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Abstract

Context: When caring for an adolescent client, providers of contraceptive services must consider 

whether and how to encourage parent/guardian–child communication about the adolescent’s 

reproductive health. The objective of this systematic review was to summarize the evidence on 

the effectiveness of programs designed to increase parent–child communication about reproductive 

health. The review was used to inform national recommendations on quality family planning 

services. Data analysis occurred from mid-2011 through 2012.

Evidence acquisition: Several electronic bibliographic databases were used to identify relevant 

articles, including PubMed, CINAHL, PsycINFO, and Popline, published from January 1985 

through February 2011.

Evidence synthesis: Sixteen articles met the inclusion criteria: all studies examined the impact 

on at least one medium- or short-term outcome, and two studies assessed the impact on teen 

pregnancy. One study examined the impact of a program conducted in a clinic setting; the 

remainder examined the impact of programs in community settings. All studies showed a positive 

impact on at least one short-term outcome, and 12 of 16 studies showed an increase in parent–

child communication about reproductive health. Four of seven studies found an impact on sexual 

risk behavior.

Conclusions: Most programs increased parent–child communication, and several resulted in 

reduced sexual risk behavior of adolescents. This suggests that delivering a clinic-based program 

that effectively helps parents/guardians talk to their adolescent child(ren) about reproductive 

health, or referring parents/guardians to an evidence-based program in the community, may be 
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beneficial. However, further rigorous research on delivery of these programs in clinical settings is 

needed.

Context

Each year in the U.S., approximately 700,000 pregnancies occur among women aged less 

than 20 years, and more than 300,000 give birth.1 As a result, many teen mothers attain 

less education and have lower incomes, and their children may experience higher rates of 

negative outcomes such as poorer health, lowered academic achievement, and higher rates of 

teen pregnancy for female children and incarceration for male children.2 Taxpayers also pay 

a steep price for the nation’s high rate of teen and unintended pregnancy. The cost of teen 

pregnancy was estimated to be more than $9 billion in 2010.3

Ensuring that sexually active adolescents have access to contraceptive services is a critically 

important aspect of teen pregnancy prevention. Yet, when caring for an adolescent client, 

providers of contraceptive services are often faced with the challenge of whether and how to 

encourage parent–child communication about the adolescent’s reproductive health. Research 

has shown that parent–child communication about reproductive health is associated with 

reduced sexual risk behavior.4–6 However, there are many barriers to providers’ ability to 

encourage parent–child communication. For example, existing research has shown that many 

teens report that they will not seek reproductive health services if their parents/guardians 

will be informed.7 Many pediatricians do not talk to parents/guardians about sexual risk 

reduction owing to lack of training, lack of request from parents/guardians, and feelings of 

awkwardness.8 Interventions that build parent–child communication, which could be used in 

clinical settings, may remove some of these barriers.

The objective of this systematic review was to summarize the evidence on the effectiveness 

of programs designed to increase parent–child communication about reproductive health. 

This evidence was used by CDC and the Office of Population Affairs (OPA) to 

develop guidelines for providing family planning services, which are published in 

“Recommendations for Providing Quality Family Planning Services.”9

Evidence Acquisition

The methods for conducting the systematic review have been described elsewhere.10 In 

summary, the review of the evidence was a multistep process that began with developing 

six key questions (Table 1) and applying an analytic framework to show the relationships 

among the population of interest (adolescents and their parents/guardians); the intervention 

of interest (efforts to encourage parent–child communication); and the short-, medium-, and 

long-term outcomes of interest (Figure 1). Short-term outcomes examined in this review 

included improved parental communication with adolescents about reproductive health. 

Medium-term outcomes of interest included adolescent sexual behaviors, such as use of 

contraception (the inverse of these outcomes are sexual risk behaviors such as initiation of 

sexual intercourse and non-use or inconsistent use of contraception). Long-term outcomes 

included decreased rates of pregnancy, abortion, and births among female adolescents. 

Search strategies were developed that included the identification of key terms (Appendix 
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A), which were applied to several electronic databases (Appendix B) to identify potential 

articles to include in this systematic review.

Selection of Studies

Retrieval and inclusion criteria were developed a priori and applied to the search results. 

Retrieval criteria for this review were as follows: published between January 1, 1985, 

and February 28, 2011; published in the English language; article described a study that 

addressed at least one of the six key questions addressed by the evidence report; all articles 

were full-length (abstracts and letters to the editor did not meet the inclusion criteria); and, if 

the same study was reported in multiple publications, the most complete publication was the 

primary reference. Data analysis occurred from mid-2011 through 2012.

The inclusion criteria depended on the key question being addressed. For questions 1–3, 

which sought to examine the relationships between interventions to improve parent–child 

communication and improved long-, medium-, and short-term outcomes, case reports and 

program descriptions were excluded and studies had to directly determine the impact on at 

least one long-, medium-, or short-term outcome. We focused on studies of interventions 

that attempted to increase parent–child communication about reproductive health. The 

interventions could be conducted in either a clinical setting or a community setting to which 

clinic clients were referred. Articles were excluded if they focused solely on HIV/sexually 

transmitted infection (STI) prevention (i.e., no focus on pregnancy prevention), and if they 

focused solely on sex education because the effect of these programs on adolescent sexual 

risk behavior has already been well documented in several other systematic reviews.11–13 

Further, either the studies had to include a comparison group or pre-exposure measures 

pertaining to the outcomes of interest or change scores (before and after) had to be available. 

Finally, the studies must have enrolled individuals aged between 10 and 24 years inclusive 

and results must be presented separately for this population. Defining adolescents as being 

part of the 10–24-year age group is consistent with the UN’s focus on adolescents aged 10–

19 years and youth aged 15–24 years14; this definition also acknowledges recent research 

that has showed the brain does not finish developing until the early 20s, which can lead 

to increased risk behavior.15,16 For Questions 4 and 6, which sought to examine barriers 

and facilitators to the delivery of parent–child communication programs, articles had to also 

examine the impact of such a program. All summary measures reporting relevant outcomes 

were considered for review.

Assessment of Study Quality and Synthesis of Data

The assessment of study quality and synthesis of data has been described elsewhere.10 

The articles that met all inclusion and retrieval criteria comprised the body of evidence 

for the systematic review. The quality of each study was assessed in accordance with 

the methodology developed by the U.S. Preventive Services Task Force (USPSTF).17 It 

included assessing the quality of each individual study to determine confounding due to 

systematic bias. Once the quality of each study was assessed, data were abstracted in a 

series of summary tables and a qualitative synthesis of the evidence was prepared. Summary 

measures of association were not computed across studies because of the diversity of the 

interventions, study designs, and populations.
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Evidence Synthesis

The search strategy identified 19,332 articles; after applying the retrieval criteria, 711 

articles were retrieved for closer review. Sixteen articles met the inclusion criteria for 

parental involvement programs, and comprised the evidence base for this topic (Figure 

2). All 16 studies attempted to determine if programs that increase parental involvement 

had an impact on at least one medium- or short-term outcome. Two of the 16 studies 

also assessed the impact of these programs on long-term outcomes, particularly rates of 

pregnancy, and one study examined barriers and facilitators related to adolescents’ use of 

family planning services. None of the included studies examined barriers and facilitators 

to clinics adopting adolescent-focused family planning services or unintended negative 

consequences of providing such services.

A summary overview of each of the 16 included studies is presented in Appendix C. 

Thirteen different interventions were assessed in the 16 included studies. Three interventions 

were each assessed in two different articles (i.e., Strong African American Families 

Program18,19; Parent-Adolescent Relationship Education20,21; and Informed Parents and 

Children Together22,23). Interventions varied in their level of intensity regarding parental 

involvement. For example, some interventions used homework that parents and adolescents 

would complete together as part of a larger multicomponent pregnancy prevention program, 

whereas other interventions were focused entirely on strengthening parental involvement, 

employing techniques such as multisession group programs and targeted public service 

announcements. Interventions also differed in their target population. Six interventions 

included components for both parents and adolescents, whereas seven interventions 

included only parental components. These components primarily consisted of a group 

curriculum for parents (k=12); adolescents (k=9); or both (k=7). A few implemented 

individual curriculums for parents alone (k=1) or with their adolescent (k=2). Five 

studies implemented interventions with homework or other self-administered activities. One 

intervention consisted of a multimedia package and another included other components, 

namely, physician endorsement of the intervention. All participants were adolescents or 

parents of adolescents aged 9–16 years. The primary settings for these studies were schools 

or communities. One study was conducted in clinics and one was conducted only over the 

Internet.

Fifteen of the studies used a RCT design (USPSTF Level I) and the remaining study used 

a controlled trial without randomization (USPSTF Level II-1). The included study sample 

sizes ranged from 50 to 2,439. The assessment of the quality of the studies found that 

the risk for bias in these studies varied, with three studies showing high risk for bias, two 

moderate to high, five moderate, and six low to moderate. The primary issues of concern 

included lack of blinding, recall/social desirability bias, high attrition rates, and lack of 

intent-to-treat analyses.

Long-Term Outcomes

The long-term outcome of reductions in teen pregnancy was examined in two studies.22,24 

Stanton et al.22 found a marginally significant difference between groups on subsequent 

pregnancy (p ≤ 0.10). This study employed a RCT design and enrolled 817 African 
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American adolescents aged 13–16 years living in low-income communities. Assessments 

were conducted at 6, 12, 18, and 24 months. Randomization occurred at the level of the 

35 low-income community sites and was conducted by a random numbers table after all 

youths at all sites within the recruitment wave had been identified. Thirteen sites were 

randomized to receive the Focus On Kids intervention only, 11 to the Focus On Kids 

+ Informed Parents and Children Together intervention, and 11 to the Focus On Kids 

+ Informed Parents and Children Together + boosters. In another study, Anderson and 

colleagues24 used a clustered RCT to evaluate an intervention aimed at enhancing the 

active involvement of parents in their children’s family life education, but did not find a 

significant difference between groups in rates of pregnancy at 12-month follow-up. This 

study used the Reaching Adolescents and Parents intervention, which reaches out to early 

adolescents and their parents and was designed to increase student knowledge about puberty 

and human reproduction; improve communication and decision-making skills; facilitate 

family communication; and delay the onset of sexual activity.

A total of 405 families were recruited into the study during community meetings announced 

by the schools and community agencies where the program took place; schools were 

randomized to intervention and comparison sites in order to preserve the natural distribution 

of participants attending sessions in their own neighborhoods and to prevent discussion 

of the intervention content between participants attending sessions and participants in the 

comparison groups. Participants were recruited from students in Grades 5–7 who were 

attending summer and after-school programs and in-school classes in Los Angeles County. 

Almost 60% of participants were female, and multiple racial/ethnic groups were represented 

(21% non-Hispanic black, 46% Hispanic, and 13% non-Hispanic white). At the 12-month 

instrument administration, two pregnancies were reported, one in each group.

Medium-Term Outcomes

One medium-term outcome was assessed by seven studies, that is, change in sexual 

behavior.19,22,23,25–28 Four of these studies found an impact on sexual risk behavior.19,25–27 

One of these studies was an RCT conducted in a clinic setting26; parents visiting a clinic for 

a school requirement with their adolescent children aged 11–14 years had a face-to-face 

meeting with a social work interventionist for 30 minutes, received a written manual 

focusing on the models of the intervention, and a booster phone call to ask if the modules 

has been discussed with their adolescent children using the two communication aids—a 

booklet and short story—they were given. Two hundred sixty-four parent–adolescent dyads 

were enrolled, then randomized to the treatment and control groups, and followed for 9 

months. The authors reported that a statistically significant (p < 0.05) reduced rate of sexual 

initiation and frequency of sexual intercourse was observed among the intervention subjects 

compared with control subjects. Sexual activity among control subject increased from 6% 

to 22% while remaining at 6% among participants in the intervention group at a 9-month 

follow-up. The mean rating for frequency of sexual intercourse in the past 30 days was 1.08 

for the intervention group and 1.53 for the control group. This difference was statistically 

significant (t[262]=4.06, p < 0.05).
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Forehand et al.25 used an RCT to evaluate the efficacy of the “Parents Matter!” Program, 

a five-session parent-based sexual risk prevention program. Study participants were African 

American preadolescents aged 9–12 years and their parents/guardians living in the southern 

U.S. A total of 1,115 parent–adolescent dyads were enrolled, randomized to intervention 

and control groups, and followed for 12 months. Preadolescents whose parents/guardians 

attended all five sessions of the enhanced intervention had a likelihood of sexual risk at the 

12-month follow-up of <1.00 relative to those whose parents attended the control (relative 

risk [RR]=0.65, 95% CI=0.41, 1.03) and single-session (RR=0.62, 95% CI=0.40, 0.97) 

interventions.

In the third study, Haggerty and colleagues27 used an RCT to assess the efficacy of two 

administrations of Parents Who Care (PWC) compared with a control group. PWC is a 

universal prevention program designed to prevent problem behaviors, and was delivered 

in two versions, a parent and adolescent (PA) group or a self-administered (SA) group. 

The study was conducted among a balanced sample of European American and African 

American youths in eighth grade and their parents. Three hundred thirty-one parent–

adolescent dyads were enrolled, randomized to one of the three conditions, and followed 

for 2 years. ORs indicated that the chances of initiating sex were reduced by almost 70% 

(OR=0.31) for African American teens in the SA group compared with controls, and 75% 

(OR=0.25) for the African American teens in the PA group relative to controls.

In the fourth study, Murry and colleagues19 used a clustered RCT to identify the 

mechanisms by which intervention-induced increases in adaptive parenting were associated 

with a reduction in sexual risk behavior among rural African American adolescents. 

Participants were public fifth-grade middle school students and their parents/guardians. 

Three hundred thirty-two dyads were enrolled, randomized to treatment and control groups, 

and followed for 29 months. Researchers found that participation in the intervention led 

to an increase in the use of intervention-targeted parenting practices (β=0.34, p < 0.01), 

controlling for pretest levels of parenting practices. The increase in parenting practices was 

associated with an increase in adolescents’ self-pride (β=0.25, p < 0.01) with pretest levels 

of self-pride controlled for, which was inversely associated with peer orientation (β=−0.54, 

p < 0.01), and in turn was associated with intent to engage in sexual activity (β=−0.28, p < 

0.01). Finally, intent was associated with engagement in sexual risk behavior (β=−0.31, p < 

0.01).

Three studies22,23,28 that examined the impact of parent–child communication programs on 

sexual risk behavior found no difference between groups. Further, one study22 examined the 

impact of parent–child communication programs on the medium-term outcome of increased 

contraceptive use and did not find a significant difference between groups.

Short-Term Outcomes

A variety of short-term outcomes were assessed in this evidence base: parent–child 

communication (k=14); knowledge/awareness (k=6); psychosocial determinants (k=5); 

intentions to delay sexual initiation (k=5); social norms (k=1); and intentions to use 

contraception (k=1). All studies that measured short-term outcomes showed some positive 

impacts.
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Twelve of the 14 studies that examined the outcome of parent–child communication 

found that the intervention effectively increased communication. For example, a study by 

Anderson and colleagues24 found that the intervention group changed significantly between 

pre- and post-test (p < 0.05), indicating improved communications with their parents 

as compared with the group that received the delayed intervention (effect size=0.019; 

observed power=0.59). Blake et al.29 found that students in the enhanced group reported 

more frequent communication with their parents than adolescents who did not receive 

the parent–child homework assignments (overall means 7.2 and 5.8, respectively). This 

difference reflects more frequent communication about prevention strategies (1.6 vs 1.0) 

and consequences of sexual intercourse (1.6 vs 1.1). In addition to having completed the 

homework assignments together, adolescents in the enhanced group, receiving the Managing 

the Pressures Before Marriage curriculum, talked more often with parents about the class 

lessons (2.5 vs 1.8). A study of rural African American families who participated in 

prevention programming by Brody and colleagues18 revealed the following significance 

levels: involved-vigilant parenting, p=0.001; racial socialization, p=0.07; communication 

about sex, p=0.02; and clear expectations about alcohol use, p=0.02. Consistent with 

the theory and hypotheses that guided this study, participants experienced increases in 

regulated, communicative parenting practices and youth protective factors. Evans et al.30 

found that at the first follow-up, there was a significant treatment effect for increased 

initiation of conversations among fathers (OR=1.763, p=0.0004), but no such effect among 

mothers; at the second follow-up, there were significant treatment effects on recommending 

waiting to have sex among both fathers and mothers. Forehand and colleagues25 found that 

adolescents’ parents in the enhanced intervention group who attended all five sessions of the 

intervention had higher sexual communication and responsiveness to sexual communication 

compared with those who attended a single session (RR=0.62) and control participants 

(RR=0.65). Finally, a study by Schuster et al.31 showed an increase among intervention 

parents from baseline relative to controls that remained significant throughout (p < 0.001 at 

each follow-up), and adolescents’ ability to communicate with their parents about sexual 

topics significantly differed between the intervention and control groups at 3 months 

(mean, 4.3 vs 4.0, range, 0.1–0.5, p=0.02). Positive impacts were also found for other 

short-term outcomes, including knowledge/awareness, intentions to use contraceptives, and 

social norms.

Discussion

This systematic review identified 16 studies that examined the impact of programs designed 

to increase parent–child communication about reproductive health and met the inclusion 

criteria. Of these, 15 studies18–25,27–33 examined the impact of parent–child programs in 

community settings, and one study26 examined the impact of a program initiated in a clinic 

setting. All studies showed a positive impact on at least one short-term outcome, and 12 

of 16 studies showed an increase in parent–child communication about reproductive health. 

Perhaps more importantly, four of seven studies found an impact on sexual risk behavior, 

including the one study initiated in a clinic setting.19,25–27 It is unclear whether parental 

involvement programs have an impact on long-term outcomes such as teen/unintended 

pregnancy rates, repeat teen/unintended pregnancy, and abortion rates. Two studies22,24 
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examined the effects of these programs on the long-term outcome rates of pregnancy, but 

only one found a significant difference between groups and this was marginal (p ≤ 0.10). 

This lack of observed impact may be explained by the low prevalence of pregnancy in this 

population and that the study was underpowered to detect a difference.

Several important papers have been published since our review was completed, which 

describe the results of studies evaluating the impact of interventions designed to strengthen 

parent–child communication about reproductive health.34–37 Three of the four studies used 

an RCT study design with low risk for bias, and the fourth used a post-test only design. All 

four studies found that exposure to the parenting intervention was associated with improved 

short-term outcomes (i.e., parent–child communication, youth’s condom use skills and self-

efficacy, communication openness). These findings are consistent with those presented in 

this paper.

No studies reported on barriers or facilitators to implementation of parent–child 

communication programs, or that participation in a program to increase parent/guardian–

child communication resulted in any unintended negative consequences.

It was not possible to assess how generalizable the findings are to all adolescents. The 

studies do not consistently provide information on family income or insurance providers, 

thus making it difficult to generalize on the basis of economic indices. The few studies that 

did provide socioeconomic information showed a wide range of income levels, with some 

samples consisting of predominately low-income individuals or households, whereas other 

samples included middle- to upper–middle class samples. The sex of adolescents included 

in the studies tended to be evenly split. There was also a wide range of races/ethnicities 

presented in these studies.

The evidence summarizing the impact of programs designed to improve parent/guardian–

child communication about reproductive health has several strengths and limitations, which 

should be considered when interpreting the evidence. Of the 16 studies in this review, 

1118–21,25–29,31,33 were determined to have a low to moderate risk for bias (i.e., higher 

quality) and five22–24,30,32 were determined to have a high risk for bias (i.e., lower quality). 

Studies were considered to be at risk for bias because of recall bias, self-report bias, attrition 

bias, and not using blinding or intent-to-treat analysis. All but one of the studies in this 

review used an RCT design.18,19,21–33 Seven studies19,21,22,24,25,27,28 followed participants 

for at least 12 months.

This systematic review highlights several important research gaps. Future research should 

more closely examine the impact of programs that are implemented in clinic settings and 

include the impact of the amount of time an adolescent spends alone with a provider, 

explore parents/guardians’ perspectives on ways to meet adolescents’ needs for reproductive 

health care, identify ways to engage parents/guardians without breaching the adolescent’s 

right to confidential services, explore the role of non-parental adults who can help provide 

guidance, consider programs that address parental monitoring and connectedness, and assess 

intervention opportunities when the parents/guardians and adolescents are in the clinic 

together versus when the adolescent or parent/guardian comes alone.
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Conclusions

Although the body of evidence was limited in that it did not determine whether parent/

guardian-child communication programs reduced rates of teen and unintended pregnancy, 

most studies included in this review found that the programs increased parent/guardian–child 

communication, and several resulted in reduced sexual risk behavior of adolescents, an 

important mediator both for unplanned pregnancy and STI prevention outcomes. Given 

the strong association between parent–child communication about reproductive health 

and sexual risk behavior,4–6 this review suggests that delivering a clinic-based program 

that helps parents/guardians talk to their adolescent child(ren) about reproductive health, 

or referring parents/guardians to an evidence-based program in the community, may be 

beneficial. However, further rigorous research on the delivery of these programs in clinical 

settings is needed.

Findings from this systematic review were presented to an expert technical panel in 

May 2011 at a meeting convened by the OPA and CDC. The information was used 

to inform recommendations for providing quality contraceptive counseling in the 2014 

“Recommendations for Providing Quality Family Planning Services.”9 The evidence base 

on the impact of parent/guardian–child communication programs would be strengthened 

by examining the impact of programs that are implemented in clinic settings, as only one 

clinic-based study was identified.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Analytic framework for systematic review on impact of contraceptive counseling in 
clinical settings.
Note: The numbered lines map onto the key questions. Dashed lines show logical 

relationships between outcomes, but these relationships are not assessed in this systematic 

review.
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Figure 2. Flow diagram of the systematic review process for parent–child communication.
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