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Abstract

Context: The purpose of this paper is to synthesize and evaluate the evidence on the effectiveness 

of repeat teen pregnancy prevention programs offered in clinical settings.

Evidence acquisition: Multiple databases were searched for peer-reviewed articles published 

from January 1985 to April 2016 that included key terms related to adolescent reproductive health 

services. Analysis of these studies occurred in 2017. Studies were excluded if they focused solely 

on sexually transmitted disease/HIV prevention services, or occurred outside of a clinic setting 

or the U.S., Canada, Europe, Australia, or New Zealand. Inclusion and exclusion criteria further 

narrowed the studies to those that included information on at least one short-term (e.g., increased 

knowledge); medium-term (e.g., increased contraceptive use); or long-term (e.g., decreased repeat 

teen pregnancy) outcome, or identified contextual barriers or facilitators for providing adolescent-

focused family planning services. Standardized abstraction methods and tools were used to 

synthesize the evidence and assess its quality. Only studies of clinic-based programs focused 

on repeat teen pregnancy prevention were included in this review.

Evidence synthesis: The search strategy identified 27,104 citations, 940 underwent full-text 

review, and 120 met the adolescent-focused family planning services inclusion criteria. Only five 

papers described clinic-based programs focused on repeat teen pregnancy prevention. Four studies 

found positive (n=2) or null (n=2) effects on repeat teen pregnancy prevention; an additional study 

described facilitators for helping teen mothers remain linked to services.
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Conclusions: This review identified clinic-based repeat teen pregnancy prevention programs 

and few positively affect factors that may reduce repeat teen pregnancy. Access to immediate 

postpartum contraception or home visiting programs may be opportunities to meet adolescents 

where they are and reduce repeat teen pregnancy.

Theme information: This article is part of a theme issue entitled Updating the Systematic 

Reviews Used to Develop the U.S. Recommendations for Providing Quality Family Planning 

Services, which is sponsored by the Office of Population Affairs, U.S. Department of Health and 

Human Services.

CONTEXT

Despite declines in the teen birth rate over the past 25 years, there were 209,809 births 

to teens aged 15–19 years in the U.S. in 2016, of which 17% were non-first births.1 

Repeat teen pregnancy (RTP) and repeat teen birth rates are higher among females within 

minority and low-income communities,1–3 and vary by state, as does effective postpartum 

contraceptive use.4 Repeat teen births have a higher preterm and low birthweight risk 

compared with first teen births.5–7 Repeat teen births are also at increased risk of adverse 

social outcomes, such as lower maternal educational attainment8 and dependence on 

government assistance,9 exacerbating socioeconomic disadvantages brought on by a first 

teen birth. Interventions to reduce repeat teen births may differ from those focused on 

primary prevention of teen pregnancy.8,10–13 Evidence-based approaches are needed to 

reduce repeat teen births, including clinic-based interventions, which can be implemented 

along with other family planning and related reproductive health services.3,14,15

Previous systematic reviews of RTP prevention programs have not focused exclusively on 

clinic-based interventions14 or have been conducted many years ago.3,16–18 An updated 

review of clinic-based interventions, which can be integrated into other clinical care 

services, is needed. Therefore, as part of a broader review related to adolescent family 

planning services, a systematic review was conducted on the effect of clinic-based RTP 

programs on short-, medium-, and long-term outcomes among teens, as well as on 

identifying contextual barriers or facilitators for providing clinic-based RTP programs. This 

review was conducted in two phases: the first was not published but used to inform the 

development of Providing Quality Family Planning Services: Recommendations of CDC 

and the U.S. Office of Population Affairs15; the second was recently conducted to update the 

first review and capture the most recent evidence.

EVIDENCE ACQUISITION

The methods for conducting the first systematic review, covering studies published 

from January 1, 1985, to February 28, 2011, were based on methodology used by 

the U.S. Preventive Services Task Force (USPSTF).19 The updated systematic review, 

covering studies published from March 1, 2011, to April 30, 2016, followed the same 

process. The analysis for the initial and updated systematic reviews took place in 2014 

and 2017, respectively. Six key questions (KQs) on adolescent-focused family planning 

services were identified by an expert work group convened to advise the Office of 

Population Affairs and the Centers for Disease Control and Prevention on the structure 
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and content of the Quality Family Planning recommendations (Table 1), and four priority 

topic areas were identified for later categorization of studies: youth-friendly services, 

confidentiality, parental involvement, and RTP prevention. This manuscript focuses on 

the studies categorized as pertaining to RTP prevention. An analytic framework was 

developed to show the hypothesized relationships between the provision of adolescent-

focused family planning interventions among young people (ages 10–24 years) and key 

outcomes of interest (Figure 1). Specific outcomes included short-term outcomes (i.e., 

psychosocial, client experience [KQ3]), medium-term outcomes (i.e., behavioral [KQ2]), 

and long-term outcomes (i.e., reproductive health, value/cost savings [KQ1]); barriers 

and facilitators for clinics implementing interventions to strengthen adolescent-focused 

family planning services (KQ4); unintended consequences associated with adopting or 

implementing interventions designed to strengthen adolescent-focused family planning 

services (KQ5); and contextual barriers and facilitators for clients seeking (or clinicians 

providing) adolescent-focused family planning services (KQ6). Select key outcomes were 

added to the updated review (Figure 1).

Selection of Studies

Search terms for the concepts of “family planning” and “adolescent” were combined and 

used to query 16 online databases for the first review and 15 for the updated review 

(Appendix Table 1, available online). Slight modifications of search terms were incorporated 

into this updated systematic review based on limitations identified from the first review in 

order to optimize retrieval of relevant articles (Appendix Table 2, available online; new items 

bolded).

Criteria for retrieval and inclusion were established a priori and applied to the search 

results. Studies were initially considered for inclusion if they were conducted in highly 

developed nations including the U.S., Canada, Australia, New Zealand, and European 

countries categorized as “very high” on the Human Development Index; and written in 

English, Danish, Norwegian, or Swedish languages.

Full-length articles were then retrieved and included if their titles and abstracts suggested 

relevance to the KQs, as determined using population, intervention, comparator, outcome, 

timing, and setting (PICOTS) inclusion and exclusion criteria (Appendix Table 3, available 

online). For KQs 1–5, inclusion criteria required that the study examined an intervention 

(e.g., clinical or community-based service, strategy, program, practice, activity, or treatment) 

implemented to improve adolescent-focused family planning services, and had a comparator 

or control group to which the intervention was compared. The comparison group could 

consist of no intervention, usual care, or a different intervention and could be conducted 

using a contemporaneous or pre–post comparison design. Descriptive studies, without 

interventions or comparison groups, were only considered for KQ6, which focused 

on identifying the contextual barriers and facilitators for clients seeking (or clinicians 

providing) adolescent-focused family planning services. After verifying accuracy and 

completeness of the abstraction process through pilot testing, data from included studies 

were systematically abstracted into a structured, Excel-based abstraction form tailored to 

this topic area (data abstraction form available upon request).
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Assessment of Study Quality and Synthesis of Data

The included studies were assessed for study quality. Internal validity was assessed by 

determining the USPSTF level of evidence (I, II-1, II-2, II-3, III) as well as identifying 

major study strengths, weaknesses, and risks for bias. External validity was assessed by 

comparing the study population with U.S. adolescents.

EVIDENCE SYNTHESIS

The combined results of the two systematic reviews, covering studies published from 

January 1, 1985, to April 30, 2016, identified and screened 27,104 unique records by 

title and abstract. After screening, 26,164 records were excluded because they met at least 

one exclusion criteria (PRISMA diagram Figure 2), primarily because they were studies 

conducted outside the relevant countries, unrelated to young people, or unrelated to family 

planning. Of the 940 full-text articles reviewed, 825 were excluded, primarily because they 

were studies focused solely on sexually transmitted disease/HIV prevention services without 

a family planning component, or were conducted outside of a clinic setting. This left 120 

studies that met the inclusion criteria for the topic of adolescent-focused family planning 

services. After categorizing studies by the four priority topic areas previously identified, 17 

studies were found to pertain to RTP prevention programs. Of the 17 studies, 12 focused on 

a diverse set of community-based programs, mostly operated in educational or home visiting 

settings. Because the aim of this review was to examine clinic-based programs focused on 

RTP prevention, the aforementioned 12 studies were excluded. The remaining five studies 

reporting on clinic-based RTP prevention programs comprise the evidence used for this 

review.

Clinic-Based Repeat Teen Pregnancy Studies Included

The five studies on clinic-based RTP prevention programs are presented in Appendix Table 4 

(available online). Study sample sizes ranged from 243 to 1,386 participants. All participants 

were adolescent females under age 20 years. One study had a USPSTF Level I quality rating 

(properly powered and conducted RCT)20; one study had a USPSTF Level II-1 quality rating 

(well-designed controlled trial without randomization)21; and two studies had a USPSTF 

Level II-2 quality rating (evidence obtained from well-designed cohort or case-control 

analytic studies).22,23 Lastly, one study was a time series study without a control group 

(USPSTF Level II-3 quality rating).24

A controlled trial without randomization was conducted by Elster et al.21 that compared 

125 pregnant teens who entered the Teen Mother and Child Program at University of Utah 

School of Medicine with 135 similar teens who came to the Salt Lake City County Health 

Department for Special Supplemental Nutrition Program for Women, Infants, and Children 

(WIC) services. The Teen Mother and Child Program was a comprehensive adolescent 

pregnancy and parenthood program where pregnant teens received an in-depth psychosocial 

and nutritional assessment at program entry, during late gestation, and 6, 12, 18, and 26 

months after delivery. In addition, the program provided medical care and other services, 

including education about pregnancy, labor and delivery, contraception, and infant health; 

individual counseling about interpersonal relationships, financial management, school and 
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work, parenting, and stress and coping; and couple and family counseling. Efforts were 

made to involve the adolescents’ parents and the babies’ fathers. Program staff were 

available nights and weekends for telephone assistance.

Rabin and colleagues22 conducted a retrospective cohort study in a hospital center in South 

Jamaica, New York, examining a program where 498 pregnant adolescents were assigned 

to an interdisciplinary team (consisting of obstetrician/gynecologists, pediatricians, social 

workers, and health educators) for the duration of their prenatal care and until age 20 years; 

outcomes were compared with those for 91 pregnant teens seen at the hospital center’s 

adult obstetric clinic who continued to receive care with their newborns at the hospital’s 

adult family planning and pediatrics clinics until age 20 years. Vital components of the 

program included a physician/practitioner 24-hour on call system and a reproductive health 

and family education program, consisting of ongoing biweekly classes for the patient, her 

partner, and family. Other services provided through the program included referrals to a 

mental health center, WIC services, a housing office, a high school equivalency program, a 

child care center, and an adult and pediatric primary care clinic.

O’Sullivan and Jacobsen20 conducted an RCT of 243 adolescent mothers in a large teaching 

hospital in the Eastern U.S. to test the effectiveness of a special healthcare program for 

adolescent mothers and their infants (n=120) compared with a control group of adolescent 

mothers who received routine well-baby care (n=123). The intervention was administered 

at well-baby visits at eight timepoints (i.e., 2 weeks, 2, 4, 6, 9, 12, 15, and 18 months). 

A social worker provided family planning and parenting counseling, whereas a pediatrician 

and nurse practitioner provided additional family planning counseling, as well as education 

about infant care. If mothers missed appointments, they were urged to reschedule and sent 

frequent reminders.

Setzer et al.23 conducted a cohort study with 339 adolescent mothers, half of whom received 

reproductive health services at a comprehensive, school-based clinic (intervention group) 

and the other half at a local family planning and prenatal care clinic (control group). 

The comprehensive, school-based clinic services to pregnant and parenting adolescents 

included pregnancy and sexually transmitted infection testing, obstetric screening, nutrition 

counseling, WIC services, prenatal care, participation in a parenting education program, 

postpartum family planning referrals, and some primary care services.

Finally, Omar and colleagues24 conducted a time series study via retrospective chart review 

with 1,386 teen mothers who participated in the Young Parent Program at a university-based 

health center in Lexington, Kentucky. The Young Parent Program involved comprehensive 

care for both the teen mother and her baby, including prenatal and postnatal care, preventive 

care, reproductive health services, mental health, and acute care visits. Family counseling 

and similar services were also provided to siblings of the teen. Patients were seen by 

the same staff and attending physicians at each visit and the treatment team included 

physicians, nurses, a social worker, a nutritionist, and a psychologist, all of whom were 

available to provide care at each visit. An evening clinic was available to accommodate 

teens attending school or work during the day. Patients without health insurance were given 

free contraceptives and a “no charge” clinic visit. Extensive contraceptive counseling was 
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provided prior to the start of contraceptive use and at every clinic visit. Patients also received 

routine telephone and mail reminders of appointments.

Outcomes

Four of the studies with an intervention and comparison group addressed KQ1, whether 

there was any relationship between the program and improved long-term outcomes. 

Specifically, the four studies all addressed whether the program decreased RTP and each 

found lower incidence of RTPs in the intervention group, although the differences were 

only statistically significant in two of the studies (Table 2 and Appendix Table 4, available 

online). Elster et al.21 found 8% of the intervention group and 18% of the control group 

experienced a repeat pregnancy at 12 months, but this difference did not reach statistical 

significance (p>0.05). At 26 months, 29% of the intervention group and 39% of the control 

group experienced a repeat pregnancy, a difference that was also not significantly different 

(p>0.05). Rabin and colleagues22 found a smaller percentage of patients in the intervention 

group became pregnant again during adolescence over the 7 years of the program; 9% of 

the intervention group and 70% of the control group had an RTP before age 20 years. In 

the study by O’Sullivan and Jacobsen,20 the RTP rate was 12% after 18 months compared 

with 28% in the control group (p<0.003). Finally, in the study by Setzer et al.,23 repeat 

delivery was the reproductive outcome of interest, rather than a repeat pregnancy, which is a 

limitation as it misses the large percentage of adolescent pregnancies resulting in fetal loss 

or abortion. The repeat delivery rates during the 24-month period from the index birth were 

lower in the school-based intervention group compared with the local family planning and 

prenatal care clinic group (19% vs 28%), but this difference was not significant.

Two studies reported on KQ2, whether there was any relationship between the program and 

improved medium-term outcomes. Rabin and colleagues22 found that contraceptive use was 

higher among intervention group participants than control participants (85% vs 22%, p ≤ 

0.001). O’Sullivan and Jacobsen20 found a greater proportion of mothers in the intervention 

group compared with the control group attended well-baby visits at 2 weeks (92% vs 76%, 

p<0.01); 6 months (63% vs 40%, p<0.001); and 18 months (40% vs 18%, p<0.01).

None of the studies reported on short-term outcomes. Omar et al.24 addressed KQ6, 

describing facilitators for helping teen mothers remain linked to adolescent-focused quality 

family planning services: continuity of care through strong relationships between the teen 

mother and those working with her, using personnel trained to care for and counsel 

adolescents, flexibility to individualize the care approach, provision of effective counseling 

on contraceptive choice, and contraceptive education.

DISCUSSION

This systematic review identified five studies of clinic-based programs designed to prevent 

RTP. Four of these studies assessed long-term and medium-term outcomes and one study 

described facilitators for adolescent clients to remain linked to family planning services. 

Of the four studies that assessed outcomes,20–23 two studies found a positive impact on 

decreasing RTP and unintended pregnancy,20,22 one study found a positive impact on 

increasing contraceptive use,22 and two studies found a positive impact on increasing 

Frederiksen et al. Page 6

Am J Prev Med. Author manuscript; available in PMC 2023 August 09.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



use of family planning services or repeat/follow-up services.20 In addition, two studies 

showed lower percentages of RTP or repeat teen delivery in their intervention group, but the 

differences did not reach statistical significance.21,23 This review uncovered relatively few 

interventions to prevent RTP in clinic settings and these were studied at least 20 years ago.

More recent literature on RTP includes interventions with a community-based or home 

visiting focus. A study by Katz and colleagues25 involved randomized cell phone–based 

counseling to adolescent mothers. Adolescent parents may have difficulty attending 

appointments or remaining engaged, which may make telephone contact and home visits 

more effective. However, this intervention was not successful and the authors noted that 

getting teens to maintain consistent contact with their counselors required persistence.25 

A study by Salihu et al.,26 which evaluated a Federal Healthy Start program in Florida 

that incorporated both home visits and community sessions for teen mothers, was also 

not successful in reducing RTP. Unlike these two studies, two fairly recent studies of 

comprehensive interventions did demonstrate positive effects.27,28 These comprehensive 

interventions were implemented in community settings and included a school-based program 

as well as family planning services; both interventions had a positive impact on repeat 

pregnancy rates through increased contraceptive use and access to services.27,28

Recent studies of home visiting programs have also shown promising findings on medium- 

and long-term outcomes. Two recent home visiting studies did not show an effect on 

RTPs,29,30 but Cohen and colleagues29 found provision of additional psychosocial support 

on top of usual midwifery care in clients’ homes resulted in greater use of family 

planning services. In another study, the Minnesota Visiting Nurse Agency’s Pregnant 

and Parenting Team Program found teen mothers served by their program were more 

likely to remain enrolled in, attend regularly, and graduate from school; have full-term 

pregnancies and babies with healthy birth weights; and obtain adequate prenatal care.30 

Nurse home visitation may work through relationship-focused, intensive case management, 

which Lewis et al.31 tested with college-educated case managers to deliver a resiliency-

based developmental assets approach to low-income parenting adolescents. This involved 

a long-term, supportive relationship between the adolescent and case manager, consisting 

of minimum bimonthly contacts for up to 3 years expected to foster social support and 

use of birth control.31 Intensive case management participants were less likely to have a 

subsequent birth within 3 years compared with control group participants (WIC recipients 

attending adolescent health clinics; 16% vs 31%, p=0.09).31 Additionally, a series of studies 

evaluating the effects of comprehensive home visitation services found visits to the mother’s 

home by a nurse improved birth spacing and reduced subsequent pregnancies,32–34 and a 

mentorship program involving home visits was also effective.35

Although the majority of literature on RTP interventions encompasses community-based and 

home visiting interventions, less is known about RTP prevention interventions implemented 

in clinic settings. Research on clinic-based RTP prevention interventions may be limited 

because of the challenges to keep teens connected to and engaged in continuous care.36–38 

Access to effective contraceptive methods has been shown to have the most impact on 

reducing RTP,39 but clinic staff may also be able to take other steps to help motivate 

and support teens’ efforts to prevent RTP. A recent RCT of a Motivational Interviewing 
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program called Teen Options to Prevent Pregnancy, published after the time frame of this 

systematic review, found an 18.1% absolute reduction in self-reported RTP and a 13.7% 

absolute increase in self-reported long-acting reversible contraception use in the intervention 

group relative to the control group.40 The Teen Options to Prevent Pregnancy program 

included the following components: (1) personalized contraceptive counseling with nurses 

trained in Motivational Interviewing; (2) access to a part-time family planning clinic; (3) 

transportation assistance; and (4) social work assistance.40 Clinic-based RTP prevention 

programs represent a unique opportunity for the provision of contraceptive counseling and 

methods, sexual health education, and education on healthy parenting behaviors and referrals 

for social services in the postpartum period.41 Lewin and colleagues42 demonstrated greater 

contraceptive use among teen parents through a patient-centered medical home intervention 

that provided family-centered primary care where the teen parents and children saw the 

same medical provider, usually during the same visit. Addressing family planning and 

well-child visits together provides an opportunity to reach new mothers and counsel them 

about contraception and provide contraceptive referrals and prescriptions.43,44

This systematic review of RTP interventions focusing on clinical settings adds to other 

comprehensive reviews aimed at identifying effective RTP interventions in various service 

locations. Akinbami et al.45 conducted a systematic review on comprehensive clinical 

programs for teenage mothers and their children from January 1980 to August 2000, and 

identified four studies, three of which are included in the current systematic review (Rabin 

and colleagues,22 Elster et al.,21 and O’Sullivan and Jacobsen20). Three of the four studies 

demonstrated a significant reduction in RTP.45

Klerman and colleagues18 conducted a comprehensive review of evaluated programs aimed 

at postponing additional pregnancies or births to teen mothers conducted in the U.S. from 

1970 to 2002. They found 19 studies, with only four studies describing interventions 

conducted in medical settings20–23 and two showed positive results.20,22 The current 

systematic review identified these same four studies with the addition of the study by Omar 

et al.24 Corcoran and Pillai17 conducted a meta-analysis on 16 intervention studies with 

control groups that evaluated the effect of teenage pregnancy and parenting programs on 

subsequent pregnancy rates. They found that interventions produced a 50% reduction in the 

odds of pregnancy compared with the control groups at the first follow-up period (around 

19 months), but by the second follow-up (around 31 months), the effect was no longer 

significant.

A review by Lachance and colleagues14 found a number of strategies implemented to reduce 

RTPs (e.g., case management, home visitation, and clinic-based approaches), but many of 

these interventions are not rigorously evaluated, making it difficult to reach consensus on 

the most effective strategies. In 2017, a mixed-methods systematic review of interventions 

to eliminate repeat conceptions in teenagers identified home-based, community-based, and 

telephone interventions, but did not report on any clinic-based interventions.46,47 There was 

little or no evidence for the effectiveness or cost effectiveness of any of the interventions 

identified; however, they did find home-based interventions reduced subsequent births.46,47 

They concluded that more theory-based, rigorously evaluated programs need to be 

developed to reduce unintended repeat pregnancy in female adolescents.46,47
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Finally, a recent systematic review identified 14 high-quality evaluations of interventions 

specifically designed to prevent rapid repeat pregnancy or birth among adolescents, which 

included the studies by O’Sullivan and Jacobsen20 and Rabin et al.22 from this review.48 

Although not all of the interventions were conducted in the U.S. or in clinic-based 

settings, they found the following to reduce rapid repeat pregnancy: providing contraceptive 

education and services, monitoring contraceptive use, and involving partners and families; 

providing postpartum counseling and contraceptive services soon after delivery; helping 

adolescents plan for a subsequent pregnancy or contraceptive use; helping adolescents 

understand the role contraceptives can play in determining positive life outcomes; and 

mentoring, motivating, and goal setting.48

RTP interventions often combine multiple strategies into comprehensive programs, which 

makes it difficult to identify the specific components of these interventions that result 

in the desired short-, medium-, and long-term outcomes.14 Additional research is needed 

to identify the specific components of comprehensive strategies in clinics that are most 

effective in reducing RTP, as well as an evaluation of their implementation.

Limitations

The studies included in this review have a number of limitations that should be considered. 

Only the study by O’Sullivan and Jacobsen20 received a USPSTF Level I evidence rating 

because it was an RCT; however, this study had high attrition for both the experimental and 

control groups. The study by Elster and colleagues21 received a USPSTF Level II-1 evidence 

rating because it was a controlled trial; however, subjects were not randomly assigned to 

the intervention, which may bring into question the comparability of the groups. There was 

also high attrition in this study and the results may not be generalizable to populations other 

than urban, mostly white, relatively advantaged youth who participated in the study. The 

studies by Rabin et al.22 and Setzer and colleagues23 received a USPSTF Level II-2 evidence 

rating because they were cohort studies. The study by Rabin et al.22 lacked information on 

the types of services received by the mothers in the comparison group and attrition was 

unknown. Finally, Omar and colleagues24 received a USPSTF Level II-3 evidence rating 

because it was a multiple time series study that involved a retrospective chart review. There 

was no comparison group and the findings were not generalizable outside those participants 

who participated in the program for at least 3 years, because they were the only participants 

included.

Overall, these studies are fairly dated and may not be generalizable to contemporary youth. 

Interventions addressing the needs of teens who experience high rates of RTPs today may 

need to differ from those of the 1990s, and focus on increasing access to immediate 

postpartum contraception or home visiting programs that meet adolescents where they are. 

Interventions are still needed as U.S. teen pregnancy rates are substantially higher than in 

other western industrialized nations49 and racial/ethnic and geographic disparities in teen 

birth rates persist.50
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CONCLUSIONS

This review demonstrates limited evidence regarding effective RTP prevention clinic-based 

interventions. Two of the five clinic-based studies identified through this systematic review 

reduced RTPs through comprehensive programs providing prenatal and postpartum care 

to teenagers using an interdisciplinary team of healthcare professionals. Interdisciplinary 

teams can provide a supportive environment for adolescents through close and sustained 

relationships and by connecting them to a range of preventive health services, including 

quality family planning services. Healthcare systems and organizations should consider 

implementing comprehensive programs with interdisciplinary teams, and engaging teenagers 

in a variety of settings, whether in their home, community, or in the clinic setting, 

to ensure they have access to quality family planning services and support soon after 

delivery. However, new approaches and research to address contemporary issues of RTPs in 

populations currently at risk are needed.
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Figure 1. 
Adolescent-focused systematic review analytic framework.
aIndicates a new outcome added to the updated review.

KQ, key question.
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Figure 2. 
Repeat teen pregnancy PRISMA diagram.
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Table1.

Adolescent-focused Key Questions (KQs)

KQ 
no.

Question

1 Is there a relationship between the provision of quality family planning interventions and improved long-term outcomes (e.g., 
decreased teen and unintended pregnancies, decreased abortion rates, decreased repeat teen pregnancy rates, increased birth spacing, 
increase in achieving desired family size, increased value-based care, decreased per capita costs, high return on investment) among 
adolescents/young adults?

2 Is there a relationship between the provision of quality family planning interventions and improved medium-term outcomes 
(e.g., increased contraceptive use, increased use of more effective contraception, increased correct use of contraception, increased 
consistent use of contraception, increased continuation of contraception use, increased use of dual contraceptive methods, increased 
use of services, increased repeat-follow-up use of services) among adolescents/young adults?

3 Is there a relationship between the provision of quality family planning interventions and improved short-term outcomes (e.g., 
perception that services are client-centered and equitable/satisfaction with service, increased knowledge/awareness, increased 
intentions to use contraception, increased intentions to use services, increased acceptance by the community, strengthened social 
norms, improved parental involvement and/or communication, increased intentions to delay sexual initiation, enhancement of other 
psychosocial determinants) among adolescents/young adults?

4 What are the barriers and facilitators for clinics in adopting and/or implementing interventions designed to strengthen adolescent/
young adult quality family planning services?

5 Are there unintended consequences associated with adopting and/or implementing interventions designed to strengthen adolescent/
young adult quality family planning?

6 What are the contextual barriers and facilitators for adolescent/young adult clients in seeking and/or remaining linked to adolescent/
young adult quality family planning services, as well as for healthcare providers providing such services?
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Table2.

Summary of Effects of Repeat Teen Pregnancy Prevention Program on Short-, Medium-, and Long-term 

Outcomes

Outcomes Elster et 
al. 

(198721)

Rabin et 
al. (199122)

Setzer et 
al. 

(199223)

O’Sullivan 
and Jacobsen 

(199220)

Long-term outcomes

Decrease teen and/or unintended pregnancy

Increase birth spacing

Decrease abortion rates

Decrease repeat teen and/or unintended pregnancy ↔ ↑ ↔ ↑

Increase in achieving family size

Increased value-based care

Decreased per capita costs

High return on investment

Medium-term outcomes

Increase contraceptive use ↑

Increase use of more effective contraceptive

Increase correct use of contraception

Increase consistent use of contraception

Increase continuation of contraception use

Increase dual-method contraceptive use

Increase use of family planning service

Increase repeat/follow-up service use ↑

Change self-reported sexual behavior

Short-term outcomes

Perception that services are client-centered and equitable/satisfaction with service

Quality/satisfaction with service

Strengthen social norms

Enhance other psychosocial determinants

Increase intentions to use contraceptives

Increase knowledge/awareness

Improve parent involvement/communication

Increase acceptance by the community

Increase intentions to use service

Increase intentions to delay sexual initiation

Note: ↑ statistically significant positive impact on outcome; ↔ no evidence of an impact on outcome (inconclusive finding).
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