findings between the two groups,
the data were combined to determine if there were relationships between demographic
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characteristics and pregnancy outcomes. There were four statistically significant
relationships found. Those relationships were that primigravida teenagers gained more
weight, started care earlier, attended more prenatal care appointments, and delivered the
only infants with complications.
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Chapter 1
INTRODUCTION
The purpose of this study was to compare pregnancy outcomes for teenagers who
received prenatal care at a "teen-only" prenatal clinic as compared to those who received
prenatal care at a "traditional" obstetrical/gynecological (OB/GYN) clinic. Teenage
pregnancy is a complex issue that has physiologic, psychologic, social, and economic
components. Multiple complications and frequently poor outcomes are associated with
teenage pregnancy (NOAH team, 1997). It is well documented that prenatal care reduces
complications and poor outcomes among mothers of any age, yet little is known about
whether more positive effects on pregnancy are achieved when a teenage mother attends a
prenatal clinic designated especially for teens, rather than a traditional OB/GYN clinic.
This chapter will present background information, the significant impact of teenage
pregnancy in relation to the teenager, the infant, and society, a statement of the problem,
the purpose of this study, definitions of key terms, and research questions.
Background
The health of the adolescent mother and her baby are at risk during pregnancy.
Common maternal health risks associated with adolescent pregnancy include: anemia,
premature or prolonged labor, and high blood pressure or pregnancy induced
hypertension (PIH) with these risks becoming more prominent the younger the age
(NOAH team, 1997; Scholl, Hediger, & Belsky, 1994). Other risks associated with
becoming pregnant and being sexually active are sexually transmitted infections, such as
chlamydia, syphilis, human papilloma virus, and HIV/AIDS (NOAH team, 1997). A
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sexually transmitted infection not only harms the pregnant teenager, but it can have
devastating effects on the infant (NOAH team, 1997; Scholl, et al., 1994).
Infants born to teenage mothers are likely to be born prematurely, be underweight
at birth, have childhood health problems, and have increased risk for hospitalization
(Alan Guttmacher Institute, 1999). The National Center for Health Statistics (cited in
Alexander and Guyer, 1993) finds that "infants born to a mother under the age of 15 years
are more than twice as likely to weigh 2500 grams or less at birth and almost three times
more likely to die within the first 28 days of life as infants born to older mothers" (p. 85).
Low birth weight (less than 5.5 pounds or 2500 grams) and prematurity are significant
risks to the infant and are associated with underdeveloped organs and subsequent
complications including respiratory distress, bleeding into the brain, life-long
developmental delays, mental retardation, difficulty controlling homeostasis, and
sometimes death for the infant (NOAH team, 1997).
In addition to personal maternal and infant health risks, there are life-long socioeconomic consequences for society as a whole and the adolescent (NOAH team, 1997).
These evolve out of the fact that most pregnant teenagers drop out of high school and thus
their education is compromised. It is estimated that for every three pregnant teenagers,
one will drop out of school (NOAH team, 1997). Lack of education is associated with
lower income and subsequent poverty with the culminating result being a teenager who is
dependent upon family and welfare for support (NOAH team, 1997). Burt and Levy
(cited in Alexander and Guyer, 1993) stated that an estimated $16.65 billion was used for
programs that support adolescents and their children including Aid to Families with
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Dependent Children, Medicaid, and food stamps. The estimated cost to the public for a
"single cohort of infants born to adolescent mothers followed over 20 years" was $5.16
billion (Alexander and Guyer, 1993, p. 85). Unfortunately, comparison data to nonadolescent mothers was not found. In Arizona, in 1992, 72.3 percent of the costs
associated with births to Arizona teens was paid by public sources, such as Arizona
Health Care Cost Containment System (Mrela, 1994).
Significance of the Problem
Adolescent pregnancy is a major concern for the United States as a whole and is
of particular concern in Arizona. In 1997, there were 493 , 341 live births to females age
nineteen and younger in the United States (Ventura, Martin, Curtin, & Matthews, 1999).
Recent findings from the Alan Guttmacher Institute (1999) indicate the United States has
a much higher teen pregnancy rate than any other developed country, teen births account
for 13 percent of all US births, 25 percent of teenage mothers have a second child within
2 years, 83 percent of teens who give birth come from poor or low-income families , 7 out
of 10 teen moms complete high school with significantly less going on to college, and 1/3
of pregnant teens receive inadequate prenatal care.
In a publication by the Arizona Department of Health Services (ADHS), the
pregnancy and birth rates in Arizona for females age 10 to 19 years was declining (cited
in Ventura, Matthews, & Curtin, 1998). In 1996, one in 22 females age 10-19 years
became pregnant, while in 1997 the ratio decreased to 1 in 26 (cited in Ventura, et al. ,
1998). The number of births to this age group was also on the decline with 11 ,24 7 births
in 1996 compared to 9,314 in 1997 (cited in Ventura, et al. , 1998). Although Arizona' s
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teen pregnancy and birth rates are declining, they are still consistently higher than the
national average ranking the third highest (cited in Ventura, et al. , 1998).
An adolescent group of particular concern is the Hispanic population, which
continues to see an increase in teen pregnancy and birth rates. The ADHS (cited in
Ventura, et al. , 1998) found that the number of Hispanic teen pregnancies was 935 greater
in 1997 as compared to 1990. In addition, Hispanic women are 26.1% ofthe female
population 19 and younger, yet compose 46.6% of teen pregnancy and 51.5o/o of live
births (cited in Ventura et al. , 1998). This compares to white non-Hispanic females of the
same age group who accounted for 58.7o/o of the population but only had 37.8% of teen
pregnancies and 33.6% of births (cited in Ventura, et al. , 1998).
Statement of the Problem
Pregnancy during the teenage years is associated with multiple risk factors and
complications for both the mother and the infant. Adequate prenatal care has been shown
to improve pregnancy (maternal and infant) outcomes in all age groups (Scholl, et al. ,
1994). However, there is limited research regarding the effectiveness of specialized teenonly prenatal clinics in improving pregnancy outcomes for adolescents. Studies
conducted by Slager-Earnest, Hoffman, and Beckman (1987), Stevens and Pavlides
(1989), and Stevens-Simon, Fullar, and McAnarney (1992) examining the effects of
specialized prenatal care for teenagers found that specialty prenatal care improves
pregnancy outcomes; however, a study by Morris, Berenson, Lawson, and Wiemann
( 1993) found that the site of prenatal care had no impact on pregnancy outcomes for
teenage mothers.
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The number of studies evaluating teen clinics as a site for prenatal care is quite
limited. More importantly, the examination of a multi-disciplinary team that includes
nurses, midwives, physicians, social workers, nutritionists, and Women Infants and
Children (WIC) all at one site designated for teens only has not been conducted. The
multidisciplinary specialty clinic examined in this study meets the needs of pregnant
teenagers at one site. Also, the care was provided by a small group of staff whom became
well known to the teenagers while they received comprehensive, continuous care.
Purpose of the Study
The purpose of this study was to compare pregnancy outcomes for pregnant
teenagers who received prenatal care at a "teen-only" clinic versus those who received
prenatal care at a "traditional" clinic.
Definitions
Pregnant Teenager: female age 10 to 19 years who is pregnant
Prenatal Care/Appointment Compliance: 12-15 clinic visits during pregnancy with
consistency of visits (28 weeks or less seen a minimum of once every 4 weeks, 28 to 36
weeks seen minimum of once every 2 weeks, and after 36 weeks seen a minimum of once
per week, minimum of one post-partum visit). This definition is based on American
College of Obstetricians and Gynecologists (ACOG) guidelines and is utilized by the
providers at the community hospital where selected patients delivered (Kino Community
Hospital CNM Policy and Procedure Manual, 1999).
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Site of Prenatal Care
"Teen-Only" Clinic: clinic that serves pregnant (obstetrical) females age 10 to 19
years
"Traditional" Clinic: clinic that serves obstetrical and gynecological patient of
any age
Pregnancy Outcomes: these are outcomes that can either be maternal or infant related.
They include: maternal total weight gain, maternal body mass index, number of weeks at
start of prenatal care, number of prenatal appointments attended, post-partum
appointment attendance, maternal complications, infant birth weight, infant gestational
age at birth, infant apgar scores at birth and 5 minutes post-delivery, and infant
complications.
Research Questions
1. Are there differences in pregnancy outcomes between adolescents receiving
prenatal care at a "teen-only" clinic compared to adolescents receiving
prenatal care at a "traditional" clinic?
2. What are the relationships between selected demographic characteristics and
pregnancy outcomes for adolescents who received prenatal care at a "teenonly" clinic compared to adolescents who received prenatal care at a
"traditional" clinic?
Summary
Adolescent pregnancy is associated with multiple maternal and infant
complications. Prenatal care improves pregnancy outcomes among all age groups, yet no
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statistically significant difference has been found in pregnancy outcomes based on the site
where prenatal care is received (Morris, et al., 1993; Slager-Eamest, et al., 1987; Stevens
& Pavlides, 1989; Stevens-Simon, et al., 1992). The goal of this study is to evaluate the
pregnancy outcomes of pregnant teenagers based on their site (specialty "teen-only"
clinic or "traditional" clinic) of prenatal care.
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Chapter 2
REVIEW OF THE LITERATURE

The purpose of this chapter is to provide an overview of the literature pertaining
to pregnancy outcomes in teenagers based on their site of prenatal care. To begin, there
will be an overview of the Neuman Systems Model, which serves as the organizational
framework for the study. Then, there will be a review of the literature organized on the
following topics, 1) the client system, which consists of normal adolescent cognitive,
psychosocial, and physiological development, 2) the stressors associated with teenage
pregnancy, 3) the socio-cultural aspect of Hispanic ethnicity and teenage pregnancy, and
4) the intervention of specialty teen prenatal clinics.
Based on the Betty Neuman Systems Model (1982), it is plausible that the site
where prenatal care is received does make a difference in pregnancy outcomes among
pregnant teenagers. The stressors of pregnancy and adolescence can produce negative
health effects, and when they occur in combination with one another, the consequences
can be quite devastating. However, nursing interventions, along with the persons' lines
of resistance and defense, can help counter-balance the negative effects of stressors and
create more favorable outcomes for both teenager and baby.
Neuman Systems Model: An Overview and Application to Study
Betty Neuman Systems Model (1982) was used as the organizing framework for
this study (see Figure 1).
The Neuman Systems Model (NSM) observes a person in the context of how
he/she is affected by stressors, which are stimuli that produce tension and have the
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potential to cause disequilibrium (instability, illness), within the person (Neuman, 1982).
Appropriate nursing interventions are designed to strengthen a persons' lines of resistance
and defense, which help health and wellness to prevail.
Neuman (1982) views a person as a client or client system interacting with her
environment. A person is in a dynamic state of wellness or ill health in varying degrees
at different times and consists of physiologic, psychological, developmental, spiritual,
and socio-cultural components (cited in Lancaster, 1996; Pierce & Hutton, 1992). The
NSM represents the person with a central core that is surrounded by internal lines of
resistance, normal lines of defense, and flexible lines of defense (Neuman, 1982; cited in
Lancaster, 1996; Pierce & Hutton, 1992).
The person is in constant exchange with the environment. According to Neuman
(1982), three categories of environment exist. These are the internal (contained within
the system) environment, the external (outside the system) environment, and the created
environment (cited in Lancaster, 1996; Pierce & Hutton, 1992). The created environment
is unconsciously developed to protect the person from intra-, extra-, and interpersonal
stressors so that stability can be maintained (cited in Lancaster, 1996; Pierce & Hutton,
1992).

Figure 1 Betty Neuman System Model (as cited in Lancaster, 1996)
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A subsystem of environment is stressors. Stressors are neutral, but they can result
in positive or negative outcomes depending on the person' s response (Neuman, 1982).
Intrapersonal stressors are those within the boundaries of the person, extrapersonal
stressors are those that exist outside the person's boundaries, and interpersonal stressors
are those that occur between two persons (Neuman, 1982).
The role of nursing is to help the person maintain balance with the environment to
achieve health by reducing stressors and improving coping responses and resources
(Neuman, 1982). If stressors in the environment cause disequilibrium within the person,
the person moves toward illness (Neuman, 1982). Interventions are used to help the
person regain balance and maintain health (Neuman, 1982).
Neuman (1982) defined nursing as a "unique profession", because it is "concerned
with all the variables affecting an individual's response to stressors" (p. 14). Use of the
nursing process (which includes an assessment of all factors that influence the person)
culminates in a nursing diagnosis. Once a diagnosis is made, the nurse and person work
together to create goals. The goals are then met through interventions. Interventions can
be primary, secondary, or tertiary prevention. Primary prevention allows the person to
increase his/her ability to respond to stressors. Secondary prevention involves the nurse
treating symptoms (produced by a reaction to a stressor) and helping the person retain
stability. Tertiary prevention is supporting the person' s defenses. The goal of this
intervention level is to maintain and create adaptive responses to stressors. Nursing is a
collaborative process that involves the nurse and the person working together to establish
optimal health (Neuman, 1982; cited in Lancaster, 1996).
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Neuman defined health as "the condition in which all the parts and subparts
(variables) are in harmony with the whole man" (p. 9). It is further clarified that optimal
wellness or health is when the total needs of the person are met. Health is on a continuum
that runs from wellness (greatest negentropic state) to illness (greatest entropic state).
Neuman ( 1982) states that a stable state of health can be achieved or maintained when
energy is exchanged between the person and the environment.
A graphical representation of the NSM as applied to this study can be found in
Figure 2. In terms of this study, person is defined as pregnant teenagers and the
components of interest are cognitive development, psychosocial, socio-cultural (ethnicity
is the focus for this study), and physiologic factors. The stressors for the teenagers in this
study were pregnancy, birth, and associated physical and psychosocial factors. The
external environment of interest consisted of the site where participants received prenatal
care and delivered their babies. The internal environment included the physiologic,
cognitive development, psychosocial, and socio-cultural make-up of the teen mother.
The created environment is a mechanism that the teenage mother uses to deal with
stressors. Specific intrapersonal stressors for pregnant adolescents were physical
development issues and psychological/cognitive developmental issues. The interpersonal
stressor is the physical development competition that is experienced between the pregnant
teenager and her unborn child. Competition for vital nutrients occurs, because physical
growth is occurring in both the pregnant teen and her unborn child simultaneously. The
extrapersonal stressors are often financial difficulties, changing relationships with friends
and family , and transportation issues. The tertiary level of intervention is the main focus
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of this study. Providing support, guidance, and education are all key pieces that allow
pregnant teens to cope with and adapt to the many stressors facing them. The midwives,
nurses, and other members of the interdisciplinary team work towards the goal of optimal
health for the pregnant teenager and her unborn child. Health, in terms of this study, is
defined as having an uncomplicated pregnancy and healthy newborn infant.
The Client System: Adolescent Girls
A key component in working with teenage girls is the ability to understand
their cognitive, psychosocial, and physiologic development. It is also essential to
understand how pregnancy can alter these developmental areas. It is important to note
that the majority of adolescent development knowledge is based on research and theory,
by Piaget, Erickson, and Miller, utilizing adolescent males as the subjects. This
knowledge is then disseminated as the way all adolescents, male and female , develop.
However, in recent years there has been research, primarily by Gilligan (1993), done
solely with adolescent females.
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Figure 2
Conceptual Model of Pregnancy Outcomes in Pregnant Teenagers Related to the Site
Where Prenatal Care was Received (Adapted from the Betty Neuman System Model,
1982)
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Cognitive Development
Piaget' s (1952) theory is the most common theory of cognitive development used
in discussion of adolescent development. Piaget believed that adolescents moved from
concrete operational cognition to formal operational cognition. Concrete operational
cognition is characterized by the ability to reason and perform operations as long as it can
be applied to concrete or specific tasks. Formal operational cognition is characterized by
the ability to think logically, idealistically, and abstractly. In formal operations, one can
manipulate facts and anticipate consequences of activities. Adolescents who have
achieved formal operational cognition begin to think in terms of the future. They begin
to realize how things that occur now affect their future. They also gain the ability to
approach problems in systematic fashion and generate all possibilities regarding a
specific situation (cited in Cronau & Brown, 1998; Drake, 1996; Santrock, 1995). Since
progression toward formal operations occurs over time, adolescents vary in
developmental level and may respond impulsively without contemplating the
consequences or alternate decision choices when the situation involves emotionally laden
topics, such as sexual activity (Holt & Johnson, 1991; Peterson & Leffert, 1995). It is
important to view each individual adolescent separately and understand where that
particular individual is in terms of cognitive development. It is also vital to note that
there are differences in adolescent male and female cognitive development. These
differences occur due to socialization pressures, such as stereotypical roles portrayed in
the media and at home (Dubas & Peterson, 1993). These pressures can influence the
goals that adolescents, particularly females, set for themselves (Dubas & Peterson, 1993).
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Knowing an individual's cognitive level and social influences, allows the provider to
adapt the plan/intervention to the teenager's developmental level.
Psychosocial Development
Two theories of psychosocial development often used in literature on adolescence
are Erikson' s stages of psychosocial development (1963) and Miller's stages of
adolescent development (1974). Erikson (1963) proposed that adolescents are in the
developmental stage of identity versus identity/role confusion. In this stage, the
adolescent's task is to learn who she is, what she is about, and what direction she is going
in life. This developmental stage is strongly influenced by social and interpersonal
experiences (cited in Santrock, 1995). Becoming pregnant and having a child may
interrupt the normal progression of psychosocial development and the adolescent may not
be able to complete the task of forming her true identity. In tum, she may not be prepared
for the next developmental stage, intimacy versus isolation, which is the stage optimal for
parenthood (Holt & Johnson, 1991; Holt & Johnson, 1991).
Miller ( 1974) proposed an alternate classification system for adolescent
psychosocial development. The three categories were based on age. The first one was
early adolescence, which spans ages 11 to 15 years. It is during this time when a great
deal of turmoil occurs. This turmoil is secondary to physical changes, hormonal
influences, and a decrease in body control. There is an intense preoccupation with one ' s
body. During early adolescence, the adolescent attempts to gain control by defying
parents and authority (cited in Drake, 1996). It is perhaps in early adolescence when a
great majority of sexual experience begins, but the knowledge of safe sex and pregnancy
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prevention is often not conceptualized. If this knowledge is conceptualized, the
adolescent may chose to ignore safety and prevention as a means of defiance. The second
category was middle adolescence, which spans the ages of 14 to 18 years. It is during
this time that adolescents determine self-identification and self-realization. They begin to
make choices about their lives and their future (Miller, cited in Drake, 1996). In many
instances, pregnancy alters the choices and ultimately the future. However, in other
instances becoming pregnant and raising a child is the choice and the future that was
always envisioned. Miller' s (1974) final stage was late adolescence. This is composed of
the 17 to 20 year olds. It is in this stage that adolescents try on identities and cope with
life choices (cited in Drake, 1996).
A third, more recent theory of adolescent development has been developed by
Gilligan (1993). Her work has predominantly involved the differences in moral
reasoning and psychological development of adolescent males and females . Gilligan
(1993) found that males and females have two distinctly different ways of dealing with
moral dilemmas. She found that females make decisions based on seeking closeness to
others and defined themselves in terms of their relationships with others (for example, as
a mother or a daughter). This translates into adolescent females need to please her
significant other. In many cases, "pleasing" the significant other means having sexual
intercourse, which is often unprotected. Unprotected intercourse often leads to
pregnancy. For many adolescent females , pregnancy and having a child provides them
with a further definition of themselves. Now, the adolescent female is a mother and has
the closest bond anyone can share with another person.
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Physical/Physiological Development
Puberty is the term used to describe adolescent physical maturation. It is during
this time that one will experience the most physical changes of a lifetime. These changes
are compounded by the fact that they occur at such an extremely rapid rate. The five
major hallmarks of physical change that occur during puberty are I) growth in height, 2)
body composition changes, 3) circulatory and respiratory changes, 4) primary sex
characteristics develop, and 5) secondary sex characteristics develop. These changes can
be classified into five stages using the Tanner Sexual Maturity Rating Scale (Cronau &
Brown, 1998). Puberty begins in females between the ages of 8 and 13 and last 1.5 to 6
years. Girls tend to view puberty in a more negative light than boys, because it occurs
earlier in females than males and is associated with weight gain and awkward feelings of
body image (Peterson & Leffert, 1995).
An important factor in physical development during the adolescence period is
nutritional status. It is important because the nutritional value of foods that the
adolescent consumes has a significant impact on her physical and intellectual
development. Unfortunately, it is during this time that the nutritional intake is typically
worse than any other time. According to Story and Alton ( 1996), adolescence is a
dramatic time for growth; therefore, the energy and nutritional demands are higher than at
any other time in one ' s life. It is sometimes difficult to meet these increased demands
due to the fact that adolescents, especially girls, are extremely preoccupied with body
image. This preoccupation and sensitivity toward her body' s changing size, shape, and
physical appearance creates an extreme fear of being "fat" or overweight (Story & Alton,
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1996). Due to this fear and other factors , adolescent behaviors regarding food intake
create a less than optimal nutritional situation. Adolescents tend to restrict their food
intake, skip meals, and eat foods with poor nutritional value, such as foods high in fat and
low in fiber and essential vitamins (Cronau & Brown, 1998; Zemel & Levin, 1996).
Stressor: Pregnancy in Adolescence
According to Neuman (1982), stressors are stimuli that can create disequilibrium
and are categorized as being intrapersonal, extrapersonal, and interpersonal. Pregnancy
during adolescence creates stressors in all of the categories; however, for the purposes of
this study the focus is on the intrapersonal stressor of physical development issues when
pregnant and a teenager, as well as the intrapersonal stressor of denial and the use of
substances that can affect maternal and fetal well-being. As mentioned previously,
adolescence is a time of great physical growth and hence is a nutritionally vulnerable
period. Nutrient and energy needs are at a maximum during adolescence and those needs
are intensified during pregnancy. Educating pregnant adolescents about adequate weight
gain and nutritional intake during pregnancy and the effect of this on the birth of a
healthy baby is challenging. This is difficult due to the teenage girl ' s common desire to
avoid being overweight and the adolescent's limited ability to think abstractly and think
futuristically. However, it is especially important during pregnancy to help the
adolescent understand this correlation, as weight gain is an indicator of infant birth
weight and potential problems. For instance, increased maternal weight gain can result in
fetal macrosomia, while decreased maternal weight gain can result in premature birth and
small infants (Zemel & Levin, 1996).
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The intrapersonal stressor of denying or delaying confirmation of pregnancy and
subsequent continuation of harmful activities is high among adolescents. Many
adolescents wait to confirm or acknowledge pregnancy until late into the first trimester
and beyond. As a result, if they have been using alcohol, illegal drugs, and tobacco, they
may continue to do so well into their pregnancy. In many instances, the result is harmful
with devastating consequences to the fetus (Ladewig, London, & Olds, 1994).
D' Apolito (1998) discussed the use of drugs during pregnancy and the subsequent
consequences to the fetus, infant, and child. Alcohol, although not illegal, is an
extremely harmful drug that is transferred from mother to child across the placenta. Also,
the amniotic fluid acts as a reservoir for the ethanol. The result is a direct relationship
between the use of alcohol and impaired infant development. Some general impairments
are mental retardation, growth retardation, and medical problems, such as epilepsy and
hearing loss. Infants of mothers who abused alcohol during their pregnancy can have
very distinct facial features as well as attention deficit disorders. Marijuana, another
common drug of choice in adolescents, can contribute to irritable infants. Also, children
of mothers who abuse this drug during pregnancy are at an increased risk for developing
childhood leukemia and abnormal oculomotor functioning , as compared to children
whose mother did not use marijuana during pregnancy (D ' Apolito,

19~8).

Cigarette smoking has devastating consequences on pregnancy and infants.
Smoking has been found to decrease blood flow to the placenta, as well as create
problems in maternal absorption and metabolism of vitamins (Ladewig, et al, 1994 ). As a
result, women who smoke are at an increased risk for miscarriage, placenta previa,
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abruptio placenta, and premature membrane rupture (Ladewig, et al. , 1994). Their infants
are in tum at risk for intrauterine growth retardation, sudden infant death syndrome, and
respiratory infections (Ladewig, et al. , 1994).
It is important to take into account the stressor of alcohol, drug, and/or tobacco

use. Knowledge of this will help to determine types of interventions that may be needed
to ensure a safe and healthy pregnancy and infant.
The Socio-cultural Variable: Hispanic Ethnicity
Betty Neuman (1989) stated that "person" is a composite of physiologic,
psychological, developmental, spiritual, and socio-cultural variables (cited in Lancaster,
1996). The socio-cultural variable was thought to be an important component of this
research as it is thought that a majority of the pregnant teenagers in this study were
primarily of Hispanic ethnicity. This assumption was made based on the location of the
study and the researcher's previous knowledge of the sample population. There are
known differences in health status and beliefs, including adolescent pregnancy, among
specific ethnic groups.
In the state of Arizona, especially along the United States-Mexico border, the
population with the fastest growing rate and greatest number of live births is the Hispanic
population. In 1991 , one out of every 3 females age 19 years or younger, in Arizona, was
either Hispanic (25.9%) or Native American (8.2%) yet they accounted for 53% of all
teen births and only 23% ofthe abortions (Mrela, 1994). In 1983 , there were 2,439 live
births while in 1993 there were 4,688 (Mrela, 1994). The U.S. Department of Commerce
(cited in Pietsch, 1990) found that, in the United States, Hispanics are relatively fertile
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(96.1 as compared to 65.0 for all non-Hispanics), have lower income levels (median
income of$18,833), and have lower educational levels (54% of Hispanic females age 25
and older failed to complete high school).
Pietsch ( 1990) conducted a secondary analysis of the Hispanic Health and
Nutrition Examination Survey, 1982-1984 (HHANES) to "explore the sociodemographic,
contraceptive, and fertility characteristics of three Hispanic groups in order to identify
populations who are at high risk for adolescent pregnancy and who are potentially at risk
for insufficient prenatal care" (p. 105). The HHANES survey was the first national
survey to target Hispanics and was found, by Pietsch, to "provide a fairly complete
description of adolescent pregnancy among these women" (1990, p. 105). The survey
consisted of an initial interview at the families ' homes and health examination data that
was later collected, in private, at a mobile health examination site. The population it
targeted was postmenarcheal Hispanic females , whose ages ranged from 12 to 19 years.
The sample consisted of 638 Mexican Americans, 300 Puerto Rican Americans, and 85
Cuban Americans.
The research revealed that Mexican-Americans were the most likely to ever be
married, had the least number of mean person-months of fertility, were the most likely to
use contraception, and the second most likely to ever have been pregnant. Mean personmonths means they were at the lowest risk for pregnancy because they attained menarche
at the oldest age and consequently had fewer fertile days over a lifetime. This group,
also, had the most number of births. The author thought this information indicated that
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the Mexican-American adolescents "became pregnant, were married, gave birth, and then
used contraception" (Pietsch, 1990, p. 108).
An important aspect of the socio-cultural variable is how the culture views health
care. In the Mexican-American Hispanic culture, the view of health care differs
depending upon the extent of acculturation. In a study conducted by Balcazar, Peterson,
and Co bas (1996), level of acculturation was measured with a 5-item scale. Those items
included language better spoken, language better written, country where childhood was
spent, ethnicity of current circle of friends, and pride in Hispanic heritage. A low score
indicated low acculturation status, which indicated a closer tie to traditional values and
culture. A high score indicated a high acculturation status, which indicated a more
United States cultural orientation.
In terms of health care utilization and practice, several studies have found distinct
differences in the Mexican-American Hispanic culture based on level of acculturation.
Berry (1999) found that those with low acculturation had a strong preservation of
traditional beliefs and values, as well a strong extended family support. Low
acculturation or more traditional values encouraged seeking help from older women in
their family , marriage prior to delivery of their child, abstaining from drugs, alcohol, or
tobacco use, and having large families. Women with low acculturation levels tended to
have infants with fewer complications and higher birth weights.
A study by Cervantes, Keith, and Wyshak (1999) found similar results with
regards to immigrant Mexican-American women and adverse birth outcomes. Their
findings indicated that immigrant Mexican-American women have a significantly lower
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risk for low birth weight infants and premature infants than do U.S.-born (native)
Mexican-American women. Their study also found that Mexican-American women were
at a 28-33% lower risk of delivering a low birth weight or premature infant than nonHispanic white women.
Similar results were found in a study conducted by Smith and Weinman (1995),
which discovered that pregnant Hispanic adolescents delayed prenatal care because
orientation to the traditional culture encouraged the use of home remedies and lay
midwives. An additional factor was that pregnancy was not considered a medical
condition therefore there was no need to seek medical care. Finally, United States
prenatal care severely compromises the traditional Mexican-American standards of
modesty (Smith & Weinmann, 1995).
It is important to take into consideration at what level of acculturation a pregnant

adolescent may be at. Attempting to provide prenatal care that meets the cultural values
of persons of every level may take time, but providing individualized, specialized care is
one way to accomplish that goal.
Intervention: Tertiary Prevention: Specialty Teen Clinics and Pregnancy Outcomes
There have been a limited number of research studies conducted to determine
whether there are differences in pregnancy outcomes for adolescents who attend a
specialty teen obstetrical clinic versus adolescents who attend a traditional obstetrical
clinic.
Morris, Berenson, Lawson, and Wiemann ( 1993) examined whether or not
"differences existed in pre-pregnancy characteristics, pregnancy course, and immediate
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outcomes of pregnant adolescents based on source of prenatal care" (p. 375). The study
was conducted at the University of Texas Medical Branch at Galveston. The study
consisted of pregnant teenagers who attended a specialty teen prenatal clinic (n= 660), a
traditional clinic (n=277), and no prenatal care (n=143). Both clinics utilized the services
of OB-GYN residents, physician assistants, nurses, nutritionists and social workers. Both
prenatal care groups received the same prenatal care, but the specialty group was
provided additional educational, social, and nutritional support. Data collected during the
study included the following: race, marital status, gravidity, history of abortion, age,
gynecological age, last grade completed, smoking history, height, weight, weight gain,
trimester in which care was began, number of visits, adequacy of care, type of delivery, 1
minute and five minute apgars, gestational age at birth, birth weight, and stillbirth. The
total sample consisted on 46% Anglo, 30.5% African American, and 23.5% Hispanic.
The study found that more specialty clinic patients began prenatal care earlier (45.2% in
the first trimester) and attended more visits than the traditional clinic patients. There was
no significant difference in medical outcomes for the teenagers who received prenatal
care (at the specialty or traditional clinic), but there were significant differences between
the prenatal care groups and the no prenatal care groups, with improved pregnancy
outcomes among the prenatal care groups. This study, although lacking inclusion criteria,
was similar to the current study being conducted. It was an adequate comprehensive
investigation of teenage pregnancy outcomes, in three ethnic groups, based on source of
prenatal care. However, it differed from the current study in that the current study
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utilized certified nurse midwives not OB-GYN residents and physician' s assistance. The
current study has a greater number of Hispanic patients.
Slager-Earnest, Hoffman, Anderson, and Beckmann' s (1987) study "examined the
effects of specialized prenatal education programs on perinatal outcomes in an urban
adolescent maternity term population" (p. 422). The study consisted of pregnant females
between the ages of 13 and 18 at the time of delivery. The participants criteria for
inclusion was as follows: delivered between 38 and 42 weeks gestation, low income,
speak English, primiparous, resident of Chicago, and initiated care by 20 weeks gestation.
The experimental group consisted of 50 adolescents, who attended at least four prenatal
education classes, and 50 infants of adolescents who attended at least four prenatal
education classes. The control group consisted of 50 adolescent, who attended less than
three classes, and 50 infants of adolescents who attended less than three classes. Both
groups attended a specialized teen pregnancy program that consisted of prenatal care
provided by an obstetrical clinical nurse specialist, and obstetrician, a teen program nurse,
a nutritionist, a social worker, and a health education consultant. The prenatal education
classes were seven, one-hour sessions that consisted of anatomy and physiology, fetal
growth and development, prenatal nutrition, changes in pregnancy, childbirth education,
infant care, and family planning.
Data were collected using obstetrical and postpartum complication scales. The
data were analyzed between the groups, within the groups, and the groups combined. No
significant difference was found in the demographic data. A significant finding was that
the experimental group had fewer obstetrical and neonatal complications than the control
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group. It was believed that part of the reason for the improved outcomes was that the
adolescents were able to establish a trusting relationship with the staff, as they spent more
individualized time with them during classes. This study provided valuable and
supportive data for the use of specialized prenatal care clinics; however, it eliminated data
regarding births prior to 3 8 weeks, which are associated with more complications. Also,
the study was conducted in a large metropolitan area and no data were provided on the
demographic characteristics of the sample, which makes it difficult to compare data with
other studies.
Stevens and Pavlides conducted a study to "determine whether individualized care
made a difference in pregnancy outcomes of black adolescent primigravides" (1989, p.
521 ). The sample consisted of 15 to 17 year old, single, low-income, black primigravida.
The experimental (n=21) and control (n= 16) groups received the same prenatal care
provided by a physician, one nutritionist visit, and group prenatal education classes. The
experimental group received additional individualized nursing care provided by the same
research nurse at each visit. The research concluded that the experimental group had
improved compliance, improved nutrition status, decreased occurrence of anemia,
improved neonate outcomes, lower prenatal morbidity, and lower post-partal morbidity.
Individualized care was proven to enhance pregnancy outcomes; however, this study was
conducted on a small group of ethnically specific participants, which makes it difficult to
generalize these results.
Smoke and Grace' s study to "compare pregnancy outcomes in two adolescent
groups and evaluate the change in pregnancy-related knowledge pre and post education
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testing with the overall goal of evaluation of the effectiveness of prenatal care" (1988 , p.
178) is the most comprehensive to date. The sample consisted of a control group and a
test group. Both groups were comprised of adolescent females , who were less than 18
years of age and less that 36 weeks gestation at first prenatal care visit. Also, obstetrical
residents at the University Hospital of Cincinnati delivered both groups. The control
group consisted of 46 participants who received prenatal care at Cincinnati Health
Department Clinics. The control group had care provided by a physician and registered
nurses or licensed practical nurses and received individual teaching at every visit. The
nutritionist and social worker were seen on an as needed basis with the control group.
The test group consisted of 70 participants who received prenatal care at the Adolescent
Obstetrical Services of University Hospital of Cincinnati. The test group had care
provided by certified nurse midwives, obstetrical chief residents, registered nurses,
nutritionists, and social workers at every visit. Also, the test group had to attend 9 onehour pregnancy education classes. The study collected data on the following: 1)
descriptive characteristics of the sample, including age, race, marital status, school
attendance, and gestational age at first prenatal care visit, 2) prenatal, including maternal
weight data, hematocrit at first and last visit, and total number of visits, 3) labor and
delivery, including admission hematocrit, method of delivery, and type of anesthesia
used, 4) maternal complications during the prenatal and delivery period, 5) infant,
including gestational age (weeks) at birth, birth weight, and apgars (one and five
minutes), 6) infant complications, and 7) pre and post test scores. Results regarding
demographic characteristics revealed, for both groups, the average age was 16.3 years, the
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majority was single, and the majority attended school at the 10111 grade level. One
difference in demographic data was the test group was mainly (76%) black while the
control group was evenly dispersed between black and white. Another difference was the
test group began prenatal care later (20.8 weeks gestation) than did the control group
(15 .9 weeks gestation).

Results regarding prenatal data revealed no significant difference in weight data, a
slight significance in hematocrit level (test group had 93 percent above 32o/o while control
group had only 78 percent above 32%), and a large significant difference in number of
visits (11.7 visits for test group and 9.2 visits for control group). This last statistic is of
interest and significance because the test group started care at approximately 5 weeks
later than the control group. There was nothing of statistical significance found in the
data with relation to labor and delivery information. In terms of the maternal
complications data, the only significant finding was that 74.2% of the test group had no
complications compared to the control group that only had 39.1 o/o without complications.
There were no statistically significant differences found in regards to the infant data
between the groups. With regards to the infant complications data, 87.1 o/o of the test
group infants experienced no complications compared to 63% of control group infants.
Also, the test group infants spent 97 extra days in the hospital compared to the 134 extra
hospital days of the control group infants. The only item of statistical significance in
terms of the postpartum data is that 1OOo/o of the test group returned for the postpartum
visit compared to a return rate of only 73.9o/o in the control group. Finally, in relation to
the pretest/posttest data, both groups had similar pretest knowledge, but the test group
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averaged 1.9 points more on the posttest. This was a comprehensive study that
investigated pregnancy outcomes related to level of knowledge.
The results of the studies by Slager-Eamest, et al. (1987), Smoke and Grace
(1988), and Stevens and Pavlides (1989) are obvious, early and adequate prenatal care
improves pregnancy outcomes in the adolescent population. These studies also indicate
that specialized, individualized prenatal clinics can help to improve pregnancy outcomes.
The fundamentals of pregnant adolescent specialty clinics are multifaceted. In addition to
standard obstetrical care, childbirth education, parenting education, nutritional education,
and health promotion education (i.e. birth control) must be provided in order to address
the needs of pregnant adolescents. These services require a coordinated, collaborative
interdisciplinary team. Members of the team typically include a certified nurse midwife,
registered nurse, nutrition specialist, and social worker. A collaborative effort will
simplify, coordinate, and augment services. Prior research shows that team members
should be as consistent as possible to help the adolescents establish a close, trusting
relationship (Alpers, 1998; Baker, 1996; Porter, 1984; Slager, et al, 1987).
The current study varies from previous studies in several ways. One is that in the
current study certified nurse midwives provided prenatal care, delivered, and provided
post-partum care at both clinics. Another difference is that this study focuses primarily
on Hispanic/Mexican American teenagers. The study was conducted in a Southwest
border-town, hence the cultural variance is significantly different from other studies. It is
important to conduct the current study so that data can be gathered on pregnancy
outcomes for Mexican-American Hispanic teenagers. Also, data needs to be collected
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regarding the utilization of health services for this population to determine if it is
beneficial to have a specialty teen clinic for this group. Finally, this study focuses on the
site where prenatal care was received and the outcomes, whereas other studies have
focused on educational classes and their impact. In conclusion, there are many
differences in this study and previous studies and those differences are enough to warrant
another investigation of the effects of specialty "teen-only" prenatal clinics on pregnancy
outcomes.
Summary
The purpose of this study was to compare pregnancy outcomes for pregnant
teenagers who received prenatal care at a "teen-only" clinic versus those who received
prenatal care at a "traditional" clinic. To begin, the chapter provided a literature review
of the Neuman Systems Model (NSM). Then, using the NSM as the guiding framework,
the remainder of the chapter presented a review of pertinent literature topics. Those
topics included I) the client system, which consists of normal adolescent cognitive,
psychosocial, and physiological development, 2) the intrapersonal stressors associated
with teenage pregnancy, 3) the socio-cultural aspect of Hispanic ethnicity and teenage
pregnancy, and 4) the intervention of specialty teen prenatal clinics.
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Chapter 3
METHODOLOGY
The purpose of this chapter is to describe the methodology of this study. Included
in this chapter is a description of the research design, sample, study setting, human
subjects, research questions, data collection method, measurement tools, and data analysis
plan.
Research Design
A retrospective, descriptive, comparative, two-group design was chosen. The two
groups consisted of pregnant teenagers who received prenatal care at a "teen-only" clinic
and pregnant teenagers who received prenatal care at a "traditional" clinic. Both sample
groups received prenatal care and delivered at the same community hospital between
April 1998 and April 2000.
Sample
The sample was drawn from a population of pregnant teenagers attending one of
the two clinics associated with a community hospital. Patient charts were selected using
stratified, random sampling from clinic databases. Selection criteria were 1) female who
was between the age of 10 and 19 years when she presented for prenatal care, 2) at least 8
weeks post-partum at the time of the study, 3) prenatal record available in chart, and 4)
delivery record available in chart. All charts from April 1998 to April 2000 were
reviewed to identify all patients who met selection criteria. If the patient met selection
criteria, her medical record number was placed on a piece of paper for randomization.
The pieces of paper were then placed in two separate stacks (one for the "teen only" clinic
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patients and one for the "traditional" clinic patients) and shuffled. Medical record
numbers were randomly drawn from each of the two stacks for a total sample number of
60 (30 from "teen-only" and 30 from "traditional").
Study Setting
The study was conducted using charts from patients who delivered at a
community hospital. The community hospital ' s prenatal clinics and labor and delivery
unit provided care primarily to persons living within 12 census tracts surrounding the
hospital (L. Eribes, personal communication, April 14, 2000). The population
distribution by ethnicity of the residents living in those census tracts were 64.1%
Hispanic, 28.0% Caucasian, 4.4% African American, and 2.4% Native American (Pima
County Health Status Report, 1990). Also, of all women who gave birth in those census
tracts, 8.6% were under the age of 18 years and 12.5% were 18 and 19 years of age (Pima
County Health Status Report, 1997). The community hospital ' s labor and delivery unit
provided care to a population that consisted of pregnant women who were "82%
Hispanic, 60.8% not married, 63% (had) less than a 12'h grade education, 21% under
nineteen years of age, and 68% AHCCCS recipients" (L Eribes, personal communication,
April, 14, 2000). The population also had multiple social stressors, such as domestic
violence, unemployment, substance abuse, single parent households with multiple
children, legal problems, lack of social support, and lack of basic resources, including
housing, food, and clothing (L. Eribes, personal communication, April 14, 2000). The
principal investigator, who work for nearly 2.5 years at the community hospital ' s prenatal
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clinics, found the above to be consistent with her observations and experience with the
population served.
The primary difference between the sites of prenatal care was that the "teen-only"
clinic provided care solely to females 19 years of age or younger, while the "traditional"
clinic provided care to females of any age. The other differences, as well as the
similarities, in the two clinics can be found in Table 1.
Human Subjects
Because data collection was through retrospective chart reviews and did not
involve direct patient contact, informed consent was not necessary. However, an
application was submitted to the University of Arizona human subjects committee, as
well as the community hospital ' s Institutional Review Board, to confirm that it was
exempt prior to chart review for data collection. Also, prior to data collection, the
policies and procedures governing the participation of human beings in research within
the Pima Health Care System (governing body of the community hospital) were
reviewed, consent from the community hospital ' s ethics committee and Institutional
Review Board was obtained, and the protocol and subsequent research was conducted
within the framework of these rules (Pima Health Care System Bioethics Committee
Policy Manual, 1998). Patient information was kept confidential by as.signing a subject
number to each person's data. The actual medical record numbers and patients' names
are being housed in the community hospital's medical records department in a locked file
cabinet.
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Table 1
Comparison of Key Characteristics of "Teen-Only" vs. "Traditional" Clinic
"Teen-Only" Clinic
satellite clinic of "traditional" clinic
housed in separate clinic across street

"Traditional" Clinic
ambulatory care clinic housed within
a hospital

job placement, health services, educational
training available

Health services only

midwife, 2 RN s

midwife, physicians, RNs, LPNs

30 to 60 minutes for appointment

15 to 45 minutes for appointments

social worker/counselor does mandatory
individual visits plus
family counseling and home visits

social worker does individual visits
as requested by patient or provider

4 week childbirth and parenting classes, also
infant/child CPR classes

6 week childbirth classes for all ages

food provided at all visits

No food provided

pictures taken during pregnancy
and post-partum

Photos not taken

Car seat given at 36 weeks

Care seats never given out

WICa available on site

WICa not available on site

Financial funds, as well as AHCCCSb, available
to pay for prenatal care

No financial funds available to pay
for prenatal care; AHCCCSb
available
aWIC =Women, Infants, and Children (a program that provides nutritional counseling, as
well as monetary support to by nutritional food items)
b AHCCCS =Arizona Health Care Cost Containment System (Arizona' s version of
Medicaid)
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Research Questions
1.

Are there differences in pregnancy outcomes between adolescents receiving
prenatal care at a "teen-only" clinic compared to adolescents receiving
prenatal care at a "traditional" clinic?

2. What are the relationships between selected demographic characteristics and
pregnancy outcomes for adolescents who received prenatal care at a "teenonly" clinic compared to adolescents who received prenatal care at a
"traditional" clinic?
Pregnancy outcomes included the following: maternal total weight gain, maternal
body mass index, number of weeks at start of prenatal care, number of prenatal
appointments attended, post-partum appointment attendance, maternal complications,
infant birth weight, infant gestational age at birth, infant apgar scores at birth and 5
minutes post-delivery, and infant complications. Demographic data included the
following maternal characteristics: age, ethnicity, level of education, pregnancy history,
and substance use prior to knowledge of the pregnancy.
Data Collection Method
Randomly selected patient charts were reviewed and information was gathered
and placed into a table under the appropriate category (see Appendix B). There were two
sets of data tables, one for the "teen-only" clinic group and one for the "traditional" clinic
group.
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Measurement Tools
All of the categories of data collected in this study were key indicators of
pregnancy outcomes used by the Federal Centers for Disease Control and Prevention to
determine trends in births (Ventura et al, 1999). The main categories examined were
maternal weight gain, appointment compliance, infant birth weight, infant gestational
age, infant Apgar scores, maternal and infant complications, and personal
characteristics/demographics.
Maternal Weight Gain
Maternal weight gain is a strong correlate of infant birth weight. Appropriate
weight gain is based on the mother' s body mass index (BMI), which is calculated using
pre-pregnancy weight and height. Guidelines for appropriate weight gain are as follows:
28 to 40 pound gain in underweight (low BMI) persons, 25 to 35 pounds in normal
weight (average BMI) persons, 15 to 25 pounds in overweight (high BMI) persons, and
less than 15 pounds in an extremely overweight (obese BMI) persons (Ventura et al,
1999).
Appointment Compliance
Appointment compliance is an indicator of adequate prenatal care. Based on
American College of Obstetricians and Gynecologists (ACOG) guidelines, 12-15 clinic
visits during pregnancy with consistency of visits (28 weeks or less seen a minimum of
once every 4 weeks, 28 to 36 weeks seen minimum of once every 2 weeks, and after 36
weeks seen a minimum of once per week, minimum of one post-partum visit) is
considered adequate prenatal care. The providers at the community hospital, where
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selected patients delivered, utilize this definition of prenatal care (Kino Community
Hospital CNM Policy and Procedure Manual, 1999).
Infant Birth Weight
Infant birth weight is an important component of infant well-being and is highly
correlated with complications. Low birth weight was defined as less than 2500 grams
(Ventura et al, 1999).
Infant Gestational Age
Infant gestational age was classified as preterm, term, or post-term. A preterm
infant was born prior to 37 weeks. A term infant was born between 37 and 40 weeks. A
post-term infant was born after 40 weeks. Gestational age was based on the estimated
due date (EDD). The gestational age at birth was calculated by using a pregnancy wheel,
with 40 weeks aligned with the EDD (Ventura et al, 1999).
Infant Apgar Scores
Infant apgar scores are another important indicator of infant wellness. An
evaluation and scoring of the infant was done at birth and five minutes after delivery.
These scores help evaluate the physical condition of the infant. This exam gives a score
of 0 to 2 to each of the five categories: heart rate, respiratory effort, muscle tone, reflex
irritability, and color. A score of 7 or better indicates good to excellent condition
(Ventura et al., 1999).
Maternal and Infant Complications
The complications categories were divided into maternal and infant factors.
Maternal complications included anemia, pregnancy induced hypertension (PIH),
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gestational diabetes, premature rupture of membranes, c-section, use of forceps or
vacuum, and fever (greater than 100 degrees Fahrenheit) in labor and delivery (Ventura et
al, 1999). Infant complications included preterm birth (birth prior to 37 weeks gestation),
moderate to heavy meconium, breech or malpresentation, fetal distress, and congenital
anomalies (Ventura et al, 1999).
Personal Characteristics/Demographics
Personal characteristics/demographics included five factors. Maternal age was
determined in years. Ethnicity was determined by broad categories, i.e. Hispanic,
Caucasian, African American, and Native American. Educational level was the number
of years of school completed. Gravity and parity was the total number of pregnancies and
total number of live births, respectively. Substance abuse included the use of tobacco,
illegal drugs, or alcohol prior to knowledge of pregnancy. The abuse of these substances
during pregnancy has been associated with multiple poor maternal and infant outcomes
(Ventura et al, 1999).
Data Analysis
The purposes of this research were to compare the differences in pregnancy
outcomes among pregnant teenagers who attended a specialty "teen-only" clinic versus
those who attended a "traditional" clinic and to determine relationships between
demographic characteristics and pregnancy outcomes. The tables below provide
information on the level of measurement, the descriptive statistics and the inferential
statistics for each of the variables examined.
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Descriptive statistics were used to analyze the data collected in each of the
categories. Descriptive statistics were run on all variables, but the statistics that were
examined in depth for each variable are listed in the tables below.
Inferential statistics were used to compare the statistical significance between the
specialty "teen-only" clinic group and the "traditional" clinic group. The tables below
specify which tests were run depending on the variable. Level of statistical significance
was set at p<0.05.
Data Analysis for Research Question# 1:
Inferential
Statistic
T-test

Maternal Pregnancy
Outcomes
Actual weight gain: TeenOnly" vs. "Traditional"

Level of
Measurement
Ratio

Descriptive Statistic

Actual BMI vs.
Recommended BMI "TeenOnly" clinic

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

Actual BMI vs.
Recommended BMI
"Traditional" clinic

Ratio

Mean, Median, Mode,
Variance, Standard
Deviation, Range

T-test

Actual BMI vs.
Recommended BMI "Teenonly" clinic vs.
"Traditional" clinic

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T -test

Total # appts: "TeenOnly" vs. "Traditional"

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T -test

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range
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Week started care: "TeenOnly" vs. "Traditional

Post-partum appt kept:
"Teen-Only" vs.
"Traditional"

# complications: "TeenOnly" vs. "Traditional"
Type of complication:
"Teen-Only" vs.
"Traditional"

Infant Pregnancy Outcomes

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

Ratio

T-test

Nominal

Mean, Minimum, Maximum,
Percent, Variance, Standard
Deviation, Range

T-test

Ratio

Mean, Minimum, Maximum,
Percent, Variance, Standard
Deviation, Range
Frequencies

T-test

Nominal

NIA

Level of
Measurement
Ratio

Descriptive Statistic

1 minute Apgar: "Teen-Only"
vs. "Traditional"

Ordinal

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

5 minute Apgar: "Teen-Only"
vs. "Traditional"

Ordinal

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T -test

# weeks at birth: "Teen-Only"
vs. "Traditional"

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

# Complications: "Teen-Only"
vs. "Traditional"

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

Birth weight (grams): "TeenOnly" vs. "Traditional"

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

Inferential
Statistic
T-test
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Type of Complication: "TeenOnly" vs. "Traditional"

Nominal

Frequencies

NIA

Inferential
Statistic
T-test

Level of
Measurement
Ratio

Descriptive Statistic

Nominal

Frequencies

NIA

Education Level:
"Teen-Only" vs.
"Traditional"

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T -test

Pregnancy History:
"Teen-Only" vs.
"Traditional"

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

Nominal

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test

Demographic Data
Age: "Teen-Only" vs.
"Traditional"

Ethnicity: "Teen-Only"
vs. "Traditional"

Substance use prior to
knowledge of
pregnancy: "TeenOnly" vs. "Traditional"

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

Data Analysis for Research Question #2
*All the inferential statistical tests listed were used for each demographic characteristic
depending on which pregnancy outcome it was being analyzed with.
Descriptive Statistic
Inferential
Demographic Data
Level of
Measurement
Statistic*
Age vs. Pregnancy Outcomes
Ratio
Mean, Minimum,
T-test or
Maximum, Percent,
Pearson
Variance, Standard
Correlation
Deviation, Range
Coefficient or
Chi Square
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Nominal

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test or
Chi Square or
1-way
ANOVA

Educational Level vs.
Pregnancy Outcomes

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test or
Pearson
Correlation
Coefficient or
Chi Square

Pregnancy History vs.
Pregnancy Outcomes

Ratio

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test or
Pearson
Correlation
Coefficient or
Chi Square

Nominal

Mean, Minimum,
Maximum, Percent,
Variance, Standard
Deviation, Range

T-test or
Chi Square or
1-way
ANOVA

Ethnicity vs. Pregnancy
Outcomes

Substance Use Prior to
Knowledge of Pregnancy vs.
Pregnancy Outcomes

Summary
A retrospective, descriptive, comparative, two-group design was chosen to
compare pregnancy outcomes for pregnant teenagers attending a "teen-only" clinic versus
a "traditional" clinic. Data were collected from prenatal and inpatient charts, which were
chosen through stratified, random sampling. Data collected from the charts, included
information on maternal weight, appointment compliance, infant birth weight, infant
gestational age, infant apgar scores, maternal and infant complications, and personal
characteristics/demographics. Descriptive and inferential statistics were computed and a
level of significance was set at p<0.05.
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Chapter 4
PRESENTATION OF THE DATA
The results of this study are presented in this chapter. Demographic
characteristics of the sample, along with findings addressing the research questions are
presented. The level of significance for the study was set at p < 0.05 .
Demographic Characteristics
The community hospital ' s labor and delivery records indicated that from April
1998 to April 2000 a total of 1,429 infants were, born on that unit. Three hundred and
sixty-one (25.3%) of those infants were born to adolescents. Of the 361 infants born to
adolescents, 175 (48.5%) of the adolescents attended the "teen-only" clinic for prenatal
care, 97 (26.9%) attended the "traditional" clinic, 15 (4.0%) attended another of the
hospital's satellite clinics, and 74 (20.5%) had either no or inadequate prenatal care.
From the three hundred and sixty-one available charts, 60 of those that met
selection criteria where randomly selected. Thirty of those charts were of adolescents
who received prenatal care at the "teen-only" obstetrical clinic and thirty were of
adolescents who received prenatal care at the "traditional" obstetrical/gynecological
clinic.
Age
The "teen-only" clinic sample ranged in age from 13 to 19 years with a mean age
of 16.9 years and 26.7% of the group was 18.0 years of age. The "traditional" clinic
sample ranged in age from 14 to 19 years with a mean age of 17.4 years and 33.3% of the
group being 19.0 years of age (Table 2).
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Ethnicity
The "teen-only" clinic sample was primarily Hispanic (80%) with 10%
Caucasian, 6.7% African American, and 3.3o/o Native American. The ethnicity of the
"traditional" clinic sample was similar with 80% Hispanic, 16.7% Caucasian, and 3.3%
African American (see Table 2).
Education Level
The "teen-only" clinic sample's level of education ranged from grade 5 to grade
12.5 with a mean grade of9.18. The "traditional" clinic sample had a level of education
that ranged from grade 8 to grade 13 (college freshman) with a mean grade of 10.62.
This shows that the "traditional" clinic sample had a significantly higher (p=0.002)
education level, about 1.5 years more on average, then the "teen-only" clinic sample (see
Table 2).
Pregnancy History
The pregnancy history of the females included in the study was defined as gravity,
abortion, and parity. Nearly seventy-seven percent of the "teen-only" clinic sample was
pregnant for the first time, while only 60.0 o/o of the "traditional" clinic sample was
experiencing their first pregnancy. The majority of patients from both clinic samples had
never had a therapeutic nor spontaneous abortion. The remainder of the pregnancy
history results can be found in Table 3.
Substance Use Prior to Pregnancy Knowledge
The use of substances (cigarette smoking, illegal drugs, and/or alcohol) prior to
knowledge of pregnancy was primarily negative for both clinic samples. Thirty percent
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of the "teen-only" clinic sample had used substances prior to knowledge of pregnancy,
while 26.7% of the "traditional" clinic sample had used substances.
Differences in Pregnancy Outcomes Between Clinic Samples
There was no statistically significant difference found in the pregnancy outcomes
between the adolescents who received prenatal care at a "teen-only" clinic as compared to
those who received prenatal care at a "traditional" clinic. Never the less, the results are
presented in the following paragraphs.
Maternal Weight Gain and Body Mass Index
Information collected involving maternal weight, included total weight gain and
body mass index (BMI). Total weight gain was calculated by subtracting the subject's
pre-pregnancy weight from the subject's last documented weight prior to pregnancy. The
"teen-only" clinic sample had a total weight gain ranging from 7.50 to 71.00 pounds,
while the "traditional" clinic sample had a range of9.50 to 58.00 pounds (see Table 4).
Body Mass Index (BMI) was calculated by dividing the subject's pre-pregnancy
weight (kg) by the subject's height (m2). The BMI was used to determine which category
(low, normal/average, high, or obese) each subject fell into. This information was then
used to evaluate how much weight the subject should have gained. The "teen-only"
clinic sample had a BMI ranging from 16.90 to 32.30 kg/m 2 , while the "traditional" clinic
sample ranged from 17.00 to 40.80 kg/m 2• The majority of both clinic samples were
classified as having normal/average BMI (see Table 4).
Finally, based on the BMI, 56.7% of the "teen-only" clinic sample gained too much
weight, 20.0% gained an appropriate amount of weight, and 23.3% did not gain enough
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weight. In the "traditional" clinic sample, 66.7% gained too much weight, 20.0% gained
an appropriate amount of weight, and 13.3% did not gain enough weight.

Appointment Compliance
Appointment compliance included number of weeks when care was started,
number of appointments each subject attended, and whether or not the subject attended a
post-partum appointment. The "teen-only" clinic sample had a mean number of weeks
when care was started of 15.67 weeks, with a range of5.00 to 29.00 weeks. The
"traditional" clinic sample had a mean start of care at 18.83 weeks with a range of 6.00 to
40.00 weeks (see Table 5).
The number of appointments the "teen-only" clinic sample attended ranged from
5 to 16 appointments with the mean number of appointments being 10.83 and the highest
percent (20%) having attended 11 appointments. The "traditional" clinic sample had a
range of 4 to 23 clinic appointments with a mean number of appointments being 10.00
and the highest percent (20%) having attended 9 appointments (see Table 5).
In terms of the number of subjects who attended a post-partum appointment, both
clinic samples were equal. Both clinic samples had 19 subjects or 63.3% of the sample
attending a post-partum appointment.
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Table 2
Demographic Characteristics of Age, Ethnicity and Education Level for the "Teen-only"
Clinic Sample and "Traditional" Clinic Sample
"Teen-Only" Clinic

"Traditional" Clinic

(n=30)

(n=30)

Range

13 .00- 19.00 years

14.00 - 19.00 years

Mean

16.90 years

17.40 years

1.60

1.50

Caucasian

3(10.0o/o)

5 (16.7%)

Hispanic

24 (80.0o/o)

24 (80.0%)

African American

2 (6.7o/o)

1 (3.3%)

Native American

1 (3.3%)

0 (0.0%)

Range

5.00-12.50 years

8.00 ~ 13.00 years

Mean

9.18 years

10.62 years

1.84

1.52

Age

Standard Deviation

Ethnicity

Education Level

Standard Deviation
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Table 3
Pregnancy History for the "Teen-only" Clinic Sample and "Traditional" Clinic Sample
"Teen-only" Clinic

"Traditional" Clinic

Range

1.00-4.00

1.00-3.00

Mean

1.30

1.47

Standard Deviation

0.65

0.63

Range

0.00- 1.00

0.00-2.00

Mean

0.10

0.17

Standard Deviation

0.31

0.46

Range

0.00-3.00

0.00-2.00

Mean

0.20

0.33

Standard Deviation

0.61

0.55

Gravity

Abortion

Parity
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Table 4
Maternal Weight Gain and Body Mass Index for the "Teen-only" Clinic Sample and the
"Traditional" Clinic Sample
"Teen-only" Clinic

"Traditional" Clinic

(n = 30)

(n = 30)

Range

7.50-71.00

9.50-58.00

Mean

37.03

38.01

Standard Deviation

17.11

12.76

Range

16.90- 32.30

17.00-40.80

Mean

23.90

25 .17

Standard Deviation

4.47

6.06

Obese

5 (16.7%)

4 (13.3%)

High

4 (13.3%)

6 (20.0%)

Normal/Average

15(50.0%)

17 (56.7%)

Low

6 (20.0%)

3 (1 0.0%)

Total Weight Gain (pounds)

Body Mass Index (kg/m 2)

Body Mass Index Classification
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Table 5
Appointment Compliance Data for the "Teen-only" Clinic Sample and the "Traditional"
Clinic Sample
"Teen-only" Clinic

"Traditional" Clinic

(n = 30)

(n = 30)

Range

5.00- 29.00

6.00-40.00

Mean

15.67

18.83

Standard Deviation

6.68

9.40

Range

5.00- 16.00

4.00-23.00

Mean

10.83

10.00

Standard Deviation

3.34

4.46

Yes

19 (63.3o/o)

19 (63.3%)

No

11 (36.7%)

11 (36.7%)

Number of Weeks When Care Started

Number of Appointments Attended

Post-Partum Appointment
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Infant Characteristics
Data collected on the infant included birth weight, 1-minute apgar, 5-minute
apgar, and gestational age. The "teen-only" clinic sample had infants with a mean birth
weight of 3,314.53 grams, while the "traditional" clinic sample had infants with a mean
birth weight of 3,397.83 grams (see Table 6).
The minimum 1-minute apgar score for the "teen-only" clinic sample was 5.00,
while the "traditional" clinic sample's minimum score was 7.00. The maximum 1-minute
apgar score was 9.00 for both clinic samples. The minimum 5-minute apgar scores for
both clinic samples was 8.00, while the maximum 5-minute apgar score was 9.00 and
10.00 for the "teen-only' clinic sample and the "traditional' clinic sample, respectively
(see Table 6).
The gestational age for the infants was determined by the age of the infant in
weeks at time of delivery, which was based on the infant's estimated due date. The
"teen-only" clinic sample had a gestational age ranging from 34.00 weeks to 42.00 weeks
with the majority (26.7%) of the infants delivering at 40.00 weeks. The "traditional"
clinic sample had a gestational age ranging from 37.00 weeks to 43.00 weeks with the
majority (36.7o/o) of the infants delivering at 39.00 weeks (see Table 6).
Complications
Maternal and infant data revealed a low occurrence of complications in both clinic
samples. Forty-six and seven-tenths percent of the "teen-only" clinic sample had
maternal complications, while 40.0o/o of the "traditional" clinic sample had maternal
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complications. A listing of the maternal complications that occurred can be found in
Table 7.
The "teen-only" clinic sample had three infants with complications. The
complications that occurred included one infant who was born prematurely (34 weeks)
and having a low birth weight (2,273 grams), while the other two complications involved
meconium (one with light and one with thick) in the amniotic fluid at time of delivery. It
is important to note that all three of these infants recovered without sequela. The
"traditional" clinic sample had no infants with complications.
Demographic Characteristics and Outcomes
The data for both the "teen-only" clinic sample and the "traditional" clinic sample
revealed no statistically significant differences in pregnancy outcomes; therefore, the data
were combined to explore the relationship between selected demographic characteristics
and pregnancy outcomes.
Demographic characteristics for the combined sample revealed that the age
ranged from 13 to 19 years with a mean age of 17.15 years. The modal age of the
subjects (25.0%) were 19 years of age. The ethnicity of the combined sample was 80.0%
Hispanic, 13.3% Caucasian, 5.0% African American, and 1.7o/o Native American. In
terms of the education level of the combined sample, the lowest grade attended was 5'h
grade while a freshman in college was the highest level attained. The mean level of
education was 9.9 years with the highest percentage (20.0%) of the sample having an 11 '11
grade education. Finally, the majority (68.3%) of the sample was primigravidas, and the
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Table 6
Infant Characteristics for the "Teen-only" Clinic Sample and the "Traditional" Clinic
Sample
"Teen-only" Clinic

"Traditional" Clinic

(n = 30)

(n = 30)

Range

2,273.00-4,375.00

2,570.00- 4,300.00

Mean

3,314.53

3,397.83

470.50

435.11

Range

5.00-9.00

7.00-9.00

Mean

8.17

8.30

Standard Deviation

1.02

0.65

Range

8.00-9.00

8.00- 10.00

Mean

8.90

9.00

Standard Deviation

0.31

0.26

Range

34.00- 42.00

37.00 - 43.00

Mean

39.20

39.73

1.88

1.34

Infant Birth Weight (grams)

Standard Deviation
Infant 1-Minute Apgar

Infant 5-Minute Apgar

Infant Gestational Age (weeks)

Standard Deviation

66

Table 7
Maternal Comglications in the "Teen-only" Clinic Samgle and the "Traditional" Clinic
Samgle
Number of Mothers
Number of Mothers
Maternal Complications
with Complications in

with Complications in

the "Teen-only" Clinic

the "Traditional" Clinic

Sample

Sample

(n = 14 out of 30)*

(n= 12 out of 30)*

Cephalopelvic Disproportion

0

2

Cesarean Section Delivery

0

-'

Chronic Hypertension

0

2

Enlarged Thyroid

0

Gallstones

1

Gestational Diabetes

0

Herpes Infection at Delivery
Hyperemesis Graviderum

0

0
0

Maternal Temperature at Delivery

0

Post-Dates

3

Pregnancy Induced Hypertension

2

Premature Rupture of Membranes

2

Pre-term Labor
Pyelonephritis

'"I

2

2
0

Severe Anemia During Pregnancy

0

Second Trimester Bleeding

0

Vacuum Assisted Delivery

3

0

Total Number of Complications

16

17

*Note: Several subjects had more than one complication.
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majority (71.7%) of the sample had not used substances prior to knowledge of their
pregnancy.
Maternal Age and Pregnancy Outcomes
An investigation of the relationship between maternal age and pregnancy
outcomes was completed. The data analysis revealed that there were no statistically
significant relationship between maternal age and the various pregnancy outcomes.
Ethnicity and Pregnancy Outcomes
An investigation of the relationship between ethnicity and pregnancy outcomes

was completed. The data analysis revealed that there were no statistically significant
relationship between ethnicity and the various pregnancy outcomes.
Education Level and Pregnancy Outcomes
An investigation of the relationship between level of education and pregnancy
outcomes was completed. The data analysis revealed that there were no statistically
significant relationship between education level and the various pregnancy outcomes.
Pregnancy History and Pregnancy Outcomes
An investigation of the relationship between pregnancy history and pregnancy
outcomes was completed. The data analysis revealed that there were statistically
significant relationships between pregnancy history and four specific pregnancy
outcomes. Pregnancy history was evaluated based on gravida with primigravida
teenagers being those experiencing their first pregnancy and mulitgravida teenagers being
those experiencing at least their second pregnancy. Statistical significance was
determined by a p-value of less than 0.05.
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The first relationship was between pregnancy history and total maternal weight
gain (p=0.028). Primigravida teenagers (n=41) had a higher total weight gain then
multigravida teenagers (n=19). The mean total weight gain for primigravida teenagers
was 39.50 pounds, while multigravida teenagers gained a mean of 33.14 pounds.
The second relationship was between pregnancy history and number of weeks at
onset of prenatal care (p=0.034). Primigravida teenagers started care at a mean of 15
weeks gestation, whereas multigravida teenagers began care at a mean of 21 weeks
gestation. As a result, a relationship between pregnancy history and total number of
prenatal care appointments attended was supported (p=0.001). Primigravida teenagers
had a mean of 11.4 appointments, while multigravida teenagers only had a mean of 8.3
appointments.
Finally, there was a relationship between pregnancy history and infant
complications (p=0.042). The primigravida teenagers delivered the only three infants
with complications, while the multigravida teenagers' infants had no complications.
Substance Use Prior to Knowledge of Pregnancy and Pregnancy Outcomes
An investigation of the relationship between substance use prior to knowledge of
pregnancy and pregnancy outcomes was completed. The data analysis revealed that there
were no statistically significant relationship between substance use prior to pregnancy
knowledge and the various pregnancy outcomes.
Summary
The data analysis of demographic characteristics and the various pregnancy
outcomes between the two samples and with the two samples combined revealed a few
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statistically significant differences and relationships. When comparing the demographic
characteristics and the various pregnancy outcomes between the two groups, the only
difference found was that the "traditional" clinic sample had a significantly higher (a
mean of 1.5 years) level of education than the "teen-only" clinic sample. As no other
statistically significant difference was found between the two samples, the data were
combined to analyze the relationship between demographic characteristics and various
pregnancy outcomes. This analysis found that there were relationships between
pregnancy history and total weight gain, number of weeks at which care was started,
number of appointments attended, and infant complications. The relationships were that
primigravida teenagers gained more total weight, started care earlier in their pregnancy,
attended more appointments, and had the only infants with complications then the
multigravidas.
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Chapter 5
DISCUSSION OF FINDINGS
The purpose of this study was to compare pregnancy outcomes for pregnant
teenagers who received prenatal care at a "teen-only" clinic versus those who received
prenatal care at a "traditional" clinic. This chapter will discuss the results of this study, as
well as review the findings of this study in relation to previous, relevant literature and the
Neuman Systems model. In addition, the implications of this studys' results for clinical
practice and for future research are presented, along with the identification of this studys'
strengths and weaknesses.
Discussion of Study Results
Results from prior research about the effectiveness of specialty prenatal clinics for
adolescents in improving pregnancy outcomes have been inconsistent, except for the
findings that any type of prenatal care improves pregnancy outcomes. Results of this
study showed no significant differences in pregnancy outcomes between adolescent
mothers who attended the "teen-only" clinic versus adolescent mothers who attended the
"traditional" clinic. There are several possible explanations for these findings. The four
which seem most likely are 1) differences in the educational levels of the samples from
the "teen-only" clinic versus the "traditional" clinic, 2) limitations in the outcomes
evaluated via retrospective chart review, 3) the "teen-only" clinic makes less difference in
pregnancy outcomes among Hispanic teens than among teens from other ethnic groups,
and 4) care provided by a certified nurse midwife results in overall positive outcomes.
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Sample - The samples for this study were obtained through a stratified, random sampling
procedure. The samples were significantly different, only in terms of their mean
educational level (See Table 2, page 51), with the "traditional" clinic sample attaining 1.5
more years of education than the "teen-only" clinic sample. However, the ages for both
clinic samples were relatively similar (approximately 17 years). It may be that the teens
attending the "traditional" clinic were both slightly older and had significantly more
education than the "teen-only" clinic sample, which accounted for their relatively lowlevel of adverse pregnancy outcomes. Prior research would concur that older teenagers
are more likely to have fewer pregnancy complications than younger teenagers (Alan
Guttmacher Institute, 1999; Alexander & Guyer, 1993 ; Cervantes, Keith, & Wyshak,
1999; NOAH team, 1997).
Limited Outcomes Via Chart Review- The outcomes evaluated were limited by virtue of
the data available on the charts. These outcomes were heavily focused on physiological
variables. It was not possible to evaluate differences in other important outcomes, such
as changes in understanding about adequate prenatal care and childbirth education,
knowledge about contraception, or increased infant care skills. Although the services
offered at the "teen-clinic" address these areas, the retrospective chart reviews did not
allow data to be collected in these areas.
Appropriateness of the Clinics for Hispanic Adolescent Mothers - There have been
limited studies on the effectiveness of "teen-only" versus "traditional" clinics among
Hispanic teens. Samples from prior studies included mainly Caucasian and AfricanAmericans with the exception of one study that included only a small number of Hispanic
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teens (23% of the study' s sample) (Morris, et al. , 1993). It may be that the "teen-only"
clinic in this study did not provide culturally competent care or it may be that Hispanic
teens do not require age-specific care. Also, Hispanic teens tend to have less maternal
and infant complications (Alan Guttmacher Institute, 1999; Alexander & Guyer, 1993;
Cervantes, Keith, & Wyshak, 1999; NOAH team, 1997).
Care Provided by Certified Nurse Midwife- There have been no studies investigating the
differences in specialty versus traditional prenatal care clinics that utilize certified nurse
midwives (CNMs) as providers of care. This study provides some data; however, since
the interventions were so similar (both clinics used the same group of certified nurse
midwives to provide prenatal care) there was no statistically significant difference in
pregnancy outcomes.
Comparison of Study Findings With Prior Research
Results of this study indicated that 1) there were no significant differences
between demographic characteristics of the samples from the "traditional" and the "teenonly" clinics, with the exception that the sample from the "traditional" clinic tended to
have a higher level of education, and 2) there were no statistically significant differences
in pregnancy outcomes between the two samples. These findings are both similar and
different to findings from previous research studies that investigated the demographic and
pregnancy outcomes differences between adolescent who attended a specialty "teen-only"
clinic and a "traditional" clinic.
The results of this study, in terms of differences in demographics and pregnancy
outcomes between adolescents attending a specialty versus a traditional clinic for prenatal
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care, that were similar to previous research are related to several pregnancy outcomes.
This study did not find any significant differences in maternal and infant pregnancy
complication between the two clinic samples. This confirmed the findings of Morris et
al. (1993), who found no significant differences in medical outcomes between
adolescents who attended a specialty clinic versus a traditional clinic. Similarly, the
present study findings coincide with the findings of Smoke and Grace ( 1988), who
reported no significant differences in weight data, labor and delivery information, and
infant data.
The results of this study differed from previous studies that found statistically
significant differences in several pregnancy outcomes for adolescents who attended a
specialty prenatal clinic versus a traditional prenatal clinic. Morris et al. (1993) found
that teenagers who attended a specialty prenatal clinic began prenatal care earlier and
attended more prenatal visits than did teenagers who attended a traditional prenatal clinic.
Slager-Earnest et al. (1987) found teenagers who attended the specialty clinic, which
included attendance at prenatal education classes, had fewer obstetrical and neonatal
complications than teenagers who attended the traditional clinic. Stevens and Pavlides
(1989) found that teenagers who had individualized, specialty prenatal care had improved
compliance, nutritional status, and neonatal outcomes. Finally, Smoke and Grace (1988)
found that teenagers who attended prenatal education classes, also attended more prenatal
visits and had fewer maternal and infant complications than those teenagers who did not
partake in prenatal education classes.
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Findings in Relation to Theoretical Model
Neuman Systems Model (NSM) provided the conceptual orientation for the study
of comparing pregnancy outcomes for teenagers who received prenatal care at a "teenonly" clinic versus those who received prenatal care at a "traditional" clinic. In this
study' s original interpretation of the NSM (see Figure 2, p 21), the stressors were
physical and psychosocial factors associated with pregnancy and birth, the client system
was general (i.e. "teenager"), the model indicated that pregnancy outcomes would be
affected by the site of care (traditional versus teen-only clinic) and the client system, and
healthlwellness variables were represented only by general terms (i.e. maternal and infant
pregnancy outcomes). The study's original interpretation was revised (see Figure 3, p 68)
based on the study results. Those revisions are as follows: 1) the stressor was reconceptualized to include physical factors associated with pregnancy and birth and the
stressor of late entry to prenatal care, 2) relevant client system variables were specified as
age, ethnicity, education level, pregnancy history and use of substances prior to
knowledge of pregnancy, 3) more emphasis has been placed on the client system' s impact
on both physiological and psychosocial health/wellness, 4) the intervention' s (site of
care) influence on healthlwellness was shown not to have an impact on physiological
outcomes of pregnancy, but an impact may be present in terms of the psychosocial
outcomes, such as emotional support and well-being, and 5) the relevant healthlwellness
variables have been specified.
The Stressor - The stressor of late entry to prenatal care was added to the stressor of
physical factors associated with pregnancy and birth. Late entry to prenatal care was
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added as a stressor because it can affect pregnancy outcomes. The psychosocial factors
associated with pregnancy and birth were removed as this study did not investigate that
aspect.
Relevant Client Systems Variables - The inclusion of the specific demographic
characteristics (age, ethnicity, education level, pregnancy history, and substance use prior
to knowledge of pregnancy) of which the pregnant adolescent was composed were added.
This addition was done to help clarify exactly what this study considered the client
system to be.
Impact of the Client System on Health/Wellness- Following analysis of the data, the
demographic characteristics (client system) were found to have a significant impact on
pregnancy outcomes (health/wellness); therefore, the arrow between them was made
more prominent to show this relationship.
Intervention/Site of Care- The intervention/site where prenatal care was received and the
impact it had on health/wellness (pregnancy outcomes) was revealed, through data
analysis, to be rather different than originally thought. As similar pregnancy outcome
results were found between the two clinic samples, the conclusion was that the site of
prenatal care had no impact on the maternal or infant physiological outcomes, hence the
line through the arrows to indicate no relationship. However, since the study did not
investigate the relationship between intervention and psychosocial outcomes, the addition
of the unknown relationship (indicated by the question mark) between the two was added.
This was added, because it is possible that further research may reveal that there is a
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statistically significant relationship between the site of prenatal care and psychosocial
outcomes.
Health/Wellness Variables - The specific physiological maternal and infant outcomes
were listed to clarify the type of pregnancy outcomes data collected. The variable of
psychosocial outcomes was added to indicate that this is as important as the physiological
aspects.
Implications for Clinical Practice
The results of this study as well as the results of the studies mentioned in the
review of literature produce interesting data that is relevant to clinical practice. These
data reveal the importance of knowing the characteristics of the population that would be
attending the clinic. Of particular interest is the ethnicity and culture of the population.
This is important, so that appropriate, culturally accepted care can be given. It is also
important, because although the results of this study do not support using a specialty
clinic to provide prenatal care to an older, Hispanic adolescent population, there may be
other populations (younger adolescents with different ethnic backgrounds) that would
benefit from this type of clinic.
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Figure 3
Revised Conceptual Model of Pregnancy Outcomes in Pregnant Teenagers Related to the
Site Where Prenatal Care was Received (Adapted from the Betty Neuman Systems
Model, 1982)
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Although the results of this study did not show that site of prenatal care impacted
pregnancy outcomes, it had several interesting findings. The first finding is the
relationship between pregnancy history and total maternal weight gain. Primigravida
teenagers gained an average of 6.36 more pounds than the multigravida teenagers. This
implies that providers may need to provide improved nutritional education to
primigravida teenagers. The second finding is the relationship between pregnancy history
and appointment compliance. These results revealed that primigravida teenagers are
more likely to seek prenatal care earlier and attend more prenatal visits. This translates
into a need for providers and community health workers to educate teenagers that if a
second pregnancy is to occur, they need to seek prenatal care as early as they did with the
first pregnancy. Through personal experience, multigravida teenagers hesitate to seek
prenatal care due to embarrassment and shame. It is vital that providers emphasize the
importance of prenatal care and not show disappointment or disapproval when the
teenager acknowledges the pregnancy. Finally, this study showed that primigravida
teenagers were the only group to have infant complications. As previous research (Alan
Guttmacher Institute, 1999; Alexander & Guyer, 1993 ; NOAH team, 1997) has also
found that more complications are associated with first time pregnant teenagers and
younger teenagers, it is important for providers to seek out ways of encouraging early and
adequate prenatal care by first time pregnant teenagers.
Strengths & Limitations
The strengths of this study include: 1) the manner in which the sample was
selected and data were collected, 2) the sample itself, and 3) the investigation of
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physiological outcomes that are of great concern and have tremendous implications for
long-term health of mothers & babies. The limitations of this study include: 1) the
sample itself, 2) similarity of care provided at the "teen-only" versus "traditional" clinic,
and 3) the collection of only quantitative data.
Strengths - The random selection of the samples and the collection of data by the
principal investigator, who was very familiar with the charting systems of both clinics,
are strengths of this study. They are strengths because they established reliability and
validity of the data and results. The sample itself is a strength of this study. The samples
were fairly homogenous, both consisting primarily of Hispanic teenagers, who are a
group with one of the highest teenager pregnancy rates in the United States, older
teenagers (mean age of 17 years), primigravida teenagers, and teenagers who had not
used substances prior to knowledge of their pregnancy. These similarities help to
eliminate differences in the two samples as reasons for differences in pregnancy
outcomes. Finally, the investigation of physiologic pregnancy outcomes is a strength.
This provided data that was comparing to other studies, as well as it tends to have the
greatest impact on the long-term health of the mothers and babies.
Limitations - The sample itself is a limitation, because it was composed of primarily
older, Hispanic teenagers who received prenatal care. It is known that some populations,
particularly the Hispanic population and older adolescents, tend to have better pregnancy
outcomes (infants with fewer complications and higher birth weights) than other
ethnicities and younger adolescents (Alan Guttmacher Institute, 1999; Alexander &
Guyer, 1993 ; Cervantes, Keith, & Wyshak, 1999; NOAH team, 1997). Failure to include
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pregnant teenagers who did not receive prenatal care resulted in a non-representative
sample with study findings that cannot be generalized to this group. This study's sample
consisted primarily of older, Hispanic adolescents known to have better pregnancy
outcomes (infants with fewer complications and higher birth weights), which may not
represent all pregnant teenagers and their pregnancy outcomes. (Alan Guttmacher
Institute, 1999; Alexander & Guyer, 1993 ; Cervantes, Keith, & Wyshak, 1999; NOAH
team, 1997). The prenatal care provided in the "teen-only" and "traditional" clinics may
have been too similar. Both clinics utilized the same group of certified nurse midwives as
prenatal care providers. This may have skewed the results and made pregnancy outcomes
differ only by individual patient differences. Finally, only quantitative, medical and
demographic data were collected. The chart review as means of data collection did not
allow for the collection of certain qualitative data, such as social and emotional support
received from the staff, which may have been significantly different between the two
clinics.
Recommendations for Future Research
Based on the findings of this study, ideas for future research related to pregnancy
outcomes and specialty prenatal care clinics should involve the following:
1) A larger, more ethnically diverse sample that is stratified and consists of very
young, young, and older adolescents
2) A sample whose care is provided by certified nurse midwives and a sample
whose care is provided by physicians, hence investigation the effects on
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adolescent pregnancy outcomes in terms of a nursing philosophy versus a
medical model
3) Interventions/clinics that are more diverse
4) Qualitative research that investigates the psychosocial pregnancy outcomes
between pregnant adolescents who attended a specialty versus a traditional
prenatal clinic
5) A longitudinal study that investigates the relationship between the type of
intervention/clinic and future outcomes, such as level of education attained
and age at which the adolescent's next pregnancy occurred

Conclusions
Although this study did not find differences by site of prenatal care and pregnancy
outcomes, it has several merits. It provides interesting results on pregnancy history and
pregnancy outcomes. Furthermore, it provides an investigation of specialty prenatal care
clinics with a predominantly Hispanic population. Finally, it provides the literature with
data on the utilization of certified nurse midwives as providers of care at specialty "teenonly" prenatal clinic. This is a valuable area of study and future research may establish
that pregnancy outcomes do improve with the use of specialty teen-only prenatal clinics.
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APPENDIX A

HUMAN SUBJECTS AND APPROVAL LETTERS
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THE UNIVERSITY OF

Human Subjects Committee

ARizoNA.

1622 E. Mabel Street
P.O. Box 24~137

1Uc:son. AZ ssn+5137
(520) 626-6nl

6 June 2000

Ruth L. Seppala, BSN, RN
c/o Elaine Jones, Ph.D.
College ofNursing
PO BOX 210203

RE:

COMPARISON OF PREGNANCY OUTCOMES AMONG PREGNANT
TEENAGERS ATIENDING A SPECIALTY TEEN CLINIC VERSUS A .
TRADITIONAL OBSTETRICAL/GYNECOLOGICAL CLINIC

Dear Ms. Seppala:
We have received docwnents concerning your above referenced project. Regulations published by
the U.S . Department of Health and Hwnan Services [45 CFR Part 46.101 (b) (4)] exempt this type
of research from review by our Committee.
Please be advised that clearance from authorities for site(s) where proposed research is to be
conducted must be obtained prior to performance of this study. Evidence of this must be
submitted to the Huxnan Subjects Committee.

Thank you for informing us of your work. If you have ·any questions concerning the above, please
contact this office.
Sincerely,

Chairman
Human Subjects Committee
DGJ/js
cc: Department/College Review Committee
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Kino Community Hospital

.Your CommunHy HospHal

2800 Ea st Ajo Way • Tucson. Arizona 85713 • (520) 294-4471

July 7, 2000

Ms. Ruth Seppala
12927 North Suizo MoWltains Road
Marana, Arizona 85653
Re:

Research Protocol, "Comparison of Pregnancy Outcomes among Pregnant
Teenagers Attending A Specialty Teen Clinic versus A Traditional
Obstetrical/Gynecological Clinic"

Dear Ms. Seppala:
Your protocol was reviewed for approval by the Pima Health Care System Institutional
Review Board at the June 9, 2000 meeting. The IRB approved the study with the
stipulation that you include the following language in your protocol:
"The policies and procedures governing the participation of human beings in
research within the Pima Health Care System have been reviewed.' This protocol
and subsequent research will be conducted within the framework of these rules."
Additionally, you agreed to identify the secured location where the list of medical records
for the study would be kept.
The IRB will be meeting on Friday, July 14, 2000 and needs to review this
documentation before passing the protocol on to the Medical Executive Committee for
final approval.
Please send this information to Suzy Hunt, the IRB secretary, in care of the Kino Hospital
Quality Management Department. If you wish, you may fax it to her at 741-6783. You·
may contact Ms. Hunt at 573-2868 if you have questions or need assistance.
Sincerely yours,

/~~(~
/ /

c

St~~~n .s'ei'~e~~ Cha1r lnstltutlonal ReVIew Board

PIMA HEALTH CAAE SYSTEM AFFILIATES

Kino Community Hospital and Clinics • Pima HeoHh System/Pima Health Pion & f1mo ~ong Term Core • Community.SeMces System
Posada del Sol Health Core Center • Pima Home Health • Pima County Health Deportment • Medical Assistance
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.Kino
Community
Hospital
July 19, 2000

Ms. Ruth Seppala
Kino Community Hospital
Urgent Care Clinic
2800 East Ajo Way
Tucson,Puizona 85713
Regarding:

Research Protocol, "Comparison of Pregnancy Outcomes among Pregnant
Teenagers Attending A Specialty Teen Clinic versus A Traditional
ObstetricaL'Gynecological Clinic"

Dear Ms. Seppala:
Your research study was approved by the Pima Health Care System Institutional Review Board (IRB)
at the July '14·,'2000 meeting. Final approval for implementation of the study was given by the Kino
Community Hospital Medical Executive Quality Assurance Committee at the July 19, 2000 meeting.
In your note to the IRB, you indicated you would revise your protocol to include the required
language regarding abiding by the IRB' s policies. Please submit a copy of this revision to the IRB
once done. Additionally, you said you would store the list of patient identifiers in either a locked
cabinet at the U of A College of Nursing or at Kino Hospital. The information should be kept in a
locked cabinet at Kino Hospital. Please identify that location.
The IRB approved yearly reviews of the study from the date it was approved by the IRB, or at the
time the stUdy ends whichever comes first. You will be contacted by the IRB when your yearly
report is due. If your study should end before this annual review, you are responsible for submitting
a final report within 30 days of completion of the study.
Research investigators shall promptly report proposed changes in previously approved human subject
research activities to the IRB. The proposed changes shall not be initiated without the committee's
review and approval.
If you have questions or need further assistance, you may contact the IRB secretary, Suzy Hunt, at
573-286
.
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APPENDIXB

DATA COLLECTION TOOL
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