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Glossary

Abstinence-only programmes

Abstinence-plus programmes

American school grades

Benefit-cost ratio

Bias

Binge drinking

Cost-effectiveness analysis

Cluster randomisation

Controlled before and after study
(CBA)

Effect size

Generalisability

Intention to treat analysis

Jones and colleagues (2010)

Programmes that encourage and promote abstinence as the best
and only way to prevent pregnancy, HIV and other STlIs.

Programmes that emphasise abstinence as the safest way to
prevent pregnancy, HIV and other STls, but also promote safer

sex through the use of contraceptives.

Education is divided into 3 levels: elementary school, junior high

(or middle) school and high school.

The benefits of a programme divided by its costs. One way of

presenting the results of a cost-benefit analysis.

Deviation of results or inferences from the truth, or processes
leading to such deviation. Any trend in the collection, analysis,
interpretation, publication or review of data that can lead to

conclusions that are systematically different from the truth.

Consuming large quantities of alcohol over a short period of time.

Often associated with drinking to become intoxicated.

An economic evaluation technique in which outcomes are

measured in natural units.

A trial where the unit of randomisation is a cluster of participants

(e.g. a school).

Intervention groups are tested and data collected before and
after the intervention has been administered. Differ from
controlled non-randomised trials in that participants are not
allocated to intervention or control groups, but rather a

‘convenience’ control sample is used.

Effect size is a term used for a family of indices that measure the
magnitude of the relationship between variables or treatment
effect. Effect sizes are commonly used in meta-analyses as
unlike significance tests these indices are independent of sample

size.

The extent to which the results and conclusions from a study may
be validity transposed to other situations.

A method of data analysis in which all participants are analysed
in the group they were assigned to at randomisation regardless

of treatment adherence.
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Internal validity

Long-term outcome

Medium-term outcome

Mass media

Mean difference

Meta-analysis

Net present value (NPV)

Net (social) benefit

Non-Randomised Controlled

Trial

Odds ratio

Randomised Controlled Trial

Short-term outcomes

Systematic review

Uncontrolled before and after

study

Jones and colleagues (2010)

How well the study has minimised sources of bias and how likely

it is that the intervention caused the observed outcomes.

Study outcomes evaluated at greater than one year post-

intervention.

Study outcomes evaluated at six months to one year post-

intervention.

Means of communication that reach large numbers of people in a
short time, such as television, newspapers, magazines, and

radio.

The difference between two means divided by an estimate of the

within group standard deviation.

The combination of quantitative evidence from a number of

studies.

The benefits of an intervention minus its costs, taking into

account the discount rate.
An NPV, which considers social benefits

These are trials where participants or clusters are allocated
between intervention and control groups but the allocation is not

randomised or quasi-randomised (e.g. alternate allocation).

The odds of the event occurring in one group (e.g. intervention)
divided by the odds of the event occurring in the other group (e.g.

control).

Individuals or, defined groups of individuals (clusters) are
randomised to either an intervention or a control group. If well
implemented, randomisation should ensure that intervention and

control groups only differ in their exposure to treatment.

Study outcomes evaluated at less than six months post-

intervention.

A method of locating, appraising and synthesising evidence from

primary studies, which adheres to a scientific methodology.

Intervention groups are tested and data collected before and
after the intervention has been administered. No control group is
used for comparison purposes.
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Abbreviations

AESOP
BPBR
CAS
CBA
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CTS
DCSF
DfES
DH
ESOL
FOK
HEART
HIV
IMPACT
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LST
MDHP
MDRR
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Non-Randomised Controlled Trial
Non-significant

Odds Ratio

Parent-Adolescent Relationship Education
Parent Preadolescent Training for HIV Prevention
Preparing for the Drug Free Years

Personal Social and Health Education
Post-test

Parents Who Care

Reaching Adolescents and Parents
Randomised Controlled Trial

Strong African-American Families

Standard error

Sharing Healthy Adolescent and Parent Experiences
Systematic Review

Sex and relationships education



PSHE x.x Community review

STAND Students Together Against Negative Decisions
STI Sexually transmitted infection

UBA Uncontrolled before and after study

YPYD Young People’s Youth Development

YUTHE Youth United Through Health Education
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Executive summary

BACKGROUND
This review sought to identify effective and cost-effective interventions and programmes that
addressed health literacy and personal skills in relation to alcohol use and sexual health in

community-based settings, including parent-targeted and family-based approaches.

METHODS

The methods for the review followed NICE protocols for the development of NICE public health
guidance. Eighteen databases were searched for effectiveness and cost-effectiveness studies
published since 1990. One reviewer screened all titles and abstracts and full text screening was
undertaken independently by two reviewers. Data extraction and quality assessment were undertaken
by one reviewer and checked for accuracy by a second reviewer. Each study was also graded (++, +
or -) based on the extent to which the design and execution of the study minimised the potential
sources of bias. Results of the data extraction and quality assessment for each study of effectiveness

and cost-effectiveness were presented in structured tables and as a narrative summary.

PROGRAMMES TARGETING ALCOHOL USE

Thirty-one articles met the criteria for inclusion in the review of community-based programmes
targeting alcohol use by young people. Four articles were systematic reviews and/or meta-analyses,
three articles reported on studies that examined intervention or programmes delivered within social,
healthcare and community settings, 20 articles reported on studies that examined programmes or
interventions delivered to families or parents, and three studies examined interventions or
programmes that involved the wider community or mass media. One economic evaluation study was

also identified.

Systematic reviews and meta-analyses

Four articles covering three systematic reviews and meta-analyses were identified for inclusion. One
review examined interventions and programmes aimed at the primary prevention of alcohol use
across a range of populations and settings, and two reviews interventions and programmes delivered
to parents and families, respectively. One good quality review found that although there was no
consistent evidence to determine which programmes were effective over the short to medium-term,
one family-based programme, the lowa Strengthening Families programme (ISFP), was effective over
the longer term. The systematic reviews of interventions and programmes delivered to parents and

families also highlighted the long-term effectiveness of this programme.

Evidence statement 1

There is strong evidence from three systematic reviews to suggest that a family-based programme,
lowa Strengthening Families (ISFP), can produce long-term reductions (greater than 3 years) in

alcohol use and heavy alcohol use.
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Programmes delivered in social, healthcare and community settings

Three studies were identified that examined interventions and programmes targeting alcohol use,
which were delivered in social, healthcare and community settings. All three studies were conducted
within youth and after school agencies and were based in the USA. Of the three studies identified, two
were cluster RCTs and one was based on CBA design. One study examined an interactive CD-ROM
intervention designed to reduce early alcohol use, and two studies examined substance use
prevention programmes which targeted migrant families, and adolescents enrolled in after school
programmes, respectively. None of the studies examined intervention effects on knowledge and
understanding. Short-term increases in perception of harm were reported in two studies of one CD-
ROM intervention and one substance use prevention programme, respectively, but this effect was not
sustained over the longer term. One study also found no impact of an after-school, youth
development programme on participants’ drug beliefs and there was no impact of a culturally tailored,
substance use prevention programme on participants’ susceptibility to alcohol. Intervention effects on
personal and social skills were examined in one study of a CD-ROM intervention, which found a
short-term intervention impact on assertion skills. Two studies, of a CD-ROM intervention and a
culturally tailored, substance use prevention programme, respectively, found no intervention effects
on health and social outcomes related to alcohol use. However, substance use remained low among
both intervention and control participants throughout these studies. One study, which targeted older
children (mean age 15 years) in after school programmes, however, reported a positive short- to

medium-term effect on alcohol use.

Evidence statement 2

2 (a) There is inconsistent evidence from two RCTs and one CBA study to determine the effects of
interventions and programmes delivered in social, healthcare and community settings on
attitudes and values related to alcohol use.

2 (b) There is inconsistent evidence from two RCTs and one CBA study to determine the effects of
interventions and programmes delivered in social and community settings on alcohol use.
However, there is weak evidence from one CBA study to suggest that programmes that target
older children may impact on alcohol consumption. Findings may only be partially applicable to
the UK as all the studies were conducted in the USA and may not be generalisable beyond the

populations studied.

Programmes delivered to parents and families

Twenty studies were identified that examined programmes and interventions delivered to parents and
families, which targeted adolescent alcohol or substance use. Evaluations of nine programmes
delivered to families were reported on across fifteen studies and five studies examined parent-
targeted interventions. Eighteen studies were RCTs, one was an NRCT and one was a CBA. A range
of intervention approaches were examined across these studies, including home- and community-
based interventions. Effects on knowledge and understanding were only examined in one study of a
family-based programme and none of the parent-targeted interventions examined this outcome.

Short-term intervention effects on attitudes and values related to alcohol use were found for two
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family-based programmes but for parent-targeted interventions there was no clear effect on parental
attitudes to adolescent drinking. Both family-based and parent-targeted interventions appeared to
produce short-term improvements in parent-child communication. Two studies of CD-ROM based
interventions showed positive programme effects on family communication skills and involvement
skills and a culturally tailored programme had a short-term positive effect on parental communication.
Short-term intervention effects on parent-child communication were found for three studies of parent-
targeted interventions; two studies reported more frequent or recent parent-child communication
about alcohol and one study showed positive long-term effects on parent-child communication
regarding family rules about alcohol and alcohol related situations. Eleven studies examined the
effects of family-based programmes on health and social outcomes related to alcohol use across
eight programmes. Three programmes demonstrated non-significant effects on alcohol use, but
across four programmes, short- and long-term positive effects on alcohol use were reported. In
addition, six studies of four family-based programmes reported positive intervention effects on
initiation of alcohol use in the medium- to long-term. The lowa Strengthening Families Programme
(ISFP) also had long-term positive effects on drunkenness and drinking without parental permission
and long-term follow up of the Preparing for the Drug Free Years (PDFY) revealed a positive effect of
this programme on women’s alcohol abuse in early adulthood. Two studies examined the effects of
parent-targeted interventions. One study found no intervention effects but a second study, of a
programme that promoted zero tolerance to adolescent alcohol use, reported positive intervention

effects on youth drinking and drunkenness.

Evidence statement 3

3 (a) There is no evidence from one RCT to determine the effect of programmes aimed at families on
knowledge and understanding relating to alcohol use

3 (b) There is moderate evidence from two RCTs to suggest that programmes delivered to families
may have short-term positive effects on attitudes and values related to alcohol. Findings may
only be partially applicable to the UK as all the studies were conducted in the USA and may not
be generalisable beyond the populations studied.

3 (c) There is moderate evidence from two RCTs to suggest that programmes delivered to families
which target family interaction may have positive effects on family communication, parental
monitoring and parental rules about alcohol. Findings may only be partially applicable to the UK
as all the studies were conducted in the USA and may not be generalisable beyond the
populations studied.

3 (d) There is moderate evidence from 11 RCTs to suggest that programmes delivered to families
may have mixed effects on health outcomes related to alcohol use. Three RCTs showed no
intervention effects on alcohol use. One RCT of a brief, family focused intervention (lowa
Strengthening Families Program) showed long-term reductions in alcohol use, initiation of
alcohol use, and drunkenness and one RCT of a culturally-tailored family-based programme
showed a long-term effect on initiation of alcohol use. In addition, one RCT of a CD-ROM

intervention with parental involvement showed long-term reductions in monthly alcohol use.
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Findings may only be partially applicable to the UK as all the studies were conducted in the
USA and may not be generalisable beyond the populations studied.

3 (e) There is weak evidence from one RCT to suggest that physician-led interventions may have a
long-term negative impact on alcohol use. Findings may only be partially applicable to the UK
as all the studies were conducted in the USA and may not be generalisable beyond the

populations studied.

Evidence statement 4

4 (a) There is inconsistent evidence from one NRCT and two RCTs to determine the effects of
interventions delivered to parents on attitudes and values relating to alcohol. However, there is
weak evidence from one RCT to suggest that programmes aimed at parents can have positive
short-term effects on young people’s attitudes towards family rules and their influence as a
deterrent for drinking. These findings may be only partially applicable to the UK as this study
was implemented in the USA and may not be generalisable beyond this population.

4 (b) There is moderate evidence from two RCTs and one CBA study to suggest that interventions
delivered to parents may have a positive short- to potentially long-term effect on parent-child
communication about alcohol. These findings may be only partially applicable to the UK as they
were not implemented in a UK setting and may not be generalisable beyond the populations
studied.

4 (c) There is insufficient and inconsistent evidence from one NRCT and one RCT to determine the
effect of interventions delivered to parents on health and social outcomes relating to alcohol

use among young people.

Programmes involving the wider community or mass media

Three studies were identified that examined programmes involving the wider community or mass
media. All three studies were based on a CBA design. Two studies examined mass media
programmes delivered in communities in the USA and New Zealand, respectively, and one study
examined a 5-year community-based health promotion programme for adolescents on an American
Indian Reservation. None of the included studies examined intervention effects on knowledge and
understanding, or on personal and social skills. Only one study examined impacts on attitudes and
values towards alcohol use, findings showed no effects of a long-term mass media programme on
mediators of alcohol use. In addition, there were no effects of either mass media programme or the
community-wide campaign targeting American Indian adolescents on alcohol use.

Evidence statement 5

5(a) There is weak evidence from one CBA study to suggest interventions and programmes
involving mass media have no effect on attitudes and values related to alcohol use. These
findings may be only partially applicable to the UK as the study was not implemented in a UK
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setting and may not be generalisable beyond the populations studied.

5 (b) There is moderate evidence from three CBA studies to suggest that interventions and
programmes involving the wider community or mass media have no effects on alcohol use by
young people. Findings may only be partially applicable to the UK as the studies were
conducted in the USA and New Zealand and may not be generalisable beyond the populations
studied.

Review of published economic evaluations

One study was identified that met the criteria for inclusion in the review of published economic
evaluations. The study evaluated the cost-effectiveness and net benefits of two brief, family-focused
interventions, the ISFP and PDFY, compared to a minimal intervention approach. Overall the net
benefit for the ISFP was $5,923 per family and $2,697 per family for PDFY. The benefit-cost ratios
were 9.60 and 5.85, indicating that for every $1 spent on the ISFP and PDFY, $9.60 and $5.85,
respectively, were saved in medical costs. The generalishility of the study to a UK context was
unclear as the data used was based on studies conducted in the USA. In addition, projected alcohol

use disorder rates were calculated based on US population data.

Evidence statement 6
There is moderate evidence from one economic evaluation study to suggest that programmes
delivered to families may be cost-effective and cost saving. This evidence may be of limited
applicability to a UK context because cost and benefit estimates were based on data from studies
conducted in the USA.

PROGRAMMES TARGETING SEXUAL HEALTH

A total of 49 articles met the criteria for inclusion in the review of community-based programmes
targeting young people’s sexual health. Nine articles were systematic reviews and/or meta-analyses,
20 articles reported on studies that examined interventions or programmes delivered within social,
healthcare and community settings, 15 articles reported on studies that examined programmes or
interventions delivered to families or parents, two articles reported on studies that examined
interventions or programmes that involved the wider community or mass media, and three articles
reported on studies which examined interventions for vulnerable young people. No economic

evaluation studies were identified for inclusion.

Systematic reviews and meta-analyses

Nine systematic reviews and meta-analyses were identified that examined the effectiveness of
interventions and programmes across a range of settings and populations that targeted young
people’s sexual health behaviours. One systematic review focused on interventions and programmes
that targeted sexual risk taking among young homeless people. Findings from six systematic reviews
indicated that community-based programmes can affect sexual risk behaviours of young people. In
particular, HIV prevention and sexual risk reduction programmes were effective in increasing condom
use and reducing pregnancy. However, these programmes were found to have a limited impact on

adolescent sexual activity. According to one systematic review, successful community-based
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interventions were theoretically based, tailored to the target population, implemented by trained
facilitators, and the content was diverse and delivered using a wide variety of methods.

Evidence statement 7

7 (@) There is strong evidence from five systematic reviews and meta-analyses to suggest that
intervention and programmes delivered in a range of community settings can have a positive
impact on young people’s sexual risk behaviours, in particular, condom use and pregnancy.

7 (b) There is strong evidence from one systematic review to suggest that effective community-
based interventions and programmes are: (1) theoretically based; (2) tailored to the target
population, (3) implemented by trained facilitators; (4) based on diverse content; and (5)
delivered using a wide variety of methods.

Programmes delivered in social, healthcare and community settings

Twenty studies were identified that examined interventions or programmes delivered within social,
healthcare or community settings. Nine studies examined group education sessions or skills-based
training interventions delivered in social and community settings, and five further studies in social and
community settings, respectively, examined peer-led interventions, the Children’s Aid Society (CAS)
Carrera programme and a theatre production designed to inform young people about HIV. Six studies
were conducted in healthcare settings including family planning clinics and primary care practices;
four of which examined group-based education and/or skills-based interventions for sexually active
young women, and two that examined interventions based around a health practitioner-led sexual
health consultation. Of the included studies, 15 were RCTs, three were NRCTs, and two were CBA

studies.

Across four studies that examined group education sessions or skills-based training interventions in
community settings there were positive intervention effects on knowledge and understanding over the
short- to medium-term. In addition, the three-year, CAS-Carrera programme had a positive impact on
knowledge. There was no effect of a peer counselling intervention on knowledge, but two peer
leadership interventions had positive effects on levels of knowledge among the peer leaders
themselves. Four studies of interventions that specifically targeted sexually active young females in
healthcare settings, reported consistent short- to medium-term improvements in sexual health-related
knowledge among intervention participants. In addition, two studies of health practitioner-led sexual
health consultations reported significant short-term increases in knowledge among intervention

participants relative to controls.

Short-term decreases in intentions to engage in risky sexual intercourse were reported among black
male adolescents who participated in an AIDS risk reduction intervention and an abstinence-based
HIV risk reduction intervention resulted in short-term reductions in intentions to engage in any sexual
intercourse. Across three studies that examined group education sessions and skills-based training

interventions in community settings there were short-term increases in intervention participants’
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perception of their vulnerability to HIV infection. However, this effect was not sustained in the
medium-term. Two studies found no effects of a theatre production intervention or peer leadership
intervention, respectively, on HIV attitudes at follow-up. There were indications of positive intervention
effects of group education sessions and skills-based training interventions delivered in community
settings on attitudes and values related to condom use. However, these effects were not consistent,
and were not maintained over the medium-term. There were fairly consistent positive intervention
effects on condom use attitudes across three studies, which examined group-based education and
skills-based interventions for sexually active young women in healthcare settings, and one study that
examined a primary care-based sexual risk assessment and education intervention. Two studies
found short-term positive intervention effects of a CD-ROM mediated intervention and an abstinence-
based HIV risk reduction intervention, respectively, on attitudes towards abstinence. A CD-ROM
intervention and education and skills training programme had positive effects on behavioural skills but
results from five studies presented mixed findings in relation to effects of programmes and

intervention delivered in social, healthcare and community settings on communication.

Across five studies that examined group-based sessions and/or skills training in community settings,
short- to medium-term effects on sexual intercourse were reported in four studies; one study reported
no programme effects and one poorly conducted study reported a potentially harmful effect. The CAS-
Carrera programme had a positive effect on sexual activity among females, but there were no effects
of health practitioner-led sexual health consultations or peer interventions. Intervention effects on
frequency of sexual intercourse and number of sexual partners were limited. Across four studies
conducted in community settings, only one study reported a positive intervention effect and across
four studies conducted in healthcare settings, there were inconsistent intervention effects on these
outcomes. Intervention effects on condom use and unprotected intercourse were more consistent.
Across six studies that examined group-based sessions and skills training in community and
healthcare settings, there were positive short- to medium-term intervention effects on measures of
condom use, and some evidence from three studies of a positive intervention effect on frequency of
unprotected intercourse. There were no effects of an HIV theatre production or peer counselling
intervention on contraceptive use or frequency of unprotected sex, but the CAS-Carrera programme
positively influenced both condom and hormonal contraceptive use among females. This programmes
also had a positive effect on pregnancy, with a reduction in pregnancies among intervention females.
There was no effect of a peer counselling intervention or peer leadership programme on pregnancy
rates. Three studies examined intervention effects on STI infection and/or diagnosis, finding mixed
intervention effects. However, medium-term positive effects on STI diagnosis were reported in one

study of a skills-based HIV/STI intervention for sexually active females.
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Evidence statement 8

8 (a)

8 (b)

There is moderate evidence from five RCTs, one NRCT and one CBA study to suggest that
group-based education and/or skills-based interventions, youth development programmes and
peer leadership interventions delivered in social and community settings may have a positive
short-to medium-term impact on knowledge and understanding related to sexual health. This
evidence may only be partially applicable because these studies were conducted in the USA
and focused on ethnic populations, specific to the USA.

There is inconsistent evidence from five RCTs, one NRCT and one CBA study on which to
determine the effects of interventions and programmes delivered in social and community
settings on attitudes and values related to sexual health. There was moderate evidence from
three RCTs to suggest that group-based education and/or skills-based interventions may have
positive short-, but not long-term, effects on attitudes and values related to condom use. This
evidence may only be partially applicable because these studies were conducted in the USA
and focused on ethnic populations, specific to the USA.
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Evidence statement 8 continued

8 (c)

8 (d)

8 (e)

8 (f)

There is weak evidence from two RCTs to suggest that group-based education and/or skills-
based interventions delivered in social and community settings may have a positive short-term
impact on behavioural skills related to sexual health. There was no evidence on which to
determine intervention effects on communication skills. This evidence may only be partially
applicable because these studies were conducted in the USA and focused on ethnic
populations, specific to the USA.

There is moderate evidence from four RCTs and one CBA study to suggest that group-based
education and/or skills-based interventions may have limited effects on sexual activity.
Although reductions in the likelihood of sexual intercourse were reported across four RCTs®
there was only evidence from one RCT of intervention effects on frequency of sexual
intercourse or number of sexual partners. This evidence may only be partially applicable
because these studies were conducted in the USA and focused on ethnic populations, specific
to the USA.

There is weak evidence from four RCTs to suggest that group-based education and/or skills-
based interventions delivered in social and community settings may have positive short-term
impacts on condom use and frequency of unprotected intercourse. There is weak evidence
from one RCT to suggest that these effects may diminish over the medium term. This evidence
may only be partially applicable because these studies were conducted in the USA and focused
on ethnic populations, specific to the USA.

There is moderate evidence from one RCT to suggest that youth development programmes
that target disadvantaged young people may have a positive impact on sexual behaviours
among females, including sexual activity, condom use and pregnancy. This evidence may only
be partially applicable because these studies were conducted in the USA and focused on

ethnic populations, specific to the USA.

Evidence statement 9

9 (a)

9 (b)

There is strong evidence from six RCTs to suggest that interventions and programmes
delivered in healthcare settings may produce short- to medium-term improvements in sexual
health-related knowledge. This evidence may only be partially applicable because these
studies were conducted in the USA and focused on ethnic populations, specific to the USA.

There is strong evidence from three RCTs to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may have short- to medium-term positive effects on condom use attitudes. This evidence may
only be partially applicable because these studies were conducted in the USA and focused on

ethnic populations, specific to the USA.

Xix




PSHE x.x Community review Jones and colleagues (2010)

Evidence statement 9 continued

9 (c) There is inconsistent evidence from three RCTs on which to determine the effects of
interventions and programmes delivered in healthcare settings on sexual health-related
communication. However, there is strong evidence from one RCT to suggest that a gender-
and culturally-tailored intervention for African American females may have a positive impact on
communication with sexual partners and condom use skills. This evidence may only be partially
applicable because these studies were conducted in the USA and focused on an ethnic
population specific to the USA.

9 (d) There is moderate evidence from two RCTs to suggest that interventions and programmes
based on health practitioner-led sexual health consultations may have a limited impact on
sexual behaviours, including sexual activity and condom and other contraceptive use. This
evidence may only be partially applicable because these studies were conducted in the USA.

9 (e) There is strong evidence from four RCTs to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may not have a consistent impact on sexual activity or numbers of sexual partners. This
evidence may only be partially applicable because these studies were conducted in the USA
and focused on ethnic populations, specific to the USA.

9 (f) There is strong evidence from four RCTs to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may have a short- to medium-term positive impact on condom and other contraceptive use, and
unprotected intercourse. This evidence may only be partially applicable because these studies
were conducted in the USA and focused on ethnic populations, specific to the USA.

9 (g) There is inconsistent evidence from three RCTs on which to determine the effects of
interventions and programmes delivered in healthcare settings on STls. However, there is
strong evidence from one RCT to suggest that a skill-based HIV/STI intervention may have a
positive medium-term impact on STI diagnosis. This evidence may only be partially applicable
because these studies were conducted in the USA and focused on ethnic populations specific
to the USA.

Programmes delivered to parents and families

Fifteen studies were identified that examined interventions and programmes delivered to parents and
families, which targeted adolescent sexual health. Ten studies evaluated seven programmes
delivered to adolescents and their families and five studies examined parent-targeted interventions.
Programmes and interventions were delivered in a variety of settings, including at home and in
community-based settings. Eleven studies were RCTs, two studies were NRCTs, and two were CBA
studies. Both family-based and parent-targeted interventions demonstrated positive influences on
knowledge related to sexual health in the short-, medium- and long-term, with improvements seen in
both parent and adolescent knowledge related to sexual health. Programmes and interventions
delivered to families did not appear to be effective at influencing adolescent’s attitudes and intentions

towards resisting or delaying sex and across three studies that examined parent-targeted

XX




PSHE x.x Community review Jones and colleagues (2010)

interventions, there were inconsistent effects on intentions. There were mixed effects on parent-child
communication across both family-based and parent-targeted interventions. Nine studies that
examined family-programmes found no clear intervention effects on communication, but in general
positive effects were found across four studies that examined parent-targeted interventions. Across
five studies that examined the effects of family-based programmes on health and social outcomes
related to sexual health the results suggested that programmes and interventions delivered to families
may not affect sexual behaviour. Two studies found no intervention effects on pregnancy rates or
sexual behaviour, respectively, and one study of an intervention aimed at mothers and their
adolescent children found no long-term effects on abstinence or involvement in intimate sexual
behaviours. There were, however, limited but positive effects of this programme on condom use.
There were positive short-term effects of two parent education programmes on initiation of sexual
activity and behavioural risks related to early sexual initiation, respectively. However, lack of clear
intervention effects were reported in two further studies of parent-targeted interventions.

Evidence statement 10

10 (a) There is moderate evidence from five RCTs and one NRCT to suggest that interventions and
programmes delivered to families may improve knowledge in the short- to long-term. Findings
may only be partially applicable to the UK as all the studies were conducted in the USA and
may not be generalisable beyond the populations studied.

10 (b) There is moderate evidence from five RCT and one NRCT to suggest that interventions and
programmes delivered to families may not influence adolescent’s attitudes or intentions
regarding abstinence or delaying sex. Findings may only be partially applicable to the UK as
all the studies were conducted in the USA and may not be generalisable beyond the
populations studied.

10 (¢) There is moderate evidence from seven studies to suggest that programmes and
interventions delivered to families may not influence parent-child communication. There is
weak evidence from two CBA studies to suggest that intensive, family-focused interventions
may have positive short-term effects on family communication. Findings may only be patrtially
applicable to the UK as all the studies were conducted in the USA and may not be
generalisable beyond the populations studied.

10 (d) There is weak evidence from three RCT and two CBA studies to suggest that programmes
delivered to families may not have effects on adolescent sexual behaviour. Findings may only
be partially applicable to the UK as all the studies were conducted in the USA and may not be
generalisable beyond the populations studied.
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Evidence statement 11

11 (a) There is moderate evidence from one RCT to suggest that training for mothers to be their
daughters’ primary HIV educator may produce short-term improvements in sexual health-
related knowledge and understanding. The evidence may only be partially applicable to the
UK as this study was conducted in the USA and focused on ethnic populations specific to the
USA.

11 (b) There is inconsistent evidence from three RCTs and one NRCT on which to determine the
effects of intervention and programmes delivered to parents on sexual health-related attitudes
and values.

11 (c) There is weak evidence from three RCTs and one NRCT to suggest that interventions
delivered to parents may improve parent-child communication about sexual health topics.
Findings may only be partially applicable to the UK as all the studies were conducted in the
USA and may not be generalisable beyond the populations studied.

11 (d) There is inconsistent evidence from four RCTs on which to determine the effects of
programme delivered to parents on their children’s sexual behaviour.

11 (e) There is moderate evidence from one RCT to suggest that delivery of HIV prevention content
by mothers may be as equally effective as that of health experts. The evidence may only be
partially applicable to the UK as this study was conducted in the USA and focused on ethnic

populations specific to the USA.

Programmes involving the wider community or mass media

Two studies were identified that examined interventions which involved the wider community or mass
media. One study examined a mass media intervention and the second study examined a community
outreach programme. Both studies were based on cross-sectional time series. Neither of the included
studies examined intervention effects on knowledge, attitudes and skills and both analysed
population-level changes in pregnancy and STI rates, respectively, as measures of effectiveness.
Both studies reported positive intervention effects at a population level, however the study of the
mass media programme did not adequately control for natural fluctuations in the data and therefore it
is not clear whether these or intervention effects were responsible for the differences seen in the

intervention and control communities.

Evidence statement 12

12 (a) There is no evidence from two CTS on which to determine the effects of interventions and
programmes involving the wider community or mass media on knowledge, attitudes and skills
related to sexual health.

12 (b) There is weak evidence from one CTS to suggest that a programme of community outreach
may have a positive impact on STI rates among young people. Findings may only be partially
applicable to the UK as the study was not conducted in a UK setting and may not be

generalisable beyond the population studied.
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Programmes targeting vulnerable groups

Three studies examined the effectiveness of community-based programmes that targeted vulnerable
populations. All three studies examined interventions which specifically targeted young homeless
people. Intervention approaches examined were street outreach, a brief group-based sexual health
intervention and a community reinforcement approach combined with HIV prevention. Intervention
effects on knowledge and skills were examined in only one study and none of the included examined
intervention effects on attitudes and values. There were limited effects of a brief sexual health
intervention on knowledge related to AIDS and other STIs, and on communication and self-efficacy.
Health and social outcomes related to sexual health were examined in all three studies, two of which
reported no intervention effects. One study found a positive effect on the frequency of condom use
among younger participants in a programme which combined a community reinforcement approach

with HIV prevention content.

Evidence statement 13

13 (a) There is insufficient evidence from one NRCT to determine effects of interventions and
programmes targeting vulnerable populations on sexual health-related knowledge and
understanding, and personal and social skills.

13 (b) There is weak and inconsistent evidence from two NRCT and one RCT on which to determine
effects of interventions and programmes targeting vulnerable populations on health and social

outcomes relating to sexual health.

PROGRAMMES TARGETING MULTIPLE BEHAVIOURS

No systematic reviews or meta-analyses were identified for inclusion in the review of programmes
targeting multiple health behaviours. Five articles were identified that reported on evaluations of
programmes and interventions that addressed both alcohol use and sexual health. Two articles
reported on studies that examined interventions or programmes delivered in social, healthcare or
community settings and three articles reported on studies that examined interventions or programmes

delivered to families or parents.

Programmes delivered in social, healthcare and community settings

Two studies examined interventions and programmes which targeted both sexual health and alcohol
use. One study examined the effects of a sexual activity prevention programme for young people
enrolled in Boys and Girls Clubs, which was part of a wider programme designed to prevent
substance use, and a second study evaluated an intensive, multicomponent youth development
programme. One study was an NRCT and a second study was based on a CBA design. Neither of the
included studies examined intervention effects on knowledge and understanding, or on personal and
social skills. However, both studies examined intervention effects on attitudes and values. One study
of a sexual activity prevention programme found a favourable reduction in sexual attitudes but only
among sexually experienced participants who received the intervention without additional booster
sessions. The youth development programme had potentially harmful effects on attitudes, with female

intervention participants more likely than control participants to report that they expected to be a
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parent by age 20. Both studies examined intervention effects on health and social outcomes related to
sexual health, and one study also examined intervention effects on alcohol use. The effects of the
sexual activity prevention programme were inconsistent across the two intervention conditions
examined. The youth development programme had a negative impact on participant’s sexual
behaviour, particularly among intervention females who were significantly more likely than controls to
engage in heterosexual sexual intercourse and more likely to become pregnant. There was no effect

of the programme on male participants or on participant’s alcohol use.

Evidence statement 14

14 (a) There is weak and inconsistent evidence from one NRCT and one CBA study on which to
determine the effects of programmes delivered in social and community settings on attitudes
and values related to sexual health and alcohol use.

14 (b) There is weak and inconsistent evidence from one NRCT on which to determine the effects of
programmes delivered in social and community settings that seek to address both sexual
health and alcohol use.

14 (c) There is weak evidence from one CBA study to suggest that youth development programmes,
which target young females at behavioural risk, may have a negative effect on sexual
behaviours. This evidence is applicable as the study was conducted in the UK.

Programmes delivered to parents and families

Five studies examined three programmes delivered to families or parents, which targeted both alcohol
use and sexual health, in addition to other risk behaviours. All three were universal prevention
programmes that combined parenting, youth and family components. All five studies were conducted
in the USA and were based on an RCT design. Two studies examined programmes that specifically
targeted African American and Hispanic populations, respectively. None of the included studies
examined intervention effects on knowledge and understanding. Across four studies that examined
intervention effects on attitudes and values towards risky behaviours there were indications of mixed
intervention effects. One study found positive long-term effects of both self-directed and group-based
versions of a universal substance use and problem behaviour prevention programme on attitudes
towards substance use and there were also long-term positive programme effects of a parental
monitoring intervention for African American families on attitudes and values related to a range of
risky behaviours. Three studies examined intervention effects on personal and social skills, finding
mixed programme effects on parent/family-child communication. One study found positive effects of a
culturally-tailored programme on communication, family functioning and positive parenting, and a
second study found a positive effect of a parental monitoring intervention for African American
families on parent-child communication about HIV/AIDS. Four studies examined intervention effects
on health outcomes related to alcohol use and sexual health. Short- to medium-term reductions in
alcohol drinking were found for African American families, who received a parental monitoring
intervention, but this reduction was not sustained and no other significant programme effects were
found for health outcomes related to alcohol use. One study of a culturally-tailored programme

reported a long-term decrease in incidence rates for STls and unsafe sex at last sexual intercourse
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among Hispanic adolescents who received an additional parent-targeted component. Although, short-
term benefits of a parental monitoring intervention were also reported, these differences were not
sustained and over the longer term there were no additional positive effects on sexual behaviour of
the parent-targeted intervention among African American adolescents who had received a

community-based risk reduction intervention.

Evidence statement 15

15(a) There is mixed evidence from four RCTs regarding the effects of interventions and
programmes delivered to families and parents on attitudes and values related to risky
behaviours.

15 (b) There is moderate evidence from two RCTs to suggest that interventions and programmes
delivered to families and parents, and which target alcohol use and sexual health, may
improve parent-child communication and family functioning. This evidence may only be
partially applicable to the UK as these studies were conducted in the USA and focused on
ethnic populations specific to the USA.

15 (c) There is moderate evidence from two RCTs to suggest that interventions and programmes
delivered to parents and which target alcohol use and sexual health may not provide long-
term additional benefits in terms of health and social outcomes related to sexual health and
alcohol use beyond those conferred through interventions and programmes which directly
target young people. This evidence may only be partially applicable to the UK as these

studies were conducted in the USA and focused on ethnic populations specific to the USA.

CONCLUSIONS

The results of this systematic review suggest that programmes and interventions delivered to families
may be effective in reducing adolescent alcohol consumption and that group-based sessions and/or
skills training programmes in community and healthcare settings may be effective in increasing
condom use and reducing the frequency of unprotected intercourse among adolescents. In addition,
programmes and interventions delivered to families and parents appeared to be effective in increasing
parent-child communication about alcohol use and sexual health. However, the applicability of the
evidence identified may not be generalisable to the UK and good quality UK-based research of
promising or novel intervention approaches, including assessment of cost-effectiveness, is required in

order to build the evidence base on which to make UK-based policy and practice recommendations.

Programmes targeting alcohol use

There was a lack of evidence on which to draw conclusions about the effects of programmes and
interventions that targeted adolescent alcohol use on knowledge and understanding. There were
positive effects of programmes and interventions delivered to families on attitudes and values related
to alcohol use, but programmes and interventions delivered to parents or within social, healthcare and
community settings appeared to have no impact on these outcomes. Programmes and interventions
delivered to families and parents produced short- and long-term improvements in parent-child

communication, and programmes and interventions delivered to families had positive effects on both
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alcohol use and initiation of alcohol use. Programme effects on health and social outcomes related to
alcohol use were mixed and inconsistent across programmes and interventions delivered to parents,
in social, healthcare or community settings, or to the wider community. The family-focused ISFP was
highlighted across three systematic reviews as showing particular promise; this programme, which
was designed to enhance family protective and resiliency processes and to reduce family-based risk
factors associated with child behaviour problems, had positive, long-term effects on a range of

outcomes related to alcohol use and has been shown to be cost-effective and potentially cost saving.

Programmes targeting sexual health

The evidence suggests that programmes and interventions delivered in social, healthcare and
community settings and to families and parents may have beneficial effects on sexual health-related
knowledge in the short- to long-term. A range of outcomes were reported with regards to attitudes and
values and programmes effects were mixed across these measures. The evidence suggests that
while programme and interventions targeting adolescent sexual health may not impact on attitudes
towards sexual intercourse, programme and interventions delivered in healthcare settings may
positively impact on condom use attitudes. Programmes and interventions delivered to families and in
social, healthcare and community settings had mixed and inconsistent effects on communication, but
programmes and intervention delivered to parents appeared to have positive effects on parent-child
communication. There appeared to be no effects of programmes and interventions delivered to
families and parents on adolescent sexual behaviour, and programmes and interventions delivered in
social, healthcare and community settings had limited and inconsistent effects on sexual activity
including frequency of intercourse and number of sexual partners. However, the evidence suggests
that group-based sessions and/or skills training programmes in community and healthcare settings
may increase condom use and reduce the frequency of unprotected sex. In addition, a youth
development approach showed promise, with effects on a range of sexual health outcomes for
females. There was a lack of evidence on which to draw conclusions about the effects of programmes
involving the wider community or mass media or those targeting vulnerable populations.

Programmes targeting multiple behaviours

There was a lack of evidence on which to draw conclusions about the effects of programmes and
interventions that targeted multiple behaviours on knowledge and understanding, and there was
evidence of mixed and inconsistent effects of these programmes on attitudes and values.
Programmes and interventions delivered to parents and families had long-term positive effects on
communication, but intervention effects on health and social outcomes related to sexual health were
less clear. There was no evidence supporting the effectiveness of programmes and interventions
delivered in social, healthcare and community settings and interventions and programmes delivered
to parents did not appear to provide additional long-term benefits beyond those conferred through

intervention and programmes which directly targeted young people.
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1 Introduction

1.1 Aims and objectives

The aim of the review was to identify effective and cost-effective interventions and programmes that
address health literacy and personal skills in relation to alcohol use and sexual health. This was
defined as alcohol education and/or sex and relationships education (SRE) delivered in isolation or as
part of a wider programme in family, social, healthcare and community settings.

1.2 Research question

The review aimed to address the following key research questions:

1) What services, interventions, programmes, policies or strategies for children and young
people aged 5 years and above are effective and cost-effective in contributing to the

achievement of the “Every Child Matters” outcomes related to sexual health and alcohol?

2) What elements/components of those services, interventions, programmes, policies or
strategies for children and young people aged 5 years and above are effective and cost-
effective in contributing to the achievement of the “Every Child Matters” outcomes related to

sexual health and alcohol?



PSHE x.x Community review Jones and colleagues (2010)

2 Background

Interventions aiming to prevent, delay or reduce risk-taking behaviours are delivered at several
different levels: individual, community and population. However, regardless of the level at which
interventions are delivered their effects are rarely limited to just one level (NICE, 2007). This
systematic review examined the effectiveness of both alcohol and sexual health interventions
delivered in a community setting. Separate from school-based interventions, community-based
interventions may include, for example, interventions targeted at families, parents, and young people
outside school in after school clubs or youth clubs. Community-based interventions are used to reach
young people who may not be in education or training and are also used to target vulnerable groups
in the wider community, for example, such young homeless people. The need for interventions
involving community-based and outreach initiatives for the prevention of sexual health and the

prevention of alcohol use has been previously recognised (MedFASH, 2008)

Young people aged 16-19 years report that lessons at school are their primary source of sexual
health information. However, females report parents to be their preferred source of information and for
males, parents are reported a close second to school lessons (33.3% compared to 34.4%
respectively). The difference between actual sources of information and preferred sources of
information is most notable in males; with 1 in 12 reporting parents as their main source of information,
compared to 1 in 3 who would prefer their main source of information to be their parents (Wellings et
al., 2006). Often difficulty in addressing sensitive issues and a lack of parental communication skills
can contribute to an inability for parents and children to openly discuss topics such as alcohol and sex.
Poor family relationships and poor parental support have been highlighted as contributing risk-factors
for teenage pregnancy (DfES, 2006). Strong family bonds, parental monitoring and family rules have
also been cited as important contributing factors to prevention interventions (DfES, 2004) (see Table
2.1).

As young people develop, their primary source of education and information regarding, for example,
sexual behaviour and alcohol use can move from parents, to school, to peers, particularly during
adolescence and the need to adhere to peer norms can conflict with or override previous influential
norms. At this developmentally vulnerable time females with parents who drink show higher rates of
initial alcohol use (Duncan et al., 2006). Young people’s drinking is predicted more by a mother’s
drinking behaviour than a father’s drinking behaviour, indicating that young peoples’ drinking is
influenced through modelling (White et al., 2000). Further research has shown that being white, being
from a single-parent family, having deviant peers and friends who encourage alcohol use predicts
increased rates of alcohol use from age 9-16 years (Duncan et al., 2006). Strict parental rules about
drinking alcohol have been shown to have a protective influence on frequent or heavy consumption of
alcohol in young people and to delay the initiation of alcohol use (van der Vorst et al., 2005; van der
Vorst et al., 2006). However, if parents are permissive regarding, for example, early alcohol use or if
they engage in heavy alcohol use themselves then their children are more likely to tend towards early

or heavy drinking (van der Vorst et al., 2009).
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Similarly, young white teenagers who report sexually permissive peer norms, perceived peer approval
of teenage sexual behaviour, perceived peer sexual behaviour and greater levels of sexual
communication with peers have a higher susceptibility and higher odds of initiating sexual intercourse
(L’Engle & Jackson, 2008). Other studies also support the findings that normative peer sexual
behaviour predicts sexual initiation in young teenagers and show that perceived peer values are more
strongly related to sexual initiation than actual peer reports of attitudes and values (Sieving et al.,
2006). Findings also show that the media can act as a sexual socialising agent for young teenagers
(L’Engle & Jackson, 2008) and be a super peer in terms of sexual influences, giving the impression to
young girls that early sexual behaviour is acceptable (Brown et al., 2005). Moderating factors for
sexual initiation, similar to those from alcohol studies, are stronger parent-child relationships,
particularly with the mother. In addition, parental monitoring and strong links to school (e.g. feeling
good about being in school, expecting to finish school and go on to further education) can have
protective effects.

Although education on alcohol and sexual health features in school curricula, the contribution and
support of parents and carers is vital to ensure that consistent and accurate public health messages
are conveyed to young people to prevent risk-taking behaviour and facilitate behaviour-change (DfES,
2004; DCSF, 2008). This also includes the provision of parenting support to develop improved
communication (DfES, 2006). An example of a well received programme for parent training reported
in the UK is ‘Speakeasy’ which is a community-based education programme solely targeting parents.
The aim of the programme is to help parents communicate well with their children about sex, sexual
health and relationships by increasing parental knowledge and self-efficacy through group work
(Ramm & Coleman, 2008). However, this programme is yet to be evaluated using a control group or

with the inclusion of feedback from young people.

Early intervention is necessary, particularly in cases where young people are experiencing
behavioural, emotional or social difficulties, which are risk factors for alcohol use and sexual risk-
taking. As such parenting programmes are being implemented to help support parents and promote
child well-being which could subsequently affect alcohol and sexual behaviour. Parent early
intervention pathfinder programme, a DCSF funded programme primarily aimed at addressing anti-
social behaviour, recommends a national roll-out of parenting programmes for parents with children
aged 8-13 years (Lindsay et al., 2008). Programmes such as those recommended in the pathfinder
programme (Strengthening Families, Strengthening Communities and Incredible Years) may precede

and complement parenting programmes such as Speakeasy.

A whole school approach to education goes further and emphasises that consistent messages to
those taught in schools ought to be conveyed not only through parents and family members but within
the wider community also (DfES, 2004). Educational interventions delivered in the community also
include media campaigns such as ‘want respect, use a condom’ and ‘know your limits’. In addition
community interventions can be supported by population level interventions such as that included in

the Alcohol Harm Reduction Strategy to changing labels on alcohol, provide information at point of
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sale, review advertising regulations and ensure that alcohol is not used positively in advertisements

(The Strategy Unit, 2004).

Table 2.1. Risks and protective factors associated with drug” misuse.

Vulnerable Groups

Risk Factors

Protective Factors

Homeless

Looked after

School truants

Pupils excluded from schools
Sexually abused

Prostitutes

In contact with mental health or
criminal justice system
Children of parents with drug
problems

Chaotic home environment
Parents who misuse drugs or
suffer from mental illness
Behavioural disorders

Lack of parental nurturing
Inappropriate or aggressive
classroom behaviour

School failure

Poor coping skills

Low commitment to school
Friendship with deviant peers
Low socio-economic status
Early age of first drug use
Being labelled as a drug misuser

Strong family bonds
Experiences of strong
parental monitoring with clear
family rules

Family involvement in the
lives of children

Successful school
experiences

Strong bonds with local
community activities

A caring relationship with at
least one adult

(Source: The Right Responses — Managing and making policy for drug-related incidents in schools
[Drugscope, 1999], taken from DfES, 2004)

1 . . . . .
‘Drugs’ refers to all drugs including medicines, volatile substances, alcohol, tobacco and illegal drugs.
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3 Methodology

3.1 Search strategy

Systematic searches of electronic databases and websites were undertaken to identify studies that
examined the effectiveness and/or cost-effectiveness of alcohol education and/or SRE delivered in
community settings in isolation or as part of a wider programme of study such as PSHE or its
equivalents. Searches were conducted across a range of health, education and social care databases
as shown in Box 3.1.

Box 3.1. Health, education and social care databases

e ASSIA (Applied Social Science Index and Abstracts)

e CINAHL (Cumulative Index of Nursing and Allied Health Literature)
e Database of Abstracts of Reviews of Effectiveness (DARE)
e The Cochrane Library

e EMBASE

e ERIC

e British Education Index

e Australian Education Index

e HMIC

e MEDLINE

e PsycINFO

e Sociological Abstracts

e Social Science Citation Index

e EPPI Centre databases

e The Campbell Collaboration

e C2-SPECTR & C2-PROT Campbell Collaboration
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Economic evaluation studies were identified by searching the following major health economics
databases:

e NHS Economic Evaluations Database (NHS EED)

e [EconLit
3.2 Inclusion and exclusion criteria

3.2.1 Population
Studies were eligible for inclusion if they included children aged 5 to 19 years old in community and

outreach settings.

Studies were eligible for inclusion if they were undertaken in the UK, Western Europe, Australia, New
Zealand, Canada and the USA.

3.2.2 Interventions
Studies were eligible for inclusion if they examined interventions that focused on SRE and/or alcohol

education. Relevant intervention approaches included:

e Interventions and programmes delivered within social, healthcare or community settings
e Interventions and programmes delivered to families or parents

e Intervention and programmes involving the wider community or mass media

3.2.3 Comparator(s)
Studies were eligible for inclusion if they compared the intervention of interest against a no

intervention control or against another intervention approach.

3.2.4 Outcomes

Studies were eligible for inclusion only if they examined the primary outcomes of interest:

e Health and social outcomes relating to alcohol use and sexual health
e Personal and social skills

The following secondary outcomes were assessed but only where a study reported a primary

outcome of interest:

e Knowledge and understanding
e Attitudes and values
3.2.5 Study design

Systematic reviews, meta-analyses, randomised controlled trials, controlled non-randomised studies

and controlled before and after studies that compared a community-based intervention against no
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intervention or another type of intervention were eligible for inclusion in the assessment of

effectiveness.

Studies were eligible for inclusion in the assessment of cost-effectiveness if they were economic
evaluations conducted alongside trials, modelling studies and analyses of administrative databases.
Only full economic evaluations that compared two or more options and considered both costs and

consequences (including cost-effectiveness, cost utility and cost-benefit analyses) were included.

3.3 Data extraction strategy

All titles and abstracts retrieved were screened by one reviewer (LJ, GB and JD) according to the
inclusion/exclusion criteria described above. Relevant articles were retrieved in full, and full text
screening was undertaken independently by two reviewers (LJ, GB, JD, MW, OW, KS and AK).
Disagreements were resolved through consensus and where necessary a third reviewer was

consulted.

One reviewer (LJ, GB and JD) independently extracted and assessed the quality of the individual
studies into an Access database. All data extraction and quality assessment were independently
checked for accuracy by a second reviewer. The results of the data extraction are presented in an
addendum to this report.

3.4 Quality assessment strategy

The quality of the studies was assessed according to criteria set out in the NICE Centre for Public
Health Excellence Methods Manual (2009). Each of the effectiveness and cost-effectiveness studies
was graded using a code, ++, + or — based on the extent to which the potential sources of bias had

been minimised:

++  All or most of the criteria have been fulfilled. Where they have not been fulfilled the

conclusions are thought very unlikely to alter.

+ Some of the criteria have been fulfilled. These criteria that have not been fulfilled or not

adequately described are thought unlikely to alter the conclusions.

- Few or no criteria have been fulfilled. The conclusions of the study are thought likely or

very likely to alter.

Results of the quality assessment are presented in Appendix 4 and 5.
3.5 Methods of analysis/synthesis

3.5.1 Effectiveness studies
The results of the data extraction and quality assessment for each study of effectiveness are
presented in structured tables and as a narrative summary. The possible effects of study quality on

the effectiveness data and review findings are also discussed within the text of the review.
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Studies are grouped according to (1) focus (alcohol or sex and relationships education) and (2)
setting (social, health or community; family; parent; or community-wide or mass-media). Where
reported in the original publications, effect sizes (e.g. odds ratios, Cohen’s d) are presented. Where
effect sizes were not reported significant (p<0.05; p<0.01; p<0.001) and non-significant changes in
outcomes of the intervention(s) relative to the comparison group are presented.

Where sufficient data are available, intervention effect sizes will be calculated and presented as odds
ratios (OR) for dichotomous data and as mean differences for continuous data in an addendum to this
report to be prepared for the PDG meeting in February. Forest plots will be generated for single
studies using RevMan (version 5). Heterogeneity between the included studies was assessed by
considering differences in (a) the study population, (b) intervention approach, (¢c) outcome measures,
and (d) study quality. However, given the anticipated heterogeneity between the included studies it

was judged to be unlikely that pooling would be appropriate or feasible.

3.5.2 Published economic evaluations

Details of each identified published economic evaluation, together with a critical appraisal of its quality
were presented in structured tables and as a narrative summary. For economic studies conducted
alongside trials, the validity of the included studies was assessed by considering the source of the
resource use and effectiveness data, the methods used to measure and calculate costs, the methods

of analysis used and the generalisability of the results to the UK population.
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4 Summary of study identification

4.1 Review of effectiveness and cost-effectiveness

A total of 12,108 references were identified from the literature searches. Following screening of titles
and abstracts, 531 articles were identified as potentially relevant and attempts were made to source
the full text articles. Of these articles, 91 were not available. These studies were therefore not subject
to further screening and a total of 440 full-text articles were screened against the inclusion criteria for

the study. The process of study selection is summarised in Figure 1.

Results of literature
searches
n=12,108

Y

Title and abstract
screening
n=531

A

Full text assessed Excluded
n=440 n=353

A

Included
n=87

4 Systematic reviews and )
meta-analyses
n=13

Primary studies
n=73

Economic evaluations
N n=1 Y,

Figure 4.1. Process of study selection

4.1.1 Included studies
A total of 87 studies met the criteria for inclusion in the review of effectiveness and cost-effectiveness.

Of these, 31 studies examined interventions targeting alcohol use, 51 studies examined interventions
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targeting sexual health and the remaining five studies examined interventions which targeted both
alcohol use and sexual health. Thirteen articles were systematic reviews and/or meta-analyses, 62
studies were based on experimental designs of which 53 used random assignment to allocate
participants to intervention and comparison conditions. Eleven observational studies were identified
for inclusion including nine controlled before and after (CBA) studies, and two cross-sectional time
series (CTS). One economic evaluation study was also identified. A summary of the study designs
identified for inclusion in the review is summarised on Table 4.1.

Table 4.1. Summary of study designs identified from inclusion

Section Total SR/MA | RCT NRCT | CBA CTS Economic
evaluation

Alcohol use 31 4 21 1 4 - 1

Sexual health 49 9 27 7 4 2 -

Multiple behaviours 7 - 5 1 1 - -

Total 87 13 53 9 9 2 1

SR/MA — systematic review or meta-analysis; RCT — randomised controlled trial; NRCT -
nonrandomised controlled trial; CBA — controlled before and after; CTS — cross sectional time series

4.1.2 Excluded studies
A total of 353 articles did not meet the criteria for inclusion in the review and were excluded for the

following reasons:

e Study design did not meet design criteria for inclusion in the review, n=213

e Population targeted by the intervention(s) did not meet the review criteria, n=75
e Intervention examined was not based in a relevant setting, n=53

e Intervention or intervention was not alcohol education or SRE related, n=9

e Duplicates or foreign language, n=3

References for the excluded studies are presented in Appendix 2.

10




PSHE x.x Community review Jones and colleagues (2010)

5 Programmes targeting alcohol use

A total of 31 articles met the criteria for inclusion in the review of community-based programmes
targeting alcohol use by young people. Four articles were systematic reviews and/or meta-analyses,
four articles reported on studies that examined intervention or programmes delivered within social,
healthcare and community settings, 19 articles reported on studies that examined programmes or
interventions delivered to families or parents, and three studies examined interventions or
programmes that involved the wider community or mass media. One economic evaluation study was
also identified that examined the cost-effectiveness and cost-benefits of the lowa Strengthening

Families Programme (ISFP) and Preparing for the Drug Free Years (PDFY).
5.1 Systematic reviews and meta-analyses

5.1.1 Overview of evidence identified

Four systematic reviews were identified for inclusion that examined community-based interventions
and programmes targeting alcohol use among young people. Two publications of the Cochrane
review by Foxcroft and colleagues were identified (Foxcroft et al., 2002; 2003). This review sought to
identify and summarise rigorous evaluations of psychosocial and educational interventions aimed at
the primary prevention of alcohol misuse by young people. One review (Petrie et al., 2007) examined
the effectiveness of parenting programmes to prevent tobacco, alcohol or drug abuse in children, and
the fourth article identified (Smit et al., 2008) aimed to quantify the effectiveness of family
interventions in reducing adolescent drinking through a meta-analysis of RCTs. All three reviews

focused primarily on the inclusion of RCTs.

5.1.2 Quality assessment

All three reviews were rated good quality. They addressed appropriate and clearly focused questions
and a good description of the methodology used to conduct the reviews was reported. All three
reviews were based on rigorous searches of the literature and assessed study quality. The synthesis

of study data was undertaken appropriately across all three reviews.

5.1.3 Findings

Of the community-based studies reviewed by Foxcroft and colleagues (2002; 2003), the ISFP was
highlighted as showing particular promise over the long-term. The authors conducted an intention-to-
treat reanalysis, reporting a number needed to treat (NNT) of 9 for this programme at the four-year
follow-up. This indicates that for every 9 individuals who receive the intervention, there will be one
fewer person reporting that they have ever used alcohol (NNT 9; 95% CI 5, infinity), used alcohol
without permission (NNT 9; 95% CI 5, 160), or ever been drunk (NNT 9; 95% CI 5, 327).

Petrie and colleagues (2007) reported that the strongest evidence supported interventions targeting
preteen and early adolescent children. Parenting programmes highlighted as effective included the
lowa Strengthening Families Program (ISFP) and Preparing for the Drug Free Years (PDFY). The

authors reported that effective interventions focused on developing strategies to involve adolescents

11
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in family activities, in order to maintain familial bonds and manage conflict. Effective intervention also

placed an emphasis on parental engagement in an activity-based programme.

Smit and colleagues (2008) included nine RCTs in their meta-analysis, the main findings of which
suggested a favourable effect of family-based interventions on alcohol initiation (OR 0.71; 95% CI
0.54, 0.94) and frequency of alcohol use (Cohen’s d -0.25; 95% CI -0.37, -0.12) in adolescents.
However there was evidence of heterogeneity across the pooled studies on the measure of alcohol
initiation. Longitudinal analyses conducted by the authors pointed to the success of the ISFP and
PDFY.

5.1.4 Summary and evidence statements

Three systematic reviews and meta-analyses were identified for inclusion. One review (Foxcroft et al.,
2002; 2003) examined interventions and programmes aimed at the primary prevention of alcohol use
across a range of populations and settings. Two further reviews (Petrie et al., 2007; Smit et al., 2008)

examined interventions and programmes delivered to parents and families, respectively.

Foxcroft et al (2002; 2003) found that although there was no consistent evidence to determine which
programmes were effective over the short to medium-term, one family-based programme, the
Strengthening Families programme, was effective over the longer term. The reviews by Petrie and
colleagues (2007) and Smit and colleagues (2008) also highlighted the long-term effectiveness of the

Strengthening Families programmes.

Evidence statement 1

The is strong evidence from three systematic reviews' to suggest that a family-based programme,
Strengthening Families, can produce long-term reductions (greater than 3 years) in alcohol use and
heavy alcohol use.

1 Foxcroft et al., 2002; 2003 (SR ++); Petrie et al., 2007 (SR ++); Smit et al., 2008 (SR ++)

12
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Table 5.1. Summary of findings from systematic reviews and meta-analyses:

Jones and colleagues (2010)

Programmes targeting alcohol use

. . . Number of A
Author (year) Design Inclusion/exclusion studies Findings
_Psychospmal a_nd educational Twenty studies demonstrated evidence of ineffectiveness. No firm conclusions
. interventions aimed at the . o . .
Foxcroft et al (2002; SR ++ : : . about the effectiveness of prevention in the short and medium-term were possible.
primary prevention of alcohol 56 studies . -
2003) : But over the longer term (>3 years), the Strengthening Families Programme
misuse by young people aged showed more promise as an effective prevention intervention
up to 25 years P P '
Strongest evidence related to interventions and programmes that had been
Parenting programmes to undertaken with preteen and early adolescent children. Effective interventions
Petrie et al (2007) SR ++ prevent tobacco, alcohol or drug 20 studies focussed on developing strategies to involve adolescents in family activities to
abuse in children maintain familial bonds and manage conflict. Also, an emphasis on parental
engagement in an activity-based programme.
Main findings pointed to a favourable effect of family interventions on alcohol
Family interventions that initiation and frequency of alcohol consumption among young people. The effects
Smit et al (2008) SR ++ focused on reducing adolescent 18 studies were maintained over time. Studies that examined group-based interventions and

drinking.

programmes tended to report a stronger intervention effect that interventions
targeting individual families.

13
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5.2 Programmes delivered within social or community settings

5.2.1 Overview of evidence identified

Three studies (Elder et al., 2002; Schinke et al., 2005; Tebes et al., 2007) were identified that
examined programmes delivered within social, healthcare or community settings, which targeted
alcohol use among young people. These studies were conducted within youth and after school
agencies and all three were conducted in the USA. Schinke et al (2005) examined an interactive CD-
ROM intervention designed to reduce early alcohol use, and Elder et al (2002) and Tebes et al (2007)
examined substance use prevention programmes which targeted migrant families, and adolescents

enrolled in after school programmes, respectively.

The theoretical basis for intervention was not reported in two of the three studies. The interactive CD-
ROM intervention (Schinke et al., 2005) was based on a combination of theories, including social

cognitive theory, problem-behaviour theory, peer-cluster theory and family networks theory.

The number of participants recruited across the included studies ranged from 304 (Tebes et al., 2007)
to 660 (Elder et al., 2002) students. One study (Schinke et al., 2005) examined interventions that
targeted children aged 10-12 years, and another (Tebes et al., 2007) examined an intervention that
targeted students with a mean age of 15 years. The study by Elder et al. (2002) did not specify the
age range of the adolescents targeted in their study. One study (Elder et al., 2002) reported long-term
follow-up data (>12 months); the study by Tebes and colleagues (2007) reported 12-months of follow-

up and Schinke and colleagues (2005) reported immediate post-test results only.

5.2.2 Quality assessment

Of the three studies identified, two were cluster RCTs (Elder et al., 2002; Schinke et al., 2005) and
one was based on CBA design (Tebes et al., 2007). The RCT by Elder and colleagues (2002) was
rated moderate. The authors did not report the number of participants assigned to the intervention
and control groups, although other aspects of the study were adequately reported. The RCT by
Schinke and colleagues (2005) was rated poor quality as insufficient information was reported to
determine whether the analyses were conducted appropriately and whether the outcomes measures
were reliable. The quality of the CBA study by Tebes and colleagues (2007) was rated moderate. The
intervention and comparison conditions were well described and appropriate, contamination was
acceptably low, and all important and relevant outcomes were examined.

5.2.3 Findings

5.2.3.1 Knowledge

None of the included studies examined intervention effects on knowledge.

5.2.3.2 Attitudes and values
Three studies (Elder et al., 2002; Schinke et al., 2005; Tebes et al., 2007) examined intervention

effects on alcohol and substance-related attitudes. Elder and colleagues (2002) found that there were

14
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no effects of the ‘Sembrano Salud’ programme, which targeted migrant families, on participant’s
susceptibility to drinking. The CD-ROM intervention, Thinking not Drinking, examined by Schinke and
colleagues (2005) had a positive impact on participant’s perception of the harms of alcohol at post-
test in comparison to a ‘no intervention’ control group (p<0.05). A short-term positive intervention
effect on participants’ perception of the harms of alcohol was also reported in the study by Tebes and
colleagues (2007) that examined an after-school, youth development programme, Adolescent
Decision-Making for the Positive Youth Development Collaborative (ADM-PYDC), designed to prevent
substance use. At post-test, intervention participants reported an increased perception of risk of harm
compared with the control group (p<0.01), but there was no difference on this measure at the 12-
month follow-up. In addition, there was no significant difference between the intervention and control

group in their attitudes towards drugs over follow-up.

5.2.3.3 Personal and social skills
Only one study (Schinke et al., 2005) examined intervention effects on personal and social skills. At
immediate post-test, participants who received an interactive CD-ROM intervention scored more

positively on the measure of assertion skills compared to their control counterparts (p<0.001).

5.2.3.4 Health and social outcomes related to alcohol use

All three studies examined intervention effects on health and social outcomes related to alcohol use.
There were no effects of the interactive CD-ROM intervention (Schinke et al., 2005) on participants’
alcohol use at post-test, but the authors reported that the frequency of substance use was low among
the study participants, who were a median age of 11 at baseline. Frequency of alcohol prevalence
was also reported to be low among those who participated in the evaluation of Sembrano Salud
(Elder et al., 2002) and there was no difference between intervention and control groups in terms of
30-day drinking at any follow-up (OR 1.21; 95% CI 0.74, 1.97). The after-school, youth development
programme examined by Tebes and colleagues (2007) was found to have had a positive effect on
alcohol use. Between baseline and the 1-year follow-up, reductions in alcohol use were found to be
significantly greater among the intervention group relative to the control group (OR 0.37; 95% CI 0.15-
0.90).

5.2.4 Summary and evidence statements

Three studies were identified for inclusion that examined interventions and programme targeting
alcohol use, which were delivered in social, healthcare and community settings. All three studies
(Elder et al., 2002; Schinke et al., 2005; Tebes et al., 2007) were conducted within youth and after

school agencies and were based in the USA.

None of the studies examined intervention effects on knowledge and understanding. Short-term
increases in perception of harm were reported in two studies (Schinke et al., 2005; Tebes et al., 2007),
but this effect was not sustained at the 12-month follow-up in the study by Tebes and colleagues
(2007). Tebes and colleagues (2007) also found no impact of an after-school, youth development
programme on participants’ drug beliefs and there was no impact of Sembrano Salud (Elder et al.,

2002) on participants’ susceptibility to alcohol. One study (Schinke et al., 2007) examined intervention
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effects on personal and social skills, finding a short-term intervention impact of an interactive CD-
ROM intervention on assertion skills.

Two studies (Elder et al., 2002; Schinke et al., 2005), conducted within youth agencies, reported that
there were no intervention effects on health and social outcomes related to alcohol use, and that
substance use remained low among participants. However, one study (Tebes et al.,, 2007), which
targeted older children (mean age 15 years) in after school programmes reported a positive short- to

medium-term effect on alcohol use.

Evidence statement 2

2 (a) There is inconsistent evidence from two RCTs and one CBA study" to determine the effects of
interventions and programmes delivered in social, healthcare and community settings on

attitudes and values related to alcohol use.

2 (b) There is inconsistent evidence from two RCTs and one CBA study to determine the effects of
interventions and programmes delivered in social and community settings on alcohol use.
However, there is weak evidence from one CBA study” to suggest that programmes that target
older children may impact on alcohol consumption. Findings may only be partially applicable to
the UK as the study was conducted in the USA and may not be generalisable beyond the

populations studied.

b Elder et al., 2002 (RCT +); Schinke et al., 2005 (RCT -); Tebes et al., 2007 (CBA +)

2 Tebes et al., 2007 (CBA +)
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Jones and colleagues (2010)

Table 5.2. Summary of programme content: programmes delivered within social, healthcare or community settings

Study .
Author design and Basellr_1e Setting Programme components Theoretical base Provider(s)
. population
rating
Sembrano Salud: Eight weekly, 2-hour sessions:
USA presentation of information, modelling and behavioural Mexican
Elder et al., RCT n=660 School rehearsal; developing parental support through NR American arou
2002 (cluster) + Majority Mexican (evenings) enhanced parent-child communication. Additional Ieadergs P
age NR components were telephone booster calls and three
newsletters.
ngigg o o _ Social cognitive
_ 54% African Thln_klng Not Drl_nklng: Ten weekly, 45 minute theor)_/, problem-
Schinke et al., RCT American: Youth sessions. Interactive CD-ROM,; goal setting, coping, behaviour theory,
merican; 30% . g ; - CD-ROM
2005 (cluster) - Hispanic, 11% agencies media Ilterat_:y, peer pressure, assertiveness training peer-clqster theory
White: 5% other and preventive strategies and family networks
10-12 years theory
USA
n=304 Adolescent Decision-Making for the Positive Youth
Tebes et al 76% African Youth Development Collaborative (ADM-PYDC): 18 Community group
" CBA + American; 20% . sessions; understanding and coping with stress, NR
2007 agencies leaders

Hispanic; 4%
White; <1% other
mean 15 years

decision-making, information about tobacco, alcohol
and drugs, and applying decision-making.
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Table 5.3. Programmes delivered in social, healthcare and community settings: effects on knowledge, skills and attitudes

Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up Knowledge and Attitudes and values Personal and social skills
understanding
PT - NS susceptibility to drinking -
First aid/home (97%)
Elder et al., RCT Sembrano Salud safet Lyr - NS susceptibility to drinkin -
2002 (cluster) + n=NR n—NI%/ (89%) P y 9
- 2yr - o
(81%) - NS susceptibility to drinking -
. Thinking Not No ;
Schinke et al. RCT s . . PT T perceived harm of . .
' Drinking intervention o - " T assertion skills***
2005 (cluster) - n=329 n=160 (100%) alcohol
PT T perception of risk of
Other after- - harm** -
. (NR) lief
ebes et al., CBA + ADM-PYDC school NS drug beliefs
2007 n=149 activities 1yr NS perception of risk of
n=155 (Int 62%; - harm -
Con 58%) NS drug beliefs

*p<0.05; **p<0.01; ***p<0.001; '”p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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Table 5.4. Programmes delivered in social, healthcare and community settings: effects on health and social outcomes related to alcohol use

Jones and colleagues (2010)

Health and social outcomes

Study Rating Intervention Comparator Follow-up
Alcohol use Heavy alcohol use Other
First aid/home (9:(')—/0) NS 30-day drinking - -
safety
Elder et al., RCT Sembrano Salud . lyr S
2002 (cluster) + n=NR educational (89%) NS 30-day drinking - -
programme 2yr —
n=NR (81%) NS 30-day drinking - -
. Thinking Not No
ggg:snke etal., (cILITsCt:(;rr) i Drinking intervention (15(-)2/) NS alcohol use - -
n=329 n=160 0
Other after- 1yr
Tebes etal., CBA + AD'\/l'PYDC school (Int 62%; L alcohol use' - -
2007 n=149 activities o
n=155 Con 58%)

*p<0.05; **p<0.01; ***p<0.001; '”p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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5.3 Programmes delivered to families

5.3.1 Overview of evidence identified

Fifteen articles were identified that evaluated nine programmes delivered to families, which focused
on alcohol or substance use, all of which were implemented in the USA. Three programmes,
evaluated in three studies (Loveland-Cherry et al., 1999; Schinke et al 2004; Schinke et al., 2009),
were alcohol use prevention interventions while the remaining seven programmes, examined in
twelve studies (Bauman et al., 2000; Brody et al., 2004; 2006; Gerrard et al., 2006; Johnson et al.,
1996; Jones et al., 2005; Mason et al., 2009; Murry et al., 2007; Spoth et al., 1999; Spoth et al., 2001;
2004; Stevens et al., 2002), focused on substance use prevention, including alcohol. Four studies
(Spoth et al., 1999; 2001; 2004; Mason et al., 2009) reported on the large-scale evaluation of two brief,
family-focused programmes, the ISFP and PFDY. Two papers evaluated participants from both
programmes (Spoth et al., 2001; 2004), one paper evaluated ISFP participants only (Spoth et al.,
1999) and one paper provided a long-term evaluation of the PDFY participants only (Mason et al.,
2009). Four studies (Brody et al., 2004; 2006; Gerrard et al., 2006; Murry et al., 2007) reported on an
evaluation of the Strong African American Families programme, which targeted parenting practices.
Two studies (Jones et al., 2005; Stevens et al., 2002) reported on the Dartmouth Prevention Project
that examined the effects of two physician-led interventions delivered in a primary care setting, one of

which sought to prevent early drinking and smoking.

Interventions took place in settings including at home, primary care settings and community centres;
although for the majority of studies the setting was not detailed. Similarly, the person or persons
providing the interventions was poorly reported. Three studies (Spoth et al., 1999; 2001; 2004)
examined interventions based on video presentations and two interventions (Schinke et al., 2004;
Schinke et al., 2009) were delivered via CD-ROM.

Eight studies (Bauman et al., 2000; Loveland-Cherry et al., 1999; Mason et al., 2009; Schinke et al.,
2004; 2009; Spoth et al., 1999; 2001; 2004) reported the theoretical basis for intervention. The ISFP
and PDFY programmes (Spoth et al., 1999; Spoth et al., 2001; Mason et al., 2009) were based upon
the biopsychosocial model and social development model, respectively. For two CD-ROM based
interventions (Schinke et al., 2004; Schinke et al., 2009), a CD-ROM intervention with and without
parental involvement component drew on social learning theory, problem behaviour theory and family
interaction theory, and a gender-specific, computer mediated intervention was informed by family
interaction theory. Bauman and colleagues (2000) reported a combination of social and health
theories including the health belief model, social learning theory and social inoculation theory in the
development of materials for the Family Matters programme and the alcohol use prevention
intervention examined by Loveland-Cherry and colleagues (1999) was based on theories of social

cognition and problem behaviours.

The number of participants taking part in studies ranged from 120 adolescents and their parents
(Johnson et al.,, 1996) to 3,111 families (Stevens et al., 2002). Young people taking part in
programmes were generally in early adolescence, aged 11-15, with the exception of one alcohol
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misuse prevention intervention (Loveland Cherry, 1999) that was implemented in the 4" grade (aged
9-10 years). Programme evaluations varied in length. One programme (Schinke et al., 2009) was
based on short-term follow-up only, but all other studies included a medium- or- long term evaluation.
Long-term evaluations (>12 months follow-up) were provided for the following programmes: SAAF
(Brody et al., 2004; 2006), PDFY (Spoth et al., 2001; 2004; Mason et al., 2009), ISFP (Spoth et al.,
2001; 2004), physician-led primary care-based intervention (Jones et al., 2005; Stevens et al., 2002),
an alcohol misuse prevention intervention (Loveland-Cherry, 1999) and a CD-ROM intervention
(Schinke et al., 2004).

5.3.2 Quality assessment

All 15 studies identified were RCTs and included three studies that were based on individual
randomisation (Bauman et al., 2000; Loveland-Cherry 1999; Schinke et al., 2009). The remaining
twelve studies were based on cluster randomisation at the level of county (SAAF: Brody et al., 2004;
2006; Gerrard et al., 2006; Murry et al., 2007); family (Johnson et al., 1996); clinic (Jones et al., 2005;
Stevens et al., 2002); school (ISFP/PDFY: Mason et al., 2009; Spoth et al., 1999; 2001; 2004) or
community site (Schinke et al., 2004). None of the RCTs were rated good quality and three were
rated poor quality (Bauman et al.,, 2000; Johnson et al., 1996; Loveland-Cherry, 1999), with the
remainder rated moderate quality. All 12 studies described allocation to intervention and control
groups as randomised but failed to detail further methods of randomisation and concealment of
allocation was only detailed in the evaluations of the ISFP and PDFY (Mason et al., 2009; Spoth et al.,
1999; 2001; 2004). Studies were generally rated as good or moderate for quality relating to outcome
measures but two studies did not report on reliability of outcomes (Bauman et al., 2000; Loveland-
Cherry et al., 1999) and three studies were rated as not assessing all important outcomes (Bauman et
al., 2000; Johnson et al., 1996; Jones et al., 2005). The study by Stevens et al (2002) was generally a
good quality study but the authors did not discuss attrition although it was clear that not all
participants were followed up. The study was therefore rated moderate. Outcomes across all studies
were deemed relevant and only one study (Schinke et al., 2009) was rated moderate for length of
follow-up time. However, the length of follow-up was generally good, with medium to long-term follow-
up results across all other studies. One study (Loveland-Cherry et al., 1999) did not report on baseline
comparability between groups but this was undertaken in the remaining studies. Analytical methods
were poorly reported in two studies (Bauman et al., 2000; Johnson et al., 1996) where effect sizes for
outcomes were not presented or calculable and levels of significance not presented for all outcomes.
In seven studies analytical methods were generally rated as good (Brody et al., 2001; 2004; Mason et
al., 2009; Schinke et al., 2004; Spoth et al., 1999; 2001; 2004).

5.3.3 Findings

5.3.3.1 Knowledge and understanding
One study (Johnson et al., 1996) examined intervention effects on knowledge and understanding.

Johnson and colleagues (1996) reported a positive intervention effect (p<0.001) on knowledge of
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alcohol and other drugs at post-test and the 12-month follow-up, among those who participated in the

community-based, Creating Lasting Connections programme.

5.3.3.2 Attitudes and values

Measures relating to attitudes and values were reported in evaluations of three programmes: SAAF
(Brody et al., 2001; 2004); a substance misuse prevention intervention (Jones et al., 2005) and a CD-
ROM based intervention (Schinke et al., 2009). Brody and colleagues (2004; 2009) reported finding
positive post-test effects of the SAAF on youth protective factors (p<0.05) that included resistance
efficacy, goal-directed future orientation, images of drinkers and negative attitudes about sex and
alcohol, but these effects were non-significant at the long-term follow-up. Short-term evaluation of a
CD-ROM intervention for girls and their mothers (Schinke et al., 2009) suggested positive effects of
the intervention on girls’ beliefs about underage drinking, intentions not to drink and self-efficacy to
avoid alcohol (all p<0.05) compared to control participants. Jones and colleagues (2005) evaluated a
physician-led primary care-based intervention. At the 3-year follow-up, the authors found a negative
association between intervention group boys and externalizing problem behaviour (p<0.01). Effects

for girls were non-significant, as were effects on internalising of problems.

5.3.3.3 Personal and social skills

For four programmes, SAAF (Brody et al., 2001; 2004), Creating Lasting Connections (Johnson et al.,
1996) and two CD-ROM based interventions (Schinke et al., 2004; 2009), measures relating to
personal and social skills were reported. Brody and colleagues (2004) reported a positive effect of the
SAAF on communicative parenting (p<0.05) at post-test, but the effect was no longer significant at
long-term follow-up. Two CD-ROM based interventions (Schinke et al., 2004; 2009) produced positive
effects on skills outcomes. Schinke and colleagues (2009) reported positive short-term intervention
effects on a range of measures including mother and daughter reported parental rules, daughter’s
reported parental monitoring, family conflict management skills and communication with mother (all
p<0.05). Mother-reported communication with daughter and parental monitoring did not significantly
differ between intervention and control groups. Long-term evaluation of a CD-ROM intervention with
and without a parent involvement component (Schinke et al., 2004) revealed positive intervention
effects on levels of family involvement (p<0.05) among those who received the additional parental
component, and a positive effect on peer influence outcomes (p<0.001). Johnson and colleagues
(2006) reported non-significant effects of the Creating Lasting Connections programme on family
communication, and youth- and parent-reported levels of bonding at post-test and long-term follow-up.
However, there were positive programme effects on youth involvement in the setting up of rules about
alcohol and other drugs (p<0.001) at post-test. This effect was no longer significant by long-term
follow-up, and no significant intervention effects were found on the existence of rules about alcohol

and other drugs or for non-substance use behaviours.

5.3.3.4 Health and social outcomes related to sexual health
Measures related to alcohol behaviour were evaluated for eight programmes: Family Matters
(Bauman et al., 2000); SAAF (Brody et al., 2004; 2006); a physician-led primary care-based

intervention (Stevens et al., 2002; Jones et al., 2005); a home-based family intervention (Loveland-
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Cherry et al., 1999); ISFP and PDFY (Mason et al., 2009; Spoth et al., 1999; 2001; 2004); a CD-ROM
intervention with and without a parent involvement component (Schinke et al., 2004); and a CD-ROM
intervention for girls and their mothers (Schinke et al., 2009). Studies examined alcohol use over a

period of time and/or initiation of alcohol use.

Eight studies evaluated the impact of seven programmes on alcohol use (Bauman et al., 2000;
Stevens et al., 2002; Jones et al., 2005; Loveland-Cherry, 1999; Schinke et al., 2004; 2009; Spoth et
al., 2001; Mason et al., 2009). Three of these programmes had no effects on alcohol use among
young people who had already initiated alcohol use. There were non-significant effects of the Family
Matters programme (Bauman et al., 2000) on past 30-day drinking at 3- and 12-month follow-up, and
no long-term effects of a home-based family intervention (Loveland-Cherry et al., 1999). There were
positive effects of two CD-ROM interventions (Schinke et al., 2004; 2009). Young people who
received a CD-ROM intervention with and without a parental involvement component reported less
monthly alcohol use than controls over medium- to long-term follow-up (all p<0.001), and at the 3-year
follow-up, participants in the CD-ROM plus parental involvement condition reported less monthly use
that those who received the CD-ROM intervention only (p<0.05). In addition, short-term positive
effects of a CD-ROM intervention for girls and their mothers (Schinke et al., 2009) were found for
alcohol use in the past week (p<0.01), month (p<0.05) and year (p<0.05). Long-term evaluation of the
ISFP and PDFY (Spoth et al., 2001) revealed positive long-term effects of both programmes on
alcohol use in the past 30 days and on a composite index of alcohol use?, compared to controls
(p<0.05 and p<0.01, respectively). Mason and colleagues (2009) examined the long-term impact on
PDFY on rates of alcohol abuse. Based on ten years of follow-up, women who received the
intervention were significantly less likely than controls to report alcohol abuse at age 22 (p<0.05),
while the intervention had no significant effect on alcohol abuse among men. There were potentially
harmful effects of the intervention examined in the Dartmouth Prevention Project (Stevens et al., 2002;
Jones et al.,, 2005). Participants who received a physician-led health consultation designed to
promote parental communication about alcohol and smoking reported significantly higher levels of
drinking than participants who received a consultation about bicycle helmet use, seatbelt use or gun
storage at both the 24- and 36-month follow-up (24 months: OR 1.27; 95% CI 1.03, 1.55 and 36
months: OR 1.30; 95% CI 1.07, 1.57).

Six studies (Brody et al., 2004; 2006; Loveland-Cherry et al., 1999; Spoth et al., 1999; 2001; 2004)
evaluated the impact of four programmes on initiation of alcohol use. At post-test and 24-months
follow-up, Brody and colleagues (2004; 2006) found positive effects of the SAAF on initiation of
alcohol use (p<0.05) and Loveland-Cherry and colleagues (1999) reported significant long-term
effects on alcohol initiation (p<0.05) of a home-based family intervention. Similarly, medium- and long-
term evaluations of the ISFP programme (Spoth et al., 1999; 2001) found positive intervention effects

on initiation of alcohol use (1-year follow-up: p<0.05; 2-years follow-up: p<0.01; 3-years follow-up:

Composite measure of three items concerning lifetime behaviours and one concerning recent use: lifetime use,
lifetime use without parental permission, lifetime drunkenness, and past month use.
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p<0.01); although no significant effect was seen among PDFY participants. Spoth and colleagues
(2004) also examined the impact of the ISFP and PDFY on growth in initiation of alcohol use over 6
years from the 6" to the 12" grade (age 11-12 to 17-18 years) finding that the ISFP delayed alcohol
initiation among intervention participants (p<0.05). Spoth and colleagues (2001) also found that in 10"
grade (age 15-16 years), ISFP participants who had initiated alcohol use during the study were less
likely to have been drunk and to have drank without parental permission (both p<0.01), but again no

significant programme effects on these behaviours were demonstrated among PDFY patrticipants.

5.3.4 Summary and evidence statements

Outcomes relating to knowledge were examined in one study (Johnson et al., 1996), which reported a
positive intervention effect at post-test and 1-year follow-up (both p<0.001) on knowledge of alcohol
and other drugs among participants in the Creating Lasting Connections programme. Four studies
evaluated intervention effects on attitudes and values (Brody et al., 2004; 2009; Jones et al., 2005;
Schinke et al., 2009). Positive effects on attitudes about drinking were reported at short-term follow-up
for SAAF (Brody et al., 2004) and a CD-ROM intervention for mothers and their daughters (Schinke et
al., 2009). However, at long-term follow-up of SAAF (Brody et al., 2009) no significant effects were
reported on attitudes. Evaluations of two CD-ROM based interventions (Schinke et al., 2004; 2009)
showed positive programme effects on family communication skills and involvement skills. The SAAF
(Brody et al., 2004) had a short-term positive effect on parental communication, but this finding was
no longer significant at long-term follow-up (Brody et al., 2006). The Creating Lasting Connections
programme (Johnson et al., 2006) had non-significant effects on family communication, bonding and
rule setting at both short- and long-term follow-up times for all but one measure of youth involvement

in rule setting.

Eleven studies examined intervention effects on health and social outcomes related to alcohol use
across eight programmes. Three programmes (Bauman et al., 2000; Jones et al., 2005; Loveland-
Cherry, 1999) demonstrated non-significant effects on alcohol use, but across four programmes
(Schinke et al., 2004; 2009; Spoth et al., 2001; Mason et al., 2009), short- and long-term positive
effects on alcohol use were reported. In addition, six studies (Brody et al., 2004; 2006; Loveland-
Cherry et al., 1999; Spoth et al., 1999; 2001; 2004) of four programmes reported positive intervention
effects on initiation of alcohol use in the medium- to long-term. In addition, to its effects on alcohol use
and initiation of alcohol use, the ISFP had long-term positive effects on drunkenness and drinking
without parental permission (Spoth et al., 2004). Long-term follow-up of the PDFY (Mason et al., 2009)
revealed a positive programme effect on women’s alcohol abuse in early adulthood.

Evidence statement 3
3(a) There is no evidence from one RCT" to determine the effect of programmes aimed at families

on knowledge and understanding relating to alcohol use

3 (b) There is moderate evidence from two RCTs® to suggest that programmes delivered to families

may have short-term positive effects on attitudes and values related to alcohol. Findings may
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3(c)

3(d)

3 (e)

only be partially applicable to the UK as all the studies were conducted in the USA and may not
be generalisable beyond the populations studied.

There is moderate evidence from two RCTs® to suggest that programmes delivered to families
which target family interaction may have positive effects on family communication, parental
monitoring and parental rules about alcohol. Findings may only be partially applicable to the UK
as all the studies were conducted in the USA and may not be generalisable beyond the

populations studied.

There is moderate evidence from 11 RCTs” to suggest that programmes delivered to families
may have mixed effects on health outcomes related to alcohol use. Three RCTs’ showed no
intervention effects on alcohol use. One RCT® of a brief, family focused intervention (lowa
Strengthening Families Program) showed long-term reductions in alcohol use, initiation of
alcohol use, and drunkenness and one RCT’ of a culturally-tailored family-based programme
(Strong African American Families) showed a long-term effect on initiation of alcohol use. In
addition, one RCT® of a CD-ROM intervention with parental involvement showed long-term
reductions in monthly alcohol use. Findings may only be partially applicable to the UK as all the
studies were conducted in the USA and may not be generalisable beyond the populations
studied.

There is weak evidence from one RCT® to suggest that physician-led interventions may have a
long-term negative impact on alcohol use. Findings may only be partially applicable to the UK
as the study was conducted in the USA and may not be generalisable beyond the populations
studied.

1 Johnson et al., 1996 (RCT -)
2 Brody et al., 2004 (RCT +); Schinke et al., 2009 (RCT +)
¥ Schinke et al., 2004 (RCT +); Schinke et al., 2009 (RCT +)

4 Bauman et al., 2000 (RCT -); Brody et al., 2004; 2006 (RCT +); Jones et al., 2005 (RCT +); Loveland-Cherry,
1999 (RCT -); Schinke et al., 2004 (RCT +); Schinke et al., 2009 (RCT +); Spoth et al., 1999 (RCT +); Spoth
et al., 2001; 2004 (RCT +); Mason et al., 2009 (RCT +)

®  Bauman et al., 2000 (RCT -); Jones et al., 2005 (RCT +); Loveland-Cherry, 1999 (RCT -)
®  Spoth et al., 1999 (RCT +); Spoth et al., 2001; 2004 (RCT +)

" Brody et al., 2004; 2006 (RCT +)

8 Schinke et al., 2004 (RCT +)

®  Stevens et al., 2002 (RCT +)
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Table 5.5. Summary of programme content: programmes delivered in families

Jones and colleagues (2010)

Study .
Author design and Basellr_1e Setting Programme components Theoretical base Provider(s)
. population
rating
Theories of
— USA o0 socialisation; value
n=203 families expectancy theory;
Bauman et al., RCT 73% White; 13% : Family Matters: families received four booklets aimed p Y Y,
o i ; - Family : health belief model; NR
2000 (individual) - | Black; 9% Hispanic; at preventing the onset of substance use : ; .
social learning theory;
5% other social inoculation
12-14 years
theory
Brody et al, USA
2004;  2006; RCT n=332 Strong African American Families Program: seven
Gerrard et al., (cluster) + 100% African Family two-hour meetings to prevent drinking including NR NR
2006; Murry et American separate and joint parent and child components.
al., 2007 mean 11.2 years
_ USA . i~ Creating Lasting Connections: three training modules
n=120 families Family;
Johnson et RCT . for parents and adolescents and case-management
16% African church ' : ) ) NR NR
al., 1996 (cluster) - Ameri o services focusing on delaying the onset and reducing
merican communities the frequency of alcohol and other drug use
12-14 years q y 9
USA Substance use prevention education and family -
Jones et al., RCT n=2153 families Famil communication intervention; family discussion and NR Physician and
2005 (cluster) + 97% White y . ! y nurse
mailed brochures and quarterly newsletters
mean 11 years
Dartmouth Prevention Project: Single session health
USA consultation and 12 newsletters over 36 months; child
Stevens et al., RCT n=3,111 Primary care | and parent discussions about alcohol and tobacco use; NR Physician
2002 (cluster) + Ethnicity=NR (paediatric) | family signed contract agreeing to talk about the risks at Y
mean 11 years home and develop a family policy; mailed print
materials; biannual telephone call and incentives.
USA
Loveland- RCT n=892 families Familv: in Alcohol misuse prevention intervention including three- Social cognitive
Cherry et (individual) - 86% European the hc)J,r,ne hour sessions at home; family meetings and phone theory; problem NR
al., 1999 American calls; booster sessions; semi-annual newsletters behaviour theory
10-11 years
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Study .
Author design and Basellr_1e Setting Programme components Theoretical base Provider(s)
. population
rating
USA
52 %Sﬁli ZE,UQ%S% CD-ROM bas_ed a_IcohoI preven_tion intervgntion for Family interaction
. . 0 adolescents including 10 45-minute sessions plus theorv: social learnin
Schinke et al., RCT Hispanic, 11% Eamil booster sessions. The parent intervention consisted of a hy’ - orobl 9 CD-ROM
2004 (cluster) + white, 5% Asian or amily video and two newsletters plus a workshop booster [;E eory, problem )
X . . ehaviour theory
other mean 12 session. A second intervention group were not exposed
years to the parent intervention.
USA
n=202 mother and Computer modules aiming to reduce underage alcohol
daughter (mean age consumption through improving mother-daughter Family interaction
Schinke et al., RCT 12.2 years) dyads Family; in relationships and teaching skills to avoid drinking. theory; social learning CD-ROM
2009 (individual) + 67.8% White, the home Dyads undertook 14 modules over 3 weeks focusing on ! theory
14.1% Latina, 9.5% communication; relationships; conflict management;
Black, .5% Asian, alcohol refusal skills; peer norms and the media
8% other
lowa Strengthening Families Program (ISFP): Seven
Spoth et al., USA weekly two-hour sessions aiming to prevent substance
1999; Spoth RCT n=446 families Famil use. Parents and children attended separate and joint Biopsychosocial Video
et al., 2001, (cluster) + 10-12 years y sessions where they were exposed to a skills-based model
2004 98% White curriculum and engaged in activities to increase family
cohesiveness
Spoth et al., USA Preparing for the Drug Free Years (PDFY): Parents
2001; 2004 RCT n=429 families Eamil attended four education and skill-based sessions and Social development Video
Mason et al., (cluster) + 10-12 years y were accompanied by their children for one additional model
2009 98% White session
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Table 5.6. Programmes delivered in families: effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Stud Ratin Intervention Comparator Follow-u
y 9 P P Knowledge ?‘”d Attitudes and values Personal and social skills
understanding
) _PT - T youth protective factors* ! commun |c?;[|ve
SAAF Received 3 n=NR parenting
Brody et al, _
4 RCT + n=182 leaflets 24 months
2004; 2006 _ .
n=150 n=305 - NS youth protective factors NS
(92%)
T youth involvement in
setting up AOD rules***
NS family communication or
nf)l-l.-ZO f alcokhnczl)villr;dd Oéi‘f,{ drug - bonding with mother, father
B 9 or siblings (youth and
parent reports), family
meeting practices
Creating Lasting Retcewecti_ no l_\lS family_ meeting
Johnson et RCT - Connections kn—grl\/((agc;cs)trj practices, far_nlly rules about
al., 1996 n=59 (Post-test | o\ ATOD, family rules about
: test n given non-AOD youth behaviour,
n given only) . . .
only) youth involvement in setting
12 months T alcohol and other drug ) non-AOD rules, family
n=120 knowledge*** communication (parent or
youth report), bonding with
mother (parent report),
bonding with father (youth
report), bonding with
siblings (parent report)
Physician-led Discussed 36 months : externall(ztl)régsc;f problems
Jones et al., intervention safety issue _ yS)
RCT + ~ i n=2,153 - NS externalizing of -
2005 n=1,235 n=918 o :
families® families® (70%) __problems (girls)
NS internalizing of problems
CD ROM + - .
Schinke et al., parent - No 3 Xears T family mvolvement
RCT + . . intervention n=469 - - T peer influence
2004 intervention _ o ok
n=NR n=NR (91%) outcomes
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Outcomes
Study Rating Intervention Comparator Follow-up Knowledge and Attitudes and values Personal and social skills
understanding
T girls’ communication with
mother*
T girls reported parental
rules about drinking*
T girls’ beliefs about T girls repqrte_d piarental
A monitoring
Waiting list 2 months underage drinking T girls reported famil
Schinke et al., NR g _ T girls’ self-efficacy for 9 P y "
2009 RCT + n=NR control group n—1099 - avoiding alcohol* confllc_t m,anagement skills
n=NR (99%) 1 intention not to drink T girls’ alcohol refusal

alcohol until adulthood*

skills*
T mother reported rules
about drinking*
NS mother reported
communication; parental
monitoring

*p<0.05; **p<0.01; ***p<0.001; '”p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported

#Follow-up sample
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Table 5.7. Programme delivered to families:

effects on health and social outcomes related to alcohol use

Jones and colleagues (2010)

] ) Health and social outcomes
Study Rating Intervention Comparator | Follow-up
Alcohol use Heavy alcohol use Other
3 mo NS past 30 day drinking : :
. No n=NR
Bauman et RCT - Family Matters intervention
al., 2000 n=99 families ! O! 12 mo o
n=104 families n=74 NS past 30 day drinking - -
(71%)
Strong African _ E)T 1 alcohal initiation* - -
Brodv et al American Received 3 n=NR
Y " RCT + Families leaflets 24 mo
2004; 2006 _ s
Program n=150 n=305 | alcohol initiation* - -
n=182 (92%)
Consultation 12 mo L
Dartmouth on bicycle (NR) NS drinking ) )
Stevens et al., RCT Prevention helmet, 24 mo 1 drinking" ) )
2002 (cluster) + Project seatbelt use or (NR) 9
n=1,780 gun storage 36 mo T |
n=1,331 (NR) T drinking - -
Discussed with
Jones et al NR Sg(r:é?a:tzg 36 mo
" RCT + At FU n=1,235 - n=2,153 NS alcohol use - -
2005 families safety issue (70%)
At FU n=918 .
families
Loveland- NR No 4yrs 1 alcohol initiation**
Cherry et al., RCT - n=90 at FU intervention n=428 NS alcohol use (among - -
1999 B n=338 at FU (48%) prior drinkers)
CD ROM + No 3yrs
Schinke et al, RCT + __parent intervention n=469 | past 30-day alcohol use*** - -
2004 intervention _
v n=NR (91%)
n=NR
| past week alcohol
A consumption**
. Waiting list 2mo
Schinke et al., RCT + NR control group n=199 | past month.alcohol
2009 n=NR n=NR (99%) consumption*
B 0 1 past year alcohol
consumption**
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Health and social outcomes

Study Rating Intervention Comparator | Follow-up
Alcohol use Heavy alcohol use Other
n}3y{7 1 alcohol initiation index
ini - scores* ) )
Spoth et al., ISFP Minimal (71%)
1999 RCT + n=238 contact >
n=208 - YIS 1 alcohol initiation index
n=294 scores** ) )
(66%)
Minimal 4 yrs® 1 alcohol initiation** X )
Spoth et al, ISFP i 1 past 30-day alcohol use 1 new user ever been 1 new user drank without
RCT + > contact n=447 . T e Wit
2001 n=238 _ 1 alcohol composite use drunk parental permission
n=208 (67%) ; o
index score
Minimal 6 yrs® R
Spoth et al, ISFP _ 1 growth in lifetime alcohol
2004 RCT + n=238 contact n=304 use* - -
B n=208 (46%)
Minimal 4 vrs? NS alcohol initiation
Spoth et al, RCT + PDFY contact n—);f a7 1 past 30-day alcohol use* NS new user ever been NS new user drank without
2001 n=221 _ N 1 alcohol composite use drunk parental permission;
n=208 (67%) . "
index score
Minimal 6 yrs® o
Spoth et al., PDFY i NS growth in lifetime alcohol
2004 RCT + n=221 contact n=304 use - -
n=208 (46%)
— 3
Mason et al., RCT + PDFY '::Ac')rr]]'trgg %}2,}4&% ) ) | rate of alcohol abuse
2009 n=221 n=208 (73%) (women only*)

*p<0.05; **p<0.01; ***p<0.001; "p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
®Follow-up from baseline
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5.4 Programmes delivered to parents

5.4.1 Overview of evidence identified

A total of five studies (Beatty et al., 2008; Carlson et al., 2000; Cohen and Rice, 1995; Koutakis et al.,
2008; Toomey et al., 1996) reported on alcohol prevention programmes which targeted parents.
Three studies were conducted in North America (Carlson et al., 2000; Cohen and Rice, 1995; Toomey
et al., 1996), one was conducted in Australia (Beatty et al., 2008) and one was conducted in Sweden
(Koutakis et al., 2008).

Two programmes were delivered solely in the home; Carlson and colleagues (2000) examined
information postcards that addressed alcohol risk and protective factors (Carlson et al., 2000) and
Beatty and colleagues (2008) examined a parent-directed intervention designed to encourage parent-
child communication. Two programmes used home-delivered materials in conjunction with
community-based group sessions (Koutakis et al., 2008; Toomey et al., 1996) and one programme

was delivered in schools to parents (Cohen and Rice, 1995).

No theoretical base for intervention was reported for two studies (Koutakis et al., 2008; Toomey et al.,
1996). Diffusion of Social Innovations theory and social cognitive theory underpinned the intervention
examined by Beatty and colleagues (2008), whilst cognitive behavioural theory was used in an
unnamed alcohol prevention programme (Cohen and Rice, 1995) and social cognitive theory was
used in conjunction with the health belief model in the STARS for Families programme (Carlson et al.,
2000).

The overall number of participants recruited in the included studies ranged from 478 (Carlson et al.,
2000) to 2,278 (Cohen and Rice, 1995). Overall, two studies (Beatty et al., 2008; Cohen and Rice,
1995) were based on samples of over 1,000 parents, however, one other study (Toomey et al., 1996)
included a sample student population over 1,000. The use of power calculations or an appropriate
sample size to detect a significant effect was discussed in only one study (Beatty et al., 2008), a
further two studies provided enough information to determine that sample sizes were appropriate
(Koutakis et al., 2008; Toomey et al., 1996). However, two additional studies (Cohen and Rice, 1995;
Carlson et al., 2000) did not provide sufficient information to determine if the sample was sufficiently

powered.

The included studies focused primarily on parents of young people aged between 10-13 years old.
However one study (Koutakis et al., 2008) was aimed at parents with children aged 13-16 years.
Follow-up times varied with two studies (Cohen and Rice, 1995; Koutakis et al., 2008) reporting post-
test data using mean longitudinal data; one (Carlson et al., 2000) reported a short follow-up time of
two months; another study (Beatty et al., 2008) did not clearly report the follow-up time used and one

study reported findings at post-test and after one year (Toomey et al., 1996).
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5.4.2 Quality assessment

Of the five included studies three were RCTs, one was based on an NRCT design and one was a
CBA study. All three RCTs (Beatty et al., 2008; Cohen and Rice, 1995; Toomey et al., 1996) were
based on cluster randomisation with randomisation conducted at school level in all three studies. The
unit of analysis did not match the unit of allocation in two studies (Beatty et al., 2008; Cohen & Rice,
1995); Beatty and colleagues (2008) examined the effect of clustering but within-school correlations
were not found to be significant and no adjustments were made, while Cohen and Rice (1995) did not
describe how any potential clustering effect was accounted for. One study (Koutakis et al., 2008) was
rated good quality presenting a high quality matched study design which controlled for study bias and
clearly presented study details. One RCT (Beatty et al., 2008) was rated moderate quality providing
details of power calculations and accounting for attrition levels. Three studies (Carlson et al., 2000;
Cohen and Rice, 1995; Toomey et al., 1996) were rated poor quality (- rating). Methodological data
were limited and in some instances the internal validity of the study was not clear. Outcome measures
were reported to be reliable in four studies (Beatty et al., 2008; Carlson et al., 2000; Cohen and Rice,

1995; Toomey et al., 1996) and relevant in all studies.
5.4.3 Findings

5.4.3.1 Knowledge

None of the included studies examined intervention effects on knowledge and understanding.

5.4.3.2 Attitudes and values

Three studies (Cohen and Rice, 1995; Koutakis et al., 2008; Toomey et al., 1996) examined
intervention effects on alcohol-related attitudes and values. Cohen and Rice (1995) examined effects
on attitudes and values among two cohorts. In relation to the impact of the intervention on parental
attitudes and values, there was no difference in parenting behaviours between groups across time.
When children's perceptions of parenting behaviours were stratified by the onset of children's alcohol
use (drinker vs. non-drinker), children who became drinkers showed larger declines in parental
respect, parental rapport and parental monitoring compared with children who remained non-drinkers.
However, parents whose children reported having substance-using peers consistently perceived their
parents-child relationship as having higher indexes of rapport (p<0.001), respect (p<0.001), and
monitoring (p<0.001). Comparing drinkers to non-drinkers across the two cohorts revealed an
increase in students’ perceptions of parents’ respect for their child and students’ perceptions of
parental monitoring (Cohort 1: p<0.001, p<0.01; Cohort 2: both p<0.01 respectively). However, within
cohort 1 there were no programme effects on students’ perceptions of parent-child rapport, whereas
cohort 2 showed a significant increase in perception (p<0.01). There were no programme effects on
students’ perceptions of their parents’ knowledge of their friends in either cohort. Koutakis and
colleagues (2008) found significant programme effects of a zero tolerance alcohol prevention
programme (the Orebro Prevention Programme) on the maintenance of strict parental attitudes
towards underage drinking in the intervention group compared to the control group (p<0.001). The

Amazing Alternatives! Home Programme (Toomey et al., 1996) showed no effect on parental attitudes
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regarding young people aged 18-20 drinking; allowing teens to drink when they are seniors in school,
family rules about drinking; perception of how many parents of their children’s friends they knew; their
contact with other parents regarding alcohol-related issues; rules or systems for unsupervised periods;
the frequency at which they check parties have adult supervision; and whether they always monitored
their teen’s whereabouts. At post-test no programme effects were seen on students’ alcohol use
intentions for the next week, month, year or when they were 21 years old. Furthermore, no
intervention effects were seen on students’ views that their parents would allow them to drink alcohol
when they were high school seniors. At post-test students reported significant increases in family
rules against drinking (p<0.01); talking about the consequences if caught drinking (p<0.05) and
parents’ rules as a reason not to drink alcohol (p<0.05). However, these effects were not sustained at

the long-term follow-up (>1 year).

5.4.3.3 Personal and social skills

Three studies (Beatty et al., 2008; Carlson et al., 2000; Toomey et al., 1996) reported intervention
effects on personal and social skills. All outcome measures for personal and social skills focused on
communication. Beatty and colleagues (2008) reported greater parent-child discussion about drinking
alcohol; recent discussion about alcohol; more alcohol-related topics discussed in the intervention
group compared to the control. Furthermore, the intervention group reported a greater perception of
engagement with their child. Findings from the STARS programme (Carlson et al., 2000) showed
short-term effects on the frequency at which parents spoke to their child about avoiding alcohol
(p<0.05) and on how recently parents had spoken to their child (last 30 days; p<0.05). At long-term
follow-up (>1 year) Toomey and colleagues (1996) found that more parents reported a higher
proportion of parent-child discussion about the consequences if caught drinking (p<0.05); alcohol-
related situations (p<0.01); alcohol messages in the mass media (p<0.01); and encouraged their child
and friends to gather at home (p<0.05). Students also reported a higher proportion of parent-child
discussion related to family rules about alcohol (p<0.001); consequences for breaking the rules
(p<0.01); and problems they could have with alcohol use (p<0.05). However, students reported non-
significant changes in discussions about having friends over to the house; alcohol messages in the

mass media; good eating habits and sex education.

5.4.3.4 Health outcomes related to alcohol use

Two studies (Koutakis et al., 2008; Toomey et al., 1996) reported alcohol-related health outcomes.
The Orebro Prevention Programme (Koutakis et al., 2008) was found to result in a decrease in
reported youth drinking, drunkenness and past 30 day drunkenness (p<0.001) in the intervention
group. Furthermore, subgroup analysis revealed that of those categorised as early starters in alcohol
use, those in the intervention group reported lower rates of drunkenness (p<0.01). The Amazing
Alternatives! Home Program (Toomey et al., 1996) found no programme effects on lifetime alcohol

use; past year alcohol use; or past month alcohol use at either post-test or at long-term follow-up.
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5.4.4 Summary and evidence statements

Five studies (Beatty et al., 2008; Carlson et al., 2000; Cohen and Rice, 1995; Koutakis et al., 2008;
Toomey et al., 1996) were identified that examined alcohol prevention interventions aimed at parents
of young people. Two studies (Carlson et al., 2000; Toomey et al., 1996) were primarily delivered
using postcards or booklets and one additional study (Beatty et al., 2008) used information tools in
conjunction with workshops. The remaining two studies (Cohen and Rice, 1995; Koutakis et al., 2008)
used trained facilitators or project workers to deliver the programme.

None of the included studies presented outcomes relating to knowledge or understanding. Three
studies (Cohen and Rice, 1995; Koutakis et al., 2008; Toomey et al., 1996) examined programme
effects on attitudes and values. Intervention effects on parental attitudes towards underage drinking
were seen in one study (Koutakis et al.,, 2008). However, Toomey and colleagues reported no
programme effects on parental attitudes to young people’s drinking. Improvements in parents’
perceptions of their parent-child monitoring and parental respect for their child were reported in one
study (Cohen and Rice, 1995). Short-term intervention effects on parent-child communication about
alcohol and family rules were reported in one study (Toomey et al., 1996). However, effects were not
maintained long-term. Three studies (Beatty et al., 2008; Carlson et al., 2000; Toomey et al., 1996)
reported intervention effects on personal and social skills relating to alcohol use. All three studies
reported increases in parent-child communication about alcohol. Two studies (Beatty et al., 2008;
Carlson et al., 2000) either increased frequency or reported more recent parent-child communication
about alcohol. One study (Toomey et al., 1996) showed positive long-term effects on parent-child
communication regarding family rules about alcohol and alcohol related situations (reported by both

parents and their children).

Two studies (Koutakis et al., 2008, Toomey et al., 1996) reported health outcomes relating to alcohol
use. No programme effects were reported by Toomey and colleagues. However, Koutakis and
colleagues reported positive intervention effects on youth drinking, past month drunkenness and
drunkenness. Positive intervention effects on drunkenness also extended to a subgroup categorised

as early starters in alcohol use.

Evidence statement 4

4 (a) There is inconsistent evidence from one NRCT and two RCTs' to determine the effects of
interventions delivered to parents on attitudes and values relating to alcohol. However, there is
weak evidence from one RCT? to suggest that programmes aimed at parents can have positive
short-term effects on young people’s attitudes towards family rules and their influence as a
deterrent for drinking. These findings may be only partially applicable to the UK as this study

was implemented in the USA and may not be generalisable beyond this population.

4 (b) There is moderate evidence from two RCTs and one CBA study® to suggest that interventions
delivered to parents may have a positive short- to potentially long-term effect on parent-child

communication about alcohol. These findings may be only partially applicable to the UK as they
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were not implemented in a UK setting and may not be generalisable beyond the populations
studied.

4 (c) There is insufficient and inconsistent evidence from one NRCT and one RCT* to determine the
effect of interventions delivered to parents on health and social outcomes relating to alcohol
use among young people.

Koutakis et al., 2008 (NRCT ++); Toomey et al., 1996 (RCT -); Cohen and Rice, 1995 (RCT -)

Toomey et al., 1996 (RCT -)

Beatty et al., 2008 (RCT -); Toomey et al., 1996 (RCT -); Carlson et al., 2000 (CBA -)
Koutakis et al., 2008 (NRCT ++); Toomey et al., 1996 (RCT -)
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Table 5.8. Summary of programme content: programmes delivered to parents

Jones and colleagues (2010)

Study
Author design and | Baseline population Setting Programme components Theoretical base Provider(s)
rating
Australia . . L . ) N
2008 (cluster) + Ethnicity=NR community L 9 P innovation theory
and activities. leaders
10-11 years
USA
Carlson et al n=478 parents STARS for Families: 10 postcards were mailed, two Health belief model,
2000 o CBA - 65% Black, 30% Home per week. With parents using an average of 6.49 cards Social cognitive Postcards
White, 5% Other to facilitate discussion. theory
6" grade
USA
Cohort 1=1,034;
15% Asian, 32%
. . 0 X
Hispanic, 38% White, Substance use prevention focusing on parental skills
4 % black, 11% other - ) ) ) . .
Cohen and RCT th training around substances; Drug refusal skills, family Cognitive-behavioural .
. 5" Grade Schools : - Facilitators
Rice, 1995 (cluster) - Cohort 2 = 1.244 rules about drugs. It incorporated 4 sessions for cohort model
15% Asian. 27% 1 and 3 sessions for cohort 3.
Hispanic, 40% White,
4% Black, 15% Other
NR
The Orebro Prevention Programme: An alcohol
Sweden ; .
— 811 children: prevention programme promoting zero-tolerance to
Koutakis et n= cniiaren, alcohol use, promoting leisure activities, parental External project
NRCT ++ n= 651 parents, Schools . ' gt Not reported
al., 2008 13-16 vrs old influence on adolescents, parent-child contracts. workers
Ethnici{ “NR Conducted over five semesters, with one 30 minute
y= long meeting per semester.
Amazing Alternatives! Home Programme: Aim was
USA to improve communication between parents and their
Toomev et al RCT n=1,028 children Home 7th graders concerning alcohol-related issues, to
Y ” n=521 parents, . improve parenting skills like monitoring and to reduce Not reported Booklets/other
1996 (cluster) - community

grade 7
Primarily White

underage drinking. The intervention was delivered in
four booklets to parents and two focus groups with
parents.
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Table 5.9. Programmes delivered to parents: effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up Knowledge gnd Attitudes and values Personal and social skills
understanding
T discussions with child about
drinking alcohol***
. T spoken with child about
Beatty etal., ReT ?rtlatltfa-r(\jllerﬁzger? inter\'jgntion r}:i;?;) - - alcohol recently**
2008 (cluster) + n=353 (29%) n=848 (71%) (69%) T percelvedci?lgj??ement with
T discussion alcohol-related
topics***
N T talked to their child about
o No iding alcohol 10+ times in
Carlson et STARS intervention 2mo avoiding
al., 2000 CBA- n=237 (parents) n=237 (NR) ) ) the past year*
& T talked to their child in past 30
(parents) days*
T perception of parent respect
for child***
Cohort 1 NS perception of parent-child
n=NR ) rapport )
(drinkers vs. non- T perception of parental
drinkers) monitoring***
NS perception of parent's
Cohen & RCT int No i PT, a2nua||y knowledge of children's friends
Rice, 1995 (cluster) - ntervenion over ¢ years T perception of parent respect
n=NR (NR) X
for child**
Cohort 2 T perception of parent-child
n=NR rapport**
(drinkers vs. non- ) 1 perception of parental )
drinkers) monitoring**
NS perception of parent's
knowledge of children's friends
POreb;.o inter\ljeontion M PT
Koutakis et NRCT ++ revention n=418 (Mean over T strict parental attitudes
al., 2008 Programme students; time) ) towards underage drinking*** )
" n= 393 children; = ’ (students=85%;
n= 339 parents n=312 parents=71%)
parents

38




PSHE x.x Community review

Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up Er&?jvg:(sa?;ned?r?; Attitudes and values Personal and social skills
NS parental attitudes®
T young person’s attitudes to:
family rules against youth
drinking**;
talked about consequences if
caught drinking*;
PT - . -
parents' rules as a reason not to
use alcohol*
NS My parents will allow me to
drink when | am a high school
senior;
NS alcohol use intentions
T parental discussion with child:
consequences if caught
Amazing drinking*;
RCT Alternatives! ~ No alcohol-related situations**;
Toomey et Home Program Intervention alcohol messages in the mass
al., 1996 (cluster) - - n= 264 ke
n=257 parents | o ond (519%) media™;
(49%) encourage child and friends to
gather at home*
>1 year NS young person’s attitudes T young person’s discussion

(students=83%;
parents=>90%)

NS alcohol use intentions

with parent:
family rules about alcohol***;
consequences for breaking
rules**;
problems could have with
alcohol use*;

(NS having friends over to
house; NS alcohol messages in
the mass media; NS good
eating habits; NS sex education)

*p<0.05; *p<0.01; ***p<0.001; "p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
®Included: not allowing teens to drink when senior; family rules against drinking; how many parents of your child's friends do you know?; how often do you contact other parents
about alcohol-related situations?; special rules or systems for unsupervised periods; check parties for adult supervision; always monitor teen's whereabouts
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Table 5.10. Programmes delivered to parents: effects on health and social outcomes related to alcohol use

Jones and colleagues (2010)

Health and social outcomes

Study Rating Intervention Comparator Follow-up
Alcohol use Heavy alcohol use Other
Orebro No PT 1 drunkenness***
Koutakis et Prevention intervention (Mean over 1 past month
NRCT ++ Programme 1o time) 1 youth drinking*** drunkenness** -
al., 2008 ~ .| students=122; ~ .
students= 1,183; arents= 999 students=85%; Early starters -
parents= 1,022 P Parents=71%) 1 drunkenness**
) NS lifetime alcohol use
RCT Al'tAmaZtl'ng | No PT NS past year alcohol use - -
Toomey et eratives: intervention NS past month alcohol use
al., 1996 (cluster) - Home Program youth= NR; >1 NS lifeti Icohol
v youth= NR; ' year ifetime alcohol use

parents= 257

parents= 264

(students=83%;
parents=>90%)

NS past year alcohol use
NS past month alcohol use

*p<0.05; **p<0.01; ***p<0.001; '”p value not reported; T increase relative to comparator; ! decrease relative to comparator; NS not significant; - outcome not reported
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5.5 Programmes involving the wider community or mass media

5.5.1 Overview of the evidence identified

Three studies (Cheadle et al., 1995; Flynn et al., 2006; Kypri et al., 2005) were identified that
examined programmes involving the wider community or mass media. Cheadle and colleagues (1995)
examined a 5-year community-based health promotion programme for adolescents on an American
Indian Reservation. Programme components included classes, skills development programmes,
alcohol- and drug-free events and a public information campaign. Flynn and colleagues (2006) and
Kypri and colleagues (2005) examined mass media intervention programmes delivered in
communities in the USA and New Zealand, respectively. The campaign examined by Flynn and
colleagues (2006) was delivered over four years and included television and radio messages directed
at young people, in addition to messages directed at parents and training videos for alcohol retailers.
The focus of the campaign examined by Kypri and colleagues (2005) was on highlighting the risks of
supplying alcohol to young people. The campaign lasted one and half months and included

advertisements and publicity via local media outlets in addition to media events.

Only one study reported the theoretical base for intervention. The mass media programme examined
by Flynn et al., (2006) was based on social cognitive theory. Two studies examined programmes that
were targeted at the wider community (Cheadle et al., 1995; Kypri et al., 2005) and Flynn and
colleagues (2006) examined a mass media intervention directed towards young people as they

matured from Grades 4-5 into Grades 7-8 (approximately from age 10 to age 12-14 years).

5.5.2 Quality assessment

All three studies (Cheadle et al., 1995; Flynn et al., 2006; Kypri et al., 2005) were based on a CBA
design and the quality of all three studies was rated moderate. The interventions and comparisons
examined were well described and appropriate, contamination was acceptably low, and all three

studies examined important and relevant outcomes.
5.5.3 Findings

5.5.3.1 Knowledge and understanding

None of the included studies examined intervention effects on knowledge.

5.5.3.2 Attitudes and values

One study (Flynn et al., 2006) examined intervention effects on alcohol-related attitudes and values.
There were no effects of the media campaign on mediators of alcohol use, which included
expectations related to alcohol use, perceived parental and peer norms, perceived peer prevalence,

perceived access to alcohol and whether or not participants felt confident refusing offers of alcohol.

5.5.3.3 Personal and social skills

None of the included studies examined intervention effects on personal and social skills
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5.5.3.4 Health and social outcomes related to alcohol use
There were no effects of either mass media programme (Flynn et al., 2006; Kypri et al., 2005) on
alcohol use and the community-wide campaign targeting American Indian adolescents also failed to

show any effects on alcohol consumption.

5.5.4 Summary and evidence statements

Three studies (Cheadle et al., 1995; Flynn et al., 2006; Kypri et al., 2005) were identified that
examined programmes involving the wider community or mass media. Two studies (Flynn et al., 2006;
Kypri et al., 2005) examined mass media intervention programmes delivered in communities in the
USA and New Zealand, respectively, and one study (Cheadle et al., 1995) a 5-year community-based

health promotion programme for adolescents on an American Indian Reservation.

None of the included studies examined intervention effects on knowledge and understanding, or on
personal and social skills. There were no effects of a long-term mass media programme (Flynn et al.,
2006) on mediators of alcohol use. There were no effects of either mass media programme (Flynn et
al., 2006; Kypri et al., 2005) or a community-wide campaign targeting American Indian adolescents on

alcohol use.

Evidence statement 5

5(a) There is weak evidence from one CBA study' to suggest interventions and programmes
involving mass media have no effect on attitudes and values related to alcohol use. Findings
may only be partially applicable to the UK as the study was conducted in the USA and may not

be generalisable beyond the populations studied.

5(b) There is moderate evidence from three CBA studies® to suggest that interventions and
programmes involving the wider community or mass media have no effects on young people’s
alcohol use. Findings may only be partially applicable to the UK as all the studies were set

outside the UK and may not be generalisable beyond the populations studied.

' Flynn et al., 2006 (CBA +)
2 Flynn et al., 2006 (CBA +); Kypri et al., 2005 (CBA +); Cheadle et al., 1995 (CBA +)
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Table 5.11. Summary of programme content: programmes involving the wider community or mass media

Jones and colleagues (2010)

Author Study de_S|gn Basellr_1e Setting Programme components Theoretical Provider(s)
and rating population base
USA levisi . )
n=16 school 32 tete\élflon artlg 23tr;;ld|o m;essadgfes ovgr 4dyea£sé o Social
> . irected to youth as they matured from Grades 4-5 into "
Flynn et al., 2006 CBA + E d'.SI.”Ct_s Mass media Grades 7-8; radio messages directed toward their cognitive NA
thnicity=NR o . ¢ il clerk theory
12-14 years parents; training video for retail clerks
New Zealand
n=872 P L, I
New Zealand Think before you buy u_nder-18§ drink campaign:
European (82%) Local newspaper and radio advertisements; radio and
Kypri et al., 2005 CBA + Maori (8%). Mass media print med_la interviews vx_nth commur_uty_wo_rkers; m_edla NR NA
Samoan (1%) events, billboard adver_tlsements, dl_strlt_)utlon of_prlnted
Chinese (1%) a‘n d material and presentation of campaign information at
Other (9%) point of sale.
15-19 years
USA
n=6 communities
Ethnicity not fully
reported but American
Cheadle et al., CBA + included Indian Classes, skills development programs, alcohol- and drug- NR Various
1995 American Indian, Reservation free events, and public campaigns.

White Hispanic
and Asian
9th and 12th
grade
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Table 5.12. Programmes involving the wider community or mass media:

effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up Knowled
ge and . . .
understanding Attitudes and values Personal and social skills
Media campaign No Annual
Flynn et al., CBA + =8 schgol 9 intervention survevs ) NS mediators of alcohol )
2006 :jistricts n=8 school (NA?I use
districts

*p<0.05; *p<0.01; ***p<0.001; "p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported

Table 5.13. Programmes involving the wider community or mass media: effects on health and social outcomes related to alcohol use

Health and social outcomes
Study Rating Intervention Comparator Follow-up
Alcohol use Heavy alcohol use Other
Annual
No surveys
Cheadle et al., CBA + _Unnamed _ |_ntervent|on over 3 NS alcohol use measures ) )
1995 n=1 community | n=5 nonurban, years
communities (NA)
. . No
Flynn et al Media campaign intervention Annual _
" CBA + n=8 school _ surveys NS beer drinking - -
2006 - n=8 school
districts distri (NA)
istricts
; Media campaign _No )
Kypri et al., CBA + =2 intervention PT ) NS binge drinkin NS supplied alcohol for
2005 comm_unities n=1 (NA) 9 9 unsupervised drinking
community

*p<0.05; **p<0.01; ***p<0.001; "p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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5.6 Review of published economic evaluations

One study (Spoth et al.,, 2002) was identified that met the criteria for inclusion in the review of
published economic evaluations. Spoth and colleagues (2002) evaluated the cost-effectiveness and
net benefits of the ISFP and PDFY.

5.6.1 Review of Spoth and colleagues (2002)

5.6.1.1 Overview
The purpose of the study was to evaluate two interventions designed for general populations by
estimating: (1) the cost per case of alcohol-use disorder prevented; (2) benefit-cost ratios; and (3) net

benefits per participating family.

5.6.1.2 Summary of effectiveness data

Effectiveness estimates were drawn from a cluster randomised trial of two universal, family focused
interventions, the seven-session ISFP and the five-session PDFY (Spoth et al., 1999). At the end of
the 4-year study (Spoth et al., 2004), data were available from 478 (72%) of the original participants

(study details and effectiveness data are presented in section 5.3)

Estimates of the number of alcohol-use disorder cases prevented per 100 families treated were
calculated. For each age, the total number of children who had initiated alcohol use was multiplied by
the proportion of future alcohol-use disorders expected among persons who initiated alcohol use at
that age (taken from Grant & Dawson, 1997). The rate of future alcohol-use disorders expected for
each condition was calculated by dividing the number of cases expected by the total number of
persons assigned to each condition and multiplying by 100 to give the number of alcohol use disorder
cases expected per 100 families treated. To estimate the number of future alcohol-use disorder cases
prevented per 100 families, the rate for each intervention group was subtracted from the rate for the
control condition. The projected disorder rate for participants who had not reported alcohol-use onset
by the 4-year follow-up was calculated as the average of all of the rates associated with ages 18 and

older (also taken from Grant & Dawson, 1997).

The projected lifetime alcohol use disorder rate calculated for the two intervention and control groups
were: ISFP 37.65% (SE 3.59); PDFY 40.46% (SE 3.74); and control 43.17% (SE 3.68). Therefore the
number of alcohol use disorder cases prevented per 100 families treated was estimated to be 5.53 for
the ISFP and 2.72 for the PDFY.

5.6.1.3 Summary of resource utilisation and cost data

Both direct and indirect costs were assessed and expressed in dollars spent per participant (adjusted
for inflation into 1992 dollar equivalents). Facility costs were not included, and the authors ignored the
costs of providing informational materials to the minimal contact control group ($1.25 per family) as
they considered there to be no appreciable opportunity costs associated with participation in the
control arm of the study. Intervention costs are summarised in Table 5.11. Intervention costs per 100
families for ISFP and PDFY were $68,856 and $55,567, respectively.
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Table 5.14. Summary of intervention costs (Spoth et al., 2002)

Intervention cost®
Cost source ISFP® PDFY®
Facilitator ads $550 $550
Facilitator training® $25,758 $32,648
Family training materials® $2,776 $10,602
Family participation incentives' $13,620 $10,994
Site management? $5,385 $3,715
Programme facilitation” $31,972 $10,875
Child care $4,620 $2,948
Parent travel $455 $483
Total costs (1994 $) $85,136 $72,815
Inflation adjusted costs (1992 $)' $80,562 $68,903

%ntervention costs include those incurred by additional participating families who did not complete study
assessments. Among pretested families, 117 participated in the ISFP. “Among pretested families, 124
participated in the PDFY. “Includes trainer travel, time and lodging; facilitator travel, time and meals; training
materials (manuals and wdeotapes) °For ISFP, duplication of materials in facilitator manuals and supplies; for
PDFY, cost of family activity books. Grocery and video rental coupons, snacks. ‘Local staff prowdmg access to
rooms where training held, setting up rooms, making arrangements for audiovisual equipment. "Preparation,
facilitator time, travel. 'Adjustment accounts for increases in the Consumer Price Index of 3.0% from 1992 to 1993
and 2.6% from 1993 to 1994 (Bureau of Labor Statistics, 2000).

Reproduced from Spoth and colleagues (2002)

5.6.1.4 Summary of cost-effectiveness data

The cost per case prevented was calculated by dividing the number of alcohol-use disorder cases
prevented per 100 families into the cost per 100 families treated. For the ISFP, the estimated cost for
each case of alcohol-use disorder prevented was $12,459 ($68,856/5.53). Corresponding costs for
the PDFY condition were $20,439 ($55,567/2.72).

The present value of the total lifetime benefit realised by the prevention of a single alcohol-use
disorder was calculated to be $119,633. The benefit-cost ratio equalled the benefit per case
prevented, divided by the cost per case prevented. For the ISFP the benefit-cost ratio was 9.60 (i.e.

$ 9.60 was saved for every dollar invested). For PDFY, the benefit-cost ratio equalled 5.85.

The net benefit in the ISFP condition was $5,923 per family (0.0553 cases prevented per family
treated x $119,633 benefit per case prevented - $689 in intervention costs per family treated). The
corresponding net benefit in the PDFY condition was $2,697 per family (0.0272 x $119,633 - $556).

5.6.1.5 Comments

The economic evaluation answered a well-defined question, evaluating the cost-effectiveness and net
benefits of two brief, family-focused interventions, the ISFP and PDFY, compared to a minimal
intervention approach. Effectiveness estimates were drawn from a good-quality cluster RCT and used
to estimate the impact of the programme on adult alcohol use disorder. The authors reported that the
methods used in their analyses were likely to have resulted in a conservative estimate of the number

of future alcohol use disorder cases. Costs were considered from a societal perspective, but although
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the costs included were reported there was little description of how costs were valued. The
generalisability of the study to a UK context is unclear as the data used in the evaluation is based on
studies conducted in the USA. In addition, projected alcohol use disorder rates were calculated based

on US population data.

5.6.2 Summary and evidence statements

One study (Spoth et al.,, 2002) was identified that met the criteria for inclusion in the review of
published economic evaluations. Spoth and colleagues (2002) examined the cost-effectiveness and
cost benefits of two family-focused interventions, the ISFP and the PDFY. Evaluations of the

effectiveness of these programmes were identified and are included in Section 5.3.

Overall the net benefit was $5,923 per family for the ISFP and $2,697 per family for PDFY. The
benefit-cost ratios were 9.60 and 5.85, indicating that for every $1 spent on the ISFP and PDFY,
$9.60 and $5.85, respectively, were saved in medical costs.

Evidence statement 6
There is moderate evidence from one economic evaluation study® to suggest that programmes
delivered to families may be cost-effective and cost saving. This evidence may be of limited
applicability to a UK context because cost and benefit estimates were based on data from studies
conducted in the USA.

! Spoth et al., 2002 (CEA/CBA +)
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6 Programmes targeting sexual health

A total of 49 articles met the criteria for inclusion in the review of community-based programmes
targeting young people’s sexual health. Nine articles were systematic reviews and/or meta-analyses,
20 articles reported on studies that examined intervention or programmes delivered within social,
healthcare and community settings, 15 articles reported on studies that examined programmes or
interventions delivered to families or parents, two articles reported on studies that examined
interventions or programmes that involved the wider community or mass media, and three articles

reported on studies which examined interventions for vulnerable young people.
6.1.1 Systematic reviews and meta-analyses

6.1.2 Overview of evidence identified

Nine systematic reviews and meta-analyses were identified that examined the effectiveness of
interventions and programmes that targeted young people’s sexual health behaviours. One review
(Arnold and Rotheram-Borus, 2007). All nine reviews examined interventions and programmes

delivered across a range of settings.

6.1.3 Quality assessment

Four reviews (DiCenso et al., 2002; Franklin et al., 1997; Underhill et al., 2007; 2008) were rated good
quality (++ rating) and covered all of the criteria on the quality assessment tool indicating a high
standard of methodology. Four reviews (Guyatt et al., 2000; Pedlow & Carey, 2003; Robin et al., 2004;
Sales et al., 2006) were rated moderate quality (+ rating), which although generally good quality, did
not assess and/or take into account the quality of the included studies. One review (Arnold and
Rotheram-Borus, 2009) was rated poor quality as the authors did not provide a detailed description of
the methodology used, and it was not clear whether the literature searches undertaken were
sufficiently rigorous. In addition, this review neither assessed nor took into account the quality of the

included studies.

6.1.4 Findings

DiCenso and colleagues (2002) concluded from the findings of their review that primary prevention
strategies do not delay the initiation of sexual intercourse or improve the use of birth control among
young men and women. However, across three reviews (Franklin et al., 1997; Robin et al., 2004;
Sales et al., 2006) there was consensus that HIV prevention and sexual risk reduction programmes
were effective in increasing condom use and reducing pregnancy, but that there was a limited impact
of these programmes on adolescent sexual activity. There were different findings across these three
reviews in relation to the impact of setting on effectiveness. Franklin and colleagues (1997) reported
that community-based programmes were more effective than school-based programmes in terms of
increasing contraceptive use and reducing pregnancy, and that clinic-based programmes more
effectively influenced contraceptive behaviour outcomes than non-clinic programmes. However, Robin
and colleagues (2004) concluded from the findings of their review that no key study features or

programme characteristics clearly distinguished studies with positive, null, and negative effects from
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each other. Sales and colleagues (2006) didn’'t examine the relative comparability of setting but did
highlight features of successful community- and clinic-based interventions and programmes.
Successful community-based interventions were theoretically based, tailored to the target population,
implemented by trained facilitators, and the content was diverse and delivered using a wide variety of
methods. The characteristics of successful clinic-based programmes included a focus on a single
gender or ethnic group, HIV/STI education with skills building activities (e.g. condom application),
condom negotiation and sexual communication components, and personalised risk assessments. The
reviews conducted by Underhill and colleagues (2007; 2008) and Pedlow and Carey (2003) leant

further support to the evidence that community-based programmes can affect risk behaviours.

Guyatt and colleagues (2000) compared the results of RCTs and observational studies of
interventions to prevent adolescent pregnancy in order to explore study design as a possible
determinant of outcome. They found that observational studies yielded systematically greater
estimates of treatment effects than RCTs. The authors cautioned that where feasible,

recommendations for practice should be derived from randomised trials.

Arnold & Rotheram-Borus (2009) included evaluations of six programmes in their review of HIV
prevention programmes for young homeless people. The authors reported that all six programmes
identified were relatively intensive, including a range of 5 to 35 sessions (minimum of 5) and all
programmes supported the notion that homeless youth are in need of intensive and prolonged help.
All six programmes were designed as adjuncts to existing services, and intervention approaches
included a runaway shelter, services delivered by mental health providers or social services and
community outreach. The authors found that programmes which demonstrated success in recruiting
and retaining youth were present/future-oriented, skill-based interventions aimed at increasing the
youth's ability to reduce behaviours that lead to HIV.

6.1.5 Summary and evidence statements

Nine systematic reviews and meta-analyses were identified that examined the effectiveness of
interventions and programmes across a range of settings and populations that targeted young
people’s sexual health behaviours. One review (Arnold & Rotheram-Borus, 2007) focused on

interventions and programmes that targeted sexual risk taking among young homeless people.

Findings from six reviews (Franklin et al., 1997; Pedlow & Carey, 2003; Robin et al., 2004; Sales et al.,
2006; Underhill et al., 2007; 2008) indicated that community-based programmes can affect sexual risk
behaviours of young people. In particular, HIV prevention and sexual risk reduction programmes were
effective in increasing condom use and reducing pregnancy (Franklin et al., 1997; Robin et al., 2004;
Sales et al., 2006). However, they may have a limited impact on adolescent sexual activity. According
to Sales and colleagues (2006) successful community-based interventions were theoretically based,
tailored to the target population, implemented by trained facilitators, and the content was diverse and

delivered using a wide variety of methods.
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Evidence statement 7

7 (@) There is strong evidence from five systematic reviews and meta-analyses' to suggest that
interventions and programmes delivered in a range of community settings can have a positive

impact on young people’s sexual risk behaviours, in particular, condom use and pregnancy.

7 (b) There is strong evidence from one systematic review” to suggest that effective community-
based interventions and programmes are: (1) theoretically based; (2) tailored to the target
population, (3) implemented by trained facilitators; (4) based on diverse content; and (5)
delivered using a wide variety of methods.

Franklin et al., 1997 (SR +); Pedlow & Carey, 2003 (SR +); Robin et al., 2004 (SR +); Sales et al., 2006 (SR
++); Underhill et al., 2007; 2008 (both SR ++)

2 sales et al., 2006 (SR ++)
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Table 6.1. Summary of findings from systematic reviews and meta-analyses: Sexual health

Author (Year) Design Inclusion/exclusion Number of studies | Findings
Programmes that had an HIV Programmes with demonstrated success in recruiting and retaining youth
Arnold & Rotheram- : . ) . A : ; . .
Borus. 2009 SR - prevention focus and targeted 6 studies are present/fu;gre-onented, sklll-based interventions aimed at increasing
' homeless youth. the youth's ability to reduce behaviours that lead to HIV.
Primary prevention strategies
f':umed at delaylng s_exual Primary prevention strategies do not delay the initiation of sexual
DiCenso et al., 2002 SR ++ Intercourse, improving use of 26 studies intercourse or improve the use of birth control among young men and
v birth control and reducing
o ; women.
incidence of unintended
pregnancy in adolescents
Programmes had a greater effect on contraceptive use and pregnancy
Studies with a primary focus rates, than on sexual activity.
Franklin et al., 1997 SR + on the primary prevention of 32 studies Contraceptive knowledge building programmes and contraceptive
adolescent pregnancy distribution programmes are more effective than other sex education
programmes (e.g. abstinence-only programmes).
Summary odds ratios for the observational studies showed a significant
Randomised trials and intervention benefit (p<0.05) while the randomised trials did not show a
observational studies of . benefit for any outcome in either females or males.
Guyatt et al., 2000 SR+ interventions to prevent 30 studies Observational studies yield systematically greater estimates of treatment
adolescent pregnancy effects than randomized trials of adolescent pregnancy prevention
interventions.
HIV risk reduction interventions have been shown to be effective but are
HIV risk reduction associated with small effect sizes. Most effective studies emphasised a
Pedlow & Carey, 2003 SR + interventions targeting 22 studies theoretical framework, most often Social Cognitive Theory. Interventions
teenagers with multiple sessions or long doses have been no more successful than
those with shorter doses.
o Programmes that produced positive effects: (1) used trained adult
. . - 39 studies; 2 2 - et
Behavioural interventions . . facilitators, and two other programmes with positive effects also used
: community-based; 2 ! . R - .
. targeting HIV, STI, and - . trained peer facilitators; (2) included content that was specific to reducing
Robin et al., 2004 SR + clinic-based; 1 - .
pregnancy for young people home based- 4 sexual risk behaviour such as refusal of unwanted sex and condom-use
aged 13 years or younger . L skills; and (3) commonly employed interactive and participatory educational
mixed settings .
strategies.
g’;gggli’ nﬁgmgxgﬁg%rrchmc éﬁnféug elgzdlzg Most successful community based interventions were theoretically based,
Sales et al., 2006 SR ++ X tailored to the target population, implemented by trained facilitators, and the

interventions developed for
special populations

special populations;
5 community-based

content was diverse and delivered using a wide variety of methods.
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Author (Year) Design Inclusion/exclusion Number of studies | Findings
Abstinence-only interventions 2 family-based No evidence that abstinence-only programs can effectively encourage
Underhill et al.. 2007 SR ++ with HIV rever)lltion as stated studies; 1 abstinent behaviour; although programs did not appear to cause harm.
” oal P community-based | Overall, programmes were ineffective for preventing or decreasing sexual
9 study activity.
No conclusive evidence that abstinence-plus programmes can reduce STI
Abstinence-plus proarams incidence and limited evidence that abstinence-plus programmes can
. plus prog 21 community- reduce pregnancy incidence; however, direction of effects consistently
deS|gn_ed to influence based studies; 5 favoured abstinence-plus programmes. Programmes had mixed effects on
Underhill et al., 2008 SR ++ behaviour change on at least family-based sexual behaviour '
one outcome measure related studies Authors reported that the results from the studies of community-based

to HIV transmission

programmes suggest that a number of community-based abstinence-plus
programs can affect risk behaviour
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6.2 Programmes delivered within social and community settings

6.2.1 Overview of evidence identified

Fourteen studies examined interventions or programmes delivered within social and community
setting that focused on preventing risky sexual behaviours among young people. These studies were
conducted within various community-based agencies including youth agencies (Di Noia & Schinke,
2007; Elliott et al., 1996; Ferguson, 2000; Kipke et al., 1993; Philliber, 2002; Postrado & Nicholson,
1992), schools (Jemmott et al., 1992; 1998; Pearlman et al., 2002; Smith et al., 2000; Villarruel et al.,
2006), recreation centres (Stanton et al., 1996; 1997) and a housing development (Sikkema et al.,
2005).

Of the 14 studies, seven (Di Noia & Schinke, 2007; Jemmott et al., 1992; Jemmott et al., 1998;
Postrado & Nicholson, 1992; Stanton et al., 1996; 1997; Villarruel et al., 2006) examined interventions
based on group education sessions targeting risky sexual behaviours and two (Kipke et al., 1993;
Sikkema et al., 2005) examined skills-based training interventions. Three studies (Ferguson, 2000;
Pearlman et al., 2002; Smith et al., 2000) examined peer-led interventions, including a peer
counselling programme (Ferguson, 2000) and peer-led leadership programmes (Pearlman et al.,
2002; Smith et al., 2000), respectively. Philliber and colleagues (2002) examined the Children’s AID
Society (CAS) Carrera programme that focused on youth development for young people enrolled in
after school programmes and Elliott and colleagues (1996) examined a theatre production designed

to inform young people about HIV.

The theoretical basis for intervention was not reported in seven studies (Elliott et al., 1996; Ferguson,
2000; Jemmott et al., 1992; Pearlman et al., 2002; Philliber et al, 2002; Postrado & Nicholson, 1992;
Sikkema et al., 2005). Interventions examined in five studies (Di Noia & Schinke, 2007; Jemmott et al.,
1998; Kipke et al., 1993; Smith et al., 2000; Villarruel et al., 2006) were based on multiple theories.
The most commonly applied theories were the theory of reasoned action and the theory of planned
behaviour. The intervention examined by Stanton and colleagues (1996; 1997) was based on a single

theory, protection motivation theory.

The number of participants recruited ranged from 74 (Smith et al., 2000) to 1,172 (Sikkema et al.,
2005) adolescents. A range of different age groups were targeted across the included studies. The
youngest age targeted was 9 years (Stanton et al., 1996; 1997) and the oldest age targeted was 18
(Villarruel et al., 2006). Eight studies (Di Noia & Schinke, 2007; Elliott et al., 1996; Ferguson, 2000;
Jemmott et al., 1992; Kipke et al., 1993; Pearlman et al., 2002; Postrado & Nicholson, 1992; Sikkema
et al., 2005) were based on short-term follow-up only (<6 months), three studies (Jemmott et al., 1998;
Smith et al., 2000; Villarruel et al., 2006) were based on medium-term follow-up (up to 12 months)
and two studies (Philliber et al, 2002; Stanton et al., 1996; 1997) reported long term results (>12

months).
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6.2.2 Quality assessment

Of the 14 studies identified, nine were RCTs (Di Noia and Schinke, 2007; Jemmoitt et al., 1992; 1998;
Kipke et al., 1993; Philliber et al., 2002; Sikkema et al., 2005; Stanton et al., 1996; 1997; Villarruel et
al., 2006), three were NRCTs (Elliott et al., 1996; Ferguson, 2000; Pearlman et al., 2002), and two
were CBA studies (Postrado & Nicholson, 1992; Smith et al., 2000). Of the nine RCTs, four were
based on cluster randomisation (Di Noia and Schinke, 2007; Sikkema et al., 2005; Stanton et al.,
1996; 1997); two studies (Di Noia and Schinke, 2007; Sikkema et al., 2005) randomised at the
community site level and two studies (Stanton et al.,1996; 1997) of the Focus on Kids programme
randomised groups of friends. Two well-reported and conducted RCTs (Jemmott et al., 1998;
Villarruel et al., 2006) based on individual randomisation, were rated strong for quality. These studies
appropriately allocated participants to intervention and control conditions, reported a range of relevant
and reliable outcomes and conducted appropriate analyses. Seven RCTs (Jemmott et al., 1992;
Kipke et al., 1993; Philliber et al., 2002; Di Noia and Schinke, 2007; Sikkema et al., 2005; Stanton et
al., 1996, 1997), including four cluster RCTs were rated moderate quality. Although these studies
were generally well-reported and reported appropriate methods for allocation, and relevant and
reliable outcomes, none of these studies reported whether they were sufficiently powered to detect an
intervention effect and only one (Stanton et al., 1996) reported that an ITT analyses had been
undertaken. The quality of the three NRCTs was moderate and they were generally well reported.
However, the study by Elliott et al (1996) was subject to large losses to follow-up and only reported
short-term follow-up and was consequently rated poorly. The two CBA studies (Postrado and
Nicholson, 1992; Smith et al., 2000) were rated poorly. The study conducted by Postrado and
Nicholson (1992) was at risk of bias as participants self-selected into the intervention and control

conditions, and the method of allocation was not clear in the study by Smith et al (2000).
6.2.3 Findings

6.2.3.1 Knowledge and understanding

Ten studies (Di Noia and Schinke, 2007; Elliott et al., 1996; Ferguson, 2000; Jemmott et al., 1992;
1998; Kipke et al., 1993; Pearlman et al., 2002; Philliber et al., 2002; Smith et al., 2000; Stanton et al.,
1996) examined intervention effects on knowledge across a range of follow-up periods. For four of the
five studies that examined group education sessions or skills-based interventions there were positive
intervention impacts on knowledge. The Keepin’ it Safe CD-ROM intervention (Di Noia and Schinke,
2007), which specifically targeted females, was shown to have improved knowledge at post-test
among intervention participants compared to wait-list controls (p<0.001). At post-test and the 3-month
follow-up, black male adolescents who participated in the BPBR programme (Jemmott et al., 1992)
had greater knowledge about AIDS than controls who received a career opportunities intervention
(p<0.001 and p<0.01, respectively). In a second evaluation of the BPBR programme (Jemmott et al.,
1998), African American male and female adolescents who received a safer sex education version of
the programme had significantly higher condom use knowledge compared to those who received the
control or an abstinence only version of the programme (both p<0.001). Participants in both the

abstinence and safer sex intervention groups reported significantly greater knowledge about HIV risk
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reduction than controls (both p<0.001). Kipke and colleagues (1993) reported that adolescents who
participated in the ARREST programme had significantly higher levels of knowledge at post-test than
controls (p<0.001). Only one programme failed to have an impact on knowledge. Stanton et al (1996)
found that there was no difference in knowledge at either the 6- or 12-month follow-up among African
American adolescents who participated in the Focus on Kids programme and controls who received

weekly HIV prevention sessions.

Three studies examined peer-led interventions. There was no effect of a peer counselling programme
for African American females (Ferguson et al., 2000) on knowledge at post-test, and at the 3-month
follow-up, control participants reported a significant increase in knowledge compared to the
intervention group (p<0.01). Pearlman et al (2002) found an effect of a peer leadership intervention on
knowledge among the peer leaders themselves. At 9-months, new peer leaders reported significantly
higher levels of knowledge about HIV/AIDS than comparison youth (p<0.01). In addition, Smith et al
(2000) found that a peer leadership intervention, Students Together Against Negative Decisions
(STAND), had a significant effect on participants knowledge of risk behaviours relative to comparison
students (p<0.05). There were no effects of a theatre production on participants’ knowledge about HIV
(Elliott et al., 1996). Philliber and colleagues (2002) found that gains in knowledge were significantly

greater among Carrera programme participants than controls (p<0.001).

6.2.3.2 Attitudes and values

Seven studies (Di Noia and Schinke, 2007; Elliott et al., 1996; Jemmott et al., 1992; 1998; Kipke et al.,
1993; Stanton et al., 1996; Smith et al., 2000) examined programme effects on attitudes and values.
This included four studies (Di Noia and Schinke, 2007; Jemmott et al., 1992; 1998; Stanton et al.,
1996) that examined interventions based on group education sessions targeting risky sexual
behaviours and one study (Kipke et al., 1993) that examined a skills-based intervention.

Di Noia and Schinke (2007) examined a CD-ROM mediated HIV prevention intervention for
adolescent females. At post-test, intervention participants reported higher scores on the following
attitudinal measures: perceived vulnerability to HIV (p<0.01), perceived efficacy and enjoyment of
condoms (p<0.01 and p<0.05, respectively), and perceived efficacy and enjoyment of abstinence
(p<0.01 and p<0.001, respectively). There was no difference between groups on the measure of
partner norms or participants' self-efficacy for low-risk activities. At post-test, compared to a career
opportunities intervention, Black male adolescents who participated in the BPBR programme
(Jemmott et al., 1992) expressed less favourable attitudes toward risky sexual behaviours (p<0.01)
and reported weaker intentions to engage in such behaviours (p<0.001). At 3-months, BPBR
participants reported weaker intentions to engage in risky sexual behaviour in the next 3 months
compared to control participants (p<0.01), but there was no difference in attitudes regarding risky
sexual behaviours. In a further study of the BPBR programme, Jemmott and colleagues (1998)
examined two versions of the programme. At post-test, compared to participants in the control group
and those who received the safer-sex intervention, adolescents in the abstinence group believed
more strongly that practicing abstinence would prevent pregnancy and AIDS (p<0.001 and p<0.05,

respectively), expressed less favourable attitudes toward sexual intercourse (p<0.001 and p<0.01,
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respectively) and reported weaker intentions of having sexual intercourse (both p<0.05) in the next 3
months. There was no difference between abstinence and control participants on attitudinal measures
related to condom use. However, participants who received the safer sex intervention were more
likely than participants in the control and abstinence groups to report condom prevention beliefs (both
p<0.001), condom hedonistic beliefs (both p<0.001), condom availability control beliefs (p<0.05 and
p<0.001, respectively). They also reported significantly higher impulse beliefs than controls and higher
self-efficacy to use condoms (both p<0.05, respectively). There was no effect of either the abstinence
or safer sex intervention on participant's intentions to use condoms compared to controls. At post-test,
adolescents who received AIDS education and skills training in the ARREST programme (Kipke et al.,
1993) reported a significant decrease in negative attitudes towards AIDS compared to the control
group, (p<0.05) and an increase in the perception that adolescents are at risk of becoming HIV
infected (p<0.01). At the 6-month follow-up, compared to control participants, African American
adolescents who participated in Focus on Kids (FOK; Stanton et al., 1996) were significantly more
likely to report an intention to use condoms (p<0.05). However this difference was not apparent at the
12 month follow-up. The authors also examined perceptions, finding that intervention participants
perceived greater peer use of condoms (p<0.05) and perceived themselves as more vulnerable to
HIV infection at the 6-month, but not the 12-month follow-up. There were no differences between
intervention and control students at either follow-up on other attitudinal measures, which included

perceptions of extrinsic and intrinsic rewards relevant to condom use, vulnerability and self-efficacy.

Elliott and colleagues (1996) examined the effects of a theatre production designed to teach young
people about HIV. There was no impact of the intervention on attitudes at post-test or 2-month follow-
up. Smith et al (2000) examined the effects of a peer leadership intervention, but at follow-up there
were no differences on the HIV Prevention Attitude Scale or on the Condom Attitude Scale between
intervention and control participants. However, STAND participants had significantly greater gains in
condom use self-efficacy compared to the comparison group (p<0.01), but there was no difference in
refusal skills self-efficacy.

6.2.3.3 Personal and social skills

Three studies (Di Noia and Schinke, 2007; Kipke et al., 1993; Smith et al., 2000) examined
programme effects on skills. Di Noia and Schinke (2007) examined the effects of a CD-ROM
intervention on sexual assertiveness and sexual communication. Females who received the
intervention reported higher scores at post-test on sexual assertiveness than wait-list controls
(p<0.001), but there was no difference between the groups in levels of communication. Kipke and
colleagues (1993) found that compared to controls, ARREST participants had increased behavioural
skills at post-test for giving a reason for refusing to engage in risk-related activities (p<0.001) and for
proposing alternative lower risk activities (p<0.001). Young people who participated in the peer
leadership programme, STAND (Smith et al., 2000), were significantly more likely than comparison
students to report speaking with their friends about birth control/condoms and STIs (both p<0.01), but
there was no difference in the frequency of conversations with parents or other adults, or on the

Dyadic Sexual Communication Scale or Health Protection Communication Scale.
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6.2.3.4 Health and social outcomes related to sexual health

Eight studies (Jemmott et al., 1992; Jemmott et al., 1998; Kipke et al., 1993; Postrado and Nicholson,
1992; Stanton et al., 1996; 1997; Sikkema et al., 2005; Villarruel et al., 2006) that tested the effects of
interventions based on group education sessions or skills training examined their effects on health
outcomes related to sexual health. Controlling for pre-intervention behaviour, at 3-months follow-up,
black adolescents who participated in the BPBR programme (Jemmott et al., 1992) were less likely
than controls to report having engaged in risky sexual behaviours (p<0.01). Across different sexual
behaviours the effects of the intervention were fairly consistent. There was no difference between
groups in whether participants had sex, but intervention participants reported having sex on fewer
days, with fewer women, and with fewer women who were involved in sexual relationships with other
men. Intervention participants also reported fewer occasions of sex without a condom and were less
likely to report having had anal intercourse with women. In a further evaluation of the effects of the
BPBR programme, Jemmott and colleagues (1998) examined an abstinence and safer sex version of
the programme. At 3-months follow-up, abstinence intervention participants were significantly less
likely to report having sexual intercourse compared to controls (OR 0.45; 95% CI 0.23, 0.86; p<0.05)
but not safer sex intervention participants (OR 0.54; 95% CI 0.28, 1.07). At the 3-month follow-up,
those who received the safer sex intervention were more likely to report consistent condom use
relative to the control group (OR 3.38; 95% CI 1.25, 9.16; p<0.05) and the abstinence group (OR 3.10;
95% CI 0.99, 9.73; p<0.05). In addition, safer sex intervention participants reported a higher
frequency of condom use than controls (p<0.05), were less likely to report having unprotected sexual
intercourse (OR 0.35; 95% CI 0.13, 0.95; p<0.05) and reported fewer days of unprotected intercourse
(p<0.05). At the 6-month follow-up there were no significant differences between adolescents in the
abstinence group and adolescents in the control or safer sex group on any of the sexual behaviour
measures (in past 3 months), except that adolescents in the safer sex group reported a higher
frequency of condom use relative to controls (p<0.05). At 12-months follow-up, compared to
adolescents in the control group, there was a higher frequency of condom use among adolescents in
both the abstinence group (p<0.05) and the safer sex group (p<0.01). Postrado and Nicholson (1992)
examined interventions targeting young females enrolled in Girls Incorporated member organisations.
Girls who did not participate in the Growing Together programme were more likely to have initiated
sexual intercourse at post-test than those who did participate (OR 2.6; p<0.05). Participation in the
Will Power Won't Power programme was not associated with initiation of sexual intercourse. There
was no difference in risk-related sexual behaviours between participants who received the ARREST
education and skills training programme (Kipke et al., 1993) and the control group on the following
measures: number of sexual encounters, number of sexual partners, and use of condoms. Sikkema
and colleagues (2005) examined the effects of an HIV prevention intervention, with and without the
addition of a community-level intervention. At long-term follow-up, adolescents who received the
additional community intervention were more likely to have remained abstinent compared to the
comparison group (adjusted OR 1.97; 95% CI 1.06, 3.67; p<0.05), although the difference between
community and workshop participants was not significant (OR 1.72; 95% CI 0.94, 3.16). In addition,

compared to the comparison group, condom use rates were higher in both the community (OR 2.50;
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95% CI 1.01, 6.22) and workshop (OR 2.23; 95% CI 0.99, 5.03) condition groups. The difference
between the community and workshop groups was not significant. Stanton and colleagues (1996)
examined the effects of the Focus on Kids programme on self-reported condom use. At the 6-month
follow-up, condom use was significantly greater overall among intervention participants than control
participants (p<0.05), but at 12-months this difference was no longer significant. Further analysis of
the data up to the 18 months follow-up found that at 6- and 18-months follow-up, control youth were
more likely than intervention youths to have engaged in unprotected sex, and cumulatively in the post-
intervention period, intervention youth were less likely to have engaged in unprotected sex than
control youths. Villarruel and colleagues (2006) examined the jCuidate! programme, an adaptation of
the BPBR programme for Latino adolescents. At 12-months follow-up, adolescents who participated
in the programme were less likely to report sexual intercourse (OR 0.66; 95% CI 0.46, 0.96), multiple
partners (OR 0.53; 95% CI 0.31, 0.90), fewer days of unprotected intercourse (RR 0.47; 95% CI 0.26,
0.84) and more likely to report using condoms consistently (OR 1.91; 95% CI 1.24, 2.93). There were
no significant effects of the intervention on condom use at last sex (OR 1.45; 95% CI 0.97, 2.15) or

the proportion of days of protected sex.

Three studies (Ferguson, 2000; Pearlman et al., 2002; Smith et al., 2000) examined the effects of
peer-led programmes on health and social outcomes related to sexual health. Ferguson (2000)
examined the impact of peer counselling in a pregnancy prevention programme. At the 3-month
follow-up, none of the participants in either the intervention or control group had become pregnant.
There was no significant delay in sexual intercourse for participants in either group and there was no
difference between groups in the use of effective methods of contraception. There were also limited
effects of a peer leadership intervention examined by Pearlman and colleagues (2002). At 9-months
follow-up, there were no significant differences between new peer leaders and a comparison group on
a measure of sexual risk taking behaviour. Smith and colleagues (2000) examined STAND, a peer
leadership programme targeting high school students. At the 8-month follow-up, there was no
significant difference between the intervention and comparison groups in the number of participants
who were 'non-virgins' at follow-up. However, STAND participants were more likely to be 'consistent'
condom users (p<0.05). There was no difference in the number of participants who reported condom
use at last intercourse or in the number of condom-protected or unprotected instances of intercourse.
In addition, there was no difference in the number of participants who reported being involved in a
pregnancy, but STAND participants were less likely to have been diagnosed with an STI (p<0.01).
Alcohol and other drug use in conjunction with intercourse were not frequently reported in either the

intervention or comparison group.

Philliber and colleagues (2002) examined the effects of the CAS-Carrera youth development
programme which targeted disadvantaged adolescents. At the end of the three year programme, the
odds of becoming pregnant (or causing pregnancy) were significantly reduced among female, but not
male, programme participants compared with controls (OR 0.31; p<0.01). Female programme
participants were also less likely to be sexually active (OR 0.52; p<0.05) and were more likely to have

58



PSHE x.x Community review Jones and colleagues (2010)

used a condom and a hormonal method at last intercourse (OR 2.37; p<0.05). There were no

significant programme effects on males.

There were no significant effects of a theatre production on the number of participants who reported
having unprotected sex in the previous 2-months (Elliott et al., 1996). However, at the 2-month follow-
up, significantly more theatre participants than seminar participants reported changing their behaviour
in response to the intervention (p<0.01). Those reporting a behavioural change in both groups said
that they had become more cautious about sex or at least bought and carried condoms more than

before.

6.2.4 Summary and evidence statements

Fourteen studies examined interventions or programmes delivered within social and community
setting that focused on preventing risky sexual behaviours among young people. Nine studies (Di
Noia and Schinke, 2007; Jemmott et al., 1992; Jemmott et al., 1998; Kipke et al., 1993; Postrado and
Nicholson, 1992; Sikkema et al., 2005; Stanton et al., 1996; 1997; Villarruel et al., 2006) examined
group education sessions or skills-based training interventions. Three studies (Ferguson, 2000;
Pearlman et al.,, 2002; Smith et al., 2000) examined peer-led interventions, including a peer
counselling programme (Ferguson, 2000) and peer leader leadership programmes (Pearlman et al.,
2002; Smith et al., 2000), respectively. Philliber and colleagues (2002) examined the CAS-Carrera
programme that focused on youth development for disadvantaged young people enrolled in after
school programmes and Elliott et al (1996) examined a theatre production designed to inform young

people about HIV.

Across four studies (Di Noia and Schinke, 2007; Jemmott et al., 1992; 1998; Kipke et al., 1993), that
examined group education sessions or skills-based training interventions there were positive
intervention effects on knowledge and understanding over the short- to medium-term. In addition, the
three-year, Carrera programme (Philliber et al., 2002) had a positive impact on knowledge. There was
no effect of a peer counselling intervention (Ferguson, 2000) on knowledge, but two peer leadership
interventions (Pearlman et al., 2002; Smith et al., 2000) had positive effects on levels of knowledge

among the peer leaders themselves.

Seven studies (Di Noia and Schinke, 2007; Elliott et al., 1996; Jemmott et al., 1992; 1998; Kipke et al.,
1993; Stanton et al., 1996; Smith et al., 2000) examined intervention effects on a range of attitudes
and values related to sexual health. Short-term decreases in intentions to engage in risky sexual
intercourse were reported in the study of the BPBR programme which targeted black male
adolescents (Jemmott et al., 1992) and an abstinence-based version of the programme resulted in
short-term reductions in intentions to engage in any sexual intercourse. Across three studies (Di Noia
and Schinke, 2007; Kipke et al., 1993; Stanton et al., 1996) there were short-term increases in
intervention participants’ perception of their vulnerability to HIV infection. However, this effect was not
sustained in the medium-term (Stanton et al., 1996). Two studies (Elliott et al., 1996; Smith et al.,
2000) found no effects of a theatre production intervention or peer leadership intervention,

respectively, on HIV attitudes at follow-up. Across four studies (Di Noia and Schinke, 2007; Jemmott
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et al., 1998; Smith et al., 2000; Stanton et al., 1996) there were indications of positive intervention
effects on attitudes and values related to condom use. However, these effects did not appear to be
consistent and were not maintained over the medium-term (Stanton et al., 1996). Two studies (Di
Noia and Schinke, 2007; Jemmoitt et al., 1998) found short-term positive intervention effects of a CD-
ROM mediated intervention and an abstinence-based version of the BPBR curriculum, respectively,

on attitudes towards abstinence.

Intervention effects on personal and social skills were examined across three studies (Di Noia and
Schinke, 2007; Kipke et al., 1993; Smith et al., 2000). A CD-ROM intervention (Di Noia and Schinke,
2007) and education and skills training programme (Kipke et al., 1993) had positive effects on
behavioural skills but results from two studies (Di Noia and Schinke, 2007; Smith et al., 2000)

presented mixed findings in relation to effects on communication.

Eight studies (Ferguson, 2000; Jemmott et al.,, 1992; 1998; Philliber et al., 2002; Postrado and
Nicholson, 1992; Sikkema et al., 2005; Smith et al., 2000; Villarruel et al., 2006) examined
intervention effects on sexual activity. Across five studies (Jemmott et al., 1992; 1998; Postrado and
Nicholson, 1992; Sikkema et al., 2005; Villarruel et al., 2006) that examined group-based sessions
and/or skills training, short- to medium-term effects on sexual intercourse were reported in four
studies (Jemmott et al., 1992; Postrado and Nicholson, 1992; Sikkema et al., 2005; Villarruel et al.,
2006), and one study (Jemmott et al., 1998) reported no programme effects. The Carrera programme
(Philliber et al., 2002) had a positive effect on sexual activity among females but there were no effects
of two peer interventions (Ferguson, 2000; Smith et al., 2000). Intervention effects on frequency of
sexual intercourse and number of sexual partners was limited. Across four studies (Jemmott et al.,
1998; Kipke et al., 1993; Pearlman et al., 2002; Villarruel et al., 2006) that examined these outcomes
only one study (Villarruel et al., 2006) reported a positive intervention effect. Nine studies (Elliott et al.,
1996; Ferguson, 2000; Jemmott et al., 1998; Kipke et al., 1993; Philliber et al., 2002; Sikkema et al.,
2005; Smith et al., 2000; Stanton et al., 1996; Villarruel et al., 2006) examined intervention effects on
contraceptive use. Across four of the five studies that examined group-based sessions and/or skills
training, there were positive short-term intervention effects on measures of condom use (Jemmott et
al., 1998; Sikkema et al., 2005; Stanton et al., 1996; Villarruel et al., 2006), and some evidence from
two studies (Jemmott et al., 1998; Villarruel et al., 2006) of a positive intervention effect on frequency
of unprotected intercourse. However, over the longer term, intervention effects appeared to diminish.
There were no effects on a HIV theatre production (Elliott et al., 1996) or peer counselling intervention
(Ferguson, 2000) on contraceptive use or frequency of unprotected sex, but the Carrera programme
(Philliber et al., 2002) positively influenced both condom and hormonal contraceptive use among
females. There was no effect of a peer counselling intervention (Ferguson, 2000) or peer leadership
programme (Smith et al., 2000) on pregnancy rates, but again the Carrrea programme (Philliber et al.,

2002) had a positive effect, with a reduction in pregnancies among intervention females.
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Evidence statement 8

8 (a)

8 (b)

8 (c)

8 (d)

8 (e)

8 (f)

There is moderate evidence from five RCTs, one NRCT and one CBA study' to suggest that
group-based education and/or skills-based interventions, youth development programmes and
peer leadership interventions delivered in social and community settings may have a positive
short- to medium-term impact on knowledge and understanding related to sexual health. This
evidence may only be partially applicable because these studies were conducted in the USA

and focused on ethnic populations, specific to the USA.

There is inconsistent evidence from five RCTs, one NRCT and one CBA study® on which to
determine the effects of interventions and programmes delivered in social and community
settings on attitudes and values related to sexual health. There was moderate evidence from
three RCTs® to suggest that group-based education and/or skills-based interventions may have
positive short-, but not long-term, effects on attitudes and values related to condom use. This
evidence may only be partially applicable because these studies were conducted in the USA

and focused on ethnic populations, specific to the USA.

There is weak evidence from two RCTs" to suggest that group-based education and/or skills-
based interventions delivered in social and community settings may have a positive short-term
impact on behavioural skills related to sexual health. There was no evidence on which to
determine intervention effects on communication skills. This evidence may only be partially
applicable because these studies were conducted in the USA and focused on ethnic

populations, specific to the USA.

There is moderate evidence from four RCTs and one CBA study’ to suggest that group-based
education and/or skills-based interventions may have limited effects on sexual activity.
Although reductions in the likelihood of sexual intercourse were reported across four RCTs®
there was only evidence from one RCT’ of intervention effects on frequency of sexual
intercourse or number of sexual partners. This evidence may only be partially applicable
because these studies were conducted in the USA and focused on ethnic populations, specific
to the USA.

There is weak evidence from four RCTs® to suggest that group-based education and/or skills-
based interventions delivered in social and community settings may have positive short-term
impacts on condom use and frequency of unprotected intercourse. There is weak evidence
from one RCT® to suggest that these effects may diminish over the medium term. This evidence
may only be partially applicable because these studies were conducted in the USA and focused

on ethnic populations, specific to the USA.

There is moderate evidence from one RCT' to suggest that youth development programmes
that target disadvantaged young people may have a positive impact on sexual behaviours
among females, including sexual activity, condom use and pregnancy. This evidence may only

be partially applicable because these studies were conducted in the USA and focused on
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10

ethnic populations, specific to the USA.
Di Noia and Schinke, 2007 (RCT +); Jemmott et al., 1992 (RCT +); Jemmott et al., 1998 (RCT ++); Kipke et
al., 1993 (RCT +); Pearlman et al., 2002 (NRCT +); Philliber et al., 2002 (RCT +); Smith et al., 2000 (CBA -)

Di Noia and Schinke, 2007 (RCT +); Elliott et al., 1996 (NRCT -); Jemmoitt et al., 1992 (RCT +); Jemmott et
al., 1998 (RCT ++); Kipke et al., 1993 (RCT +); Stanton et al., 1996 (RCT +); Smith et al., 2000 (CBA -)

Di Noia and Schinke, 2007 (RCT +); Jemmott et al., 1998 (RCT ++); Stanton et al., 1996 (RCT +)
Di Noia and Schinke, 2007 (RCT +); Kipke et al., 1993 (RCT +)

Jemmott et al., 1992 (RCT +); Jemmott et al., 1998 (RCT ++); Postrado and Nicholson, 1992 (CBA -);
Sikkema et al., 2005 (RCT +); Villarruel et al., 2006 (RCT ++)

Jemmott et al., 1992 (RCT +); Jemmott et al., 1998 (RCT ++); Sikkema et al., 2005 (RCT +); Villarruel et al.,
2006 (RCT ++)

Villarruel et al., 2006 (RCT ++)

Jemmott et al., 1998 (RCT ++); Sikkema et al., 2005 (RCT +);Stanton et al., 1996 (RCT +); Villarruel et al.,
2006 (RCT ++)

Stanton et al., 1996 (RCT +)
Philliber et al., 2002 (RCT +)
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Table 6.2. Summary of programme content: programmes delivered in social and community settings

Jones and colleagues (2010)

Author ngnddyg;‘?gn p?)gifgt?c?n Setting Programme components Theoretical base Provider(s)
_ USA Keepin' it Safe: Six weekly sessions; HIV/AIDS Health Belief Model,
n=204 females knowledge and perceived vulnerability to HIV theory of reasoned
Di Noia and RCT 29% Hispanic; 54% Youth infectiongsexualpdecision makin sel?—ef‘ficac acti())/n theory of CD-ROM
Schinke, 2007 (cluster) + Black; 4% White or agencies ' L 9 Y ! y
other: 15% NR sexual communication and assertiveness, and risk planned behaviour,
11-14 years reduction skills building. self-efficacy theory
UK Theatre productio_n designed to inform young _people
Elliott et al n=10 projects about HIV, especially the modes_ of transmission;
1996 " NRCT - Ethnicity NR Youth agency e>_<p|0re attltuc_ies and em_o_tlonal issues associated NR Theatre company
mean 15-16 years with I_—|IV a_nd |nfqrm participants about safer sex
practices, in particular proper condom use.
_ USA Eight weekly, 2-hour peer counselling sessions
Ferguson, NRCT riago?;firpgles Youth including group discussions and role play. Focus on NR Trained peer
2000 ) Amoericr;cnan outh agency | sexual behaviour, reproduction, STIs, contraceptives counsellors
12-16 years and hygiene.
USA Be Proud! Be Responsible! (BPBR): Five hour
Jemmott et RCT n=157 males School AIDS risk reduction course covering information NR Trained
al., 1992 (individual) + 100% Black (weekends) about risks associated with intravenous drug use and facilitators
mean 15 years specific sexual activities
USA BPBR: E_ight, 1-hour modules d_eliverec_i over _ N
n=659 consecutive _Saturdays; (1) abstinence intervention Social cognitive N
Jemmott et RCT 100% African School designed to increase HIV/STI knowledge, strengthen theory, reasoned Adult facilitator or
al., 1998 (individual) ++ American (weekends) behavioural beliefs and skills supporting abstinence; action, theory of peer co-facilitator
mean 12 years (2) safer sex intervention designed to increase planned behaviour.
HIV/STI knowledge and condom use.
USA ARREST (AIDS Risk Reduction Education and
Kipke et al RCT n=87 Youth Skills '_I'rair_ling): Three training sessions; AIDS Health_ Belief I\/I_odel,
1993 " (individual) + 59% Latino; 41% agencies education; instruction on how to use condoms; and Social Learning NR
African American decision-making, communication and assertiveness Theory
12-16 years skills training. Take home exercises.
USA
Pearlman et 36% Hf‘:ﬁf?c_ 289 Project Teen Health: peer leadership course;
al., 2002 NRCT + Wh(;te;l 1p7%IE;Iack;0 School ongoing group work with an adult advisor to learn NR NR

18% other
mean 15-16 years

about HIV and related skills
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Study design Baseline . . .
Author and rating population Setting Programme components Theoretical base Provider(s)
USA Children's AID Society-Carrera programme: Five
n=484 days/week over the school year; Work-related
Philliber et al., RCT A Youth intervention; academic component; comprehensive Community
S 56% Black; 42% . T . S i NR .
2002 (individual) + Hispanic: 2% other agencies family life and sexuality education; arts component; organisers
P » €70 individual sports component. Supplemented by
13-15 years .
mental health care and medical care.
Will Power/Won't Power (WPWP): 6 sessions;
USA Group-building exercises, introduction to
Postrado and n=412 females relationships and basic assertiveness skills
0, - 150 i . i .
Nicholson, CBA - 75% B_Ia.ck, 15% Youth agency Growing _Together (GT)_. 5 sessions; one parents NR NR
White; 11% only session; other sessions focused on physical and
1992 . . X ;
Hispanic or other emotional changes during puberty, anatomy of
12-17 years reproduction, myths and facts about sexuality and
getting pregnant, and other related topics.
USA
n=1,172 . —
. Two, three-hour training sessions; (1) Workshop
51% African . - . h -
. intervention; HIV/STI education, skills training, sexual
: American; 20% . o . > .
Sikkema et RCT I Housing negotiation skills, condom use skills, and risk
Asian; 10% East h ° . NR NR
al., 2005 (cluster) + African: 5% White: developments | behaviour self-management; (2) Community-level
o / intervention; as workshop condition, followed by a
3% Hispanic; 11% It o -
other multi-component community intervention
mean 15 years
U_SA STAND: Peer leadership programme; 36 hours over AIDS Education
n=74 . -~ . . . . o .
Smith et al 589 African School 4 months; team-bt_nl_dmg exercises, contraceptive _ _ lef_usmn of Specialist, middle
2000 N CBA - American: 39% (evenings) demonstrations, visit to local health department, skills innovations theory, school
White: 3%’ otheor 9 practice, visits from an AIDS specialist physician and | transtheoretical model counsellor,
mean 16 years nurse, and optional parent/teen activities college interns
USA Focus on Kids: Eight weekly meetings; sessions
Stanton et al., RCT 2238?.’ Recreation focused on one or more Protection Motivation Theory Protection Motivation .
1996° 1997 (cluster) + 100% Afrlcan centres constructs from difference perspectives. Facts Theory Interventionists
' American regarding AIDS, STIs, contraception and human
9-15 years development were also provided, as were condoms.
USA iCuidate!: Eight hours over two consecutive Social cognitive
Villarruel et RCT n=656 School Saturdays; abstinence and condom use were theory, theories of Trained
al., 2006 (individual) ++ 100% Latino (weekends) presented as culturally accepted and effective ways reasoned action and facilitators
13-18 years to prevent STIs. planned behaviour.
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Table 6.3. Programme delivered in social and community settings: effects on knowledge, attitudes and skills

Outcomes
Study Rat|ng Intervention Comparator FO”OW-Up Know|edge and Atti Personal and social
; ttitudes and values -
understanding skills
T vulnerability to HIV**
Di Noia and RCT Keepin’ it Safe Wait list PT xx f cqndom use efflcacy*** T sexual assertiveness***
Schinke, 2007 (cluster) + n=111 control (75%) f T enjoyment of condoms NS communication
' n=93 T abstinence efficacy**
T enjoyment of abstinence***
PT .
Health NS NS attitudes -
Elliott et al., NRCT - le\éc}zgﬁéf education (NR)
1996 prod seminars _2mo )
n=132 h=85 (int=34%; NS NS attitudes -
con=43%)
PT
Ferguson Peer counselling . No . (NR) "
' NRCT - _ intervention 3 mo
2000 n=33 _ .
n=30 (iNt=91%; T - -
con=73%)
1 favourable attitudes toward
PT 1 AIDS** _risky _sexual behaviogrs’f* )
Be Proud! Be Career (NR) 1 intentions to engage in risky
Jemmott et RCT Responsiblel opportunities sexual behaviours***
al., 1992 (individual) + n=85 ' n=72 NS favourable attitudes toward
3 mo 1 AIDS** risky sexual behaviours** )
(NR) 1 intentions to engage in risky
sexual behaviours**
T condom prevention beliefs***
T condom hedonistic beliefs***
T condom availability control
RCT Be Proud! Be Health . beliefs* '
Jemmott et (individual) Responsible! promotion PT T condom use*** T impulse control beliefs* )
al., 1998 ++ Safer sex, control (NR) T HIV risk reduction*** NS negotiation skills beliefs
n=218 n=214 NS technical skills beliefs

T condom use self-efficacy*
NS condom use intentions
NS abstinence-related outcomes
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Outcomes
understanding skills
T abstinence prevention
beliefs***
reT Be Prou d_! B? Healt_h 1 abstlnencbee Igilj;e;taﬁalnment
Jemmott et (individual) Resp_onS|bIe. promotion PT NS pondom use | attitudes toward sexual )
al., 1998 Abstinence, control (NR) T HIV risk reduction*** - -
++ n=215 n=214 ~ intercourse
! intentions to have sexual
intercourse, next 3 mo*
NS condom-related outcomes
1 abstinence prevention beliefs*
NS abstinence goal-attainment
beliefs
T attitudes toward sexual
intercourse**
T intentions to have sexual
RCT Be Proud_! Be Be Proud_! Be intercour_se* _
Jemmott et (individual) Responsible! Responsible! PT T condom use*** T condom prevention beliefs*** )
al., 1998 + Safer sex, Abstinence, (NR) T HIV risk reduction*** T condom hedonistic beliefs***
n=218 n=215 T condom availability control
beliefs***
NS impulse control beliefs
NS negotiation skills beliefs
NS technical skills beliefs
NS condom use self-efficacy
NS condom use intentions
1 negative attitudes towards
. Wait list AIDS*
Té%lée etal., (in diSigLTal) + AF;EZS T control (92;)) Ll T perception that adolescents T behavioural skills***
n=46 are at risk of becoming HIV
infected
Pleaglcr)lz)z;n et NRCT + Pro#egétil;l'heen gjﬂgﬁl‘j’s;‘( (E;) - T pergeﬁtion of one;s,elf asa )
al., n=97 n=71 change agent™*
Philliber et al., RCT %‘r\g’ggﬂﬁrj RS%‘S?J youth 3yr X ] ]
2002 (individual) + n=242 n=242 (81%)
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Outcomes
Study Rating Intervention Comparator Follow-up Knowledge and Attitudes and values Personal _and social
understanding skills
NS HIV prevention attitudes A .
Smith et al., CBA - STAND NR PT, 8 mo 1 risk behaviour* NS condom attitudes ’p\)le?rgr?tr: rg‘:;écraatgjt\é\"é?
2000 n=21 n=53 (NR) T condom use self-efficacy** !
NS refusal skills self-efficacy partners
T condom use intentions*
6 mo T perception of El)eer condom
(79%) NS use -
Weekly HIV T perceived vulnerability to HIV
Stanton et al., RCT Focus on Kids prevention infection
1996; 1997 (cluster) + n=206 sessions NS condom use intentions
n=177 12 mo NS perception of peer condom
(73%) NS use -
NS perceived vulnerability to
HIV infection

*p<0.05; **p<0.01; ***p<0.001; 1 p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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Table 6.4. Programme delivered in social and community settings: effects on health and social outcomes related to sexual health

Study

Rating

Intervention

Sexual health outcomes

Frequency/

Comparator | Follow-up Age of Contraceptive STis/
initiation Number of use Conceptions Other
partners
Health T changed
Elliott et al., H'Vthe"?‘”e education . 2_mo . NS unprotected behaviour in
1 NRCT - production : (int=34%; - - -
996 n=132 seminars con=43%) sex response to
B n=85 70 intervention**
. NS use of
PT NS dela){ n effective
(NR) ~ sexua - methods of NS pregnancy -
Ferguson Peer counsellin No Intercourse contraception
9 ' NRCT - — 9 intervention p
2000 n=33 _ . NS use of
n=30 3 mo NS delay in :
- . effective
(int=91%; sexual - NS pregnancy -
con=73%) intercourse methods .Of
contraception
Jemmott et RCT BPBR o %?trjr?irties 3 mo 1 risky sexual ) ) )
al., 1992 (individual) + n=85 ppn=72 (NR) behaviour**
T consistent
condom use*
T frequency
3mo NS sexual NS frequency condom use*
(int=99%; intercourse of intercourse 1 unprotected - -
con=97%) sex*
1 frequency of
Health unprotected
Jemmott et (in d?\z:c;rual) SsgrBsFéx promotion sex*
al., 1998 + n=218 ' control NS consistent
- n=214 condom use
T frequency
6 mo NS sexual condom use*
(int=95%; intercourse NS. frequency NS unprotected - -
CoN=99%) of intercourse sex

NS frequency
of unprotected
sex
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Sexual health outcomes

Study Rating Intervention Comparator | Follow-up Age of Frequency/ Contraceptive STIs/
e Number of . Other
initiation use Conceptions
partners
NS consistent
condom use
Health T frequency
Jemmott et RCT BPBR romotion 12 mo NS sexual NS frequenc condom use**
(individual) Safer sex, P (int=94%; intercourse > I1eq Y I'Ns unprotected - -
al., 1998 _ control B of intercourse
++ n=218 _ con=95%) sex
n=214
NS frequency
of unprotected
sex
NS consistent
condom use
Jemmott et RCT BPBR rgriacl):irz)n 3,6,12mo L sexual NS frequenc gofrzgglrfr;?é
al 1998 (individual) Abstinence, pcontrol (int=93%; intercourse of integ:oursg (12 mo only*) - -
o - —QR0, ok
++ n=215 n=214 con=95%) (3 mo only*) NS frequency
of unprotected
sex
T consistent
condom use
RCT BPBR Be Proud! Be (3 mo only*)
Jemmott et L Responsible! | 3, 6,12 mo NS sexual NS frequency NS frequency
(individual) Safer sex, . . X - -
al., 1998 _ Abstinence, intercourse of intercourse condom use
++ n=218 _
n=215 NS frequency
unprotected
sex
NS number of
Kipke et al., RCT ARREST VCV:r']ttr“;t PT ) Sﬁ’é”gb&%’terr‘e;fs NS use of ) )
1993 (individual) + n=41 _ (99%) condoms
n=46 sexual
encounters
Pearlman et Project Teen Usual sex PT NS sexual risk
al. 2002 NRCT + Health education (NR) - taking - - -
" n=97 n=71 behaviour
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Sexual health outcomes

Study Rating Intervention Comparator | Follow-up Age of ES%%‘ZTCO%/ Contraceptive STIs/ Other
initiation use Conceptions
partners
T condom use
at last
intercourse g
. Carrera Regular youth 1 sexually (females only") 1 pregnancy
ggggber etal., (in diSigl]—al) + programme programme (gl);/ro) active (females T hormonal (females -
n=242 n=242 only") contraceptive only")
at last
intercourse
(females only™
WPWP interygntion PT NS Igtlat;(itélclm o - - - -
E?Csrfg?ggnand CBA - i n=155 (NR) intercourse
1992 GT _ No _ PT ! |n|t|at|0:1 of
n=84 intervention (NR) ~ sexual - - - -
n=328 intercourse*
HIV prevention
intervention Standard AIDS 1 abstinence (L :r%r;r?l?r??t u\s/g
Sikkema et RCT Workshop, education 2 mo (Community vs ) control™ ’ ) )
al., 2005 (cluster) + n=428 session (65%) control*))/ ' worksho ’vs
Community, n=352 Controﬁ)ﬂ) ’
n=392
Smith et al., CBA - STAND NR PT, 8 mo NS ‘non- ) T consistent dial nSoTs-Iis** )
2000 n=21 n=53 (NR) virgins’ condom use* NS pgregnancy
6 mo "
Stanton et al., RCT Focus on Kids | HIV prevention (79%) ) T condom use
1996; 1997 (cluster) + n=206 n=177 12 mo ) ) NS condom ) )
(73%) use
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Study

Rating

Intervention

Comparator

Follow-up

Sexual health outcomes

Age of
initiation

Frequency/
Number of
partners

Contraceptive
use

STis/
Conceptions

Other

Villarruel et
al., 2006

RCT
(individual)
++

iCuidate!
n=312

Health
promotion
control
n=344

12 mo
(84%)

1 sexual
intercourse

1 multiple
partners

T consistent
condom use
NS condom
use at last
intercourse
1 days of
unprotected
intercourse
NS proportion
of days of
unprotected
sex

*p<0.05; **p<0.01; ***p<0.001; 1 p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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6.3 Programmes delivered within healthcare settings

6.3.1 Overview of the evidence identified

Six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Downs et al., 2004;
Jemmott et al., 2005; Morrison-Beedy et al., 2005) were identified that examined interventions and
programme delivered in healthcare settings including family planning clinics and primary care

practices.

DiClemente and colleagues (2004) and Morrison-Beedy and colleagues (2005) both examined group
education sessions for sexually active young females attending family planning clinics. Two other
studies based in healthcare settings (Downs et al., 2004; Jemmott et al., 2005) also specifically
targeted sexually experienced young females. Downs and colleagues (2004) examined an interactive
video intervention and Jemmott and colleagues (2005) examined a skills-based HIV prevention
intervention. Two studies (Boekeloo et al.,, 1999; Danielson et al., 1990) examined interventions
based on health consultations. Boekeloo and colleagues (1999) examined a sexual risk assessment
and education intervention and Danielson and colleagues (1990) examined a reproductive health

consultation and slide tape programme, which specifically targeted young males.

The number of participants included in the studies ranged from 62 (Morrison-Beedy et al., 2005) to
682 (Jemmott et al., 2005), and a range of different age groups were targeted. The youngest age
targeted was 12 years (Boekeloo et al., 1999; Jemmott et al., 2005) and the oldest was 19 (Morrison-
Beedy et al., 2005; Jemmott et al., 2005). Five of the six studies examined gender specific
interventions, with four studies (DiClemente et al., 2004; Downs et al., 2004; Jemmott et al., 2005;
Morrison-Beedy et al., 2005) focusing on interventions targeting females, and one study (Danielson et
al., 1990) focusing on an intervention for males. Two studies (DiClemente et al., 2004; Jemmott et al.,
2005) targeted African American, and African American and Latino adolescents, respectively. One
study (Morrison-Beedy et al., 2005) was based on short-term follow-up only (<6 months) and four
studies (Boekeloo et al., 1999; DiClemente et al., 2004; Downs et al., 2004; Jemmott et al., 2005)
were based on medium-term follow-up (up to 12 months). The length of follow-up for the study by

Danielson and colleagues (1990) was not reported.

6.3.2 Quality assessment

All six studies were RCTs and based on individual randomisation. Two well-reported and conducted
studies (DiClemente et al., 200; Jemmott et al., 2005) were rated strong for quality. These studies
appropriately allocated participants to intervention and control conditions, reported a range of relevant
and reliable outcomes and conducted appropriate analyses. Three studies (Boekeloo et al., 1999;
Downs et al., 2004; Morrison-Beedy et al., 2005) were rated moderate quality. Although these studies
were generally well-reported and reported appropriate methods for allocation, and relevant and
reliable outcomes, none of these studies reported whether they were sufficiently powered to detect an
intervention effect or whether an ITT analyses had been undertaken. One study (Danielson et al.,
1990) was rated poor quality. The authors did not report the overall sample size for the study, the

length of follow-up was not clear and the authors did not discuss attrition.
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6.3.3 Findings

6.3.3.1 Knowledge and understanding
All six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Morrison-Beedy
et al., 2005; Jemmott et al., 2005; Downs et al., 2004) examined intervention effects on knowledge

and understanding.

Four studies (DiClemente et al., 2004; Morrison-Beedy et al., 2005; Jemmott et al., 2005; Downs et al.,
2004) examined interventions that specifically targeted sexually active young females. Two studies,
delivered in family planning clinics had significant effects on HIV knowledge. DiClemente et al (2004)
reported that intervention participants had higher HIV prevention knowledge scores than control
participants at both the 6- and 12-month follow-ups (both p<0.001). Morrison-Beedy and colleagues
(2005) found that at the 3-month follow-up, the intervention group scored significantly higher on HIV-
related knowledge (p<0.001). A skills-based HIV prevention intervention (Jemmott et al., 2005) was
also found to have impacted on knowledge. African American and Latino females who received a
skills-based intervention scored higher on HIV/STI knowledge and condom use knowledge post-
intervention, compared to those who received a health promotion control (p<0.01), and reported
greater gains in condom use knowledge compared to those who received an information-based
intervention (p<0.01). However, there were no effects of an interactive video intervention at any
follow-up (1-, 3- and 6-months) on general or specific knowledge related to STls (Downs et al., 2004).
The authors noted that knowledge improved in the both the intervention and control conditions over
time. In this particular study the two control conditions were content-matched and topic-matched to

the intervention, respectively.

Two studies (Boekeloo et al., 1999; Danielson et al., 1990) that examined personal health
consultations both reported intervention impacts on knowledge. At immediate post-test, Boekeloo and
colleagues (1999) reported that adolescents in the intervention group were more likely than control
adolescents to know that HIV is transmitted through oral and anal intercourse. However, the
significance of this finding was not reported. Danielson and colleagues (1990) did not report the
period over which participants were followed up but found that knowledge about ways to protect

against STls was significantly associated with the intervention (p<0.001).

6.3.3.2 Attitudes and values
Five studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Jemmott et al.,

2005; Morrison-Beedy et al., 2005) examined intervention effects on attitudes and values.

Two studies (Boekeloo et al., 1996; Danielson et al., 1990) examined the impact of health
consultations. Boekeloo and colleagues (1999) reported that at immediate post-test, adolescents in
the intervention group were more likely than control adolescents to believe that their doctor thought
they should use condoms if they had sexual intercourse (p<0.05), believe that they should use
condoms if they had sexual intercourse (p<0.05), and less likely to believe it would be hard to refuse

sex with a partner who refused condom use (p<0.05). Perceived susceptibility to HIV and other STls,

73



PSHE x.x Community review Jones and colleagues (2010)

condom use self-efficacy, and beliefs about abstinence did not differ between groups. Danielson and
colleagues (1990) examined intervention effects on sexual attitudes. Coercive sexual attitudes® were
inversely associated with the intervention (OR 0.74; p<0.05). The association was weak and not
statistically significant among those who had already been sexually active at baseline, but was
stronger and statistically significant among those who had not yet become sexually active at baseline
(OR 0.67; p<0.01).

Three studies (DiClemente et al., 2004; Jemmott et al., 2005; Morrison-Beedy et al., 2005) examined
interventions specifically targeting sexually active young women. DiClemente and colleagues (2004)
found that over a 12-month follow-up period, African American females who received group education
sessions focusing on HIV prevention reported fewer barriers to condom use (p<0.01), more
favourable attitudes toward using condoms (p<0.001), and higher condom use self-efficacy scores
(p<0.001). Jemmott and colleagues (2005) also reported positive effects for a skills-based intervention
that targeted African American and Latino adolescent females. At post-test, compared to a health
promotion control group, skills-based intervention group participants reported greater intentions to use
condoms (p<0.01), greater condom use hedonistic beliefs* (p<0.01), greater sexual partner approval
of condoms (p<0.01), higher technical skills beliefs (p<0.05), and higher impulse control beliefs
(p<0.05). Participants who received the information-based intervention also reported higher scores
compared to the health promotion control group on the following measures: condom use intentions
(p<0.01); condom use hedonistic beliefs (p<0.01); technical skills beliefs (p<0.05), and impulse control
beliefs (p<0.05). Based on 3-months of follow-up, Morrison-Beedy and colleagues (2005) found that
females who received an HIV prevention intervention scored significantly higher than the control
group on confidence in condom use (p<0.05), and lower on the cons of condom use (p<0.05).
However, there was no difference between groups in risk perception, readiness, behavioural

intentions, or pros of condom use.

6.3.3.3 Personal and social skills

Three studies (Boekeloo et al., 1999; DiClemente et al., 2004; Morrison-Beedy et al., 2005) examined
intervention effects on skills. Boekeloo and colleagues (1999) found that at post-test, intervention
participants who received a health consultation reported significantly more discussion with their
physician about 11 of 13 topics regarding sexuality than control adolescents (all p<0.05). However,
there was no difference between intervention and control adolescents in their discussions with their
parents on these topics. Two studies (DiClemente et al., 2004; Morrison-Beedy et al., 2005) examined
interventions which specifically targeted sexually experienced young females. Over 12-months of
follow-up, African American females who received an HIV prevention intervention (DiClemente et al.,
2004) reported more frequent discussions with male sex partners about HIV prevention compared to
controls (p<0.01) and scored significantly higher on a measure of the condom use skills (p<0.001).

Morrison-Beedy and colleagues (2004) found a potentially negative effect of a group-based HIV

% Based on two items: "A girl who leads you on should go all the way", and "I might stop seeing some if she
refused me".

* A measure concerning the belief that condoms do not interfere with sexual enjoyment
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intervention. At the 3-month follow-up, control participants reported talking with their partners about
safer sex more often than did intervention participants (p<0.05).

6.3.3.4 Health and social outcomes related to sexual health
All six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Downs et al.,
2004; Jemmott et al., 2005; Morrison-Beedy et al 2005) examined intervention effects on health and

social outcomes related to sexual health.

Boekeloo and colleagues (1999) and Danielson and colleagues (1990) examined the effects of health
practitioner-led sexual health consultations. Boekeloo and colleagues (1999) examined whether an
STI risk assessment and education intervention had an impact on sexual activity, condom use and
STI rates. Bivariate analyses, revealed that there were no statistically significant differences between
groups regarding vaginal, anal, and/or oral sexual intercourse in the last 3 months or lifetime, or the
number of vaginal intercourse partners (last 3 months or lifetime), at either the 3- or 9-month follow-up.
Based on a mixed model regression, which controlled for baseline sexual experience and doctor,
intervention participants were found to be more likely to have had vaginal intercourse at the 3-month
follow-up than controls (OR 2.46; 95% CI 1.04, 5.84), but not at the 9-month follow-up (OR 1.64; 95%
Cl 0.81, 3.34). Among adolescents sexually active in the last 3 months, there were no significant
differences between intervention and control participants regarding condom use at last intercourse at
9-months follow-up (OR 1.00; 95% CI: 0.31, 3.24), but the rate was greater among intervention
participants at the 3-month follow-up (OR 18.1; 95% CI 1.3, 256.0). There was no difference between
intervention and control participants in their reported STI diagnoses, STI treatment or pregnancies
during the last 3 months at either follow-up. At the 9-month follow-up, more control participants
reported genital signs of possible STIs than intervention participants (p<0.05). Danielson and
colleagues (1990) reported that there was no statistically significant effect of the intervention, which
specifically targeted male adolescents, on sexual activity status at follow-up. When confounding
variables were controlled for, the association between the intervention and contraceptive
effectiveness was statistically significant among the larger population of all males who were sexually
active at follow-up (OR 1.51; p<0.05), and particularly among those who were not sexually active at
baseline (OR 2.53; p<0.01). A partner's use of the pill at last intercourse was significantly associated

with the intervention among all participants who were sexually active at follow-up (OR 1.66; p<0.05).

Four studies (DiClemente et al., 2004; Downs et al., 2004; Jemmott et al., 2005; Morrison-Beedy et al.,
2005) examined interventions specifically targeting sexually active young females. DiClemente and
colleagues (2004) found that relative to participants who received a general health promotion
intervention, African American females who received a group-based HIV intervention were more likely
to report using condoms consistently in the past 30 days and 6 months, and to have used a condom
at last vaginal sexual intercourse, at both the 6- and 12-month follow-up and in analyses conducted
over the entire 12-month follow-up. Intervention participants were less likely to report having a new
vaginal sex partner at the 6-month follow-up, and over the 12-month follow-up period. In addition,
participants who received the intervention were significantly less likely to self-report a pregnancy at

the 6-month follow-up, but there was no difference between groups on this outcome at 12-months, or
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over the entire follow-up period. Compared to controls, HIV intervention participants were more likely
to report condom protected sex acts, both in the 30 days and 6-months preceding the 6- and 12-
month follow-up, and over the entire 12-month follow-up. They also reported significantly fewer
unprotected vaginal intercourse episodes and a higher frequency of putting condoms on their partners.
The results presented by the authors suggested that the intervention had an effect on Chlamydia
infections (OR 0.17; 95% CI 0.03, 0.92; p<0.05), but no difference between groups were observed for
Trichomonas vaginalis (OR 0.37; 95% CI 0.09, 1.46) or Gonorrhoea (OR 0.14; 95% CI 0.01, 3.02).
Downs and colleagues (2004) examined an interactive video intervention, finding that intervention
participants were more likely to have been completely abstinent between baseline and the 3-month
follow-up than controls (OR 2.50; p<0.05). However, at the 6-month follow-up there was no difference
between groups on this measure. There was no significant difference between intervention and
control participants in how often they reported using condoms between baseline and the 3-month
follow-up, or at the 6-month follow-up. There was no difference in the number of condom failures
between conditions at the 3-month follow-up, but at the 6-month follow-up, participants in the video
condition reported fewer condom failures in the past 3 months compared to controls (p<0.05).
Participants in the video condition were significantly less likely to report having been diagnosed with
an STI compared to controls (OR 2.79; p=0.05). However, the only disease with sufficient power to
detect a difference was Chlamydia (OR 7.75; p=0.05). Jemmott and colleagues (2005) reported that
participants who received a skill-based HIV intervention reported less frequent unprotected sexual
intercourse at the 12-month follow-up compared to those who received a health-promotion control
(p<0.01) or an information-based intervention (p<0.05). There was no difference between the groups
on these measures at the 3- or 6-month follow-up. At the 12-month follow-up, skill-based intervention
participants reported fewer sexual partners than controls (p<0.05), and they were less likely to report
having multiple partners (p<0.01). No differences in the reported number of sexual partners were
observed at the 3- or 6-month follow-up. There was no difference in STI rates between groups at the
6-month follow-up. However, at 12-months, participants who received the skill-based intervention
were significantly less likely to have an STI than were those in the health promotion control group
(p<0.05). Morrison-Beedy and colleagues (2005) found that a group-based HIV intervention for
sexually active females had limited effects on sexual risk behaviours. Although overall risk behaviour
scores were lower within the HIV intervention group relative to the control group, none of the
individual risk outcomes, (including vaginal sex with/without condom, received/gave oral sex, alcohol

or drug use before sex, and number of partners) were significantly different between the two groups.

6.3.4 Summary and evidence statements

Six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Downs et al., 2004;
Jemmott et al., 2005; Morrison-Beedy et al., 2005) were conducted in healthcare settings including
family planning clinics and primary care practices. Four studies (DiClemente et al., 2004; Downs et al.,
2004; Jemmott et al., 2005; Morrison-Beedy et al., 2005) examined group-based education and/or
skills-based interventions that specifically targeted sexually active young women. Two studies
(Boekeloo et al., 1999; Danielson et al., 1990) examined interventions based around a health

practitioner-led sexual health consultation.
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All six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Morrison-Beedy
et al., 2005; Jemmott et al., 2005; Downs et al., 2004) examined intervention effects on knowledge
and understanding. Across four studies (DiClemente et al., 2004; Morrison-Beedy et al., 2005;
Jemmott et al., 2005; Downs et al., 2004) of interventions that specifically targeted sexually active
young females, there were consistent short- to medium-term improvements in sexual health-related
knowledge among intervention participants. In addition, two studies (Boekeloo et al., 1999; Danielson
et al., 1990) of health consultations reported significant short-term increases in knowledge among
intervention participants relative to controls. Five studies (Boekeloo et al., 1999; Danielson et al., 1990;
DiClemente et al., 2004; Jemmott et al., 2005; Morrison-Beedy et al., 2005) examined intervention
effects on attitudes and values. There were fairly consistent positive intervention effects on condom
use attitudes across three studies (DiClemente et al., 2004; Jemmott et al., 2005; Morrison-Beedy et
al., 2005), which examined group-based education and/or skills-based interventions specifically
targeting sexually active young women, and one study (Boekeloo et al., 1996) that examined a sexual
risk assessment and education intervention. Three studies (Boekeloo et al., 1999; DiClemente et al.,
2004; Morrison-Beedy et al., 2005) examined intervention effects on personal and social skills related
to communication. There were inconsistent effects on communication; one study (DiClemente et al.,
2004) reported medium-term positive effects on intervention participants’ communication with their
partners and a further study (Boekeloo et al., 1999) found positive short-term effects on adolescents’
communication with their doctor, but not their parents. One study (Morrison-Beedy et al., 2005) found

a potentially negative effect of a group-based HIV intervention.

All six studies (Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Downs et al.,
2004; Jemmott et al., 2005; Morrison-Beedy et al 2005) examined intervention effects on health and
social outcomes related to sexual health. Two studies (Boekeloo et al., 1999; Danielson et al., 1990)
of health practitioner-led sexual health consultations found no intervention effects on sexual activity,
but there were weak short-term effects on condom and other contraceptive use. Across four studies
(DiClemente et al., 2004; Downs et al., 2004; Jemmott et al., 2005; Morrison-Beedy et al 2005) that
examined interventions specifically targeting sexually active young females, there were inconsistent
intervention effects on sexual activity, frequency of intercourse and number of partners. However,
intervention effects on condom use and unprotected intercourse were more consistent, with two
studies (DiClemente et al., 2004; Jemmott et al., 2005) reporting medium-term positive effects on
these outcomes. Three studies (Boekeloo et al., 1999; Downs et al., 2004; Jemmott et al., 2005)
examined intervention effects on STI infection and/or diagnosis, finding mixed intervention effects.
However, medium-term positive effects on STI diagnosis were reported in one study (Jemmott et al.,
2005) of a skills-based HIV/STI intervention.
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Evidence statement 9

9 (a)

9 (b)

9(c)

9 (d)

9 (e)

9 (f)

9(9)

There is strong evidence from six RCTs" to suggest that interventions and programmes
delivered in healthcare settings may produce short- to medium-term improvements in sexual
health-related knowledge. This evidence may only be partially applicable because these

studies were conducted in the USA and focused on ethnic populations, specific to the USA.

There is strong evidence from three RCTSs’ to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may have short- to medium-term positive effects on condom use attitudes. This evidence may
only be partially applicable because these studies were conducted in the USA and focused on

ethnic populations, specific to the USA.

There is inconsistent evidence from three RCTs® on which to determine the effects of
interventions and programmes delivered in healthcare settings on sexual health-related
communication. However, there is strong evidence from one RCT* to suggest that a gender-
and culturally-tailored intervention for African American females may have a positive impact on
communication with sexual partners and condom use skills. This evidence may only be partially
applicable because this study were conducted in the USA and focused on an ethnic population
specific to the USA.

There is moderate evidence from two RCTs’ to suggest that interventions and programmes
based on health practitioner-led sexual health consultations may have a limited impact on
sexual behaviours, including sexual activity and condom and other contraceptive use. This

evidence may only be partially applicable because these studies were conducted in the USA.

There is strong evidence from four RCTs® to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may not have a consistent impact on sexual activity or numbers of sexual partners. This
evidence may only be partially applicable because these studies were conducted in the USA
and focused on ethnic populations, specific to the USA.

There is strong evidence from four RCTs® to suggest that group-based education and/or skills-
based interventions specifically targeting sexually active young women in healthcare settings
may have a short- to medium-term positive impact on condom and other contraceptive use, and
unprotected intercourse. This evidence may only be partially applicable because these studies

were conducted in the USA and focused on ethnic populations, specific to the USA.

There is inconsistent evidence from three RCTs® on which to determine the effects of
interventions and programmes delivered in healthcare settings on STIs. However, there is
strong evidence from one RCT® to suggest that a skill-based HIV/STI intervention may have a
positive medium-term impact on STI diagnosis. This evidence may only be partially applicable
because this study were conducted in the USA and focused on ethnic populations specific to
the USA.
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Boekeloo et al., 1999 (RCT +); Danielson et al., 1990 (RCT -); DiClemente et al., 2004 (RCT ++); Downs et
al., 2004 (RCT +); Jemmaott et al., 2005 (RCT ++); Morrison-Beedy et al., 2005 (RCT +)

2 DiClemente et al., 2004 (RCT ++); Jemmott et al., 2005 (RCT ++); Morrison-Beedy et al., 2005 (RCT +)
¥ Boekeloo et al., 1999 (RCT +); DiClemente et al., 2004 (RCT ++); Morrison-Beedy et al., 2005 (RCT +)
*  DiClemente et al., 2004 (RCT ++);

®  Boekeloo et al., 1999 (RCT +); Danielson et al., 1990 (RCT -)

DiClemente et al., 2004 (RCT ++); Downs et al., 2004 (RCT +); Jemmott et al., 2005 (RCT ++); Morrison-
Beedy et al., 2005 (RCT +)

" Boekeloo et al., 1999 (RCT +); Downs et al., 2004 (RCT +); Jemmott et al., 2005 (RCT ++)
8 Jemmott et al., 2005 (RCT ++)
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Table 6.5. Summary of programme content: programmes delivered within healthcare settings

Jones and colleagues (2010)

Author Study de_S|gn Baselme Setting Programme components Theoretical base Provider(s)
and rating population
USA ASSESS: Sexual risk assessment and education
n=215 intervention. Single session with doctor two brochures Social cognitive
Boekeloo et RCT ~70°/_ African Primary care that addressed skills and self-efficacy for sexual health, theor Th?—;-or of Primary care
al., 1999 (individual) + 07 y community resources brochures, and two brochures for Y, y doctors
American : : : Reasoned Action
parents about how to discuss sex and drug risks with
12-15 years teens
USA Reproductive health consultation and slide tape
Danielson et RCT n=522 males programme. Included information on reproductive Health care
al. 1990 (individual) - E_thnicit NR Primary care | anatomy, fertility, hernia, testicular self-examination, NR ractitioner
" 15-18 )(/aars STIs, contraception, couple communication and access P
y to health services.
Trained African
USA American female
DiClemente et RCT n=522 females Family Four, 4-hour sessions; ethnic and gender pride, HIV risk Social cognitive health educator
L 100% African medicine reduction strategies and the importance of healthy theory, theory of :
al., 2004 (individual) ++ ; - ) ; and two African
American clinic relationships. gender and power Ameri
14-18 years merican peer
educators
USA
n=300 females Interactive video intervention, which covered negotiation
Downs et al., RCT 75% African Healthcare behaviours with sexual partners, condom efficacy, and NR Video
2004 (individual) + American; 15% settings information about reproductive health and viral and
White; 10% other bacterial STls
14-18 years
USA . Single session interventions. (1) Educational videotapes
n=682 females Hospital- illustrated correct condom uée with a demonstration Female, African
Jemmott et RCT 68% African based family del and depicted effecti S i d . | Cognitive behavioural i
al., 2005 (individual) ++ American; 32% planning model and depicted effective negotiation of condom use; theory American
" Latin’o clinic (2) Participants practiced the skills needed to use facilitators
condoms
12-19 years
USA
n=62 females S . . .
Morrison- 599% White: 29% Family Four, 2-hour sessions; HIV-related mfprmatlon and Infor.magon— '
RCT . . behavioural skills components (assertiveness, self- Motivation- Trained female
Beedy et al., o Black; 10% planning . o \ . o . . . A
2005 (individual) + Hispanic; 2% centre efficacy, and negotlat]on) combined with motivational Behavioural Skills interventionists
L enhancement strategies. Model
Asian
15-19 years
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Table 6.6. Programme delivered in healthcare settings: effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Study Rat|ng InterVen“on Comparator FO”OW-Up Know|edge and Att|tudes and Values Personal and socia'
understanding . skills
T beliefs about condom use . . .
No . T discussion with
Boekeloo et RCT ASSESS . . PT U | NS condom use self-efficacy . .
al., 1999 (individual) + n=101 intervenion (NR) T HIV transmission NS perceived HIV susceptibility | PPysician about sexuality
n= NS abstinence beliefs topics
Reproductive Wait list
Danielson et RCT health | NR T ways to protect against ! rcive sexual attitudes® )
al., 1990 (individual) - consultation co_ntro STIg*** coe
_ n=260
n=262
T condom attitudes** T condom use skills***
RCT General health 6 mo T HIV prevention** 1 condom barrierg** T communication
DiClemente et (individual) HIV prevention promotion T condom use self-efficacy** frequency**
al., 2004 + n=251 n=271 T condom attitudes** T condom use skills***
12 mo T HIV prevention** NS condom barriers T communication
T condom use self-efficacy** frequency*
. Alternative NS general STI
Downs et al., RCT _ Video delivery 3mo NS specific STI
) intervention
2004 (individual) + n=NR formats NS general STI
- 6 mo o - -
n=NR NS specific STI
T condom use intention**
Health _ T condom use hedonistic
Skills-based promotion f HIV/S.TI risk beliefs*
n=235 control 3,6,12mo reduction*** T sexual partner appr_oval** -
n=219 T condom use*** T_technlcal skills bell_efs*
RCT T |mpuls¢_e c_ontrol_belle_fs*
Jemmott et (individual) NS negotiation skill beliefs
al., 2005 ++ T condom use intention***
Health . T condom use hedonistic
Information promotion t HIV/S.TI risk beliefsx*
n=228 control 3,6,12mo reduction*** NS sexur?ll partner approval -
n=219 T condom use*** T technical skills beliefs*

T impulse control beliefs*
NS negotiation skill beliefs
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Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up Knowledge and . Personal and social
understanding Attitudes and values skills
NS condom use intention
NS condom use hedonistic
Jemmott et _RCT Skills-based Information NS HIV/.STL:LSK beliefs
al. 2005 (individual) n=235 n=228 3,6,12mo reduction NS sexual_partn(_er appr_oval -
' ++ T condom use*** NS technical skills beliefs
NS impulse control beliefs
NS negotiation skill beliefs
T confidence in condom use*
Morrison- HIV risk Health { cons of condom use* o _
Beedy et al. _ _R_CT _ reducthn promotion 3mo - NS risk perception 1 communication with
2005 ’ (individual) + intervention control NS _readln_ess _ partners about safe sex*
n=33 n=29 NS behavioural intentions

NS pros of condom use

*p<0.05; **p<0.01; ***p<0.001; 1 p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported

Table 6.7. Programme delivered in healthcare settings: effects on health and social outcomes related to sexual health

Health and social outcomes

Study Rating Intervention Comparator | Follow-up Age of 'l:\:’eqli)enq:‘/ Contraceptive STIs/ H
initiation umpoer o use Conceptions Other
partners
3mo NS \I/aginall, NS numbelr of OI_NS STI /
L . anal or oral vaginal 1 iagnoses
ég‘rt];gi‘:)//‘;) _ sexual intercourse T condom use treatment )
No intercourse partners NS pregnancy
Boekeloo et ~ RCT AS_SESS intervention _ 1 genital signs
al., 1999 (individual) + n=101 n=114 9mo NS vaginal, NS number of of possible
(int=93%; anal or oral _ vaginal NS condom use STIs" )
cON=90% ) . sexual intercourse NS STI
intercourse partners treatment
NS pregnancy
1 effective
o -
Danielson et RCT Unnamed \:;Vc?:tr“;t NR NS sexual ) ? %r::ticeipstlgg e ) )
al., 1990 (individual) - n=262 n=260 activity status of pill at last
intercourse*
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Jones and colleagues (2010)

Study

Rating

Intervention

Comparator

Follow-up

Health and social outcomes

Age of
initiation

Frequency/
Number of
partners

Contraceptive
use

STis/
Conceptions

Other

DiClemente et
al., 2004

RCT
(individual)
++

HIV prevention
intervention
n=251

General health
promotion
n=271

6 mo
(int=90%;

con=90%)

1 new vaginal
sex partner,
past 30 d*

NS consistent
condom use,
past 30 d
T consistent
condom use,
past 6 mo**

T condom use at
last
intercourse***

12 mo
(int=87%;
con=89%)

NS new vaginal
sex partner in
past 30 days

T consistent
condom use,
past 30 d*

T consistent
condom use,
past 6 mo*

T condom use at
last
intercourse***

Downs et al.,
2004

RCT
(individual) +

Interactive video
intervention
n=NR

Alternative
delivery
formats

n=NR

3mo
(NR)

T abstinence*

NS condom use
frequency NS
condom failures

6 mo
(NR)

NS abstinence

NS condom use
frequency
1 condom
failures, past 3
mo*

1 diagnosed
with
Chlamydia*
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Jones and colleagues (2010)

Health and social outcomes

Study Rating Intervention Comparator | Follow-up Age of Frequency/ Contraceptive STiIs/
LT Number of - Other
initiation use Conceptions
partners
1 frequency
NS number of sex
partners, past 3 NS frequency drugs/alcohol
3,6 mo ) mo sex without ) (both*)
(NR) NS multiple condom use, NS frequency
HIV/STI Health partners, past 3 past 3 mo unprotected
Jemmott et RCT reduction romotion mo Sex
al. 2005 (individual) intervention pcontrol drugs/alcohol
" ++ Skills-based, . NS frequency
n=235 n=219 1 multiple sex
artners, past 3 | 1 frequency sex
12 mo ) P mo*’l? withc?ut corzldom | tested df‘i?;’i'gﬁgd
(NR) 1 number of use, past 3 mo** positive STI* unprgtecte():i/
partner:]sc;*past 3 sex
drugs/alcohol*
HIV/STI NS multiple M e
Jemmott et RCT reduction rlgriacl)iirl)n 3,6,12mo partneﬁépast ° Nsse;rs\fi{tl:w%nuﬁy NS tested drugs/alcohol
al., 2005 (individual) intervention pcontrol ' ('NR) ) NS number of condom use ositive STI NS frequency
" ++ Information, ~ ’ P unprotected
n=228 n=219 partners, past 3 past 3 mo sex
mo
drugs/alcohol
1 frequency
HIV/STI HIV/STI NS multiple | 00 ency sex Sex
Jemmott et RCT reduction reduction 3 6. 12 mo partne:sépast 3 without condom NS tested %u?nséacl)%?;]f;l
al., 2005 (|nd|l/|:iual) S"rll(tlﬁgvggggg Ilmg%eanttig): (NR) ) NS number of (fzs ?ﬁg?zsltJ ?c))rT(i) positive STI NS frequency
n=235 ' n=228 ' partners, past 3 y unprotected
mo sex
drugs/alcohol
Morrison- HIV ri;k Health gl;/;egglvgg)/( NS alcohol or
RCT reduction promotion 3 mo . NS number of
Beedy etal., (individual) + intervention control (48%) NS.vagllnaI Sex partners ) ) drug use
2005 h=33 h=29 with/without before sex
B B condom

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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6.4 Programmes delivered to families

6.4.1 Overview of evidence identified

Ten studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; McBride et al.,
2007; McKay et al., 2004; Miller et al., 1993; Scheinberg et al., 1997; Winett et al., 1992; 1993)
evaluated seven programmes delivered to families which targeted adolescent sexual health, all of
which were conducted in the USA. Two studies (Winett et al., 1992; 1993) evaluated interventions
that aimed to prevent HIV and AIDS while eight studies (Anderson et al., 1999; Dilorio et al., 2006;
Lederman et al., 2004; 2008, McKay et al., 2004; McBride et al., 2007; Miller et al., 1993; Scheinberg
et al., 1997) evaluated programmes that focused on delaying sexual initiation and reducing sexual risk
behaviours. Two studies (Anderson et al.,, 1999; Miller et al., 1993) included a specific focus on
improving family communication about sexual behaviours. The setting where the intervention or
programme was delivered varied, and included sessions after school, in the home and in community
centres. The person or persons providing the intervention was poorly reported across the included
studies, and were reported for only one programme, the CHAMP family programme (McKay et al.,
2004; McBride et al., 2007), which was provided by a variety of providers including mental health

interns, parents and community consultants respectively.

Six evaluations detailed the theory or theories that were the basis for intervention. Three programmes
including RAP (Anderson et al., 1999), PARE (Lederman et al., 2008) and SHAPE (Scheinberg et al.,
1997) were based on social learning theory. The development of the SHAPE programme (Scheinberg
et al.,, 1997) also informed by social cognitive theory. Keepin’ It R.E.A.L (Dilorio et al., 2006) was

based on social cognitive theory and problem behavioural theory.

Sample size varied between studies, ranging from 49 families (Winett et al., 1992) to 804 adolescent-
parent dyads (Lederman et al., 2004). All programmes involved children in early adolescence aged
between 10 to 15 years and their parents, and all programmes had at least one session for both
parent and child together. One programme (Keepin’ It R.E.A.L, Dilorio et al., 2006) only included
mothers while all other programmes recruited both mothers and fathers, or an appropriate other adult.
Post-intervention follow-up time varied across the included studies. The period of follow-up for three
programmes (CHAMP Family Program, McKay et al., 2004; McBride et al., 2007; an HIV prevention
video, Winett et al., 1992; Winett et al., 1993; SHAPE, Scheinberg et al., 1997) was six months or less,
with the CHAMP family programme and SHAPE evaluated at post-test only. Two studies, including
evaluations of Facts and Feelings (Miller et al., 1993) and one evaluation of PARE (Lederman et al.,
2004) reported follow-up periods of 12 months or less. Long-term evaluation (>12 months) was
reported by three studies including evaluations of RAP (Anderson et al., 1999), Keepin’ It R.E.A.L
(Dilorio et al., 2006), and the second evaluation of PARE (Lederman et al., 2008).

6.4.2 Quality assessment
Of the 10 studies identified, seven were RCTs, one was an NRCT and two were CBA studies. Five
RCTs (Lederman et al., 2004; 2008; Miller et al., 1993; Winett et al., 1992; 1993) were based on

individual randomisation while the remaining two RCTs (Anderson et al., 1999; Dilorio et al., 2006)
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were based on cluster randomisation, by group (Anderson et al., 1999) and community site (Dilorio et
al., 2006). Quality of the RCTs varied with one study rated good for quality (Dilorio et al., 2006), two
studies rated as moderate (Miller et al., 1993; Winett et al., 1993) and four rated as poor (Anderson et
al., 1999; Lederman et al., 2004; 2008; Winett et al., 1992). The quality of the NRCT was rated as
poor (Scheinberg et al., 1997). Two CBA studies that evaluated the CHAMP family programme
(McKay et al., 2004; McBride et al., 2007) were rated poor quality due to being based on post-test
follow-up only and poor reporting of outcomes. All seven RCTs were reported as randomised, but did
not detail methods of randomisation or describe whether allocation was appropriately concealed.
Outcome measures were reliable in all studies and rated good quality in three studies (Lederman et
al., 2008; Miller et al., 1993; Winett et al., 1993). In all RCT studies, outcomes were rated as being
relevant and generally all important outcomes were assessed. RCTs were rated as moderate or good
for length of follow-up time, with the exception of one study (Winett et al., 1993) where follow-up time
was less than six months. Baseline comparability of groups was poorly reported or not reported in five
RCTs (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; Lederman et al., 2008; Miller
et al.,, 1993) and an ITT analysis was only reported to have been undertaken in one study (Dilorio et
al., 2006).

6.4.3 Findings

6.4.3.1 Knowledge and understanding

For six programmes, eight studies (Dilorio et al., 2006; Lederman et al., 2008; McKay et al., 2004;
McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997; Winett et al., 1992; 1993) reported
outcomes relating to knowledge and understanding. For four programmes including Keepin’ It R.E.A.L
(Dilorio et al., 2006), CHAMP family programme (McKay et al., 2004; McBride et al., 2007), SHAPE
(Scheinberg et al., 1997) and an HIV prevention video intervention (Winett 1992; 1993) only short-
term follow-up results, at six months or less were presented. Two studies (Miller et al., 1993,
Lederman et al., 2009) reported medium- to long-term follow-up results, at 1- and 2-years,

respectively.

Across the eight studies that examined intervention effects on knowledge and understanding, there
were generally positive intervention effects. Evaluations of four programmes (Keepin' It R.E.A.L;
CHAMP family programme; an unnamed HIV prevention video and PARE) examined knowledge
about HIV and AIDS. Positive intervention effects were reported for both adolescent (p<0.05) and
mother’s (p<0.01) HIV knowledge following the Keepin’ It R.E.A.L programme (Dilorio et al., 2006), for
those who received the social cognitive theory-based intervention (SCT) in comparison to controls
and those who received the life skills intervention (LSK). In two studies (Winett et al., 1992; 1993) of a
home-based HIV prevention video, positive intervention effects were found on knowledge about HIV
for both adolescents and their parents in the short-term (all comparisons, p<0.001). Lederman and
colleagues (2008) also found that PARE had long-term positive effects on knowledge about
preventing HIV and pregnancy (2-years follow-up; p<0.05). The CHAMP family programme (McKay et
al., 2004; McBride et al., 2007) had no impact on knowledge about HIV at post-test, and although
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SHAPE (Scheinberg et al., 1997) had a positive effect on children’s knowledge at post-test (p<0.05)
there was no significant impact upon parents. Miller and colleagues (1993) reported that the Facts
and Feelings intervention had positive effects on child (p<0.001) and father (p<0.01) sexual

knowledge, but had no significant impact on mother’s knowledge.

6.4.3.2 Attitudes and values

Eight studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; McKay et al.,
2004; McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997) examined intervention effects
on attitudes and values for six programmes. Adolescent attitudes and intentions regarding abstinence
was the most common outcome evaluated and on the whole non-significant programme effects were
reported. There was no significant effect of RAP (Anderson et al., 1999) on reasons why not to have
sex in the short- or medium-term and there was no effect of Facts and Feelings (Miller et al., 1993) on
intentions to have sex, or attitudes towards abstinence or sex. However, this programme positively
influenced father's (p<0.05) and mother's (p<0.01) abstinence values in comparison to control
participants. Dilorio and colleagues (2006) found a non-significant association between participation in
Keepin' It R.E.A.L and adolescent intentions to have sex or use condoms at the 2-year follow-up.
Based on short-term follow-up, Scheinberg and colleagues (1997) found that participation in SHAPE
had no significant effects on adolescent attitudes towards abstinence or parent attitudes towards sex.
Based on short-term follow-up, adolescent intentions to postpone sex were positively associated with
participation in PARE (Lederman et al., 2004; p<0.01), however the programme did not impact upon
attitudes towards risk behaviours. Long-term evaluation of PARE (Lederman et al., 2008) revealed

that there was no significant effect of the programme on self-efficacy to resist sex.

Two studies (McKay et al., 2004; McBride et al., 2007) examined the impact of the CHAMP family
programme on attitudes towards HIV and AIDS, finding no significant programme effects. One study
(Dilorio et al.,, 2006) examined attitudes related to parent-child communication. Based on 2-year
follow-up of Keepin’ It R.E.A.L participants, Dilorio and colleagues (2006) found positive intervention
effects on mothers’ intentions to communicate about sex with their child (p<0.01) and on their comfort
in doing so (p<0.001).

6.4.3.3 Personal and social skills

Ten studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; McKay et al.,
2004; McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997; Winett et al., 1992; 1993)
examined the impact of eight programmes on personal and social skills. Nine studies (Anderson et al.,
1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; McKay et al., 2004; McBride et al., 2007;
Miller et al., 1993; Scheinberg et al., 1997) examined intervention effects on parent-child
communication. Two studies (Lederman et al., 2004; Scheinberg et al., 1997) of the PARE and
SHAPE programmes, respectively, found no significant effects on communication about sexual
behaviours at short-term follow-up in intervention families compared to controls. The CHAMP family
programme (McKay et al., 2004; McBride et al., 2007) was found to have had significant short-term
effects on family decision making (p<0.05), parental monitoring, family decision making and comfort in

communication (all p<0.01). However, CHAMP intervention families also reported significantly higher
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levels of family conflict compared to controls (p<0.01). At post-test, there was a positive effect of the
RAP programme (Anderson et al., 1999) on parent-child communication (p<0.05), but at the 1-year
follow-up this difference was no longer significant between intervention and control families. Two
studies (Lederman et al., 2008; Dilorio et al., 2006) examined intervention effects on communication
over the long-term. Long-term evaluation of the PARE programme (Lederman et al., 2008) revealed a
non-significant effect of the programme on parent-child communication, in addition, although the
Keepin’ It R.E.A.L programme (Dilorio et al., 2006) had a significant, positive effect on mother-
daughter discussion as reported by mothers, there was no significant effect on communication as

reported by daughters.

Winett and colleagues (1992; 1993) evaluated two home-based HIV video interventions. Both
evaluations found a short-term positive effect of the interventions on family problem-solving skills
(both p<0.05), but no effect on teen assertiveness or teen problem solving skills. Scheinberg and
colleagues (1997) found that the SHAPE programme had no impacts in the short-term on

adolescent’s comfort accessing contraception, sexual decision-making or assertiveness.

6.4.3.4 Health and social outcomes related to sexual health
Five studies (Anderson et al., 1999; Dilorio et al., 2006; McKay et al., 2004; McBride et al., 2007;
Miller et al., 1993) examined the effects of six programmes (RAP, Facts and Feelings, Keepin’ It

R.E.A.L, and the CHAMP family programme) on health and social outcomes related to sexual health.

Long-term evaluation of Keepin’ It R.E.A.L (Dilorio et al., 2006) indicated no significant effects of
either intervention condition on abstinence or involvement in intimate sexual behaviours, however,
among sexually active participants, those in the SCT and LSK groups were more likely than controls
to report that they had used a condom the last time they had sex, although the significance of this
finding was not clearly reported. Two studies (Miller et al., 1993; Anderson et al., 1999) examined
intervention effects on outcomes related to sexual health in the medium-term finding no effect of
either intervention at follow-up, on sexual behaviours and pregnancy, respectively. Short-term
evaluation of the CHAMP family programme (McKay et al., 2004; McBride et al., 2007) revealed a

significant reduction in the time adolescents spent in situations of sexual possibility (p<0.01).

6.4.4 Summary and evidence statements

Ten studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; McBride et al.,
2007; McKay et al., 2004; Miller et al., 1993; Scheinberg et al., 1997; Winett et al., 1992; 1993)
evaluated seven programmes delivered to families which targeted adolescent sexual health. All ten
studies were conducted in the USA and the young people involved were in early adolescence. Across
the included studies there was a focus on delaying sexual initiation, reducing sexual risk behaviours

and improving parent-child communication about sexual behaviours.

Seven studies (Dilorio et al., 2006; McKay et al., 2004; McBride et al., 2007; Miller et al., 1993;
Scheinberg et al., 1997; Winett et al., 1992; Winett et al., 1993) examined intervention effects on

knowledge and understanding. The results of these studies demonstrated that interventions and
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programmes delivered to families can have positive influences on knowledge related to sexual health
in the short- (Scheinberg et al., 1997; Winett 1992; Winett et al., 1993), medium- (Miller et al., 1993)
and long-term (Dilorio et al., 2006; Lederman et al., 2008). Improvements were reported in adolescent
knowledge and knowledge among mothers (Dilorio et al., 2006) and fathers (Miller et al., 1993). Only
one programme, CHAMP (McKay et al., 2004; McBride et al., 2007), was found to have had no
impact on knowledge at follow-up. Eight studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman
et al., 2004; 2008; McKay et al., 2004; McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997)
examined intervention effects on attitudes and values. The most common outcomes examined were
attitudes towards abstinence and adolescent’s intentions to remain abstinent or have sex. Generally,
across six studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; Miller et al.,
1993; Scheinberg et al., 1997), the results suggested that programmes and interventions delivered to
families were not effective at influencing adolescent’s attitudes and intentions regarding resisting or
delaying sex. Six studies reported finding no significant differences between intervention and control
groups at follow-up regarding adolescent’s attitude towards abstinence (Anderson et al., 1999; Miller
et al., 1993; Scheinberg et al., 1997), or intentions to have sex (Dilorio et al., 2006; Miller et al., 1993),
self-efficacy to resist sex (Lederman et al., 2008), and one study (Lederman et al., 2004) reported
inconsistent effects, with effects on intentions to delay sex at medium-term follow-up but not on
attitudes towards risk behaviours. Ten studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman
et al., 2004; 2008; McKay et al., 2004; McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997,
Winett et al., 1992; 1993) examined the impact of eight programmes on personal and social skills.
Across nine studies, which examined effects on parent-child communication, no clear intervention

effects were found.

Five studies (Anderson et al., 1999; Miller et al., 1993; Dilorio et al., 2006; McKay et al., 2004,
McBride et al., 2007) examined effects on health and social outcomes related to sexual health for four
programmes. The results suggested that programmes and interventions delivered to families do not
affect sexual behaviour. Two studies (Anderson et al., 1999; Miller et al., 1993) found no intervention
effects on pregnancy rates or sexual behaviour, respectively, and long-term evaluation of Keepin’ It
R.E.A.L (Dilorio et al., 2006) found no intervention effects on abstinence or involvement in intimate
sexual behaviours. There were, however, limited but positive effects of this programme on condom

use.

Evidence statement 10

10 (@) There is moderate evidence from five RCTs and one NRCT" to suggest that interventions and
programmes delivered to families may improve knowledge in the short- to long-term. Findings
may only be partially applicable to the UK as all the studies were conducted in the USA and
may not be generalisable beyond the populations studied.

10 (b) There is moderate evidence from five RCT and one NRCT? to suggest that interventions and
programmes delivered to families may not influence adolescent’s attitudes or intentions

regarding abstinence or delaying sex. Findings may only be partially applicable to the UK as
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10 (c)

10 (d)

all the studies were conducted in the USA and may not be generalisable beyond the
populations studied.

There is moderate evidence from seven studies’ to suggest that programmes and
interventions delivered to families may not influence parent-child communication. There is
weak evidence from two CBA studies® to suggest that intensive, family-focused interventions
may have positive short-term effects on family communication. Findings may only be partially
applicable to the UK as all the studies were conducted in the USA and may not be
generalisable beyond the populations studied.

There is weak evidence from three RCT and two CBA studies® to suggest that programmes
delivered to families may not have effects on adolescent sexual behaviour. Findings may only
be partially applicable to the UK as all the studies were conducted in the USA and may not be

generalisable beyond the populations studied.

! Dilorio et al., 2006 (RCT ++); Scheinberg et al., 1997 (NRCT -); Winett et al., 1992 (RCT -); Winett et al.,
1993 (RCT +); Miller et al., 1993 (RCT +); Lederman et al., 2008 (RCT -)

2 Anderson et al., 1999 (RCT -); Dilorio et al., 2006 (RCT ++); Lederman et al., 2004 (RCT -); Lederman et al.,
2008 (RCT -); Miller et al., 1993 (RCT +); Scheinberg et al., 1997 (NRCT -)

¥ McKay et al., 2007, McBride et al., 2007 (CBA -)

*  Anderson et al., 1999 (RCT -); Miller et al., 1993 (RCT +); Dilorio et al., 2006 (RCT ++); McKay et al., 2004
(CBA -); McBride et al., 2007 (CBA -)
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Table 6.8. Summary of programme content: programmes delivered to families

Jones and colleagues (2010)

Study .
Author design and Basellr_1e Setting Programme components Theoretical base Provider(s)
. population
rating
USA
n=251 adolescents
(mean age 10.6)
and their parents Family;
46% Hispanic; 21% summer; RAP Reaching Adolescents and Parents: six
Anderson et RCT African American; after-school | adolescent-only; one adult-only and one joint sessions to . .
al., 1999 (cluster) - 13% European- and in- improve parent-child communication and delay sexual Social learning theory NR
American; 6% Asian school debut
American; 2% classes
Native American;
5% other; 8%
unknown
USA
n=582 adolescents Family; boys | Keepin’ It R.E.A.L: seven two-hour sessions over 14 . .
. (mean age 12 ; S . . - - : Social cognitive
Dilorio et al., RCT ears) and their and girls weeks. Participants received either a life skills or social theorv: problem NR
2006 (cluster) ++ y mothers club cognitive theory based intervention that aimed to delay behavxi/én?r theor
S members sexual initiation and increase condom use y
Ethnicity=NR
USA
n=804 parent and
Ch'.ld dyao!s PARE Parent-Adolescent Relationship Education:
38% Hispanic; 26% . o . .
Lederman et RCT . L Family; after- | participants received four two and a half-hour sessions
e African American; . - NR NR
al., 2004 (individual) - . school over a four week period plus three booster sessions to
25% White; 10% . )
reduce sexual risk behaviours
Other
(children aged 11-
15 years)
USA
n=192 families
36% Hispanic; 29% PARE Parent-Adolescent Relationship Education: Social learnin
Lederman et RCT African American; Famil participants received four two and a half-hour sessions theorv: co niti\?e NR
al., 2008 (individual) - 24% White; 11% y over a four week period plus three booster sessions to Y, €09

Asian or Other
(adolescents aged
11-15 years)

reduce sexual risk behaviours

behavioural theory
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Study .
Author design and Bas?llne Setting Programme components Theoretical base Provider(s)
rating population
USA
McKay et al n=564 4" and 5" CHAMP Family Programme: 12 90-minute weekly Meinr;[fgrgz_alth
.y grade children and . meetings aimed at delaying initiation of sexual J
2004; McBride CBA - heir famili Family . d reduci ; - S f NR community
et al.. 2007 their families intercourse and reducing time spent in situations o consultants:
v ~99% African sexual possibility arents !
American P
USA
n=548 families Facts and Feelings: intervention included six 15-20
. Mothers and fathers I minute videos to increase parent-child communication
Miller et al., . .R.CT were 93% and 97% Family; in about sexual issues and to delay the likelihood of sexual NR NR
1993 (individual) + . . the home N ; ; :
White respectively initiation with or without accompanying newsletters that
(adolescent mean provided supplementary information
age 13.9 years)
USA SHAPE (Sharing Healthy Adolescent and Parent Social learnin
Scheinberq et n=122 participants Family; Experiences): Parents and children attended six two- theor 'socialg
al. 1997 9 NRCT - from n=61 families classroom hour sessions together where they were exposed to a o niti\)//é theor NR
" Majority White, 5% curriculum curriculum aiming to delay sexual intercourse and to reI%\tionaI ethic)g
Latino, 4% Asian prevent risky sexual behaviours
USA
. n=49 families g NR: families viewed four HIV prevention videos at home
Winett et al, _RCT (adolescents aged Family; in that focused on educating about HIV; problem-solving, NR Video
1992 (individual) - the home X i S -
12-14 years) assertiveness, coping and communication skills
Ethnicity=NR
USA e . o
_ n=69 families o NR: fa_lmllles viewed 13_5 minutes of HIV prevention V|d_eo
Winett et al., RCT (adolescents aged Family; in that included education about HIV and teen risk NR Video
1993 (individual) + g the home behaviour and health issues; family and problem-solving

12-14 years)
Ethnicity=NR

skills and teen assertiveness
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Table 6.9. Programmes delivered to families:

effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Study Rating Intervention Comparator Follow-up ﬁ?]?:l\{eviggsn%?nn; Attitudes and values Personal and social skills
PT - partici’;:n;(see“‘ivoonusldw:gt have 1 parent Ch."d
Anderson et RCT RAP Delayed (NR) Sex now” communication*
al., 1999 _ intervention
(cluster) - n=185 =66 12 mo NS reasons why NS parent child
n=251 - participants “would not have compmunication
(54%) sex now”
4 mo T adolescent HIV
n=547 knowledge®* - -
(94%) 1 mother’s HIV knowledge®™*
T mothers’ intentions to
discuss sex with child**
- T mothers’ comfort in
o Kg%plg th 1 hour HIV discussing sex with child***
Dilorio et al., RCT o . NS child’s comfort talking to T mothers reporting
n=381 session . - - .
2006 (cluster) ++ P - 24 months mother about sex discussion with child about
(LSK n=187,; n=201 _ ) -
SCT n=194) n=524 - NS V\{o_uld en_d sexual sex in pgs:[ 3 months
(90%) activity until older NS child’s reported
NS would use a condom communication with mother
every time they have sex
NS outcome expectations
and self-efficacy for
abstinence
T intentions to postpone
sexual involvement**
NS expectancies about
Traditional consequences of sexual NS discourse with parents
Lederman et RCT PARE intervention 3-6 mo ) behaviour; about sexual and otpher risk
al., 2004 (individual) - n=90 delivery n=NR NS attitudes towards risk behaviours
n=714 behaviours
NS perceptions of parents’
disapproval to involvement
in risk behaviours
T parents reported having
Lederman et RCT PARE Attention 2 yrs T protection against NS self-efficacy for resisting definite rules gbogt child’s
al 2008 (individual) - n=90 Control n=NR pregnancy and HIV sex behaviour
o n=102 transmission* NS parent child

communication
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Outcomes
Study Rating Intervention Comparator Follow-up ﬁ?]?:l\{eviggsn%?nn; Attitudes and values Personal and social skills
T family decision making*
T parental monitoring and
Did not supervision**
gﬂ&ﬁa}yMgér%é CBA - CHAMP _ receiV(_a n:P4-I(—35 NS knowledge about NS attitudes towards T family comfn_uni_cation
ot al ' 2007 n=274 intervention (82%) HIV/AIDS HIV/AIDS regarding sensitive issues**
" n=290 T communication comfort**
T children reported higher
family conflict**
T father’s abstinence
values*
T mother’s abstinence
values*** T child, father and mother
. I NS child’s abstinence reported parent child
FactsnisteSellngs Did not Tk(:g\l,a; dZZ’iﬂf' values; intention_s to ha\_/e communication about
. : . 1lyr ; sex before marriage or in sexF**
Miller et al., RCT (video only receive n=504 T father’s sexual the next year 1 frequency in
1993 (individual) + | n=132; video + intervention (92%) knowledge** NS child’s acceptability for communication
newsletter n=290 NS mother’s sexual . . Y , .
_ pressuring for sex; child’s NS frequency in
n=126) knowledge ; R o
peer’s sexual values; child’s | communication at delayed
family’s sexual values; post-test
family or peer influence on
child’s sexual values
1 children’s social decision
1 *
T attitudes towards NS chr'?sllélr?g scores ial
homosexuality* : gaging in socia
T child’s satisfaction with - activities .
. social relationships* NS Ch"q N comfc_)rt engaging
_ Reduced PT T children’s’ knowledge test NS child's attitudes about in s_oual activities; _talklng
Scheinberg et NRCT - SHAPE I intervention n=118 scores* birth control: sexuality: with parents or friends
al., 1997 n=NR - NS parent’s knowledge test K 1ality, about sex or birth control;
n=NR (97%) scores gender roles; abstinence comfort accessing or usin
NS child’s self-esteem; Anraeies 9
satisfaction with sexuality NS child’s sexual decision
NS parent attitudes towards making: communication-
sexual behaviour ng, L '
assertiveness; birth control
assertiveness skills
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Outcomes
Study Rating Intervention Comparator Follow-up Knowledge and ] ] ]
understanding Attitudes and values Personal and social skills
T teen knowledge about T family prpblem solving
skills***
PT HIV= - NS teen assertiveness skills
n=NR T parent knowledge about -
Waiting list Iy NS teen problem-solving
Winett et al., RCT NR Comf'ol skills
1992 (individual) - n=NR n=NR t teen knowledge about T family pro_ble*m-solvmg
6 mo skills
n=NR HIV - NS teen assertiveness skills
(94%) T parent "S‘I’\‘ﬁ'ﬁdge about NS teen problem-solving
skills
PT T family problem-solving
n=69 skills***
far;ilies T knowledge about HIV*** - NS teen assertiveness skills
NS teen problem-solving
0,
Winett et al., RCT NR . Reduce_d (100%) skills
L _ intervention - -
1993 (individual) + n=NR n=NR 4 mo T family problem-solving
_ skills***
f ;rr:ﬁfigs T knowledge about HIV*** - NS teen assertiveness skills
NS teen problem-solving
(67%) :
skills

*p<0.05; *p<0.01; ***p<0.001; " p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
#SCT and control groups in comparison to LSK group ®SCT group in comparison to LSK and control groups ‘video plus group in comparison to video only group
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Table 6.10. Programmes delivered to families: intervention effects on health and social outcomes related to sexual health

Health and social outcomes

Study Rating Intervention Comparator | Follow-up o Frequency/ ) ]
Age of initiation Number of Contraceptive use | STIs/ Conceptions
partners
Anderson et RCT RAP . Delaye_d 12 r_nonths
al. 1999 (cluster) - n=185 intervention n=251 - - - NS pregnancy rates
" n=66 (54%)
Keepin' It 1 hour HIV NS abstinence;
. R.E.AL . 24 months | . .. . )
Dilorio et al., RCT n=381 prevention n=524 intimate behaviours; ) T condom use at )
2006 (cluster) ++ o session sexual possibility last sex*
LSK, n=187, n=201 (90%) situations
SCT, n=194) B
McKay et al., CHAMP Did not receive | Post-test 1 time in situations
2004; McBride CBA - n=274 intervention n=465 of sexual - - -
et al., 2007 n=290 (82%) possibility**
Facts & Feelings
n=258 . .
Miller et al., RCT (video only Dli?\tgf\terﬁgglr:/e %25%2 NS sexual ) ) )
1993 (individual) + | n=132; video + n=290 (5;20/) behaviour
newsletter B 0
n=126)

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; T increase relative to comparator; ! decrease relative to comparator; NS not significant; - outcome not reported
4LSK group compared to SCT and control groups
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6.5 Programmes delivered to parents

6.5.1 Overview of evidence identified

Five studies (Dancy et al.,, 2006; Dilorio et al., 2007; Forehand et al., 2007; Gustafson, 1998;
O’Donnell et al., 2005) examined interventions and programmes delivered to parents that targeted
adolescent sexual health. All five studies were conducted in the USA. Programmes were delivered in
a variety of settings, with parents as the focus. One intervention was delivered at home to parents via
CD-ROM (Saving Sex for Later; O’Donnell et al., 2005), others were delivered in community-based
settings using facilitators to provide training sessions to parents and their children (Parents Matter!;
Forehand et al., 2007), health experts (The Mother/Daughter HIV risk-reduction [MDRR]; Dancy et al.,
2006), parish nurses (Let's Talk: Sex is for Love; Gustafson, 1998) or community-based workers
(REAL Men programme; Dilorio et al., 2007).

The theoretical base underpinning the intervention was not reported in two studies (Forehand et al.,
2007; Gustafson, 1998), cognitive behavioural skills theory was used in one study (Dancy et al., 2006),
social cognitive theory was reported in another study (Dilorio et al., 2007), and the Saving Sex for
Later programme (O’Donnell et al., 2005) was reportedly based on both diffusion of innovations

theory and the theory of planned behaviour.

The numbers of participating parents and children were not clear for all studies. The total number of
parents and youth involved was reported for three studies (Dilorio et al., 2007; O’Donnell et al., 2005;
Gustafon, 1998), and ranged from 58 to 674 parents and 63 to 846 children. For the MDRR
programme (Dancy et al., 2006), the authors reported only the numbers of daughters included
(n=262). A total number of 1,115 participants was reported for the Parents Matter! Programme
(Forehand et al., 2007). Power calculations or sample size was mentioned in only one study (REAL
Men programme; Dilorio et al., 2007) and was reported to be poor due to small numbers and clusters.
A further two studies provided enough information to determine that sample sizes were appropriate
(O’Donnell et al., 2005; Forehand et al., 2007). However, insufficient information was provided to

determine the appropriate size of the samples in two studies (Dancy et al., 2006; Gustafson, 1998).

The majority of studies focused on young people aged between 9-14 years. However, one study
(Gustafson, 1998) focused on a slightly other population aged 12-16 years with a mean age of 14
years. One study (Gustafson, 1998) reported immediate post-test results only and Dancy and
colleagues (2006) reported follow-up within 1-2 weeks after participating children had completed their
training. A short follow-up time of three months was reported by O’Donnell and colleagues. Thus only

two studies (Forehand et al., 2007; Dilorio et al., 2007) reported both short and medium term follow-

up.

6.5.2 Quality assessment
Of the five included studies four were based on an RCT design and one used an NRCT design. Of the
four RCTs, two were based on cluster randomisation (Dancy et al., 2006; Dilorio et al., 2007) and two

were based on individual randomisation (Forehand et al., 2007; O’'Donnell et al., 2005). Cluster
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randomisation was conducted at community-based intervention site level. The unit of analysis did not
match the unit of allocation in one study (Forehand et al., 2007) and no adjustment was reported. All
studies were reported as moderate quality (+ rating) and two studies (Forehand et al., 2007;
O’Donnell et al., 2005) reported intent to treat analysis. Outcome measures were reported to be
reliable in all studies. Relevant outcomes were reported across all included studies.

6.5.3 Findings

6.5.3.1 Knowledge and understanding

Knowledge outcomes were reported in one study (Dancy et al., 2006), which found no significant
increase in HIV transmission knowledge in the MDRR group, in comparison to a group who received
HIV education delivered by a health expert. However, a significant increase in HIV transmission
knowledge was found in the MDRR group in comparison to a group who received a nutrition and

exercise intervention.

6.5.3.2 Attitudes and values
Four studies (Dancy et al., 2006; Dilorio et al., 2007; Gustafson, 1998; O’Donnell et al., 2005)

examined intervention effects on attitudes and values related to sexual health.

Dancy and colleagues (2006) found no effects of the MDRR intervention on intentions to refuse sex in
comparison to a group receiving HIV education taught by health experts (Health Expert HIV Risk
Reduction curriculum; HERR). However, in comparison to a group receiving a nutrition and exercise
intervention (Mother/Daughter Health Promotion curriculum; MDHP), MDRR participants reported
greater intentions to refuse sex (p<0.05). The REAL Men Programme (Dilorio et al., 2007) had non-
significant short-term effects on fathers’ intentions to discuss sex-related topics and sons’ intentions to
delay sexual intercourse. However, medium-term findings showed significant increases in both
reported intentions among intervention participants compared to controls who participated in a
nutrition and exercise programme (both p<0.05). Gustafson (1998), reported post-tests results
indicating positive programme effects of the Let's Talk programme on Satisfaction with Personal
Sexuality scale (p<0.05) and Clarity of Personal Sexual Values scale (p<0.05). Hoever, there was no
change in young people’s attitudes towards sexuality, values of fidelity, attitude towards the use of
force in sexual activity or in their intentions regarding sexual intercourse. O’Donnell and colleagues
(2005) reported positive programme effects of the Saving Sex for Later programme on parents’ views
of their influence over their child’s risk-taking behaviour. In logistic regression analyses, parents in the
intervention group scored higher than controls on parental influence (adjusted OR 2.15; 95% CI 1.36,
3.41; p<0.001)..

6.5.3.3 Personal and social skills

All five studies reported outcomes relating to personal and social skills. Most studies reported
intervention effects on communication. The REAL Men programme (Dilorio et al., 2007) had
inconsistent short- and medium-term effects on father and son reports of sexual health-related

communication. In comparison to controls who participated in a nutrition and exercise programme, at
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both the 3- and 12-month follow-up, intervention fathers reported a positive increase in discussion
(p<0.05), with no difference reported at 6-month follow-up. However, sons in the intervention group
reported no significant increases, in sex-related communication compared to controls at any follow-up
period. Forehand and colleagues (2007) found higher mean changes (p<0.05) in parental reports of
sexual communication and parental responsiveness to sexual communication in the short- to medium-
term among parents who received an enhanced communication intervention compared those who
received a single session communication intervention and controls who received a general health
intervention. The effects of the enhanced intervention on children’s reports of sexual communication
and parental responsiveness to sexual communication were less consistent; higher mean changes
were observed at post-test for both measures compared to the single session and control groups, but
not at subsequent follow-ups. Compared to a no intervention control, parents who participated in the
Let’'s Talk programme (Gustafson, 1998) had a significantly greater improvement in their scores on a
scale measuring the quality of communication with their child (p<0.05). However, there was no
difference on other measures of parental norms (sexual values of fidelity, frequency of communication,
and monitoring) or on measures of social support behaviours (family cohesion and shared family
activities). O’'Donnell and colleagues (2005) found positive intervention effects of the Saving Sex for
Later programme on parents’ reports of communication (adjusted OR 2.45; 95% CI 1.53, 3.92;
p<0.001) and self-efficacy (adjusted OR 1.94; 95% CI 1.21, 3.11; p<0.01), but not on parental
monitoring (adjusted OR 1.84; 95% CI 0.91, 3.72). Children whose parents participated in the

programme reported positive programme effects on family rules and family support (both p<0.05).

6.5.3.4 Health and social outcomes related to sexual health

Four studies (Dancy et al., 2006; Dilorio et al., 2007; Forehand et al., 2007; O’Donnell et al., 2005)
examined intervention effects on health and social outcomes related to sexual behaviours. Dancy and
colleagues (2006) reported that there was no difference in sexual activity among MDRR participants
and in those who received HIV education taught by health experts (HERR). However, in comparison
to a group receiving a nutrition and exercise intervention (MDHP), MDRR participants were less likely
to be sexually active at post-test (p<0.05). The REAL Men Programme (Dilorio et al., 2007) had no
short or medium-term programme effects on intimate behaviours, or on sexual abstinence rates.
However, positive medium-term programme effects were reported for unprotected intercourse.
Intervention participants were less likely than controls who participated in a nutrition and exercise
programme to report ever having sexual intercourse without a condom (p<0.05). Forehand and
colleagues (2007) found that children whose parents attended an enhanced communication
intervention group were no more or less likely to be at sexual risk than those in the control group (RR
1.04; 95% CI 0.73, 1.46) or the single session groups (RR 0.98; 95% CI, 0.69, 1.39). Youth in the
Saving Sex for Later programme (O’Donnell et al., 2005) showed significant decreases in behavioural

risks compared to controls (p<0.05).

6.5.4 Summary and evidence statements
Five studies (Dancy et al.,, 2006; Dilorio et al., 2007; Forehand et al., 2007; Gustafson, 1998;

O'Donnell et al., 2005) were identified that examined sexual health interventions aimed at parents.
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One study (O’Donnell et al., 2005) examined intervention effects on a programme delivered via CD-
ROM. Two studies (Dancy et al., 2006; Gustafson, 1998) used medically trained people to deliver the
programme and two others (Dilorio et al.,, 2007; Forehand et al., 2007) used community-based

workers and facilitators respectively.

One study (Dancy et al., 2006) found that, compared to a nutrition and exercise programme, an
intervention which trained mother’s to be their daughters’ primary HIV educators had short-term
significant effects on knowledge of HIV transmission. Four studies (Dancy et al., 2006; Dilorio et al.,
2007; Gustafson, 1998; O'Donnell et al., 2005) examined intervention effects on sexual behaviour
attitudes and values. Across three studies (Dancy et al., 2006; Dilorio et al., 2007; Gustafson, 1998)
that examined effects on intentions there were inconsistent results. Dancy and colleagues (2006)
found short-term positive effects of an HIV risk reduction intervention and positive medium-term
programme effects were seen in one study (Dilorio et al., 2007). However, Gustafson (1998) found no
programme effects on intentions towards sexual intercourse. O’'Donnell and colleagues (2005)
reported positive programme effects on parents attitudes, including an increase in parents’ reported of
parental influence on their children’s risk-taking behaviour. All five studies (Dancy et al., 2006; Dilorio
et al., 2007; Forehand et al., 2007; Gustafson, 1998; O'Donnell et al., 2005) examined outcomes
relating to personal and social skills. Dancy and colleagues (2006) found short-term positive effects of
an HIV risk reduction intervention on self-efficacy to refuse sex. In addition, generally positive
programme effects were reported across the remaining studies with regards to communication, with
the exception of the study by Dilorio and colleagues (2007). They found that reports were inconsistent
between fathers and sons regarding the communication of sex-related topics with fathers reporting
more positively than their sons. Gustafson (1998) reported a positive programme effect on quality of
communication and Forehand and colleagues (2007) reported an increase in sexual communication
based on reports from both parents and their children who received an enhanced communication
intervention; although parent reports were found to be more positive over the medium term. O’Donnell
and colleagues (2005) reported positive programme effects on communication across a range of

measures including communication, self-efficacy and monitoring.

Four studies (Dancy et al., 2006; Dilorio et al., 2007; Forehand et al., 2007; O'Donnell et al., 2005)
examined health and social outcomes related to sexual behaviour. There were positive short-term
effects of two parent education programmes (Dancy et al., 2006; O’Donnell et al., 2005) on initiation
of sexual activity and behavioural risks related to early sexual initiation, respectively. However, lack of
clear intervention effects were reported in two further studies (Dilorio et al., 2007; Forehand et al.,
2007).
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Evidence statement 11

11 (a)

11 (b)

11 (c)

11 (d)

11 (e)

There is moderate evidence from one RCT' to suggest that training for mothers to be their
daughters’ primary HIV educator may produce short-term improvements in sexual health-
related knowledge and understanding. The evidence may only be partially applicable to the
UK as this study was conducted in the USA and focused on ethnic populations specific to the
USA.

There is inconsistent evidence from three RCTs and one NRCT? on which to determine the
effects of intervention and programmes delivered to parents on sexual health-related attitudes

and values.

There is weak evidence from three RCTs and one NRCT? to suggest that interventions
delivered to parents may improve parent-child communication about sexual health topics.
Findings may only be partially applicable to the UK as all the studies were conducted in the

USA and may not be generalisable beyond the populations studied.

There is inconsistent evidence from four RCTs® on which to determine the effects of

programme delivered to parents on their children’s sexual behaviour.

There is moderate evidence from one RCT" to suggest that delivery of HIV prevention content
by mothers may be as equally effective as that of health experts. The evidence may only be
partially applicable to the UK as this study was conducted in the USA and focused on ethnic

populations specific to the USA.

! Dancy et al., 2006 (RCT +)

2 Dancy et al., 2006 (RCT +); Dilorio et al., 2007 (RCT +); Gustafson, 1998 (NRCT +); O'Donnell et al., 2005
(RCT +)

3 Dilorio et al., 2007 (RCT +); Forehand et al., 2007 (RCT +); O'Donnell et al., 2005 (RCT +); Gustafson, 1998
(NRCT +)

Dancy et al., 2006 (RCT +); Dilorio et al., 2007 (RCT +); Forehand et al., 2007 (RCT +); O'Donnell et al., 2005

(RCT +)
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Table 6.11. Summary of programme content: programme delivered to parents

Jones and colleagues (2010)

Study
Author design and | Baseline population Setting Programme components Theoretical base Provider(s)
rating
USA The Mother/Daughter HIV risk-reduction (MDRR): Cognltlve_ behe_moural
_ . Lo skills, Fishbein and
n=262 daughters, Aimed to reduce sexual activity, increase HIV S .
Dancy et al., RCT 4 . g . . . Ajzen's behavioural
100% African Community | transmission knowledge, self-efficacy and intention to . - P Health experts
2006 (cluster) + . . . . : intentions; Collins
American refuse sex. Mother's were actively involved with the .
P community-other-
mean 12.4 years programme and had 12 weeks training.
mothers
USA ) .
_ REAL Men programme: Programme consisted of
n=554 (fathers and | i : le-ol » d
Dilorio et al. RCT sons) Boys and ectures, discussions, role-plays, games, videotapes an Social cognitive
2007 ! (cluster) + fimarily African Girls Clubs homework as well as weekly goals. Fathers received theor NR
P Ameyrican seven two hour sessions and their sons received one y
13-14 years old (final) session.
USA Parents Matter!: Sexual risk-reduction programme
Forehand et RCT n=1,115 including group sessions focussing on increasing parents'
al. 2007 (individual) + 100% African Community | communication about sexual topics. The programme was Not Reported Facilitators
" American delivered over five, 2.5 hour sessions using enhanced
9-12 years old communication.
Gustafson n:SE;Jf?rAnilies Let's Talk: Sex is for Love: Parenting workshop and in-
1998 ’ NRCT + Maiority White Community | home exercises to complete as a family. Three hour Not Reported Parish nurse
jorty workshop session; four weekly in-home exercises.
12-16 yrs
USA
n=846 children Saving Sex for Later: A CD-based intervention to Diffusion of
O'Donnell et RCT n=674 parents Home improve parental communication relating to sexual innovation model, CD-ROM
al., 2005 (individual) + 62% Black; 29% behaviour. The programme disseminated one CD every theory of planned

HisPanic; 8% other
5" or 6™ grade

10 weeks for six months.

behaviour
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Table 6.12. Programme delivered to parents:

effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Stud Ratin Intervention Comparator Follow-u
Y J P P E?]?jv;:(sa?;ned?r?; Attitudes and values Personal and social skills
MDHP PT T knowledge of HIV 1 intention to refuse sex* T self-efficacy to refuse
Dancy et al., RCT MDRR n=62 (91%) transmission** sex**
2006 (cluster) + n=103 HERR PT NS knowledge of HIV . : ¢ NS self-efficacy to refuse
n=97 (91%) transmission NS intention to refuse sex sex
NS intent to discuss sex- T discussion of sex-related
related topics (fathers) - .
3 mo - NS intentions about topics (fathers)
(NR) delaying sexual intercourse NS discussion of sex-
related topics (youth)
7 session (youth)
REAL Men nutrition and NS Intent to discuss sex- . .
Dilorio et al RCT programme exercise related topics (fathers) NS dlscus_smn of sex-
2007 h (cluster) + n=141 fathers programme 6 mo - NS intentions about related topics (fathers)
(52%) r (NR) h ; NS discussion of sex-
n= 132 fathers delaying sexual intercourse related topics (youth)
(48%) (youth)#
T intent to discuss sex- T discussion of sex-related
12 mo related topics (fathers)* topics (fathers)*
(80%) ) T Intentions about delaying NS discussion of sex-
sexual intercourse (youth)* related topics (youth)
PT T sexual communication
(NR) - - (parent and child report)*
P ts Matter! | Communication | responsiveness
aren ! -
Enhanced /General health ?NTS - - f sex(ue;ll rggmrgugrlgatlon
n=378 n= 366 P P
(ir%tzzg:l&; ) ) T sexuzllrggmrgugritcation
Forehand et RCT con=70%) (P pory
al., 2007 (individual) + BT 1 sexual communication
(NR) - - (parent and child report)*
T responsiveness
Parents Matter! | Communication 6
; ) mo
Single session | /General health (NR) - - -
n=371 n= 366
12 mo
(int=74%; - - -
con=70%)
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Jones and colleagues (2010)

Study

Rating

Intervention

Comparator

Follow-up

Outcomes

Knowledge and
understanding

Attitudes and values

Personal and social skills

Forehand et
al., 2007

RCT
(individual) +

Parents Matter!
Enhanced
n=378

Parents Matter!
Single session
n=371

PT
(NR)

T sexual communication
(parent report)

T sexual communication
(child report)*

6 mo
(NR)

T sexual communication
(parent report)

12 mo
(Enhanced
=84%;
Single=74
%)

T sexual communication
(parent report)

Gustafson,
1998

NRCT +

Let's Talk: Sex
is for Love
n= 34 families

No intervention
n= 24 families

PT
(int=78%;
con=97%)

T ‘Satisfaction with
Personal Sexuality’ scale*
T ‘Clarity of Personal
Sexual Values™
NS attitude toward sexuality
NS sexual values of fidelity
NS attitude toward the use
of pressure and force in
sexual activity
NS intentions of sexual
intercourse

T Quality of Communication
with Teen scale*

NS sexual values of fidelity
NS frequency of
communication

NS frequency of monitoring

NS family cohesion
NS shared familiy activities
NS quality of
communication with mother
or father
NS frequency of
communication,
understanding personal
sexual response
NS skills to avoid sexual
pressure

O'Donnell et
al., 2005

RCT
(individual) +

Saving Sex for
Later
n=423 children
n=337 parents

No intervention
n=423 children
n= 337 parents

3mo
(68%)

T parental influence (parent
report)***

Parents reports -
T communication***
NS monitoring
T self-efficacy**
Youth reports —

T family rules*

T family support*

*p<0.05; *p<0.01; ***p<0.001; " p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported; #Limited
to those not sexually active

104




PSHE x.x Community review

Table 6.13. Programme delivered to parents: effects on health and social outcomes related to sexual health

Jones and colleagues (2010)

Health and social outcomes

i i _ Frequency/ .
Study Rating Intervention Comparator Follow-up Age of initiation Nur?]ber 03; Contraceptive STis/
partners use Conceptions
MDHP PT 1 sexual activity* - - -
Dancy et al., RCT MDRR n=62 (91%)
2006 (cluster) + n=103 HERR PT NS sexual activity
n=97 (91%)
- . NS ever sexual
3mo NS intimate behaviours . ;
7 session (NR) NS sexual abstinence ) intercourse without )
REAL Men " condom
nutrition and I
Dilorio et al., RCT Erlc;glre;n:rrre exercise 6 mo NS intimate behaviours . {\IS ever se>_<;1ha "
2007 (cluster) + n= (5202) ers programme (NR) NS sexual abstinence ) n ercgg;sd%xqw ou )
n= 132 fathers T ever sexual
(48%) 12 mo NS intimate behaviours } intercourse without }
(80%) NS sexual abstinence condom
Parents Matter! | Communication/ 12 mo
Enhanced general health (int=84%; NS at sexual risk - - -
n=378 n= 366 con=70%)
Forehand et _ RCT Pgrents Mat_ter! Communication/ _ 12 mo _
al. 2007 (individual) single session general health (int=74%; NS at sexual risk - - -
" + n=371 n= 366 con=70%)
Parents Matter! | Parents Matter! 12 mo
Enhanced single session | (Enhanced=84%; NS at sexual risk - - -
n=378 n=371 Single=74%)
Saving Sexfor |\, intervention
O'Donnell et RCT Later . 3mo . .
al., 2005 (individual)+ | n= 423 children | M 423 children (68%) 1 behavioural risks* - - -

n= 337 parents

n= 337 parents

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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6.6 Programmes involving the wider community or mass media

6.6.1 Overview of evidence identified

Two studies were identified (Doniger et al., 2001; Sieverding et al., 2005) that examined interventions
that involved the wider community or mass media. Both studies were conducted in the USA. Doniger
et al (2001) examined a mass media intervention, Not Me, Not Now, which involved paid television
and radio advertising, billboards, posters distributed in schools in addition to educational materials for
parents and education programming in schools. The duration of the programme was five years.
Sieverding et al (2005) examined the Youth United through Health Education (YUTHE) outreach
programme. Peer educators targeted young people between the ages of 12 and 22 years to
undertake sexual risk assessment and provide information on STIs and STI screening. Young people

who participated in the intervention were also provided with condoms.

Neither study reported the theoretical model underpinning intervention. As the interventions examined
targeted the wider community it was not clear how many young people received the intervention in

either study.

6.6.2 Quality assessment

Both studies were based on cross-sectional time series (Doniger et al., 2001; Sieverding et al., 2005).
Sieverding and colleagues (2005) examined Chlamydia rates over a 5-year period (1998-2002) and
Doniger and colleagues (2001) examined pregnancy rates for 15-17 year olds over a 3-year period
(1993-1996). The study by Doniger and colleagues (2001) was rated poorly as the study was likely to
be subject to bias, as the analyses did not appear to adequately account for natural variations in the
data over time. The study by Sieverding and colleagues (2005) appeared to have been appropriately

conducted and was rated moderate quality.
6.6.3 Findings

6.6.3.1 Knowledge and understanding

None of the included studies examined intervention effects on knowledge and understanding.

6.6.3.2 Attitudes and values

None of the included studies examined intervention effects on attitudes and values.

6.6.3.3 Personal and social skills

None of the included studies examined intervention effects on personal and social skills.

6.6.3.4 Health and social outcomes related to sexual health

Doniger et al (2001) examined the effects of Not Now, Not Me, an abstinence-oriented
communications programme. Based on the analysis of pregnancy rates for 15-17 year olds across
five geographic areas, the authors noted a statistically significant downward trend between 1993 and
1996 in four areas, including the intervention area. Based on further analyses of the slope of a

regression line the authors reported that the rate of decline was fastest in the intervention area.
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Sieverding and colleagues (2005) examined the impact of a community outreach programme on STI
rates over a 5-year period. For both males and females in the intervention neighbourhood, Chlamydia
rates remained relatively stable over the 5-year period (1998-2002) and both males and females in
the comparison neighbourhood were significantly more likely to have Chlamydia than those in the
intervention neighbourhoods (females: OR 3.0; 95% CI 2.3, 3.9; p<0.001 / males: OR 2.9; 95% CI 2.0,
4.4; p<0.001). As there were much fewer cases of Chlamydia in the youngest adolescents, the
authors further examined rates in the older youth aged 18-22. Among females and males aged 18-22,
those in the comparison neighbourhood were significantly more likely to have Chlamydia than their
counterparts in the intervention neighbourhood (females: OR 2.3; 95% CI 1.7, 3.2; p<0.001 / males:
OR 2.3; 95% CI 1.5, 3.5; p<0.001).

6.6.4 Summary and evidence statements

Two studies were identified (Doniger et al., 2001; Sieverding et al., 2005) that examined interventions
that involved the wider community or mass media. Doniger and colleagues (2001) examined a mass
media intervention, Not Me, Not Now, and Sieverding and colleagues (2005) examined the Youth
United through Health Education (YUTHE) outreach programme.

Neither of the included studies examined intervention effects on knowledge, attitudes and skills. Both
studies analyses population-level changes, in pregnancy (Doniger et al., 2001) and STI rates
(Sieverding et al., 2005), respectively. Both studies reported positive intervention effects at a
population level, however the study by Doniger and colleagues (2001) did not adequately control for
natural fluctuations in the data and therefore it is not clear whether these or intervention effects were

responsible for the differences seen in the intervention and control communities.

Evidence statement 12

12 (@) There is no evidence from two CTS" on which to determine the effects of interventions and
programmes involving the wider community or mass media on knowledge, attitudes and skills

related to sexual health.

12 (b) There is weak evidence from one CTS? to suggest that a programme of community outreach
may have a positive impact on STI rates among young people. Findings may only be partially
applicable to the UK as the study was conducted in the USA and may not be generalisable

beyond the population studied.

Doniger et al., 2001 (CTS -); Sieverding et al., 2005 (CTS +)

2 Sieverding et al., 2005 (CTS +)
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Table 6.14. Summary of programme content:

programme involving the wider community or mass media

Jones and colleagues (2010)

Author Study de_S|gn Baselme Setting Programme components Theoretical base Provider(s)
and rating population
USA
Sieverding et n=NR Communit Youth United Through Health Education: Outreach
al. 2005 9 CTS + 87% African outreachy programme; sexual risk assessment, information on STIs NR Peer educators
" American and STI screening sites, role model stories and condoms
12-22 years
Not Me, Not Now: Paid television and radio advertising, . .
. LiSA billboards, posters distributed in schools, educational Social learning
Doniger et al., n=NR . - . - theory, consumer
CTS - o Mass media materials for parents and an educational series . : NA
2001 Ethnicity=NR : hool : | | information
15-17 years presented in schools (Pc_)stponlng Sexua_ Involvement), processing theory
sponsorship of community events, website

Table 6.15. Programme involving the wider community or mass media: effects on health and social outcomes related to sexual health

Sexual health outcomes
Study Rating Intervention Comparator | Follow-up o Frequency/ ) )
Age of initiation Number of Contraceptive use | STls/ Conceptions
partners
. Not Me, Not No L
Donger etal. CTs - Now intervention | 1993-1996 - - - 1 rate of decline
n=NR n=NR preg Y
YUTHE No
Sieverding et CTS + n=1 |ntervient|on 1998-2002 ) ) ) ! rate of C_:hlamyd|a
al., 2005 . n=1 infection***
neighbourhood .
neighbourhood

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; T increase relative to comparator; ! decrease relative to comparator; NS not significant; - outcome not reported
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6.7 Programmes targeting vulnerable young people

6.7.1 Overview of evidence identified

Three studies (Gleghorn et al., 1997; Rew et al., 2007; Slesnick and Kang, 2008) examined
community interventions aimed at vulnerable groups. All three studies examined interventions which
specifically targeted young homeless people. Gleghorn and colleagues (1997) examined an HIV
prevention intervention that combined street outreach, storefront prevention services and tailored
prevention materials including posters, T-shirts, condom packets and magazines. Rew and
colleagues (2007) examined a brief sexual health intervention, which consisted of group sessions
based around role-play and discussion. The study by Slesnick and Kang (2008) examined an
integrated cognitive-behavioural and HIV prevention intervention, which combined a community
reinforcement approach with HIV prevention content drawn from the Becoming a Responsible Teen

programme.

All three studies were conducted in North America and were delivered in the community using
outreach workers (Gleghorn et al., 1997), trained health educators (Rew et al., 2007) or therapists
(Slesnick and Kang, 2008). One study (Gleghorn et al., 1997) did not report a theoretical basis. Rew
and colleagues (2007) reported using theory of reasoned action and social cognitive theory and
Slesnick and Kang (2008) reported using cognitive behavioural theory. The sample size was small in
one study (Slesnick and Kang, 2008; n=180; n=96 intervention, n=84 control) and reasonably large in
two studies (Gleghorn et al., 1997; T1=429, T2=717: Rew et al., 2007; n=572). However, no studies
reported power calculations or limitations based on sample size.

All three studies examined homeless youth aged over 19 years. However, samples also included
youth aged 12 years thus justifying the studies’ inclusion. Follow-up times were unclear in one study
(Gleghorn et al., 1997), Rew and colleagues (2007) reported follow-up assessments at immediate
post-test and 3-6 weeks after the end of the programme. Slesnick and Kang (2008) reported follow-up
assessments at 3 and 6 months after baseline assessment, however data were presented as

changes over time.

6.7.2 Quality assessment

Of the three studies, one (Slesnick and Kang, 2008) was an RCT design based on individual
randomisation. The two remaining studies were based on NRCT study designs. The RCT study was
rated moderate quality (+ rating) and used an intent-to-treat design. However, the possibility of
contamination was mentioned. One NRCT study (Rew et al., 2007) was also rated moderate quality
and considered the possibility of contamination in the choice of research design. The NRCT study by
Gleghorn and colleagues (1997) was rated poor quality as details of the study were not fully reported

and scales used were not validated. Relevant outcomes were reported across all three studies.
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6.7.3 Findings

6.7.3.1 Knowledge and understanding

Only one study (Rew et al., 2007) reported outcomes relating to knowledge and understanding. The
authors reported an increase in HIV and STI knowledge in both the intervention and control groups at
follow-up (both p<0.001). However, findings showed that for the intervention group, knowledge
decreased from baseline to post-test and remained stable to the 3-6 week follow-up. For the control
group, knowledge remained stable from baseline to post-test and then decreased at the 3-6 week

follow-up.

6.7.3.2 Attitudes and values

None of the included studies examined intervention effects on attitudes and values.

6.7.3.3 Personal and social skills

Only one study (Rew et al., 2007) reported outcomes relating to personal and social skills. Self-
efficacy for breast self-examination in women and testicular self-examination in men increased from
baseline to post-test then remained stable. However, this was also the case for the control group
reporting self-efficacy for testicular self-exam. No programme effects were seen for condom self-

efficacy or assertive communication.

6.7.3.4 Health and social outcomes related to sexual health

All three studies examined health and social outcomes related to sexual health. Gleghorn and
colleagues (1997) found no significant effects of a street outreach programme on young homeless
people’s use of condoms with either a main or casual partner and there was no effect of the
programme on HIV-related referrals. In addition, Rew and colleagues (2007) found no effects of a
group-based brief sexual health intervention on safe sex behaviours or on sexual risk-taking
behaviours. Slesnick and Kang (2008) found that although there was no overall effect of combined
community reinforcement therapy and HIV prevention sessions, frequency of condom use increased
among subpopulations in both the intervention and control groups. Younger intervention participants
(14-18 years) and older control and intervention participants (18-22 years) increased their condom
use frequency at 6 months post-baseline. Intervention youths aged 14-18 years were more likely than

control youths to report more frequent condom use (p<0.01).

6.7.4 Summary and evidence statements

Three studies (Gleghorn et al., 1997, Rew et al., 2007, Slesnick and Kang, 2008) were identified that
examined the effectiveness of community-based programmes on vulnerable populations. One
programme (AESOP) was delivered by outreach workers, another (unnamed sexual health
intervention) used healthcare educators and a third (community reinforcement approach) used
therapists to deliver the intervention.

Intervention effects on knowledge and skills were examined by one study (Rew et al., 2007) and none
of the included examined intervention effects on attitudes and values. There were limited effects of a

brief sexual health intervention (Rew et al., 2007) on knowledge relating to AIDS and other STls, and
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on communication and self-efficacy. Health and social outcomes related to sexual health were
examined in all three studies, two of which reported no intervention effects (Gleghorn et al., 1997,
Rew et al., 2007). Slesnick and Kang (2008) found a positive effect on the frequency of condom use
among younger participants in a programme which combined a community reinforcement approach

with HIV prevention content.

Evidence statement 13
13 (a) There is insufficient evidence from one NRCT' to determine effects of interventions and
programmes targeting vulnerable populations on sexual health-related knowledge and

understanding, and personal and social skills.

13 (b) There is inconsistent evidence from two NRCT and one RCT? on which to determine effects
of interventions and programmes targeting vulnerable populations on health and social

outcomes relating to sexual health.

! Rewetal., 2007 (NRCT +)
2 Gleghorn et al., 1997 (NRCT -); Rew et al., 2007 (NRCT +); Slesnick and Kang, 2008 (RCT +)

111



PSHE x.x Community review

Table 6.16. Summary of programme content

. programmes targeting vulnerable young people

Jones and colleagues (2010)

Study .
Author design and Bas?llrje Setting Programme components Theoretical base Provider(s)
rating population
USA AIDS Evaluation of Street outreach Project
T1, n=429, Outreach with (AESOP): _Thls programme aimed to reduc_e youth HIV
Gleghorn et _ risk behaviours in homeless populations with the use of
T2, n=717, homeless/ - .
al., NRCT - T outreach workers. The intervention was compared to NR Outreach workers
White: T1=155, contact at . . .
1997 _ sites with limited HIV services and no regular outreach
T2=169 youth centre ith beul ific . d h
12-23 years with no subculture-specific interventions and no youth-
oriented HIV prevention centres
USA
n=572,
majority White
~ 0, i
Rew et al 2?n/e01ri2:r? ﬁ‘gi'gﬁn A sexual health promotion intervention with homeless Theory of reasoned Healthcare
" NRCT + ! Community youth using eight one hour taught sessions to increase action, Social
2007 American, ; o educators
Hispanic, sexual health knowledge and self-efficacy. cognitive theory
American Indian,
Multi-ethnic, Other
16-23 years
USA
n=180, . inf h: sk
13% native Comm_umty reinforcement approac .Ar_1 HIV risk-
X o reduction programme using trained therapists to
Slesnick and RCT A;Ai\;nnerégzrkf%ifan Communit provide skills building and education to homeless youth. | Cognitive behavioural Therapists
Kang, 2008 (individual) + ' y Compared to youth only accessing drop-in centres with theory P

American, 30%
Hispanic, 41%
White, 12% Other
14-22 years

links to case management, support, youth and
community services and HIV testing and counselling.
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Table 6.17. Programmes targeting vulnerable young people: effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Stud Ratin Intervention Comparator Follow-u
y g P P Knowledge ?‘”d Attitudes and values Personal and social skills
understanding
NS Condom self-efficacy
No NS Assertive
Rew et al., sLeJ;unijlgglt-h intervention PT, 3-6 communication
2007 NRCT + ntervention n= control weeks NS HIV/STI knowledge 1 self-efficacy for breast
n=196 only: 287, both (NR) self-exam in women**
B int & cont:89 T self-efficacy for testicular

self exam in men***

*p<0.05; **p<0.01; ***p<0.001; '”p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported

Table 6.18. Programmes targeting vulnerable young people: effects on health and social outcomes related to sexual health

Sexual health outcomes

Study Rating Intervention Comparator | Follow-up o Frequency/ _ STis/ Conceptions
Age of initiation Number of Contraceptive use Other
partners
Sites without NS condor_n use at
last sex with main
Gleghorn et AESOP regular partner
NRCT - n=T1=246, outreach NR - - NS HIV referrals
al., 1997 T2-392 n= T1=183 NS condom use at
B _.|_2=§25 ' last sex with casual
partner
Brief sexual interygntion PT 3-6 NS safe sex
Rew et al., NRCT + health n= control wéeks ) behaviours ) )
2007 intervention | - NS sexual risk-
n=196 only: 287, both (NR) taking behaviours
int & cont:89
Community 3 mo T frequency of
Slesnick and RCT are'?g;rgﬁ T?—?It\/ TrezﬂgjeE‘Tt as (73%), ) ) condom use )
Kang, 2008 (individual) + pprevention n= 84 6 mo (younger
P n= 96 B (86%) participants only**)

*p<0.05; **p<0.01; ***p<0.001; "p value not reported; 1 increase relative to comparator; ! decrease relative to comparator; NS not significant; - outcome not reported
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7 Programmes targeting multiple health behaviours

No systematic reviews or meta-analyses were identified for inclusion in the review of programmes
targeting multiple health behaviours, and in addition no economic evaluation studies were identified.
Five articles, which reported on evaluations of programmes and interventions that addressed both
alcohol use and sexual health, were identified. Two articles reported on studies that examined
interventions or programmes delivered in social, healthcare or community settings and three articles

reported on studies that examined interventions or programmes delivered to families or parents.
7.1 Programmes delivered within social, healthcare and community settings

7.1.1 Overview of evidence identified

Two studies (St Pierre et al., 1995; Wiggins et al., 2009) examined programmes which targeted both
sexual health and alcohol use. St Pierre et al (1995) examined the effects of Stay SMART, which
targeted young people enrolled in Boys and Girls Clubs, with and without the addition of a peer
leadership component. Wiggins et al (2009) evaluated the effectiveness of the Young People's Youth
Development (YPYD) programme in reducing teenage pregnancy, substance use and other outcomes.
The programme targeted young people considered to be at risk of teenage conception, substance

misuse or exclusion from school.

The numbers of participants included in the two studies (St Pierre et al., 1995; Wiggins et al., 2009)
were 359 and 2,724, respectively, and both studies targeted young people between the ages of 13

and 15 years. Both studies reported long-term follow-up, of 27- and 18-months, respectively.

7.1.2 Quality assessment

The study by St Pierre and colleagues (1995) was an NRCT. Participants were allocated to the
intervention and control groups within club groupings by the researchers. Overall, the study design
used was rated poorly. The authors excluded participants who did not complete a set number of
sessions, which limited the generalisibility of the study, and resulted in large losses to follow-up. The
study by Wiggins and colleagues (2009) was based on a CBA design. Allocation was not controlled
by the research team and participants for a comparison group were recruited from agencies that had
not received funds to run the YPYD programme. Overall, given the limitations of the study design it

was well reported and appeared to have been well conducted. The study was rated moderate quality.
7.1.3 Findings

7.1.3.1 Knowledge and understanding

None of the included studies examined intervention effects on knowledge and understanding.

7.1.3.2 Attitudes and values
Both studies examined intervention effects on attitudes and values. St Pierre et al (1995) reported that
Stay SMART only participants who were sexually active at baseline perceived significantly fewer

social benefits from engaging in sexual activity across all three follow-ups compared to the Stay
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SMART + boosters participants (p<0.01) and control participants (p<0.01). Among participants who
were virgins at baseline there were no significant effects of either intervention condition. Wiggins et al
(2009) found that female participants were more likely than control participants to report that they
expected to be a parent by age 20 (weighted adjusted OR 1.61; 95% CI: 1.07, 2.41; p<0.05).

7.1.3.3 Personal and social skills

None of the included studies examined intervention effects on personal and social skills.

7.1.3.4 Health and social outcomes related to sexual health

Both studies examined intervention effects on health and social outcomes relating to sexual health
and alcohol use. St Pierre et al (1995) reported that there was no impact on sexual behaviour at the
15-months follow-up of either intervention condition among all participants. Stay SMART patrticipants
who were sexually active at baseline reported significantly less sexual behaviour compared to the
Stay SMART + booster group and the control group at 27-months (both p<0.05). No statistically
significant effects were observed among participants who were virgins at baseline. Wiggins et al
(2009) found that the YPYD programme had a negative impact on participant’s sexual behaviour. At
follow-up, significantly more pregnancies were reported among females in the YPDP groups than in
the comparison group (weighted adjusted OR 5.48; 95% CI 2.18, 13.75; p<0.01) and significantly
more females in the YPDP group than in the comparison group reported heterosexual sex at follow-up
2 (weighted adjusted OR 3.48; 95% CI 1.49, 8.12). There was no difference in rates of monthly

drunkenness among programme and comparison participants.

7.1.4 Summary and evidence statements

Two studies (St Pierre et al., 1995; Wiggins et al., 2009) examined programmes which targeted both
sexual health and alcohol use. St Pierre et al (1995) examined the effects of Stay SMART, which
targeted young people enrolled in Boys and Girls Clubs, with and without the addition of a peer
leadership component. Wiggins et al (2009) evaluated the effectiveness of the Young People's Youth

Development (YPYD) programme in reducing teenage pregnancy, substance use and other outcomes.

Neither of the included studies examined intervention effects on knowledge and understanding, or on
personal and social skills. However, both studies examined intervention effects on attitudes and
values. St Pierre and colleagues (1995) found a favourable reduction in sexual attitudes but only
among sexually experienced participants who received the intervention without the additional booster
sessions. The YPYD programme (Wiggins et al., 2009) had potentially harmful effects on attitudes,
with female intervention participants more likely than control participants to report that they expected
to be a parent by age 20.

Both studies examined intervention effects on health and social outcomes related to sexual health,
and Wiggins and colleagues (2009) examined effects on alcohol use. The effects of the Stay SMART
intervention were inconsistent across the two intervention conditions examined. The YPYD
programme (Wiggins et al., 2009) had a negative impact on participant’'s sexual behaviour,

particularly among intervention females who were significantly more likely than controls to engage in
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heterosexual sexual intercourse and more likely to become pregnant. There was no effect of the

programme on male participants or on participant’s alcohol use.

Evidence statement 14
14 (a) There is weak and inconsistent evidence from one NRCT and one CBA study’ on which to
determine the effects of programmes delivered in social and community settings on attitudes

and values related to sexual health and alcohol use.

14 (b) There is weak and inconsistent evidence from one NRCT?on which to determine the effects
of programmes delivered in social and community settings that seek to address both sexual
health and alcohol use.

14 (c¢) There is weak evidence from one CBA study3 to suggest that youth development
programmes, which target young females at behavioural risk, may have a negative effect on
sexual behaviours. This evidence is applicable as the study was conducted in the UK.

! StPierre et al., 1995 (NRCT -); Wiggins et al., 2009 (CBA +)

St Pierre et al., 1995 (NRCT -)
Wiggins et al., 2009 (CBA +)

2

3
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Table 7.1. Summary of programme content: programmes delivered in social, healthcare or community settings

Jones and colleagues (2010)

Author Study de_S|9n Basellr_1e Setting Programme components Theoretical Provider(s)
and rating population base
USA
St Pierre et al 45;:3\15511@ Bovs & Girls Stay SMART: 12 sessions + 8 booster sessions; including
v NRCT - 0 ! y components of LST. SMART leaders peer leader programme NR NR
1995 14% Hispanic, Clubs designed to build upon skills and knowledge
42% Black 9 P ge.
13-14 years
UK
n=2,724 Young People's Youth Development programme: 6-10 hours,
- Int/Con: Black Youth one week a year; Education, training/employment opportunities, life Youth agency
Wiggins, 2009 CBA + or minority agencies skills, mentoring, volunteering, health education, arts, sports and NR staff
ethnic 23%/20% advice on accessing services.
13-15 years

Table 7.2. Programmes delivered in social, healthcare or community settings: effects on knowledge, attitudes and skills

Outcomes
Stud Ratin Intervention Comparator Follow-u
y g P P Knowledge _and Attitudes and values Personal and social skills
understanding
Stay SMART 1 perceived social benefits
only 3,15, 27 o
n=119 - No mo frc_)rr_l engaging in sexua:
_ Stay SMART + |nterl/ent|on (76%, 55% - activity (Stay SMART_on y -
St Pierre et n=123 Vs. control; non-virgins
NRCT - boosters 42%) .
al., 1995 n=117 only**)
Stay SMART + Stay SMART 3, 15,27 T perceived social benefits
boosters only mo - from engaging in sexual -
n=117 n=119 (NR) activity (non-virgins only**)
No 9, 18 mo
Wiggins, 2009 CBA + rT_'iYgsP? intervention (int=43%; - f Zxr;etzz(t)egc;%gle;g%rrﬁni)by
o n=1,087 con=31%) 9 y

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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Jones and colleagues (2010)

Table 7.3. Programmes delivered in social, healthcare or community settings: effects on health and social outcomes related to sexual health and

alcohol use
. . Health and social outcomes
Study Rating Intervention Comparator Follow-up Sexual health Alcohol Use
Stay SMART
only 3, 15 mo NS sexual intercourse -
_ No (NR)
n=119 intervention
Stay SMART + .
St . goosters n=123 (75(;0 mS%% 1 sexual intercourse (Stay SMART only vs.
ierre e i - ' control; non-virgins only* )
aI., 1995 NRCT n=117 42%) g y )
3,15 mo .
Stay SMART + Stay SMART (NR) NS sexual intercourse -
boosters only >7
n=117 n=119 (Ng)o 1 sexual intercourse (non-virgins only*) -
No 9, 18 mo "
Wiggins, 2009 CBA + rTiY(ISD?,ID? intervention (int=43%; N hTet%rr%gsgizgs(];?(nz%(ransa?gsl,y;n)l ﬂ) NS drunkenness
= n=1,087 con=31%) y

*p<0.05; **p<0.01; ***p<0.001; T p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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7.2 Programmes delivered to families or parents

7.2.1 Overview of evidence identified

Five studies (Haggerty et al., 2007; Prado et al., 2007; Stanton et al., 2000; 2004; Wu et al., 2003)
examined interventions and programmes delivered to families or parents, which targeted both alcohol
use and sexual health. Haggerty and colleagues (2007) examined the Parents Who Care programme,
which was designed to prevent substance use and other problem behaviours. Stanton and colleagues
(2000; 2004; Wu et al., 2003) examined a parental monitoring intervention, Informed Parents and
Children Together (IMPACT) that was designed to reduce substance use, sexual risk behaviours and
truancy. Prado and colleagues (2007) examined Familias Unidas + Parent Preadolescent Training for
HIV Prevention (PATH), a programme that specifically targeted Hispanic parents and aimed to

prevent adolescent substance use and unsafe sexual behaviours.

All five studies were conducted in North America and were delivered in a community setting by trained
facilitators, project staff or family consultants. One study, of the Familias Unidas + PATH programme
(Prado et al., 2007), reported using an ecodevelopmental theory to underpin the programme, whereas
Stanton and colleagues (2000; 2004; Wu et al., 2003) reported using a social cognitive model in
conjunction with protection motivation theory, and the basis for intervention in the study by Haggerty

and colleagues (2007) was the social development model.

Sample sizes ranged from 237 parent-child dyads (Stanton et al., 2000) to 817 families (Stanton et al.,
2004; Wu et al., 2003). Prado and colleagues (2007) reported acceptable power calculations of 80%
and, although power was not specified in the study write up, enough information was provided in the
study by Stanton and colleagues (2004) to determine that the sample size was appropriate. Haggerty

and colleagues (2007) did not specify whether their study was sufficiently powered.

The mean age of youth participants recruited to participate in the included studies was a mean 13-14
years. Evaluations of all three programmes (Haggerty et al., 2007; Prado et al., 2007; Stanton et al.,
2004) were based on short and medium-term follow-up (6 and 12 months) and two studies (Haggerty
et al., 2007; Stanton et al., 2004; Wu et al., 2003) also reported data from long-term follow-up

assessments up to 24 months.

7.2.2 Quality assessment

All five studies were based on an RCT design. Two articles of the FOK + INPACT evaluation (Stanton
et al., 2004; Wu et al., 2003) utilised cluster randomisation and three were based on individual
randomisation (Haggerty et al., 2007; Prado et al., 2007; Stanton et al., 2000). The unit of analysis
matched the unit of allocation in the cluster RCT and intraclass correlations were used to adjust the
findings (Stanton et al., 2004; Wu et al., 2003). Of the RCTs based on individual randomisation, two
(Prado et al., 2007; Haggerty et al., 2007) reported that their analyses were based on an intention to
treat design. The study by Stanton and colleagues (2004; Wu et al., 2003) was rated good quality (++
rating) as it presented a good research design and the methodology and results were well reported.
The remaining three studies (Prado et al., 2007; Haggerty et al., 2007; Stanton et al., 2000) were
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rated moderate quality (+ rating) and were also clearly presented. However, validity of scales were not
reported in the study by Prado and colleagues (2007), two studies (Prado et al., 2007; Haggerty et al.,
2007) lacked information to judge whether allocation to intervention and control groups had been
adequately concealed, and the study by Stanton and colleagues (2000) did not carry out their
analyses on an intent to treat basis and power calculations were lacking. Outcomes were deemed

relevant in all five studies.
7.2.3 Findings

7.2.3.1 Knowledge and understanding

None of the included examined intervention effects on knowledge and understanding.

7.2.3.2 Attitudes and values

Four studies (Haggerty et al., 2007; Stanton et al., 2000; Wu et al., 2003; Stanton et al., 2004)
examined intervention effects on attitudes and values towards risk behaviour. Haggerty and
colleagues (2007) evaluation of Parents Who Care found no significant programme effects at post-
test and medium-term follow-up on attitudes towards and perceived harm of substance abuse.
However, by long-term follow-up significantly less favourable attitudes to substance abuse were
reported (p<0.05), but differences between groups’ perceived harms of substance abuse remained
non-significant. There were limited effects of INPACT (Stanton et al., 2000) on parent and adolescent
agreement regarding their involvement in risky behaviours and Wu and colleagues (2003) found no
difference in risk taking intentions between FOK + ImMPACT and FOK only participants at 6- and 12-
month follow-up. Based on longer term follow-up of FOK + IMPACT participants (Stanton et al., 2004),
compared to the FOK only group, there were positive programme effects on self-efficacy for stopping
having sex until older (p<0.01), getting condoms (p<0.05), refusing sex without a condom (p<0.01),
refusing sex if asked by a partner (p<0.05), not feeling the need to have sex with a long-time partner
(p<0.05), not needing to have sex even if all friends are having sex (p<0.05), and overall response
efficacy (p<0.05).

7.2.3.3 Personal and social skills

Three studies (Prado et al., 2007; Stanton et al., 2000; 2004) reported outcomes relating to personal
and social skills. Growth curve analysis from the Familias Unidas + PATH programme (Prado et al.,
2007) showed that compared to the ESOL (English for Speakers of Other Languages) + PATH the
intervention group showed increased family functioning (p<0.05), positive parenting (p<0.05), and
parent-adolescent communication (p<0.05). In comparison, relative to a second control group ESOL +
HEART (HeartPower! For Hispanics), the intervention group compared showed greater increases in
family functioning (p<0.001) and positive parenting (p<0.05). However, there was no difference in
parent-adolescent communication between these groups. Two studies (Stanton et al., 2000; Wu et al.,
2003) examined intervention effects on adolescent and parent perceptions of parental monitoring and
communication. There were no effects of participation in IMPACT on adolescent and parent
perceptions of parental monitoring and communication, and there were mixed effects of FOK +

IMPACT on adolesent’s perceptions of parental communication and monitoring. At 6-month follow-up,
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FOK + ImPACT participants reported significantly higher perceptions of parental monitoring, but there
were no differences in perceptions of monitoring or open communication at the 12-month follow-up.
Stanton and colleagues (2004) found a positive programme effect for communication with the family
about HIV/AIDS, but only in the FOK + ImMPACT + boosters intervention group in comparison to the
FOK only group. No effects of FOK + INPACT were seen for condom-related skills, which included
asking for condoms in a clinic or store, putting condoms on correctly, feeling able to convince a sexual
partner to use a condom, asking partner about past relationships, or wanting to wait until they were

older to have sex again.

7.2.3.4 Health and social outcomes related to sexual health

Four studies (Haggerty et al., 2007; Prado et al., 2007; Wu et al., 2003; Stanton et al., 2004)
presented findings related to health outcomes for both alcohol and sexual behaviours. No programme
effects were seen for Familias Unidas + PATH (Prado et al., 2007) for past 90-day alcohol use, or
unprotected sexual behaviours when compared to either control group (ESOL + PATH; HEART +
PATH). Compared to the ESOL + PATH control group, the intervention group showed decreased
rates of STIs and unsafe sex at last intercourse (p<0.05). However, compared to the ESOL + HEART
control group, the intervention group showed better outcomes only for decreased incidence of STls
(p<0.05). Haggerty and colleagues (2007) reported no significant effects of either version of Parents
Who Care on substance use initiation at long-term follow-up and a reduction in sexual initiation was
only seen among African American participants who received the group administered version of the
programme. There were also limited effects of IMPACT + FOK (Wu et al., 2003; Stanton et al., 2004).
At the 6-month follow-up, compared to FOK only participants. FOK + ImMPACT patrticipants were less
likely to report having had sexual intercourse (p<0.05), unprotected intercourse (p<0.01) and drinking
alcohol (p<0.05). However, at 12-month follow-up, the only significant difference that remained
between FOK + IMPACT and FOK only participants was on the measure of alcohol use (p<0.01). At
the 24-month follow-up (Stanton et al., 2004) there were no significant differences between FOK +
IMPACT and FOK only participants on any of the sexual health or alcohol use measures, but
participants who received FOK + IMPACT + boosters were less likely to report being pregnant or
getting a girl pregnant (p<0.05) compared to FOK only participants. Participants who received FOK +
IMPACT + boosters also showed a positive effect only in the proportion of people asking a recent

partner if they always used condoms (p<0.01).

7.2.4 Summary and evidence statements

Five studies (Haggerty et al., 2007; Prado et al., 2007; Stanton et al., 2000; 2004; Wu et al., 2003)
examined interventions and programmes delivered to families or parents, which targeted both alcohol
use and sexual health. All five studies were conducted in the USA and were delivered by either

project staff or trained facilitators.

None of the included studies examined intervention effects on knowledge and understanding. Across
four studies (Haggerty et al., 2007; Stanton et al., 2000; Wu et al., 2003; Stanton et al., 2004) that

examined intervention effects on attitudes and values towards risky behaviours there were indications
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of mixed intervention effects. Haggerty and colleagues (2007) found positive long-term effects of the
Parents Who Care programme on attitudes towards substance use and there were also long-term
positive programme effects of FOK + IMPACT (Stanton et al., 2004) on attitudes and values related to
a range of risky behaviours. Three studies (Prado et al., 2007; Stanton et al., 2000; 2004) examined
intervention effects on personal and social skills, finding mixed programme effects on parent/family-
child communication. Prado and colleagues (2007) found positive intervention effects on
communication, family functioning and positive parenting, and Stanton and colleagues (2004) found a
positive effect of the FOK + ImMPACT + boosters condition on parent-child communication about
HIV/AIDS.

Four studies (Haggerty et al., 2007; Prado et al., 2007; Wu et al., 2003; Stanton et al., 2004)
examined intervention effects on health outcomes related to alcohol use and sexual health. Short-
term to medium-term reductions in alcohol drinking were found for participants who received FOK +
ImMPACT, but this reduction was not sustained and no other significant programme effects were found
for health outcomes related to alcohol use. One study (Prado et al., 2007) reported a decrease in
incidence rates for STIs and unsafe sex at last sexual intercourse in the intervention group compared
to controls (ESOL + PATH). Although, short-term benefits of FOK + IMPACT were also reported,
these differences were not sustained and over the longer term there were no additional positive
effects on sexual behaviour of the IMPACT programme among young people who had received a risk

reduction programme (FOK; Stanton et al., 2004).

Evidence statement 15
15 (@) There is mixed evidence from four RCTs' regarding the effects of intervention and
programmes delivered to families and parents on attitudes and values related to risky

behaviours.

15 (b) There is moderate evidence from two RCTSs’ to suggest that interventions and programme
delivered to families and parents, and which target alcohol use and sexual health, may
improve parent-child communication and family functioning. This evidence may only be
partially applicable to the UK as these studies were conducted in the USA and focused on

ethnic populations specific to the USA.

15 (c) There is moderate evidence from two RCTs’ to suggest that interventions and programme
delivered to parents and which target alcohol use and sexual health, may not provide long-
term additional benefits in terms of health and social outcomes related to sexual health and
alcohol use beyond those conferred through interventions and programmes which directly
target young people. This evidence may only be partially applicable to the UK as these
studies were conducted in the USA and focused on ethnic populations specific to the USA.

Haggerty et al., 2007 (RCT +); Stanton et al., 2000 (RCT +); Wu et al., 2003 (RCT +); Stanton et al., 2004
(RCT ++)
Prado et al., 2007 (RCT +); Stanton et al., 2004 (RCT +)
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Table 7.4. Summary of programme components: programmes delivered to families and parents

Jones and colleagues (2010)

Study design Baseline . .
Author and rating population Setting Programme components Theory Provider
USA
n=331 families;
1% European Parents Who Care: Participants received either a self- Social .
Haggerty et RCT American; 49% Famil administered or aren.t and adolescent administered substance development Family
al., 2007 (individual) + African y P : A . P consultants
Ameri abuse and problem behaviours prevention intervention theory
merican
mean 13.8
years
USA Familias Unidas + PATH: HIV and sexual risk-reduction
n=266 youth programme. Included two parent centred modules which also Eco- .
Prado et al., RCT _ hool included adol icination in family visi d di . devel | Trained
2007 (individual) + n=266 parents Schools included adolescent participation in family visits and discussion evelopmenta facilitators
100% Hispanic circles with facilitators. The programme was conducted over 49 theory
mean 13.4 years hours, in a 36 month period.
USA
n=237 dyads . .
Stanton et al., RCT 100% African _ Informt_ed Parents and Ch||_dren Toget_her (Ir_n PACT): Parents _
e . Family and children viewed a 22-minute educational video about AIDS, NR Video
2000 (individual) + American condoms and risky behaviours
median 13.6 y )
years
USA . . .
_ Focus on Kids (FOK) + ImMPACT: Risk reduction programme for
n=817 . ) . -
Wu et al., RCT adolescents alcohol, smoking, drugs and sexual behaviour. Included parent Social cognitive
2003; Stanton . Community | and school components delivered over eight 1.5 hour sessions model; Protection Other
(cluster) ++ 100% African . - -
et al., 2004 American and conducted four 90 minute booster sessions, role play and 20 motivation theory
minute video sessions.
13-16 years
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Table 7.5. Programmes delivered to families and parents:

effects on knowledge, attitudes and skills

Jones and colleagues (2010)

Outcomes
Study Rat|ng |nterventi0n Com parator FO”OW-Up Know|edge and Atti d d | Personal and social
understanding ttitudes and values skills
NS attitudes towards
Parents Who PT ) substance abuse; }
Care No n=313 (95%) perceived harm of
~ . . substance abuse
n=225 Intervention NS attitudes towards
(SA n=107; PA n=106 .
n=118) 12 months ) subst_ance abuse; )
n=306 (92%) perceived harm of
Haggerty et RCT substance abuse
al., 2007 (individual) + No 1 favourable attitudes
PWC: SA intervention 24 months ) towards substance abuse* )
n=107 _ n=304 (92%) NS perceived harm of
n=106
substance abuse
No 1 favourable attitudes
PWC: PA intervention 24 months ) towards substance abuse* )
n=118 _ n=304 (92%) NS perceived harm of
n=106
substance abuse
T family functioning*
ESOL + 36 mo ) ) T positive parenting*
Familias PATH n=84 (80%) T parent-adolescent
Prado et al., RCT . communication*
— Unidas + PATH - —
2007 (individual) + _ T family functioning***
n=91 ESOL + 2. 2
HEART 36 mo } ) T positive parenting
n=91 (80%) NS parent-adolescent
communication
NS parent and youth
2 months agreement regarding NS youth and parental
n=209 dyads - having a reports of communication
(88%) boyfriend/girlfriend/drank and monitoring
alcohol/had sex
Stanton et RCT ImMPACT Goal for IT! aT rgaern?;tn??g );?glt;‘ T youth performing
al., 2000 (individual) + n=NR n=NR 9 havingg 9 condom skills correctly***
_6 months boyfriend/girlfriend 1 parents performing
n=204 dyads - NS parent and vouth condom skills correctly**
(86%) P Y NS youth and parental

agreement regarding
having drank alcohol/had
sex

reports of communication
and monitoring
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Jones and colleagues (2010)

Outcomes
understanding skills
NS risk taking intention
T perceptions of parental
6 mo L
_ - - monitoring**
n=608 (74%) NS perceptions of parental
FOK + ImPACT communication
Wu et al., RCT (with or without FOK only NS risk taking intention
2003 (cluster) + boosters) n=321 NS perceptions of parental
4% 12 mo - - NS errzg ntlg[c?rzlg %f open
n=580 (71%) perceptions of op
communication
T perceptions of problem
communication
NS talked with family
member/other adult about
FOK + ImPACT FOK only 24 mo ) ) AIDS/HIV
n=258 n=321 (60%) NS asked recent sexual
partner if condom always
Stanton et RCT used
al., 2004 (cluster) + T talked with family
member/other adult about
FO+Kb;Lr2tIZ,rA;CT FOK only 24 mo ) ) AIDS/HIV*
_ n=321 (60%) T asked recent sexual
n=238 .
partner if condom always
used**
T talked with family
FOK + IMPACT FOK + member/other adglt about
+ boosters ImMPACT 24 mo - - AIDS/HIV
_ _ (60%) NS asked recent sexual
n=238 n=258 .
partner if condom always
Stanton et RCT used
al., 2004 (cluster) + NS talked with family
Both T overall self-efficacy** member/other adult about
intervention FOK only 24 mo T overall response AIDS/HIV
groups n=321 (60%) ) efficacy* T asked recent sexual
n=496 NS overall response cost partner if condom always
used*

*p<0.05; **p<0.01; ***p<0.001; " p value not reported; 1 increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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Table 7.6. Programmes delivered to families and parents: effects on health and social outcomes related to sexual health and alcohol use

Health and social outcomes

Study Rating Intervention Comparator Follow-up
Sexual health Alcohol use
Parents Who No 24 mo
Care: SA intervention n=304 NS sexual initiation NS initiation of alcohol use
n=107 n=106 (92%)
Haggerty et RCT
al., 2007 (individual) +
Parents Who No 24 mo 1 sexual initiation (African American youth
Care: PA intervention n=304 only*) NS initiation of alcohol use
n=118 n=106 (92%)
ESOL + PATH 36 mo NS unprotected sexual behawf) ur NS past 90-day alcohol use
. ) n=84 (80%) ! rates of incidence of STls
Prado et al., RCT Famﬂ'gi ErJuldas | unsafe sex at last sexual intercourse*
2007 individual) + i
( ) n=91 ESOL + 36 mo NS unprotected sexual behaviour NS past 90-day alcohol use
HEART (80%) 1 rates of incidence of STIs
n=91 ° NS unsafe sex at last sexual intercourse
. 6 mo 1 sexual intercourse*
_ Received n=608 | unprotected sex** | drank alcohol*
Wu et al RCT Focus onKids | Focus on Kids (74%) NS sexual risk behaviour
2003 ’ plus ImPACT intervention -
(cluster) + N=496 only 12 mo NS sexual intercourse
n=321 n=580 NS unprotected sex 1 drank alcohol**
(71%) NS sexual risk behaviour
NS sexual intercourse
1 anal sex*
FOKn+_I2rg:ACT F(n)fscz)gly %gog)()) 1 been, or gotten a girl, pregnant* NS drank alcohol
B B 0 NS used birth control at last intercourse
Stanton et al., RCT NS used condom at last intercourse
2004 (cluster) + NS sexual intercourse
FOK + ImPACT NS anal sex
+ boosters F(r?fsggly fgo’;)of)’ NS been, or gotten a girl, pregnant NS drank alcohol
n=238 B NS used birth control at last intercourse

NS used condom at last intercourse
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Health and social outcomes

Study Rating Intervention Comparator Follow-up Sexual health Alcohol use
NS sexual intercourse
FOK + ImPACT FOK + 24 mo NS anal sex
+ boosters IMPACT (60%) T been, or gotten a girl, pregnant* NS drank alcohol
n=238 n=258 NS used birth control at last intercourse
Stanton et al., RCT NS used condom at last intercourse
2004 (cluster) + NS sexual intercourse
Both
intervention FOK only 24 mo NS anal Sex
groups n=321 (60%) NS been, or gotten a girl, pregnant NS drank alcohol
n=496 NS used birth control at last intercourse

NS used condom at last intercourse

*p<0.05; **p<0.01; ***p<0.001; 1 p value not reported; T increase relative to comparator; | decrease relative to comparator; NS not significant; - outcome not reported
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8 Discussion

8.1 Programmes targeting alcohol use

A total of 31 articles met the criteria for inclusion in the review of community-based programmes
targeting alcohol use by young people. Four articles were systematic reviews and/or meta-analyses,
three articles reported on studies that examined intervention or programmes delivered within social,
healthcare and community settings, 20 articles reported on studies that examined programmes or
interventions delivered to families or parents, and three studies examined interventions or
programmes that involved the wider community or mass media. One economic evaluation study was
also identified that examined the cost-effectiveness and cost-benefits of the lowa Strengthening

Families Programme (ISFP) and Preparing for the Drug Free Years (PDFY).

8.1.1 Systematic reviews and meta-analyses

Three systematic reviews and meta-analyses examined community-based interventions and
programmes that targeted alcohol use among young people. One review (Foxcroft et al., 2002; 2003)
examined interventions and programmes aimed at the primary prevention of alcohol use across a
range of populations and settings. Two further reviews (Petrie et al.,, 2007; Smit et al., 2008)
examined interventions and programmes delivered to parents and families, respectively. Foxcroft et al
(2002; 2003) found that although there was no consistent evidence to determine which programmes
were effective over the short to medium-term, one family-based programme, the ISFP, was effective
over the longer term. The reviews by Petrie and colleagues (2007) and Smit and colleagues (2008)
also highlighted the long-term effectiveness of the ISFP.

8.1.2 Programmes delivered in social, healthcare and community settings

Three studies were identified that examined interventions and programmes targeting alcohol use,
which were delivered in social, healthcare and community settings. All three studies (Elder et al., 2002;
Schinke et al., 2005; Tebes et al., 2007) were conducted within youth and after school agencies and
were based in the USA.

None of the studies examined intervention effects on knowledge and understanding. Short-term
increases in perception of harm were reported in two studies (Schinke et al., 2005; Tebes et al., 2007),
but this effect was not sustained over the longer term. One study (Tebes et al., 2007) also found no
impact of an after-school, youth development programme on participants’ drug beliefs and there was
no impact of a culturally tailored programme (Elder et al., 2002) on participants’ susceptibility to
alcohol. One study (Schinke et al., 2005) examined intervention effects on personal and social skills,
finding a short-term intervention impact of an interactive CD-ROM intervention on assertion skills. Two
studies (Elder et al., 2002; Schinke et al., 2005), conducted within youth agencies, found no
intervention effects on health and social outcomes related to alcohol use. However, substance use
remained low among both intervention and control participants throughout the study. One study
(Tebes et al., 2007), which targeted older children (mean age 15 years) in after school programmes

reported a positive short- to medium-term effect on alcohol use.
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8.1.3 Programmes delivered to parents and families

A total of 20 studies were identified that examined programmes and interventions delivered to parents
and families, which targeted adolescent alcohol or substance use. Evaluations of nine programmes
delivered to families were reported on across fifteen studies (Bauman et al., 2000; Brody et al., 2004;
2006; Gerrard et al., 2006; Johnson et al., 1996; Jones et al., 2005; Loveland-Cherry et al., 1999;
Mason et al., 2009; Murry et al., 2007; Schinke et al., 2004; 2009; Spoth et al., 1999; 2001; 2004;
Stevens et al., 2002) and five studies (Beatty et al., 2008; Carlson et al., 2000; Cohen and Rice, 1995;

Koutakis et al., 2008; Toomey et al., 1996) examined parent-targeted interventions.

Effects on knowledge and understanding were only examined in one study of a family-based
programme and none of the parent-targeted interventions examined this outcome. Short-term
intervention effects on attitudes and values related to alcohol use were found for two family-based
programmes (Brody et al., 2004; 2009; Schinke et al., 2009) but for parent-targeted interventions
there was no clear effect on parental attitudes to adolescent drinking (Cohen and Rice, 1995;
Koutakis et al., 2008; Toomey et al., 1996). Both family-based and parent-targeted interventions
appeared to produce short-term improvements in parent-child communication. Two CD-ROM based
interventions (Schinke et al., 2004; 2009) showed positive programme effects on family
communication skills and involvement skills and the culturally tailored SAAF (Brody et al., 2004) had a
short-term positive effect on parental communication. Short-term intervention effects on parent-child
communication were found for three studies (Beatty et al., 2008; Carlson et al., 2000; Toomey et al.,
1996) of parent-targeted interventions; two studies (Beatty et al., 2008; Carlson et al., 2000) reported
more frequent or recent parent-child communication about alcohol and one study (Toomey et al.,
1996) showed positive long-term effects on parent-child communication regarding family rules about
alcohol and alcohol related situations. Eleven studies examined intervention effects of family-based
programmes on health and social outcomes related to alcohol use across eight programmes. Three
programmes (Bauman et al., 2000; Jones et al., 2005; Loveland-Cherry, 1999) demonstrated non-
significant effects on alcohol use, but across four programmes (Schinke et al., 2004; 2009; Spoth et
al., 2001; Mason et al., 2009) short- and long-term positive effects on alcohol use were reported. In
addition, six studies (Brody et al., 2004; 2006; Loveland-Cherry et al., 1999; Spoth et al., 1999; 2001,
2004) of four family-based programmes reported positive intervention effects on initiation of alcohol
use in the medium- to long-term. The ISFP also had long-term positive effects on drunkenness and
drinking without parental permission (Spoth et al., 2004), and long-term follow-up of the PDFY (Mason
et al., 2009) revealed a positive effect of this programme on women’s alcohol abuse in early
adulthood. Two studies (Koutakis et al., 2008, Toomey et al., 1996) examined the effects of parent-
targeted interventions. One study (Toomey et al.,, 1996) found no intervention effects but a second
study (Koutakis et al., 2008) reported positive intervention effects on youth drinking, and past month

drunkenness.

8.1.4 Programmes involving the wider community or mass media
Three studies (Cheadle et al., 1995; Flynn et al., 2006; Kypri et al., 2005) were identified that

examined programmes involving the wider community or mass media. Two studies (Flynn et al., 2006;
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Kypri et al., 2005) examined mass media intervention programmes delivered in communities in the
USA and New Zealand, respectively, and one study (Cheadle et al., 1995) examined a 5-year
community-based health promotion programme for adolescents on an American Indian Reservation.
None of the included studies examined intervention effects on knowledge and understanding, or on
personal and social skills. Only one study (Flynn et al., 2006) examined impacts on attitudes and
values towards alcohol use, findings no effects of a long-term mass media programme on mediators
of alcohol use. In addition, there were no effects of either mass media programme (Flynn et al., 2006;
Kypri et al., 2005) or a community-wide campaign targeting American Indian adolescents on alcohol

use.

8.1.5 Review of published economic evaluations

One study (Spoth et al.,, 2002) was identified that met the criteria for inclusion in the review of
published economic evaluations. The study evaluated the cost-effectiveness and net benefits of two
brief, family-focused interventions, the ISFP and PDFY, compared to a minimal intervention approach.
Overall the net benefit was $5,923 per family for the ISFP and $2,697 per family for PDFY. The
benefit-cost ratios were 9.60 and 5.85, indicating that for every $1 spent on the ISFP and PDFY,
$9.60 and $5.85, respectively, were saved in medical costs. The generalisability of the study to a UK
context was unclear as the data used in the evaluation is based on studies conducted in the USA. In

addition, projected alcohol use disorder rates were calculated based on US population data.

8.2 Programmes targeting sexual health

A total of 49 articles met the criteria for inclusion in the review of community-based programmes
targeting young people’s sexual health. Nine articles were systematic reviews and/or meta-analyses,
20 articles reported on studies that examined intervention or programmes delivered within social,
healthcare and community settings, 15 articles reported on studies that examined programmes or
interventions delivered to families or parents, two articles reported on studies that examined
interventions or programmes that involved the wider community or mass media, and three articles

reported on studies which examined interventions for vulnerable young people.

8.2.1 Systematic reviews and meta-analyses

Nine systematic reviews and meta-analyses were identified that examined the effectiveness of
interventions and programmes across a range of settings and populations that targeted young
people’s sexual health behaviours. One review (Arnold and Rotheram-Borus, 2007) focused on
interventions and programmes that targeted sexual risk taking among young homeless people.
Findings from six reviews (Franklin et al., 1997; Pedlow and Carey, 2003; Robin et al., 2004; Sales et
al., 2006; Underhill et al., 2007; 2008) indicated that community-based programmes can affect sexual
risk behaviours of young people. In particular, HIV prevention and sexual risk reduction programmes
were effective in increasing condom use and reducing pregnancy (Franklin et al., 1997; Robin et al.,
2004; Sales et al., 2006). However, they may have a limited impact on adolescent sexual activity.

According to Sales and colleagues (2006) successful community-based interventions were
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theoretically based, tailored to the target population, implemented by trained facilitators, and the
content was diverse and delivered using a wide variety of methods.

8.2.2 Programmes delivered in social, healthcare and community settings

A total of 20 studies were identified that examined interventions or programmes delivered within social,
healthcare or community settings. Nine studies (Di Noia and Schinke, 2007; Jemmott et al., 1992;
Jemmott et al., 1998; Kipke et al., 1993; Postrado and Nicholson, 1992; Sikkema et al., 2005; Stanton
et al., 1996; 1997; Villarruel et al., 2006) examined group education sessions or skills-based training
interventions delivered in community settings. Three studies (Ferguson, 2000; Pearlman et al., 2002;
Smith et al., 2000) examined peer-led interventions, including a peer counselling programme
(Ferguson, 2000) and peer leader leadership programmes (Pearlman et al., 2002; Smith et al., 2000),
respectively. Philliber and colleagues (2002) examined the CAS-Carrera programme that focused on
youth development for disadvantaged young people enrolled in after school programmes and Elliott et
al (1996) examined a theatre production designed to inform young people about HIV. Six studies
(Boekeloo et al., 1999; Danielson et al., 1990; DiClemente et al., 2004; Downs et al., 2004; Jemmott
et al.,, 2005; Morrison-Beedy et al., 2005) were conducted in healthcare settings including family
planning clinics and primary care practices. Four studies (DiClemente et al., 2004; Downs et al., 2004;
Jemmott et al., 2005; Morrison-Beedy et al., 2005) examined group-based education and/or skills-
based interventions that specifically targeted sexually active young women. Two studies (Boekeloo et
al., 1999; Danielson et al., 1990) examined interventions based around a health practitioner-led

sexual health consultation.

Across four studies (Di Noia and Schinke, 2007; Jemmott et al., 1992; 1998; Kipke et al., 1993), that
examined group education sessions or skills-based training interventions in community settings there
were positive intervention effects on knowledge and understanding over the short- to medium-term. In
addition, the three-year, CAS-Carrera programme (Philliber et al., 2002) had a positive impact on
knowledge. There was no effect of a peer counselling intervention (Ferguson, 2000) on knowledge,
but two peer leadership interventions (Pearlman et al., 2002; Smith et al., 2000) had positive effects
on levels of knowledge among the peer leaders themselves. Four studies (DiClemente et al., 2004;
Morrison-Beedy et al., 2005; Jemmott et al., 2005; Downs et al.,, 2004) of interventions that
specifically targeted sexually active young females in healthcare setting, reported consistent short- to
medium-term improvements in sexual health-related knowledge among intervention participants. In
addition, two studies (Boekeloo et al., 1999; Danielson et al., 1990) of health practitioner-led sexual
health consultations reported significant short-term increases in knowledge among intervention
participants relative to controls. Short-term decreases in intentions to engage in risky sexual
intercourse were reported in the study of the community-based, BPBR programme which targeted
Black male adolescents (Jemmott et al., 1992) and an abstinence-based version of the programme
resulted in short-term reductions in intentions to engage in any sexual intercourse. Across three
studies group that examined group education sessions and skills-based training interventions in
community settings (Di Noia and Schinke, 2007; Kipke et al., 1993; Stanton et al., 1996) there were

short-term increases in intervention participants’ perception of their vulnerability to HIV infection.

131



PSHE x.x Community review Jones and colleagues (2010)

However, this effect was not sustained in the medium-term (Stanton et al., 1996). Two studies (Elliott
et al., 1996; Smith et al., 2000) found no effects of a theatre production intervention or peer leadership
intervention, respectively, on HIV attitudes at follow-up. There were indications of positive intervention
effects of group education sessions and skills-based training interventions (Di Noia and Schinke, 2007;
Jemmott et al., 1998; Smith et al., 2000; Stanton et al., 1996) in community settings on attitudes and
values related to condom use. However, these effects did not appear to be consistent and were not
maintained over the medium-term (Stanton et al., 1996). There were fairly consistent positive
intervention effects on condom use attitudes across three studies (DiClemente et al., 2004; Jemmott
et al., 2005; Morrison-Beedy et al., 2005), which examined group-based education and skills-based
interventions specifically targeting sexually active young women in healthcare settings, and one study
(Boekeloo et al., 1996) that examined a primary care-based sexual risk assessment and education
intervention. Two studies (Di Noia and Schinke, 2007; Jemmott et al., 1998) found short-term positive
intervention effects of a CD-ROM mediated intervention and an abstinence-based version of the
BPBR curriculum, respectively, on attitudes towards abstinence. A CD-ROM intervention (Di Noia and
Schinke, 2007) and education and skills training programme (Kipke et al., 1993) had positive effects
on behavioural skills but results from five studies (Di Noia and Schinke, 2007; Smith et al., 2000;
Boekeloo et al., 1999; DiClemente et al., 2004; Morrison-Beedy et al., 2005) presented mixed findings

in relation to effects on communication.

Across five studies (Jemmott et al., 1992; 1998; Postrado and Nicholson, 1992; Sikkema et al., 2005;
Villarruel et al., 2006) that examined group-based sessions and/or skills training in community settings,
short- to medium-term effects on sexual intercourse were reported in four studies (Jemmott et al.,
1992; Postrado and Nicholson, 1992; Sikkema et al., 2005; Villarruel et al., 2006), and one study
(Jemmott et al., 1998) reported no programme effects. The CAS-Carrera programme (Philliber et al.,
2002) had a positive effect on sexual activity among females, but there were no effects of health
practitioner-led sexual health consultations (Boekeloo et al., 1999; Danielson et al., 1990) or peer
interventions (Ferguson, 2000; Smith et al., 2000). Intervention effects on frequency of sexual
intercourse and number of sexual partners were limited. Across four studies (Jemmott et al., 1998;
Kipke et al., 1993; Pearlman et al., 2002; Villarruel et al., 2006) conducted in community settings, only
one study (Villarruel et al., 2006) reported a positive intervention effect and across four studies
(DiClemente et al., 2004; Downs et al., 2004; Jemmott et al., 2005; Morrison-Beedy et al 2005)
conducted in healthcare settings, there were inconsistent intervention effects on these outcomes.
Intervention effects on condom use and unprotected intercourse were more consistent. Across six
studies that examined group-based sessions and skills training in community and healthcare settings,
there were positive short- to medium-term intervention effects on measures of condom use
(DiClemente et al., 2004; Jemmott et al., 1998; 2005; Sikkema et al., 2005; Stanton et al., 1996;
Villarruel et al., 2006), and some evidence from three studies (Jemmott et al., 1998; 2005; Villarruel et
al., 2006) of a positive intervention effect on frequency of unprotected intercourse. There were no
effects of an HIV theatre production (Elliott et al., 1996) or peer counselling intervention (Ferguson,
2000) on contraceptive use or frequency of unprotected sex, but the CAS-Carrera programme

(Philliber et al., 2002) positively influenced both condom and hormonal contraceptive use among
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females. There was no effect of a peer counselling intervention (Ferguson, 2000) or peer leadership
programme (Smith et al., 2000) on pregnancy rates, but the CAS-Carrrea programme (Philliber et al.,
2002) had a positive effect, with a reduction in pregnancies among intervention females. Three
studies (Boekeloo et al., 1999; Downs et al., 2004; Jemmott et al., 2005) examined intervention
effects on STI infection and/or diagnosis, finding mixed intervention effects. However, medium-term
positive effects on STI diagnosis were reported in one study (Jemmott et al., 2005) of a skills-based

HIV/STI intervention delivered in a healthcare setting.

8.2.3 Programmes delivered to parents and families

Fifteen studies were identified that examined intervention and programmes delivered to parents and
families, which targeted adolescent sexual health. Ten studies (Anderson et al., 1999; Dilorio et al.,
2006; Lederman et al., 2004; 2008; McBride et al., 2007; McKay et al., 2004; Miller et al., 1993;
Scheinberg et al., 1997; Winett et al., 1992; 1993) evaluated seven programmes delivered to
adolescents and their families and five studies (Dancy et al., 2006; Dilorio et al., 2007; Forehand et al.,

2007; Gustafson, 1998; O'Donnell et al., 2005) examined parent-targeted interventions.

Both family-based and parent-targeted interventions demonstrated positive influences on knowledge
related to sexual health in the short- (Dancy et al., 2006; Scheinberg et al., 1997; Winett 1992; Winett
et al., 1993), medium- (Miller et al., 1993) and long-term (Dilorio et al., 2006; Lederman et al., 2008),
with improvements seen in both parent and adolescent knowledge (Dilorio et al., 2006; Miller et al.,
1993) related to sexual health. Programmes and interventions delivered to families (Anderson et al.,
1999; Dilorio et al., 2006; Lederman et al., 2004; 2008; Miller et al., 1993; Scheinberg et al., 1997) did
not appear to be effective at influencing adolescent’s attitudes and intentions towards resisting or
delaying sex and across three studies (Dancy et al., 2006; Dilorio et al., 2007; Gustafson, 1998) that
examined effects of parent-targeted interventions on intentions there were inconsistent results. There
were mixed effects on parent-child communication across both family-based and parent-targeted
interventions. Eight studies (Anderson et al., 1999; Dilorio et al., 2006; Lederman et al., 2004; 2008;
McKay et al., 2004; McBride et al., 2007; Miller et al., 1993; Scheinberg et al., 1997), which examined
family-programmes found no clear intervention effects on communication, but in general positive
effects were found across four studies (Dilorio et al., 2007; Forehand et al., 2007; O’Donnell et al.,

2005; Gustafson, 1998) that examined parent-targeted interventions.

Across five studies (Anderson et al., 1999; Miller et al., 1993; Dilorio et al., 2006; McKay et al., 2004,
McBride et al., 2007) that examined the effects of family-based programmes on health and social
outcomes related to sexual health the results suggested that programmes and interventions delivered
to families may not affect sexual behaviour. Two studies (Anderson et al., 1999; Miller et al., 1993)
found no intervention effects on pregnancy rates or sexual behaviour, respectively, and one study
(Dilorio et al., 2006) found no long-term effects of an intervention aimed at mothers and their
adolescent children on abstinence or involvement in intimate sexual behaviours. There were, however,
limited but positive effects of this programme on condom use. There were positive short-term effects

of two parent education programmes (Dancy et al., 2006; O’Donnell et al., 2005) on initiation of sexual
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activity and behavioural risks related to early sexual initiation, respectively. However, lack of clear
intervention effects were reported in two further studies (Dilorio et al., 2007; Forehand et al., 2007).

8.2.4 Programmes involving the wider community or mass media

Two studies were identified (Doniger et al., 2001; Sieverding et al., 2005) that examined interventions
that involved the wider community or mass media. Doniger and colleagues (2001) examined a mass
media intervention, Not Me, Not Now, and Sieverding and colleagues (2005) examined the Youth
United through Health Education (YUTHE) outreach programme. Neither of the included studies
examined intervention effects on knowledge, attitudes and skills. Both studies analysed population-
level changes, in pregnancy (Doniger et al., 2001) and STI rates (Sieverding et al., 2005), respectively,
as measures of effectiveness. Both studies reported positive intervention effects at a population level,
however the study by Doniger and colleagues (2001) did not adequately control for natural
fluctuations in the data and therefore it is not clear whether these or intervention effects were

responsible for the differences seen in the intervention and control communities.

8.2.5 Programmes targeting vulnerable populations

Three studies (Gleghorn et al., 1997, Rew et al., 2007, Slesnick and Kang, 2008) were identified that
examined the effectiveness of community-based programmes on vulnerable populations. All three
studies examined interventions which specifically targeted young homeless people. Intervention
approaches examined were street outreach (Gleghorn et al., 1997), a brief group-based sexual health
intervention (Rew et al.,, 2007), and a community reinforcement approach combined with HIV
prevention (Slesnick and Kang, 2008). Intervention effects on knowledge and skills were examined in
one study (Rew et al., 2007) and none of the included studies examined intervention effects on
attitudes and values. There were limited effects of a brief sexual health intervention (Rew et al., 2007)
on knowledge relating to AIDS and other STIs, and on communication and self-efficacy. Health and
social outcomes related to sexual health were examined in all three studies, two of which reported no
intervention effects (Gleghorn et al., 1997, Rew et al., 2007). Slesnick and Kang (2008) found a
positive effect on the frequency of condom use among younger participants in a programme which

combined a community reinforcement approach with HIV prevention content.

8.3 Programmes targeting multiple behaviours

No systematic reviews or meta-analyses were identified for inclusion in the review of programmes
targeting multiple health behaviours. Five articles were identified that reported on evaluations of
programmes and interventions that addressed both alcohol use and sexual health. Two articles
reported on studies that examined interventions or programmes delivered in social, healthcare or
community settings and three articles reported on studies that examined interventions or programmes
delivered to families or parents.

8.3.1 Programmes delivered within social, healthcare and community settings
Two studies (St Pierre et al., 1995; Wiggins et al., 2009) examined programmes which targeted both

sexual health and alcohol use. St Pierre and colleagues (1995) examined the effects of Stay SMART,
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which targeted young people enrolled in Boys and Girls Clubs, with and without the addition of a peer
leadership component, and Wiggins and colleagues (2009) evaluated the effectiveness of the Young
People's Youth Development (YPYD) programme in reducing teenage pregnancy, substance use and

other outcomes.

Neither of the included studies examined intervention effects on knowledge and understanding, or on
personal and social skills. However, both studies examined intervention effects on attitudes and
values. St Pierre and colleagues (1995) found a favourable reduction in sexual attitudes but only
among sexually experienced participants who received the intervention without the additional booster
sessions. The YPYD programme (Wiggins et al., 2009) had potentially harmful effects on attitudes,
with female intervention participants more likely than control participants to report that they expected
to be a parent by age 20. Both studies examined intervention effects on health and social outcomes
related to sexual health, and Wiggins and colleagues (2009) also examined intervention effects on
alcohol use. The effects of the Stay SMART intervention were inconsistent across the two intervention
conditions examined. The YPYD programme (Wiggins et al., 2009) had a negative impact on
participant’s sexual behaviour, particularly among intervention females who were significantly more
likely than controls to engage in heterosexual sexual intercourse and more likely to become pregnant.

There was no effect of the programme on male participants or on participant’s alcohol use.

8.3.2 Programmes delivered to families or parents

Five studies (Haggerty et al., 2007; Prado et al., 2007; Stanton et al., 2000; 2004; Wu et al., 2003)
examined three programmes delivered to families or parents, which targeted both alcohol use and
sexual health, in addition to other risk behaviours. None of the included studies examined intervention
effects on knowledge and understanding. Across four studies (Haggerty et al., 2007; Stanton et al.,
2000; Wu et al., 2003; Stanton et al., 2004) that examined intervention effects on attitudes and values
towards risky behaviours there were indications of mixed intervention effects. Haggerty and
colleagues (2007) found positive long-term effects of both self-directed and group-based versions of a
universal substance use and problem behaviour prevention programme on attitudes towards
substance use and there were also long-term positive programme effects of a parental monitoring
intervention (Stanton et al., 2004) on attitudes and values related to a range of risky behaviours.
Three studies (Prado et al.,, 2007; Stanton et al., 2000; 2004) examined intervention effects on
personal and social skills, finding mixed programme effects on parent/family-child communication.
Prado and colleagues (2007) found positive effects of a culturally-tailored programme on
communication, family functioning and positive parenting, and Stanton and colleagues (2004) found a
positive effect of a parental monitoring programme on parent-child communication about HIV/AIDS.
Four studies (Haggerty et al., 2007; Prado et al., 2007; Wu et al., 2003; Stanton et al., 2004)
examined intervention effects on health outcomes related to alcohol use and sexual health. Short-
term to medium-term reductions in alcohol drinking were found for participants who received a
parental monitoring intervention (Wu et al., 2003; Stanton et al., 2004), but this reduction was not
sustained and no other significant programme effects were found for health outcomes related to

alcohol use. One study (Prado et al., 2007) of a culturally-tailored programme reported a long-term
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decrease in incidence rates for STIs and unsafe sex at last sexual intercourse among those who
received an additional parent-targeted component. Although, short-term benefits of a parental
monitoring intervention (Wu et al., 2003) were also reported, these differences were not sustained
and over the longer term there were no additional positive effects on sexual behaviour of the
intervention among young people who had received a risk reduction intervention (Stanton et al., 2004).

8.4 Strengths and limitations

This review of the effectiveness and cost-effectiveness of community-based interventions and
programmes that address health literacy and personal skills in relation to alcohol use and sexual
health was based on a comprehensive and systematic literature review. Over 12,000 titles and
abstracts were screened for inclusion in the review, and over 400 full text articles were reviewed. In
addition, the review has been conducted using a standardised and transparent approach, adhering to

NICE protocols for the development of public health programme guidance.

8.4.1 Quality of the included studies

The studies identified for inclusion in the review were based on a range of study designs. However,
the vast majority were based on an RCT design, of which half were cluster RCTs. The quality of the
included studies was generally moderate or good, with approximately 30% of studies receiving a poor
rating for quality. In general studies did not describe the source population or source area from which
study participants were drawn, and it was therefore, frequently not possible to determine the eligibility
of the selected populations or areas included. Methods of randomisation were well described in
approximately one fifth of RCTs, which generally also reported that allocation was adequately
concealed and that participants and/or investigators were blinded. Across the remaining RCTSs, the
authors reported that randomisation had been undertaken but did not describe the actual method of
randomisation or how allocation was concealed. For studies based on non-random assignment,
authors rarely reported how confounding and bias were minimised or how individuals or clusters were
allocated to intervention or comparison groups. Few authors examined or commented on
contamination and it was therefore difficult to judge whether contamination was acceptably low across
the included studies. Attrition rates varied across the included studies, but over half of studies
accounted for all participants at follow-up. Outcome measures were reported to be reliable across the
majority of the included studies, and were deemed to be relevant. Follow-up times varied across the
included studies, from immediate post-test to ten years, but two thirds of studies reported what was
judged to be a meaningful follow-up time. Intervention and comparison groups were similar at
baseline, or adjustments were made for differences, across the vast majority of studies. Few studies
reported undertaking an intention to treat analysis (~25%) or reported whether studies were
adequately powered (~20%). Analytical methods appeared to be appropriate in the majority of studies,
but estimates of effect sizes were not reported or calculable in approximately one third of the included

studies.
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8.4.2 Applicability and transferability

As highlighted in previous reviews conducted by the lead author and colleagues, there is a lack of
prevention initiatives originating from the UK which have been subject to evaluation and peer-
reviewed publication. The research literature identified for this review was, as in previous reviews,
dominated by programmes conducted in the USA, which focused on minority ethnic populations
specific to the USA. Both African American and Hispanic adolescents have been identified as
populations at high risk of HIV infection (Jemmott et al., 2005), and Hispanic adolescents report
higher levels of substance use and unprotected sexual intercourse than non-Hispanic White and
African American adolescents (Prado et al., 2007). However in the UK, although black and minority
ethnic (BME) groups may be at higher risk of STI infection (DH, 2001) survey data indicates that drug
use is generally lower among BME populations (Edmonds et al., 2005). In this review we identified the
YPYD programme (Wiggins et al., 2009) which was implemented in England and whose development
was informed by the US-based, Carrera programme. Despite promising effects of the Carrera
programme, Wiggins and colleagues (2009) found an adverse effect of the intervention among an

English population.

8.5 Research recommendations

The review has identified a number of gaps in the evidence and future research should aim to

address the following key research recommendations:

e There needs to be further evaluation of the effectiveness and cost-effectiveness of alcohol
education and SRE approaches delivered in community settings, which are currently being

delivered or planned in the UK;

e Full economic evaluation studies are required of community-based approaches focusing on
both  SRE and alcohol education that consider both the costs and consequences of
implementing these types of interventions and programmes.

e Future research should consider the relationship between alcohol use and sexual health.

Improvements in study design and the quality of reporting are required with respect to all types of

studies and the following are recommendations to improve the methodology of future studies:

e Improved reporting of methods is required, particularly with regard to methods for the
allocation of participants and clusters (e.g. methods of randomisation), allocation concealment,
procedures for blinding, and follow-up of participants. Reporting standards could be improved
by following guidelines on reporting, such as the CONSORT statement for RCTs and TREND
statement for non-randomised studies.

e Standardisation of outcomes is required. Across the included studies a range of attitudinal
and behavioural measures were reported and consequently it was not possible to synthesise
outcomes across studies. Also when considering which outcomes to incorporate, there needs

to be a consideration of the age and level maturity of the sample targeted (e.g. with regard to
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studies of SRE programmes consideration should be made of the relationship status of
participants).

e Some studies were conducted with inadequate sample sizes, and future research studies

should be sufficiently powered to detect intervention effects.

e Future research studies should incorporate an adequate length of follow-up.
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9 Conclusions

9.1 Programmes targeting alcohol use

There was a lack of evidence on which to draw conclusions about the effects of programmes and
interventions that targeted adolescent alcohol use on knowledge and understanding. There were
positive effects of programmes and interventions delivered to families on attitudes and values related
to alcohol use, but programmes and interventions delivered to parents or within social, healthcare and
community settings appeared to have no impact on these outcomes. Programmes and interventions
delivered to families and parents produced short- and long-term improvements in parent-child
communication, and programmes and interventions delivered to families had positive effects on both
alcohol use and initiation of alcohol use. Programme effects on health and social outcomes related to
alcohol use were mixed and inconsistent across programmes and interventions delivered to parents,
in social, healthcare or community settings, or to the wider community. The family-focused ISFP was
highlighted across three systematic reviews as showing particular promise; this programme, which
was designed to enhance family protective and resiliency processes and to reduce family-based risk
factors associated with child behaviour problems, had positive, long-term effects on a range of

outcomes related to alcohol use and has been shown to be cost-effective and potentially cost saving.

9.2 Programmes targeting sexual health

The evidence suggests that programmes and interventions delivered in social, healthcare and
community settings and to families and parents may have beneficial effects on sexual health-related
knowledge in the short- to long-term. A range of outcomes were reported with regards to attitudes and
values and programmes effects were mixed across these measures. The evidence suggests that
while programmes and interventions targeting adolescent sexual health may not impact on attitudes
towards sexual intercourse, programmes and interventions delivered in healthcare settings may
positively impact on condom use attitudes. Programmes and interventions delivered to families and in
social, healthcare and community settings had mixed and inconsistent effects on communication, but
programmes and interventions delivered to parents appeared to have positive effects on parent-child
communication. There appeared to be no effects of programmes and interventions delivered to
families and parents on adolescent sexual behaviour, and programmes and interventions delivered in
social, healthcare and community settings had limited and inconsistent effects on sexual activity
including frequency of intercourse and number of sexual partners. However, the evidence suggests
that group-based sessions and/or skills training programmes in community and healthcare settings
may increase condom use and reduce the frequency of unprotected sex. In addition, a youth
development approach showed promise, with effects on a range of sexual health outcomes for
females. There was a lack of evidence on which to draw conclusions about the effects on

programmes involving the wider community or mass media or those targeting vulnerable populations.
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9.3 Programmes targeting multiple behaviours

There was a lack of evidence on which to draw conclusions about the effects of programmes and
interventions that targeted multiple behaviours on knowledge and understanding, and there was
evidence of mixed and inconsistent effects of these programmes on attitudes and values.
Programmes and interventions delivered to parents and families had long-term positive effects on
communication, but intervention effects on health and social outcomes related to sexual health were
less clear. There was no evidence supporting the effectiveness of programmes and interventions
delivered in social, healthcare and community settings and interventions and programmes delivered
to parents did not appear to provide additional long-term benefits beyond those conferred through

interventions and programmes which directly target young people.

9.4 Summary

The results of this systematic review suggest that programmes and interventions delivered to families
may be effective in reducing adolescent alcohol consumption and that group-based sessions and/or
skills training programmes in community and healthcare settings may be effective in increasing
condom use and reducing the frequency of unprotected intercourse among adolescents. In addition,
programmes and interventions delivered to families and parents appeared to be effective in increasing
parent-child communication about alcohol use and sexual health. However, the applicability of the
evidence identified may not be generalisable to the UK and good quality UK-based research of
promising or novel intervention approaches, including assessment of cost-effectiveness, is required in

order to build the evidence base on which to make UK-based policy and practice recommendations.
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Appendix 3. Quality assessment tables

Table 10.1. Quality assessment: randomised controlled trials (individual)

Jones and colleagues (2010)

Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary
Reference 11 |12 |13 |21 | 22 (23|24 | 25|26 | 27 | 28 29 (210|131 |32 |33 (34|35 |36 |41 |42 |43 |44 |45 |46 | 51 |52
gggg“a” etal, | \RINR|NR | + + | NR| NR| + + | NR| - + + | NR | + - |+ |[NR| + | + | NR|NR| - + | NR | - +
?ggege'oo e I NR|NR[NR| + | ++ | NR|NA| « [NR|NR |+ |NR[NR | + [ NR| #+ | ++ | + | + | + [ NR|NR| ++ | + |+ | « | -
?g‘g(i)e'son etas | NR|[NR|NR| + [ ++ [NR| + | + [NR|[NR|NR|NR|NR |[NR|[NR| + | + | + |[NR|NR|NR|NR| + | + | + | - | -
el?li.’Clzeor’rc;inte et NR [ NR | NR | ++ ++ + NR | ++ | NR | ++ ++ NR | NR ++ | NR | ++ ++ ++ ++ ++ | NR | ++ ++ |+t ++ ++ -
5&‘)""1”5 etal, NR|NR|[NR | ++ [ ++ | NR[NR | ++ | NR|NR|NR | NR | NR [ ++ | NR | #+ | ++ | ++ [ ++ | + [ NR| - [ + | + | + | + | -
gggihand etal, | + | ++ | + | ++ [ NR|NA| - | NR| + | ++ T [ " IR [RriNii VPR [RNIFI U A R T - + +
ggggerty eta, | \RINR|NR| + | ++ [ NR|NR| - |NR|NR| ++ | + + | ++ | ++ | + | ++ | ++ | ++ | NR| ++ | NR| + + + + +
i‘;g“zmou etal, INR|NR[NR| + | + [NR|NR| + |NR| + [NR|NR|NR [ ++ [ NR|#+ | ++ | + | + | «+ [NR|NR| + | + | + | + | -
igg‘smou etal, | NRINR|INR| #+ | ++ | NR|NR| ++ | NR| ++ | ++ | NR | NR | + | NR | #+ | ++ | +4 | ++ | o+ | 4o | oo | 4+ | 4o | 4+ | ++ | -
%gg‘smon etal, | NRINR| + | #+ | ++ | 4+ | + | ++ [ NR| ++ | ++ | NR | NR | ++ [ NR | 4+ | 4+ | ++ | ++ | ++ | NR| NR | #+ | ++ | 4+ | ++ | +
g%';e etal, NR|NR|NR| + |+t |NR|NR | ++ |NR |+ | + [ NR|NR | + [ NR| + | + [+ | - | # [ NR|[NR| + | + | + | + [ -
;gggrmaﬂ etal, | | \R| + + - |NR|NR|NR|NR|NR| - ++ + ++ |+ - + | ++ | ++ | NR | NR | NR | - + - - +
;ggjrma" etal, INR INR|NR| + | + [NR|NR| + |[NR|NR|NR|NR|NR | + [NR| - | + | + | + |[NRINR|NR| - |+ | - | - |-
Loveland-
Cherry et al., NR | NR | NR + - NR | NR [ NR | NR | NR - ++ + NR | ++ + ++ ++ ++ | NR | NR | NR + + + - +
1999
'iglslg etal, + |+ | + | + | + |[NR|NR|NR|NR|NR| ++ | - + | ++ | ++ | + | ++ | ++ | ++ | NR | NR | NR| - L -
Moo Y [ NR | NR | NR |+ | 4+ | NR|NR | 4+ [ NR | ++ | - | NR| NR [ ++ [ NR | ++ |+ | ++ | + | + [NR[NR[ + [+ | + | + | -
S(B(S)nne” etal, + | ++ | ++ | ++ | ++ | NA| NA | + ++ | NR | ++ | NR | NR | ++ | ++ | ++ | ++ | ++ + R [ S + + + + +
;’gggber ea. I NR|{NR|NR| + [ ++ [NR|[NR| +#+ [NR| ++ [ + [NR|NR | + [NR| + | « | + [+ | + | + [NR| « | + | -]+ |-
ggg(;o etal., + | ++ | ++ | ++ | ++ | NR | NA | ++ | NR + NR | NR - - I e S A + ++ | 4+ - + + + -
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Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary

Reference 11 |12 |13 |21 | 22 |23 |24 | 25|26 | 27 | 28 29 (210|131 |32 |33 |34 |35 |36 |41 | 42 43 | 44 | 45 | 46 | 51 | 52
g’ggg‘ke etal, | NRINR|[NR| + | + [NR|NR| + |NR|NR| ++ | NR| NR | #+ [ NR | ## | #+ | #+ | + | ++ | + [ NR| - | ++ | + | + | -
g’(lj%ssni(:k etal, ++ | ++ | ++ ++ ++ + NR | ++ - + ++ + + ++ ++ + ++ | NR + ++ ++ NR - + ++ + ++
gé%'gon etal, NR|NR|NR| ++ | ++ | ++ | NR| - | NR| NR | + y B R T N (RS s |+ [ NR|NR| + | 4+ | ++ |+ +
\Z/Ci;I(?GrrUEI et al" NR NR NR ++ ++ ++ NR ++ + ++ + NR NR + + ++ ++ ++ ++ ++ ++ NR ++ ++ ++ ++ -
\{\gggn etal, NR | NR | NR + ++ NA | NA + NA | NR - ++ NA + + ++ ++ ++ + + - NR - + + - +
\{\gggn etal, + NR | NR + ++ NR ++ NR | NA | NR | ++ + + ++ - + ++ ++ - ++ NR | NR - + + + +
Table 10.2. Quality assessment: randomised controlled trials (cluster)

Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary
Reference ™01 [ 12 [ 13 | 21 | 22 | 23 | 24 | 25 | 26 | 27 | 28 | 29 | 210 | 31 | 32 | 33 | 34 | 85 | 86 | 41 | 42 | 43 | 44 | 45 | 46 | 51 | 52
';’."dlegzg” @ INR|NR|NR| + | + [NR|NR| ++ [ NR|NR| + | + + e | o e e [ NR - -] - - +
peatyetal | w | w |+ |+ | 4 [NA|NA| + | NR[NR |+ [ NR| NR [+ [+ | #+ | o+ [NR|NR| - [NA| & | + |+ |+ | + | +
26%(2’ g(t)gg + |NR|NR| + | ++ [NR|NR| ++ [ NR|NR| ++ [ NR| NR | + [ NR | #+ | ++ | ++ | ++ | ++ [ NR [ NR | ++ | ++ | ++ | + +
Cohen & - [NR |+ [NR| + | NR|NR| + [NR|NR|NR|NR| NR | + | #+ | 4+ | ++ | NR| ++ | ++ | NR [ NR | ++ | ++ | ++ | - | -
Rice, 1995
zDoa(r)]gy etal., ++ | ++ | ++ | + | 4+ | NR|NR | ++ |NR| + [ ++ [ NR| NR [ ++ | ++ | + | + | ++ | - | + |[NR|NR| + | + | ++ | + +
gicm:zfzow NR | NR | NR [+ | ++ [ NR| + [ ++ | ++ | + | + [ NR| NR [+ [ NR | + [+ | ++ | - |+ | - [ NR | ++ | ++ [ ++ | +
ZD(;'E)%”O etal, + |[NR|NR| + | ++ [NR|NR|NR| + | NR|NR| + + + |+ |+ |+ |+ | e+ | - |+ | NR| - T T
2D(i)|8;io etal, + o+ |+ |+ + [ NAINA] + [NR| + | #+ [ NR| NR | #+ | #+ | ++ | ++ | ++ | ++ | ++ | NR | - P T +
5(')%2’ etal, NR | NR | NR | + ++ | NR | + | |+ - NR | NR + | NR | + o | - | NR | NR | + + + + -
;fhrl‘ggg et NR|NR|NR| + | + [NR|NR| + [NR|[NR|NR|NR|NR | + |NR| - | + | + [+ | + |[NR|[NR| - | + | - - -
‘;8825 etal., NR | NR | NR | + - | NA | NA | NR | NA | NR | ++ | ++ + 4t | 4+ | - |+ |+ | |+ [ NRINR| + | + | #+ | + +
?ggi{‘ke etal, | \R [ NR|NR| + | ++ | NR|[NR | ++ | NR | NR | ++ | + + 4t |k |+ | | | e e |+ [ NR | e | e |+ +

177




PSHE x.x Community review

Jones and colleagues (2010)

Ref Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary
eference

11 (12|13 |21 |22 |23 |24 |25 |26 |27 |28 |29 | 210 (31|32 |33 |34 |35 |36 |41 |42 |43 |44 | 45 | 46 5.1 5.2
g’ggg‘ke etal, I NR|{NR|NR| + | + [NR[NR| + | ++ [NR|++ [NR| NR |[NR|NR| - | #+ [ ++| - | + [NR|NR| - | + | - - -
Zikkzeonag et NR|NR|NR| + | #+ | NR|[NR | +#+ | #+ | ++ | ++ [ NR| NR | ++ | NR | ++ | ++ | ++ | + | ++ | NR [ NR | ++ | ++ | ++ | + -
Spoth et al.,
1999; 2001; NR|NR|[NR| + | + | + | NR|[NR|NR|NR | + | + + + |+ |+ | |+ A [ NRINR |+ [ | |+ +
2004
gct)%’lto” etal, | ; ; + | ++ [ NR|NA| + [ NR| + | ++ | NR| NR | #+ | ++ | ++ | ++ | ++ | ++ | ++ [ NR | + | NR| #+ | ++ | + | ++
fggon etal, | \RINR|[NR| + | ++ | NR|NR| ++ | NR | + + | NR | NR + | NR | + + | ++ | ++ | + | ++ | NR| + + + + .
gct)%vzens etal, NR | NR | NR | ++ ++ | NR | NR | ++ ++ ++ - NR NR ++ | NR | ++ ++ ++ ++ ++ | NR [ NR | ++ | ++ ++ + -
Igggney etal, + - + - + NA | NA + - - ++ NR NR ++ ++ ++ ++ ++ ++ | NR | NA + - + ++ - +
Wu et al.,
2003 NR | NR | NR + ++ NR | NR ++ ++ NR - NR NR + NR ++ ++ ++ ++ ++ NR | NR + ++ + + -
Table 10.3. Quality assessment: other study designs

Study Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary
Reference .

design | 11 |12 |13 (21 |22 |23 | 24 | 25|26 |27 (28|29 21031 |32 (33|34 |35 |36 |41 |42 |43 |44|45|46/|51 |52
Eg'gg etal, NRCT | NR | NR | NR | - + + + + + |[NR| + |NR| NR | NR|NR | + + + - | NR|NR|NR | - + - - -
gg(r)%uson, NRCT | + [NR|NR| - | + | - [NR| + | - | - | + [NR[NR | + [NR| + |+ | + | + |[NR| - | + | - |+ | -] - -
gusltgf;é)n ® | NRCT [NR|NR|NR| - | + | - |[NR| + |+ |[NR| + |[NR|[NR | + [NR| + | + | + | - - [ NRNR |+ 4+ -
glou(tzalggss;et NRCT + ++ | ++ | NR + NR | NR | ++ | ++ + ++ | NR | NR | NR | ++ | ++ | ++ | ++ | ++ | ++ | ++ | ++ | ++ + ++ | ++ ++
Poarmanet | NRCT | NR [ NR [ NR [ - |+ | - [ NR | ++ [NR [+ [NR|NR| NR | + [NR | + |+ | + [+ [+ |+ [NR| - |+ |- |+ |-
Rew et al.,
2007 NRCT | + | + | ++ [NR| - [ NR| NR|NA| + |[NR|NR|NR| NR | ++ | ++ | ++ | ++ | NR| - | ++ | NA [ NR | + | ++ | ++ | + | +
Scheinberg NRCT | NR | NR | NR - + - - NR | NR + ++ + + - ++ + ++ + - ++ | NR - - + + - -
etal., 1997
SIPere® | NRCT [NRINR[NR| - | + | - [NR| + |+ [NR| - [NR[NR | - [NR| + |+ [+ wr | - | - [NR[+ |+ |+ | - | -
;hefgdg'g et CBA | + [NR|NR| - | + | - | - | + | + [NR|NA|NA|NA|[NR|[NR| + [ + | + [NA| + |NA|NR| + | + | + | + | -
Flynn et al.,
2006 CBA NR | NR | NR | NR [ ++ | NR | NR | ++ | ++ + NA | NR | NR ++ | NR + + ++ | ++ | NA | NA | NR + ++ + + -
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Study Population Method of allocation to intervention (or comparison) Outcomes Analyses Summary
Reference .

design | 11 |12 |13 |21 |22 |23 |24 | 25|26 |27 |28 |29 |210|31|32|33|34|35|36|41|42|43|44|45]|46]51]52
g'e‘igg;” et CBA | ++ | ++ | ++ [NR| + [NR|NA| - | ++ | + [NA[NR| NR | - | ++ [ ++ | ++ [NR|NR | ++ [ NA|NR | + | ++ | - | - | +
gggg etal., CBA |[NR|NR|NR| - | + | - |NR| + [NR|{NR| + [NR|NR | + [NR| + | + [NR| - [NR|NR| + | + | + | + | + | -
g”;oﬁay etal, | cga | + [NR|NR| - |4+ |NR| NA | NR|NR|NR| ++ | + + [ NR| + | + |+ | - ; SINRINR| - | || -]+
Postrado &
Nicholson, CBA |NR|NR|NR| - | + | - y + INR|NR|INR|INR|NR| + [NR| - | + |NR| - | + [NRINR| + | + | + | - .
1992
gggéh etal, CBA |[NR|NR|NR| - | + [NR|NR | ++ | ++ [NR|NR|NR| NR | + | NR| ++ | ++ | ++ | + | + [NR|NR| - | + | - - -
288795 etal, CBA |NR|NR|NR|NR| + [NR|NR| + | ++ [NR| + [NR|NR | + [NR| + | + | #+ | ++ | + | + |[NR| + | + | + | + -
ZYIQSCI)%SQH CBA NR | NR | NR - + - NR + NR + + + ++ ++ | NR | ++ | ++ + ++ + NR + ++ | ++ | ++ + -
;0”2'%‘8&“ CTS [ NR|NR|NR| - | ++ | - |l ++ INA|INR|INA|INR|NR| + [NR| + | + [NA|INA|INA|INA|[NA| - | + | - -
;‘e"z‘gg'sng el cts [NR|NR|NR| - | + [NA|NA| + | ++ [NR|NA|NR|NR |[NR|NR| + | + |[NR| + | + |[NA|NA|NA| + |NA| + | -

NRCT — Non-randomised controlled trial; CBA — controlled before and after study; CTS — cross-sectional time series

Table 10.4. Quality assessment: systematic reviews and meta-analyses

Questions .

Reference(s) Coding
11 1.2 1.3 1.4 1.5

R - - - R A -
DiCenso et al., 2002 ++ ++ ++ ++ ++ ++
Foxcroft et al., 2002 ++ ++ ++ ++ NA ++
Foxcroft et al., 2003 ++ ++ ++ + NA +
Franklin et al., 1997 ++ ++ + ++ ++ ++
Guyatt et al., 2000 + ++ ++ - NA +
Pedlow & Carey, 2003 ++ + + - NA +
Petrie et al., 2007 ++ ++ + ++ NA ++
Robin et al., 2004 + + + - NA +
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Questions ;
Reference(s) Coding
1.1 1.2 1.3 1.4 1.5
Sales et al., 2006 ++ ++ ++ - NA +
Smit et al., 2008 ++ ++ ++ ++ ++ ++
Underhill et al., 2007 ++ ++ ++ ++ NA ++
Underhill et al., 2008 ++ ++ ++ ++ NA ++

NA — not applicable; NR — not reported; ++ well covered; + adequately addressed; - poorly addressed

Table 10.5. Quality assessment for published economic evaluation studies

Study identification
Include author, title, reference, year of publication

Spoth et al., 2002

Evaluation criterion

1. Was a well-defined question posed in answerable form? Yes
1.1 Did the study examine both costs and effects of the service(s) or programme(s)? Yes
1.2 Did the study involve a comparison of alternatives? Yes
1.3 Was a viewpoint for the analysis stated and was the study placed in any particular decision-making context? Yes, societal
: I : : : . o - _ _ _
2. Was a comprehensive description of the competing alternatives given (that is, can you tell who? did what~ Yes, both interventions were described.
to whom? where? and how often?)?
2.1 Were any important alternatives omitted? No
2.2 Was (Should) a do-nothing alternative (be) considered? Yes, the intervention was compared to a minimal
contact intervention.
3. Was the effectiveness of the programmes or services established? Yes, in a cluster RCT
3.1 Was this done through a randomised, controlled clinical trial? If so, did the trial protocol reflect what would happen
. . Yes, as above
in regular practice?
3.2 Was effectiveness established through an overview of clinical studies? NA
3.3 Were observational data or assumptions used to established effectiveness? If so, what are the potential biases in NA

results?
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Study identification
Include author, title, reference, year of publication

Spoth et al., 2002

4, Were all the important and relevant costs and consequences for each alternative identified? Yes
4.1 Was the range wide enough for the research question at hand? They appeared to be.
4.2 Did it cover all relevant viewpoints? (Possible viewpoints include the community or social viewpoint, and those of | Again they appeared to be, the authors discussed
patients and third-party payers.) using the human capital approach to value the
societal cost of alcohol disorders.
4.3 Were capital costs, as well as operating costs, included? Not clear.
5. Were costs and consequences measured accurately in appropriate physical units (for example, hours of Not reported
nursing time, number of physician visits, lost work-days, gained life-years)? P
5.1 Were any of the identified items omitted from measurement? If so, does this mean that they carried no weight in
. Not reported
the subsequent analysis?
5.2 Were there any special circumstances (for example, joint use of resources) that made measurement difficult? Not reported
Were these circumstances handled appropriately? P
6. Were costs and consequences valued credibly? Partially
6.1 Were the sources of all values clearly identified? (Possible sources include market values, patient or client Not reported
preferences and views, policy-makers' views and health professionals' judgements.) P
6.2 Were market values employed for changes involving resources gained or depleted? Not reported
6.3 Where market values were absent (for example, volunteer labour), or did not reflect actual values (for example, NA
clinic space donated at reduced rate), were adjustments made to approximate market values?
6.4 Was the valuation of consequences appropriate for the question posed (that is, has the appropriate type or types Yes
of analysis — cost-effectiveness, cost-benefit, cost-utility — been selected)?
7. Were costs and consequences adjusted for differential timing? Yes
7.1 Were costs and consequences which occur in the future 'discounted' to their present values? Yes, discount rate of 3% applied
7.2 Was any justification given for the discount rate used? Yes, recommended by the Panel on Cost-
effectiveness in Health and Medicine
8. Was an incremental analysis of costs and consequences of alternatives performed? No
8.1 Were the additional (incremental) costs generated by one alternative over another compared to the additional No
effects, benefits or utilities generated?
9. Was allowance made for uncertainty in the estimates of costs and consequences? Yes
9.1 If data on costs or consequences were stochastic, were appropriate statistical analyses performed? Not reported
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Study identification
Include author, title, reference, year of publication

Spoth et al., 2002

9.2 Were study results sensitive to changes in the values (within the assumed range for sensitivity analysis, or within | Sensitivity analyses conducted on key variables,
the confidence interval around the ratio of costs to consequences)? favourable still reported.
10. Did the presentation and discussion of study results include all issues of concern to users? Partially.
10.1 Were the conclusions of the analysis based on some overall index or ratio of costs to consequences (for example, N
cost-effectiveness ratio)? If so, was the index interpreted intelligently or in a mechanistic fashion?
10.2 Were the results compared with those of others who have investigated the same question? If so, were allowances .
S - Partially.
made for potential differences in study methodology?
10.3 Did the study discuss the generalisability of the results to other settings and patient/client groups? Partially.
10.4 Did the study allude to, or take account of, other important factors in the choice or decision under consideration (for No
example, distribution of costs and consequences, or relevant ethical issues)? )
10.5 Did the study discuss issues of implementation, such as the feasibility of adopting the 'preferred' programme given
existing financial or other constraints, and whether any freed resources could be redeployed to other worthwhile | No
programmes?
OVERALL ASSESSMENT OF THE STUDY
How well was the study conducted? Code ++, + or — +

Are the results of this study directly applicable to the patient group targeted by this guideline?

Unknown, estimates presented were conservative
but are based on USA population estimates.
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