
components are necessary. In addition,
comparisons between programs are prob-
lematic because the number of sessions and
the length of the intervention period vary
from program to program. For example,
Reducing the Risk consists of 15 classes ad-
ministered during a three-week period,
Postponing Sexual Involvement is made
up of 10 classes during a three-month pe-
riod, and the Self Center is available con-
tinuously to students and offers periodic
formal presentations throughout the school
year. Table 1 provides information on the
important components of each program,
the characteristics of the participants, and
some information about the evaluation de-
sign. All programs incorporate an empha-
sis on abstinence or delay of sexual initia-
tion, life skills training, sexuality education
and contraceptive education.

The programs described in Table 1 pre-
sent abstinence as the best way to avoid
unintended pregnancy and sexually trans-
mitted diseases (STDs) and urge adoles-
cents to delay intercourse until they are
older. Of the five programs, Postponing
Sexual Involvement places the strongest
emphasis on abstinence, teaching that
adolescents younger than 16 are not yet
mature enough to handle the conse-
quences of sexual activity. Unlike some
curricula (to date not adequately evalu-
ated) that focus only on abstinence and fail
to provide adolescents with any other in-
formation or education, Postponing Sex-

those focusing primarily on media cam-
paigns, are ineffective. Rather, such pro-
grams are more difficult to evaluate and
less likely to have funding for rigorous
evaluation. On the other hand, schools
provide a natural laboratory for attempts
to change adolescent behavior and efforts
to document that change. Students are a
captive audience for the intervention and
can usually be reinterviewed one or more
years after the intervention without too
much difficulty. In addition, teenage preg-
nancy prevention programs are increas-
ingly trying to work with young men as
well as with young women, and schools
provide a forum in which programs can
easily be directed at both sexes.

School-based approaches do have draw-
backs, the most important of which is the
exclusion of adolescents who are not in
school. For example, students who drop out
after the intervention are frequently  lost to
follow-up, so the program’s effect on their
behavior is often unknown. Such programs
also fail to reach young men who, although
no longer teenagers themselves, are re-
sponsible for the majority of the pregnan-
cies experienced by teenage girls.7 

Program Components
Because most pregnancy prevention pro-
grams are made up of more than one com-
ponent, it is difficult to determine which
components make a difference, which
make the biggest difference, or whether all

ual Involvement and the other programs
reviewed here include many additional
components, such as life skills, sexuality
education and contraceptive education.

Life skills refers to a component of many
pregnancy prevention programs that is in-
creasingly being recognized as critical to
their success. It consists of activities that
help students build decision-making skills,
set goals for their lives, learn how to say
no to sex and to negotiate within relation-
ships. These activities often include role-
playing exercises in which students act out
various situations they might encounter.

Another component, sexuality educa-
tion, refers to the inclusion of broad-based
curricula covering a variety of sexuality-
related issues, from the growth and de-
velopment of the human body and repro-
ductive physiology to the development of
healthy sexual attitudes and values. Such
curricula may or may not provide specif-
ic information about the use and avail-
ability of contraceptives.

Contraceptive education is specific to
curricula that discuss methods of contra-
ception, how such methods are used and
the effectiveness of each in preventing preg-
nancy or sexually transmitted infections.
In addition, such curricula may include in-
formation on where adolescents can obtain
different contraceptive methods.

Contraceptive access indicates the em-
phasis placed by the program on improv-
ing access to contraceptive services among

190 Family Planning Perspectives

Impact of Teenage Pregnancy Prevention Programs

Table 1. Summary of program components, participant characteristics and evaluation design of five selected adolescent pregnancy preven-
tion programs

Program and Program Program Population Groups Evaluation Follow-up %
location components intensity characteristics compared design period followed

Postponing Abstinence; life 10 classes Low-income; 8th graders (487 Matched school 1.0– 84
Sexual skills; sex ed.; over 3 mos. urban; black participants; 178 design; partici- 1.5 yrs.
Involvement contraceptive ed.; controls) pants and con-
(Atlanta) contraceptive access† trols selected 

using birth and 
poverty criteria

Reducing Abstinence; 15 classes Mixed income; 9th and 10th Random 1.5 yrs. 73
the Risk life skills; sex ed.; over 3 wks. rural and urban; graders (586 assignment of
(California) contraceptive ed. mixed race and participants; 447 classes

ethnicity controls )

School/ Abstinence; life Varied Low-income; 14–17-year-old Matched area 3–6 yrs. na
Community skills; sex ed.; rural; mixed race girls (all in pro- design with baseline
Program contraceptive ed.; gram area vs. all and follow-up
(South Carolina) contraceptive access‡ in adjacent areas) measures

Self Center Abstinence; life Continuous Low-income; Middle school and Matched school 3 yrs. na
(Baltimore) skills; sex ed.; inner-city; high school stu- design with baseline

contraceptive ed.; mostly black dents (all in program and follow-up 
contraceptive access‡ and control schools measures

who were present 
for tests)

Teen Talk Abstinence; life 6 sessions Low-income; rural 13–19-year-olds Random assign- 1 yr. 62
(Texas and skills; sex ed.; (12–15 and urban; mixed (722 participants; ment of classes 
California) contraceptive ed.; hours) over race and ethnicity 722 controls) and individuals

contraceptive access† 2–3 wks.

†Indirect access provided by program staff, who were workers from family planning clinics. ‡Program staff provided contraceptive services on site or nearby. Note: na=not applicable.


