Table 01: Overview of Articles Examining Interventions Addressing Unwanted Adolescent Pregnancies, Their Outcomes, Implementation Barriers, and Enablers  
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	Scope/components
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	Barriers 
	Enablers  

	1
	Austrian et al., 2020

	Zambia 
	Multi- arm randomized cluster trial 
	Ten sites, half  in urban and half rural setting in four provinces in Zambia 
	4,661 never-married girls aged 10–19 

	Multi-component 
	Interventions were implemented in three arms:  
Arm 1: weekly meetings  on SRH, HIV, life skills, financial literacy
Arm 2: weekly meetings,  and a health voucher to access SRH services 
Arm 3: weekly meetings, a health voucher and an adolescent-friendly savings account
Arm 4: was control arm in which no intervention was provided 


 

	-Female community mentors facilitated weekly girls’ group meetings 
-Healthcare workers  provided SRH services 

	2 years 

	-Increases in pregnancy and childbirth in all study arms
-High acceptance of intimate partner violence
-Low knowledge of contraceptive methods 
-Increase in early  marriage 
-Increased financial literacy& savings 
-Increased education attainment 
	-Low participation in  programme sessions  
-Socio-cultural norms that support acceptance of IPV and sexual violence 

	-No enablers reported 

	2
	Austrian et al., 2022

	Kenya 


	Cluster randomized trial 

	Marginalized areas in Kenya-Wajir, a pastoralist
rural county
	2,147 girls aged 11-14 years


	Single and Multi-component 

	Interventions were implemented in four arms:
Arm 1: violence prevention (V), comprising of community dialogues on unequal gender norms and consequences. 
Arm 2: V and education (VE), consisting of a conditional cash transfer to support education & school supply kits. 
Arm 3: VE and health (VEH), consisting of weekly group meetings with health and life skills training. 
 Arm 4: all four interventions, so in addition to financial literacy training and financial savings activities (wealth) (VEHW). 
	-Local communities discussed and analysed inequitable gender norms, formulated and implemented action plans 
-Trained community mentors provided health, life skills and financial education.  
	2 years 

	-VE arm reduced marriage and pregnancy by  half
-VEHW  arm reduced marriage and pregnancy by a third
-VE-VEH-VEHW pooled reduced pregnancy and marriage by 43%   and 34%  respectively 
	-Cash transfers stopped 2 years before endline and did not alter household wealth 
-Discomfort with teaching the SRH curriculum  because of personal beliefs and social norms 
	-Increasing valuation of girls’ education in communities 

	3
	Feyissa et al., 2023
	Sub Saharan Africa
(SSA)
	Systematic review 
	Urban, and rural settings  
	Adolescent girls and
female young adults
	Single and multi-component 
	Interventions aimed to: 
(1) Build educational assets
(2) Build life skills and health Assets
(3) Build wealth  Assets


	Not specified 
	Not specified 

	-Few interventions were consistently effective
-The provision of scholarship and community dialogues were consistently effective across settings
-Interventions with fewer components were more effective than those with many components 
	-No barriers reported 
	-No enablers reported 

	4
	Graybill et al., 2024
	Malawi 
	Cluster Randomized  controlled trial  
	Urban, health facility/clinic setting in  Lilongwe, Malawi
	943  adolescent girls and young women aged
10 to 24 years 
	Single and Multi-component 
	Interventions were implemented in four clinics:
-Clinic 1:  Free HIV testing, contraception and STI management using a typical adult oriented clinical environment (standard care)
-Clinics 2 -4: Same as in clinic 1 using YFHS model
-Clinics 3-4 provided in addition to services in clinic 2, a socio-behavioural intervention consisting of a monthly facilitator led session with or without cash transfer. 
	-Peer navigators assessed SRH needs of colleagues and assisted in clinic navigation in 2 -4. 
-Healthcare providers in government-run health centres provided YFHS
 
	1 year  
	-There was a 30% decrease in the likelihood of pregnancy in health centres that offered YFHS relative to - The effect
of YFHS was smaller among adolescent girls aged 15 to 19 than among young women aged 20 to 24
	-Frequent stock outs of contraception commodities  


	-Substantial investment in the healthcare
system
-Presence of accredited clinics
-Establishing & expanding YFHS within the  healthcare
System 

	5
	Kangwana et al., 2022
	Kenya
	Individual level Randomized trial 
	Kibera- urban setting with  high population density, residential mobility, low-quality housing, high crime rates, minimal government services, and
multiple religious and ethnic groups
	2,075 girls aged 11 to 14 years 
	Multi-sectoral 
	Interventions were implemented in four arms:
Arm 1: violence prevention (V)
Arm 2:  V and education (VE)
Arm 3: VE and health (VEH)
 Arm 4: all four interventions (VEHW).

	-Community key stakeholder  committees facilitated meetings on violence prevention, developed and implemented action plans 
-Female mentors from the community facilitated weekly girls’ mentorships on health, life skills and financial education
	2 years 
	-Reduced pregnancy and childbirth more in the VE and VEHW study arms. 
-Increases in education, largest in VE  arm 
-Increases in modern contraceptive  knowledge more in VE, VEH, and VEHW
-No effect on violence prevention 
 
	-Attendance at meetings of some participants decreased over time 
-Inability to negotiate contraception
use
-Experiencing side effects of  FP methods
-Sexual exploitation/violence 
-Lack of school fees
-Peer pressure
-Drug abuse
	-Paying school fees on time
-Providing materials such as books
- Hiring more teachers
-Empowering girls and building their negotiation skills 

	6
	Kirungi et al., 2020
	Uganda 
	Cluster Randomized Controlled Trial 
	Schools in rural communities 
	1,182 school girls aged 15-19 
	Multi-component 
	Three packages of interventions were implemented: 
(1) In school adolescent age-appropriate SRH education 
(2) In school  adolescent age-appropriate SRH services that include sensitive counselling, STI screening and treatment, HIV testing and general medical care 
(3) Referral to health facilities for students in need of advanced SRH care that includes family planning, post abortion care, antenatal care and HIV treatment. 
	-Healthcare  professionals provided adolescent SRH education in schools and services in both schools and health facilities
-Small peer groups  were involved in the provision  of  adolescent SRH education  

	10 months 

	-Reduced pregnancy rate from 1.9% to 1.4% in intervention group 
-Pregnancy rate increased from 1.5% to 5.4% in the control group 
 

	No barriers reported 

	No enablers reported 

	7
	Kwachi, 2023
	Kenya 
	Case study 
	Rural and urban communities in eight counties in Kenya; Kwale, Narok, Busia, HomaBay, Kisii, Kakamega, Migori, Siaya

	Adolescents 10-19 years of age
	Multi-sectoral, Multi-level  
	A nationwide programme to advance FP in a phased manner.  
Phase 1: Establishment of multisectoral collaboration 
 Phase 2- Operationalization of  the multisectoral task force
Phase 3- Scale up of the multi-sectoral approach

	- FP advocacy was spearheaded by  first ladies (spouses of governors) at each county 
- At each county multiple stakeholders were charged with different advocacy roles 
-Adolescents were part of each county task force  and were involved in all other processes 
-Youth-led organizations shared their FP experiences with adolescents
-Healthcare workers
provided SRH services
	7 years 
	Decreased rate pregnancy  from  24% to 15% in Kwale, 40% to 28% in Narok,   21% to 18% in Busia, 33% to 23% in HomaBay,  18% to 14% in Kisii, 20% to 15% in Kakamega, 24% to 23% in Migori and 17% to 21% in  Siaya 


	-Social norms and stigma hindered access to FP services  
- Speed at which action plans were implemented was affected by inconsistencies in membership of multisectoral task forces 
-Limited monitoring of progress due to a lack of harmonized adolescent SRH indicators and problematic data collection with existing systems


	Ensuring inclusiveness, commitment, and leadership fosters appropriate implementation of multisectoral FP advocacy initiatives   


	8
	Muchiri, 2021

	Kenya 
	Cross-sectional survey utilizing secondary data from DHS
	Rural and  urban settings country wide 
	10,866 adolescents girls 15-19 years of age 
	Single-component 
	The provision of Free or Subsidized Education (FSE) nationwide
FSE covered 10,265 KES (approximately US$100) per public secondary student per year in basic tuition expenses. 

	FSE was introduced by government in secondary school education 
	7 years 
	Resulted in 12% drop in adolescent motherhood

	FSE covered one-half of the cost per student, leaving significant financial burden on many families for whom the cost of school fees remains a significant barrier to schooling
	-No enablers reported 

	9
	Oberth et al., 2021

	Zimbabwe

	Not specified, more of programme effect evaluation 

	26 districts throughout Zimbabwe. 
	91,612 adolescent girls and young women 
10–24  of years


	Multi-component 

	The intervention provided sessions on self-awareness, communication, gender and power, family planning, sexually transmitted infections, HIV, stigma and discrimination, menstrual health, cancer awareness, SGBV, traditional and cultural practices, consent, and financial awareness. Provided through group storytelling, debate, song, interactive role-play, visual representations, and other age-appropriate methodologies. 
	-The intervention was developed by the ministry of health and child care in partnership with UNFPA and  development partners 
-The intervention sessions were led by female peer  mentors 

	1 year 
	(1) reduced the likelihood of pregnancy by 62.0% among adolescents 10-19 years of age 
(2) reduced likelihood of child marriage by 60.0% among girls under the age of 18 years
(3) increased  the use of a modern family planning method by 
38.0% among adolescents 10-19 years of age 
(4) increased the likelihood to return to school by 40.0% 
(5) increased the  likelihood to report sexual abuse 
	No barriers were reported 
	No barriers were reported 

	10
	Sandøy et al., 2024

	Zambia 

	Cluster randomised controlled trial 
	School setting in twelve districts in Southern and Central provinces.
	4,922 adolescent girls and young women  10–25 years of age and their guardians   
	Multi-component 

	Interventions were implemented in three arms:
Arm 1: economic support (fees for girls and cash transfer to girls and their parents)
Arm 2: economic support combined with Comprehensive Sexuality Education (CSE) offered in youth club meetings and community dialogue with parents on early childbearing and value of education.  
Arm 3: control, there was no exposure


	Teachers and  
community health workers facilitated  youth clubs and community meetings

Parents and community members discussed girls’ education and prevention of early marriage and pregnancy 
	27 months 
	-Both intervention arms reduced the incidence of  pregnancy & childbirth 
-A strong reduction reported in arm 2 than arm 1
-Increased sitting for grade nine exams
-There were small differences between the two intervention arms
-Addition of CSE and community dialogue to economic support did not have large effects on childbearing
-Addition of youth friendly health services and contraceptives could produce larger reductions in adolescent
childbearing
	-Motivation to have a boyfriend for economic support due uncertainty about continuity of economic support & unlikelihood of continuing  with schooling 
- Teachers in the included schools lacked CSE training
	-Empowering girls through better negotiation and communication skills
-Providing more knowledge on SRH and a supportive environment
-Provision of writing materials as an incentive to participate in youth club meetings 

	11
	Shangase et al., 2021
	SSA
	Systematic review 
	School settings 
	14,426 aged
 9-19 years in 9 included articles 
	Single and multi-component interventions 
	Implementation of school-based interventions that promote safe sex behaviors, reduce sexual risk behaviors and risk of unintended pregnancies. In addition monitoring of school attendance and daily feeding of students. 
	Behaviour change messages offered by teachers  through health education sessions 

	1- 5 years 
	-Declines in unintended pregnancies
-Improved  knowledge on  contraception
- Improved HIV/AIDS related knowledge
-Reduced risky sexual behavior  
	No barriers reported 
	No enablers reported 

	12
	Sinsamala, 2021

	Zambia

	cluster randomized controlled trial
	Schools in Rural communities 
	4,922 adolescent girls 10-19 years  of age and their parents or guardians  
	Multi-component

	Interventions were implemented in three arms:
Arm 1: Girls received scholastic materials, monthly cash support and payment of school fees, while parents or guardians received yearly cash support. 
Arm 2: In addition, parents and community members were engaged in dialogue to discuss girl’s education and prevention of early marriage and pregnancy. Establishment of youth clubs for in- and out-of-school adolescents in which CSE was given.
Arm 3: control arm received scholastic materials only.   
	Parents and community members discussed girls’ education and prevention of early marriage and pregnancy 

Teachers and  
community health workers facilitated  youth clubs and community meetings

	27 months 
	-Incidence of pregnancy reduced by 17% and 16% in arm 2 and arm1 respectively
-There was no difference between arm 2 and arm 1suggesting largely the importance of economic support in  reducing the burden of poverty in households &  preventing girls from poor households from  early marriage 
	Knowing the threshold of the cash given to induce the desired outcome could ensure proper implementation of an appropriate program that can achieve maximum impact 
	

	13
	Waidler et al., 2022

	Tanzania 
	cluster randomized controlled trial
	Four districts/councils (Mufindi and Mafinga in the Iringa region and Busokelo and Rungwe in the Mbeya region).
	1,933 male and female adolescents aged 14–19 years and their households particularly to female caregivers of the children
	Multi-component 
	Interventions were implemented in two arms:
Arm 1: Received livelihood, life skills training, SRH mentoring, and health facilities strengthening. In addition, government cash transfer program comprising a basic fixed UCT, and cash transfer conditional on healthcare seeking and children’s school enrolment. Payments were made to a female caregiver of children every month. 
 Arm 2: Control arm received UCT only. 
	-Mentors who were trusted and
trained adults from the local community provided SRH mentoring of youth groups in each village
-Healthcare workers in government health facilities provided adolescent friendly 
SRH services 
-The Ministry of Health, Community Development, Gender, Elderly and Children in partnership with UNICEF 
strengthened the provision of adolescent friendly SRH and HIV services in government
health facilities
	1 year 
	There were no impacts on contraceptive use, number of sexual partners, or pregnancy.
	Additional efforts are required to delay sexual debut and reduce
the number of sexual partners and pregnancy, possibly through addressing supply-side barriers and social norms, or through additional linkages to economic opportunities
	


[bookmark: _GoBack]SRH = Sexual and Reproductive Health, HIV= Human Immunodeficiency Syndrome, AIDS = Acquired Immune Deficiency Syndrome, IPV = Intimate Partner Violence, V= Violence, VE = Violence & Education, VEH = Violence, Education & Health, VEHW = Violence, Education, Health and Wealth, FP = Family Planning, DHS = Demographic & Health Survey, FSE = Free or Subsidized Education, UNFPA = United Nations Population Fund, CSE = Comprehensive Sexuality Education, UNICEF = United Nations Children Fund, UCT = Unconditional Cash Transfer, SSA = Sub-Saharan Africa 



