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Glossary 

Abstinence-only programmes Programmes that encourage and promote abstinence as the 
best and only way to prevent pregnancy, HIV and other STIs. 

Abstinence-plus programmes Programmes that emphasise abstinence as the safest way to 
prevent pregnancy, HIV and other STIs, but also promote 
safer sex through the use of contraceptives. 

American school grades Education is divided into 3 levels: elementary school, junior 
high (or middle) school and high school. 

Bias 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. 

Binge drinking  Consuming large quantities of alcohol over a short period of 
time. Often associated with drinking to become intoxicated. 

Cluster randomisation A trial where the unit of randomisation is a cluster of 
participants (e.g. a school). 

Controlled before and after study 
(CBA) 

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. 

Drug education programmes Programmes that include a focus on illegal drugs or tobacco 
in addition to alcohol. 

Effect size 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. 

General health education 
programmes 

Programmes that are health based but include aspects and 
outcomes relating to alcohol or sex and relationships 

HIV and sexual risk-reduction 
programmes 

Programmes that focus on HIV prevention and HIV risk-
behaviour, sexual risk-behaviour or a combination of both. 

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

Internal validity How well the study has minimised sources of bias and how 
likely it is that the intervention caused the observed outcomes.  

Key stage Pupils‟ progress through school is measured in key stages. 
Each key stage covers a number of school years. Starting at 
key stage 1 and finishing at key stage 4. 

Long-term outcome Study outcomes as evaluated at over one year post-
intervention. 

Medium-term outcome Study outcomes as evaluated at six months to one year post-
intervention. 

Mean difference The difference between two means divided by an estimate of 
the within group standard deviation. 

Meta-analysis The combination of quantitative evidence from a number of 
studies. 

Non-Randomised  Controlled Trial These are trials where participants or clusters are allocated 
between intervention and control groups but the allocation is 
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not randomised or quasi-randomised (e.g. alternate 
allocation). 

Odds ratio 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).  

Randomised Controlled Trial 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. 

Risk ratio The risk of the event in the one group (e.g. intervention) 
divided by the risk of the event in the other group (e.g. 
control). 

Short-term outcomes Study outcomes evaluated at less than six months post-
intervention. 

Social development programmes Programmes that aim to impact upon alcohol use or sex and 
relationships through social development education 

Systematic review A method of locating, appraising and synthesising evidence 
from primary studies, which adheres to a scientific 
methodology. 

Uncontrolled before and after study 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 

AAPT Adolescent Alcohol Prevention Trial 

AMPS Alcohol Misuse Prevention Study 

BPBR Be Proud! Be Responsible 

CBA Controlled before and after study 

CARE Community Awareness and Relationship Education 

CBT Cognitive Behavioural Therapy 

CEA Cost-effectiveness analysis 

DARE Drug Abuse Resistance Education 

DfES Department for Education And Skills 

DH Department of Health 

HBM Health Belief Model 

HIV Human immunodeficiency virus 

I-LST Infused Life Skills Training 

ICER Incremental cost-effectiveness ratio 

ICU Information about Consequences of Use 

ITS Interrupted times series 

ITT Intention to treat 

LST Life Skills Training 

MMP Midwest Prevention Project 

MPM Managing the Pressures before Marriage 

MCMF My Choice, My Future! 

NICE National Institute for Health and Clinical Excellence 

NR Not reported 

NRCT Non-Randomised Controlled Trial 

OR Odds Ratio 

PID Pelvic inflammatory disease 

PSHE Personal Social and Health Education 

PT  Post-test 

PY/PM Protecting You/Protecting Me 

QCA Qualifications and Curriculum Authority 

RAPP Rochester AIDS Prevention Project for Youth 

RCT Randomised Controlled Trial 

RCV Re-capturing the Vision 

RHC  Raising Healthy Children 

SHARE Sexual Health and Relationships: Safe, Happy and Responsible 

SLT Social Learning Theory 

SR Systematic Review 

SRE Sex and relationships education 

STARS Start Taking Alcohol Risks Seriously 
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STI Sexually transmitted infection 

SWAAT Students Working Against AIDS Together 

UBA Uncontrolled before and after study 

YTCs Youth Training Centres 

YAPP Youth AIDS Prevention Project 
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EXECUTIVE SUMMARY 

OBJECTIVES 

This review sought to identify effective and cost-effective interventions and programmes that focus on 

alcohol education and sex and relationships education for secondary school aged children. 

METHODS 

The methods for the review followed NICE protocols for the development of NICE public health 

guidance. Sixteen databases were searched for effectiveness and cost-effectiveness studies 

published since 1990. Two reviewers independently screened all titles and abstracts. 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.  

ALCOHOL AND DRUG EDUCATION PROGRAMMES 

A total of 119 articles met the criteria for inclusion in the review of alcohol and drug education 

programmes. Fourteen articles were systematic reviews and meta-analyses, 103 articles reported on 

the evaluation of an alcohol or substance use education programme, and two articles were economic 

evaluation studies. Of the 103 articles, 74 reported on evaluations of classroom-based programmes; 

20 of which were alcohol specific, and 54 of which focused on substance use including alcohol. Also 

identified were 15 articles that reported on evaluations of brief behavioural or single session 

interventions, nine articles reporting on two multicomponent school- and community-based 

programmes and five articles reporting on evaluations of peer support and/or counselling programmes. 

Systematic reviews and meta-analyses 

A total of 14 systematic reviews and meta-analyses were identified for inclusion. The majority of the 

reviews identified examined the effectiveness of programmes targeting substance use including 

alcohol, and only three reviews focused specifically on the prevention of alcohol use. A good quality 

review found that there was no consistent evidence to determine which programmes were effective 

over the short to medium-term, but highlighted three programmes which were effective over the 

longer term. These included the family-based, Strengthening Families programme, and two school-

based programmes, Botvin‟s LST and a culturally-focused curriculum for Native American students. A 

second review highlighted promising evidence from six additional programmes, Keepin it REAL, the 

Midwest Prevention Project, Project Northland, Healthy School and Drugs, Project ALERT, and the 

SHAHRP. Two reviews identified evidence to suggest that peer leaders strengthened the effects of 

school-based interventions, although another review found that any beneficial effects of peer 

involvement were lost when they were combined with teacher-led activities. One review did not find 

any evidence to suggest that any particular agency or external contributor was more effective than 

another. 
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Evidence statement 1 

1 (a) There is strong evidence from two systematic reviews to suggest that a secondary-level school-

based programme, Botvin‟s LST, can produce long-term reductions (greater than 3 years) in 

alcohol use. Other promising intervention approaches include: Keepin it REAL, the Midwest 

Prevention Project, Project Northland, Healthy School and Drugs, Project ALERT, and 

SHAHRP. 

1 (b) There is moderate evidence from two systematic reviews
 
to suggest that programmes delivered 

by peer leaders may be more beneficial than programmes delivered by teachers or other 

contributors. 

Classroom-based programmes 

A total of 74 articles were identified for inclusion that reported on evaluations of classroom-based 

programmes. Overall, 20 articles were identified for inclusion that reported on the evaluation of 12 

alcohol education programmes across 15 studies and 54 articles were identified that examined 22 

classroom-based substance use (including alcohol) prevention programmes across 34 studies. 

Of the 15 studies identified for inclusion that examined alcohol education programmes, nine studies 

were RCTs, three were NRCTs and three were CBA studies. The 12 alcohol education programmes 

were primarily classroom-based curriculums, but two programmes incorporated additional materials 

and activities for parents. The programmes identified targeted students across a range of age groups; 

eight programmes targeted students aged 14 or younger and four programmes were targeted at older 

adolescents. Across eight studies that examined intervention effects on knowledge related to alcohol 

use there were indications that alcohol-specific education programmes generally increased alcohol or 

curriculum knowledge over the short-term. However, effects on medium- and long-term knowledge 

acquisition were weaker. Eight studies examined young people‟s alcohol-related attitudes and values, 

finding non-significant programme effects across the majority of programmes. However, the SHAHRP 

programme, which was based on a harm reduction approach, had positive short- and long-term 

effects on students‟ alcohol-related attitudes. Short-term increases in safer alcohol-related attitudes 

were also reported in a study that examined a highly-role specific programme compared to a less-role 

specific alcohol programme. Few studies examined intervention effects on personal and social skills. 

Intervention impacts on a range of alcohol-related measures were examined across the included 

studies. The SHAHRP programme appeared to have the most consistent effects on short-term 

alcohol use, and additionally had effects on hazardous/harmful drinking. Medium- to long-term effects 

on alcohol consumption were found to be limited. Studies were either methodologically poor, as in the 

case of the AAPT programme, or reported conflicting or diminished effects.  For example, 17-months 

after delivery of the SHAHRP programme the positive short-term effects appeared to be declining. 

Although intervention effects favoured SHAHRP, differences between intervention and control 

students in terms of their alcohol consumption and other measures of alcohol use including 

harmful/hazardous drinking were no longer significant. There were no long-term effects of a longer 

term version of the AMPS programme on alcohol consumption, but there did appear to be intervention 

effects on alcohol misuse.  
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Evidence statement 2 

2 (a) There is strong evidence from four RCTs, two NRCTs and two CBA studies to suggest that 

classroom-based alcohol specific programmes are effective at increasing alcohol-related 

knowledge in the short-term, but have inconsistent or mixed effects on alcohol-related 

knowledge in the medium- to long-term. Findings may only be partially applicable to the UK as 

studies were implemented within Australia, Germany and the USA and may not be 

generalisable beyond the populations studied. 

2 (b) Overall, there is inconsistent evidence from four RCTS, three NRCTs and one CBA study to 

determine the effects of alcohol specific education programmes on attitudes and values relating 

to alcohol. However, there is moderate evidence from one NRCT
 
to suggest that programmes 

based on a harm reduction approach may have positive short- to long-term effects on students‟ 

alcohol-related attitudes. In addition, there is weak evidence from one NRCT to suggest that 

programmes with a high level of role-specification for providers may have short-term positive 

impacts on attitudes and values.  

2 (c) There is inconsistent evidence from one RCT and one CBA study to determine the effects of 

programmes focusing on reducing the harm from drinking and driving on drink driving 

measures. 

2 (d) There is moderate evidence from five RCTs, three NRCTs and two CBA studies to suggest that 

alcohol-specific education programmes may have mixed short-term effects on health outcomes 

relating to alcohol use. One NRCT of a programme focusing on harm reduction through skills-

based activities (SHAHRP), showed short-term reductions in alcohol use. In particular effects 

were seen on risky drinking behaviours such as drunkenness and binge drinking. Findings may 

only be partially applicable to the UK as this study was conducted in Australia and may not be 

generalisable beyond the populations studied.  

2 (e) There is moderate evidence from eight RCTS, one NRCT and one CBA study to suggest that 

alcohol-specific education programmes have limited medium- to long-term effects on health 

outcomes related to alcohol use, such as frequency of alcohol consumption and drunkenness. 

Findings may only be partially applicable to the UK as studies were implemented outside the 

UK and may not be generalisable beyond the populations studied. 

Of the 34 studies, which examined 22 classroom-based substance use (including alcohol) prevention 

programmes, 23 were based on RCT designs, seven were NRCTs and four were CBA studies. 

Although all of the programmes were primarily classroom-based, five programmes combined school 

components with family- and/or community-based components. Two studies combined two originally 

school-based only programmes (DARE and LST, respectively) with components targeting parents. 

The majority of programmes targeted students aged 14 or younger. Four studies, including 

evaluations of LST, AMPS, DARE, and the Healthy School and Drugs Project, respectively, examined 

programme effects on alcohol-related knowledge. Overall both short and medium-term increases in 

alcohol knowledge were reported but these were not sustained long-term. Twenty-one studies 
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reported outcomes relating to alcohol or substance use attitudes and behavioural intentions. There 

were inconsistent effects on attitudes towards alcohol use and peer norms, but eight studies, which 

examined behavioural intentions indicated generally positive programme effects on intentions to drink 

or get drunk. Intervention effects on personal and social skills were examined across a small number 

of programmes but found to be inconsistent. Four programmes, the Positive Youth Development 

Programme, the Unplugged programme, a revised version of Project Alert, and the Healthy School 

and Drug Project had positive short-term programme effects on alcohol use. However, the findings of 

Positive Youth Development Programme were limited by the poor quality of the study. Positive longer 

term effects were demonstrated for two programmes, Keepin It REAL and Be Under Your Own 

Influence/All Stars, which combined school and media intervention components. The strongest 

evidence of effectiveness came from a series of studies which examined Botvin‟s LST. Two studies 

found positive short- and medium-term effects on drinking frequency and binge-drinking, and these 

were sustained long-term. However, replication of the programme by other research groups suggests 

that there may be issues with the transferability of LST to other settings. 

Evidence statement 3 

3 (a) There is moderate evidence from two RCTs, one NRCT and one CBA study to suggest that 

classroom-based substance use programmes are effective at improving knowledge relating to 

substance use and its effects in the short- to medium-term, but that these effects are not 

sustained in the long-term. Findings may only be partially applicable to the UK as studies were 

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

3 (b) There is moderate evidence from 12 RCTs, seven NRCTs and two CBA studies to suggest that 

classroom-based substance use programmes may have mixed effects on student‟s substance 

use-related attitudes and values. There is moderate evidence from seven RCTs, four NRCTs 

and two CBA studies to suggest that these programmes may impact on attitudes to substance 

use in the short- to medium-term and further evidence from five RCTs and three NRCTs to 

suggest that they may have a positive impact on long-term behavioural intentions. There is 

weak evidence from six RCTs, one NRCT and one CBA study to suggest that classroom-based 

substance use programmes have no medium- to long-term effects on peer norms. Findings 

may only be partially applicable to the UK as studies were implemented in the USA and may 

not be generalisable beyond the populations studied. 

3 (c) There is weak and inconsistent evidence from one RCT, three NRCTs and one CBA study to 

determine the effects of classroom-based substance use programmes on young peoples‟ 

personal and social skills.  

3 (d) There is moderate evidence from 14 RCTs, two NRCTs and two CBA studies to suggest that 

the following classroom-based substance use programmes may have inconsistent or no effects 

on alcohol use: DARE, Going Places, Lion‟s Quest SFA, All Stars Senior, Project Alert, Project 

SMART, Project TND, NARCONON drug education curriculum. In addition, there is weak 
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evidence from one CBA study to suggest that the Adolescent Decision Making Programme may 

have potentially harmful long-term effects on alcohol consumption. 

3 (e) There is weak evidence from two RCTs and one NRCT to suggest that programmes that 

combine school-based curriculums with additional components may have positive effects on 

alcohol consumption. The Healthy School and Drugs Project, a three-year programme, which 

included a nine lesson teacher-led curriculum, formulation of school policy on substance use 

and involvement of parents, had short-term effects on alcohol use, but longer term effects of 

the programme have not been examined. Positive longer term effects were demonstrated for 

two programmes, Keepin It REAL and Be Under Your Own Influence/All Stars, which combined 

school-based curriculums with media intervention components. Findings may only be partially 

applicable to the UK as studies were implemented in the Netherlands and the USA and may 

not be generalisable beyond the populations studied. 

3 (f) There is moderate evidence from three RCTs to suggest that LST has positive short-, medium- 

and long-term effects on drinking frequency and binge drinking. However, there is moderate 

evidence from three RCTs and one NRCT to suggest that there may be issues with the 

transferability of LST to other settings. Findings may only be partially applicable to the UK as 

studies were implemented in Spain and the USA and may not be generalisable beyond the 

populations studied. 

Brief behavioural or single session interventions  

A total of 15 articles were identified that reported on evaluations of seven brief behavioural or single 

session intervention approaches across 13 studies. Of the 13 studies, 11 studies were RCTs, one 

was an NRCT and one was a CBA study. All thirteen studies were primarily school-based but six 

studies examined interventions which incorporated materials targeting parents. A range of providers 

were utilised including school nurses, physicians, teachers, fitness professionals, consultants, trained 

research staff and motivational speakers. Two studies were based on mailed intervention materials 

and therefore did not involve a provider in the delivery. 

None of the studies examined intervention effects on knowledge or understanding but eleven studies 

examined intervention effects on students‟ attitudes and values. Across these studies, there was an 

indication of positive intervention effects in the short-term, resulting in increases in negative views of 

alcohol and/or its consequences and a decrease in alcohol-related expectancies. Brief behavioural or 

single session intervention approaches appeared to have inconsistent short- and medium-term effects 

on student‟s intentions to drink. Few studies examined intervention effects on personal and social 

skills, and for two studies that examined impacts on self-control and parent-child relationships 

intervention effects were mixed. Eight studies that examined STARS for Families and Project SPORT, 

two intervention approaches based on brief nurse consultations, indicated mixed, but generally 

positive effects of this programme approach on alcohol consumption and heavy drinking in the short- 

to medium-term. An alcohol tailored beverage programme and an intervention founded on the 

Behaviour-Image Model had inconsistent effects on alcohol use, and two further programmes, a 
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single session on the dangers of binge drinking, and the one week long Programme “Kickoff”, had no 

effects on alcohol use. 

Evidence statement 4 

4 (a) There is moderate evidence from nine RCTs, one NRCT and one CBA study to suggest that 

brief behavioural or single session intervention approaches relating to alcohol use may have 

mixed effects on attitudes and values relating to alcohol use. There is moderate evidence from 

four RCT, one NRCT and one CBA study to suggest that these programmes may have positive 

short-term effects on how student‟s view alcohol use and its consequences and further 

evidence from five RCTs and one NRCT to suggest that brief behavioural interventions have 

mixed or inconsistent effects on intentions to drink.  Findings may only be partially applicable to 

the UK as the majority of studies were implemented in the USA and may not be generalisable 

beyond the populations studied. In addition, the emphasis of the STARS for Families and 

Project SPORT interventions on abstinence may be of limited relevance to PSHE delivery in 

secondary schools focusing on SRE and alcohol education. 

4 (b) There is inconsistent evidence from two studies to determine the effects of brief behavioural 

and single session intervention approaches on personal and social skills. 

4 (c) There is moderate evidence from five RCTs to suggest that brief behavioural interventions 

based on nurse-led consultations, such as the STARS for Families and Project SPORT 

programmes, can produce short-term reductions in alcohol use, but further moderate evidence 

from three RCTs to suggest that these effects may not be sustained in the medium-term. There 

is weak evidence from two RCTs, one NRCT and one CBA study to suggest that other brief 

behavioural and single session intervention approaches may have a limited impact on alcohol 

consumption. These findings may only be partially applicable to the UK as the majority of 

studies were implemented in the USA and may not be generalisable beyond the populations 

studied. In addition, the emphasis of the STARS programme on abstinence may be of limited 

relevance to PSHE delivery in secondary schools focusing on SRE and alcohol education. 

Multicomponent school- and community-based programmes 

Nine studies were identified that examined two multicomponent, school- and community-based 

programmes: Project Northland and the Midwest Prevention Project. Both programmes were based in 

communities in the USA and combined comprehensive school-based curriculums, with community-

based activities and parental involvement components. All nine studies identified for inclusion were 

based on an RCT design. 

None of the studies examined intervention effects on knowledge or understanding, or personal and 

social skills. There no were effects of Project Northland on attitudes and values and neither of the 

studies of the MPP examined intervention effects on these outcomes. Project Northland significantly 

reduced growth in binge drinking and tendency to use alcohol during Phase I and II of the programme, 

however, during the interim phase of the programme growth in alcohol use was greater among 

intervention students than control students. The three-year MPP did not have significant effects on 
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alcohol use in one cohort of ninth/tenth grade students, but a short-term secondary prevention effect 

was reported in a second cohort. 

Evidence statement 5 

5 (a) There is no evidence from eight RCTs
 
to determine the impact of multicomponent, school- and 

community-based programmes on knowledge, or personal and social skills. 

5 (b) There is moderate evidence from three RCTs to suggest that Project Northland, a long-term 

multicomponent, school- and community-based programme, has no effects on attitudes and 

values related to alcohol consumption. 

5 (c) There is moderate evidence from two RCTs
 
to suggest that the Midwest Prevention Project has 

no effects on alcohol consumption and inconsistent evidence from five RCTs to suggest that 

Project Northland may have mixed effects on alcohol consumption. Two RCTs showed 

reductions in alcohol consumption, particularly among younger adolescents, but replication of 

the programme among an urban sample showed that the programme was not effective. 

Findings may only be partially applicable to the UK as studies were implemented in the USA 

and may not be generalisable beyond the populations studied. 

Peer support and counselling programmes 

Five studies examined five peer support and counselling programmes. Of the five studies identified for 

inclusion, one study was based on an RCT design; two studies were NRCTs; and two studies were 

based on CBA designs. All five programmes were school-based only and the provider for three peer 

support programmes was peers alone. The two counselling programmes were delivered by health 

counsellor or educational psychology students, respectively. 

None of the studies examined intervention effects on knowledge or understanding, or personal and 

social skills. Three studies examined short-term intervention effects on attitudes and values. For two 

peer leadership programmes there appeared to be modest impacts on attitudes to alcohol and one 

study of a counselling programme found that the programme had a positive impact on the number of 

psychological problems that students‟ attributed to their alcohol use. Neither of the counselling 

programmes was shown to be effective in reducing alcohol consumption, and one programme had 

potentially harmful effects on high school students‟ alcohol consumption. There were inconsistent 

effects of peer support programmes on alcohol use. 

Evidence statement 6 

There is inconsistent evidence from one RCT, two NRCTs and two CBA studies to determine the 

effectiveness of counselling and peer support on attitudinal and behavioural outcomes related to 

alcohol use. Findings may only be partially applicable to the UK as studies were implemented in the 

USA and may not be generalisable beyond the populations studied. 

Review of published economic evaluations 

Two studies were identified that met the criteria for inclusion in the review of published economic 

evaluations. One study assessed the cost-effectiveness of standard and infused LST, and a second 
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study assessed the costs, benefits and cost-effectiveness of the MPP. The standard LST programme 

was found to be more cost effective than I-LST by $33.46 per student after 1 year of intervention 

delivery. In the second year, however, standard LST had no effects and the authors concluded that I-

LST was more cost-effective. The 3-year total costs of the two programmes were estimated at 

$109,429.04 and $93,088.17, respectively. The results of the cost-benefit analysis (CBA) of the MPP 

demonstrated a $700 net saving per family per year resulting from a reduction in the incidence of 

monthly drunkenness. Cost benefits ratios were also shown to be favourable (ratio to $1 spent on 

prevention to saving is $1:1.69). Compared to “usual” drug education the ICER of the MPP was 

reported to be equal to the ratio of its incremental cost per incremental effects, equivalent to $10 per 

net reduction in the incidence of monthly drunkenness. 

Evidence statement 7 

There is inconsistent evidence from two economic evaluation studies to determine the cost-

effectiveness of school-based interventions that aim to prevent or reduce alcohol use in young people 

under 18 years old. 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. 

SEX AND RELATIONSHIPS EDUCATION 

A total of 75 articles met the criteria for inclusion in the review of sex and relationships education 

programme. Nine articles were systematic reviews and meta-analyses, 65 articles reported on 

evaluations of sex and relationships education interventions, and one article was an economic 

evaluation study. 

Systematic reviews and meta-analyses 

Nine systematic reviews evaluated abstinence only and abstinence plus safer-sex promotion 

programmes (Underhill et al., 2007, 2008; Bennett & Assefi, 2005), safer-sex promotion (Oakley et al., 

1995; Franklin et al., 2007; Kirby et al.,1994; Pedlow and Carey, 2003; Robin et al., 2004) and 

sexuality-focused interventions (Sales et al., 2006). Findings from three reviews that examined 

abstinence-only and abstinence-plus programmes (Underhill et al., 2007, 2008; Bennett and Assefi, 

2005) indicated that abstinence-only programmes have limited effects or are ineffective for preventing 

or reducing sexual risk behaviours. In addition, Oakley et al (1995) found evidence to suggest that 

abstinence only education may have an adverse effect and actually increase sexual experimentation 

among students. For programmes that incorporated information on safe sex and use of contraception, 

there was evidence from five reviews (Underhill et al., 2008; Pedlow & Carey, 2003; Franklin et al., 

1997; Kirby et al., 1994; Oakley et al., 1995) to suggest that interventions may have effects on 

preventing sexual risk behaviours, but that these effects tend to be modest. There was no evidence 

that sexuality and AIDS education increased sexual activity. 
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Evidence statement 8 

8 (a) There is strong evidence from three systematic reviews to suggest that abstinence-only 

programmes have limited effects or are ineffective for preventing or reducing sexual risk 

behaviours. 

8 (b) There is moderate evidence from five systematic reviews to suggest that interventions 

incorporating information on safer sex and contraceptive use may have positive, but limited 

effects on preventing sexual risk behaviours. There is no evidence that such programmes 

increase the occurrence of sexual activity among young people. 

8 (c) There is moderate evidence from four systematic reviews to suggest that effective 

characteristics of sexual risk reduction interventions include: (1) a theoretical basis; (2) use of 

trained adult health educators as providers; and (3) provision of highly specific content focusing 

on sexual risk reduction. 

UK-based studies 

Twelve UK studies, evaluating seven programmes, were identified that could be defined as 

predominantly sex and relationships education. Of the 12 studies, six were RCTs, two studies were 

based on an NRCT design, and five were CBA studies. Seven studies (Henderson et al., 2007; 

Mellanby et al., 1995; 2001; Stephenson et al., 2004; 2008; Tucker et al., 2007; Wight et al., 2002) 

reported on evaluations of three comprehensive school-based programmes, A PAUSE, RIPPLE and 

SHARE, respectively. Two studies (Gillies et al., 1990; Bellingham et al., 1993) reported on 

evaluations of the Streetwize UK, AIDS education comic, Denman et al (1995) examined a theatre in 

education programme and two studies (Graham et al., 2002; Magnusson et al., 2004) examined 

single lessons on emergency contraception and contraceptive services, respectively. 

Across four studies (Tucker et al., 2007, Wight et al., 2002; Stephenson et al., 2004; Mellanby et al., 

2001) that examined three comprehensive school-based programmes, there were indications that 

these programmes had significant effects on knowledge about STIs. Three studies (Denman et al., 

1995; Bellingham and Gillies, 1993; Gillies et al., 1990) that examined a theatre in AIDS/HIV 

education programme and the Streetwize UK comic, respectively, had positive impacts on knowledge 

about HIV, and a teacher-led intervention about emergency contraception (Graham et al., 2002) 

increased knowledge relating to contraception. The effects of three comprehensive SRE programmes 

on attitudes were mixed. There were inconsistent or no effects of the peer-led RIPPLE programme 

and A PAUSE, but there were positive programme effects of the SHARE programme (Tucker et al., 

2007) on attitudes concerning condom use and STI prevention, and on self-efficacy to use condoms. 

Other intervention approaches focusing on HIV prevention (Denman et al., 1995; Bellingham and 

Gillies, 1993; Gillies et al., 1990) and emergency contraception (Graham et al., 2002) had limited 

impacts on attitudes and values. Results for skills outcomes were limited with few studies reporting on 

these outcomes. In addition, few of the studies found significant programme effects on health 

outcomes related to sexual health. There were positive medium- and long-term effects of the A 

PAUSE (Mellanby et al., 1995) and RIPPLE (Stephenson et al., 2004) programmes on the number of 

students who reported ever having had sex, although for RIPPLE this effect was only apparent among 
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females at the 18-month follow-up. There were no effects of either the RIPPLE (Stephenson et al., 

2004; 2008) or SHARE (Wight et al., 2002) programmes on use of condoms or other forms of 

contraception. There was mixed evidence on the effects of these programmes on pregnancy. There 

were no medium-term effects of the SHARE (Wight et al., 2002) or RIPPLE (Stephenson et al., 2004) 

programmes on rates of unintended pregnancies, however, Stephenson et al (2008) found that at age 

20, students who participated in the peer-led RIPPLE programme were less likely to have been 

pregnant. There were no long-term effects of the RIPPLE (Stephenson et al., 2008) or SHARE 

(Henderson et al., 2006) programmes on abortion rates. Other intervention approaches focusing on 

HIV prevention (Denman et al., 1995; Bellingham and Gillies, 1993), and single lessons regarding 

emergency contraception (Graham et al., 2002) and contraceptive services (Magnusson et al., 2004), 

respectively, had no impact on sexual behaviours. 

Evidence statement 9 

9 (a) There is moderate evidence from two RCTs and two CBA studies to suggest that 

comprehensive sex education programmes may be effective at increasing students‟ knowledge 

about STIs in the short- to long-term. In addition, there is weak evidence from one RCT and two 

CBA studies to suggest that brief interventions focusing on HIV prevention, such as theatre in 

education or a comic-based intervention, may have short-term positive effects on knowledge 

about HIV/AIDs. This evidence is directly applicable as these studies were conducted in the 

UK. 

9 (b) Overall, there is inconsistent evidence from two RCTs and two CBA studies to determine the 

effects of comprehensive sex education programmes on attitudes and values relating to sexual 

health. However, there is weak evidence from one CBA study
 
to suggest that a two-year sex 

education programme aimed at reducing unsafe sexual behaviour and unwanted pregnancy 

(SHARE) may have positive effects on long-term attitudes and intentions regarding condoms. 

There is moderate evidence from two RCTs, one NRCT and two CBA studies to suggest that 

brief or single session interventions focusing on HIV prevention or contraceptives and 

contraceptive services may have a limited impact on students‟ attitudes and values. This 

evidence is directly applicable as the study was conducted in the UK.  

9 (c) There is inconsistent evidence from two RCTs and one CBA study to determine the effects of 

UK-based SRE approaches on personal and social skills.  

9 (d) There is moderate evidence from one RCT and one NRCT to suggest that comprehensive SRE 

programmes, that include peer-led sessions such as RIPPLE and A PAUSE, may delay sexual 

initiation, but strong evidence from three RCTs and one NRCT to suggest that SRE 

programmes and single session interventions focusing on contraceptives and contraceptive 

services may have no impacts on condom or contraceptive use. This evidence is directly 

applicable as the studies were conducted in the UK. 

9 (e) There is mixed evidence from three RCTs on the effects of comprehensive SRE programmes 

on outcomes relating to pregnancy. There is moderate evidence from one RCT of the peer-led 
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RIPPLE programme to suggest that this programme may reduce teenage pregnancy, but not 

abortion, rates in the long-term and strong evidence from one RCT of the teacher-led SHARE 

programme to suggest that this programme has no long-term effects on conceptions or 

terminations. This evidence is directly applicable as the studies were conducted in the UK. 

Abstinence-only programmes 

Ten articles were identified that evaluated eight programmes defined as abstinence-only programmes 

across nine studies. These programmes encouraged and promoted abstinence as the best and only 

way to prevent pregnancy, HIV and other STIs. Of the nine studies, two were RCTs and seven were 

NRCTs. Four programmes were teacher-led and one was peer-led. The provider for three 

programmes was not reported. Abstinence-only programmes were generally targeted at students 

younger than 14 years, with the exception of the Sex Can Wait programme, which consists of upper 

elementary, middle and high school components. 

Overall, abstinence-only programmes appeared to be effective at increasing knowledge related to 

STIs in the short- to medium-term. Evidence was lacking on the longer term effects of abstinence-only 

programmes on knowledge. Eight studies examined effects on attitudes and values, and abstinence-

only programmes were generally found to have had a positive effect on participants‟ beliefs and 

attitudes towards abstinence, and no programmes reported an adverse programme effect on attitudes 

towards abstinence or intentions to have sex. Results from the studies that examined intervention 

effects on parent-child communication indicated that abstinence-only programmes did not affect 

communication. Eight studies demonstrated that abstinence-only programmes had non-significant or 

inconsistent effects on the initiation of sexual activity. Two studies, which reported outcomes relating 

to contraception, found no impact on contraception use. One abstinence-only programme, Success 

Express, had a negative effect; at follow-up intervention students reported greater lifetime sexual 

experience than controls. However, in a replication study of this programme there was no difference 

between intervention and control students on this measure. 

Evidence statement 10 

10 (a) There is moderate evidence from one RCT and two NRCTs to suggest that abstinence only 

programmes may have positive short- to long-term effects on knowledge relating to STIs. This 

evidence may only be partially applicable because the programme‟s emphasis on abstinence 

is of limited relevance to PSHE delivery in secondary schools focusing on SRE and alcohol 

education. 

10 (b) There is weak evidence from four NRCTs to suggest that abstinence only programmes may 

have short-term positive effects on attitudes and intentions towards sexual activity. There is 

weak evidence from one NRCT to judge the impact of abstinence programs on long-term 

intentions. This evidence may only be partially applicable because the programme‟s emphasis 

on abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 
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10 (c) There is moderate evidence from two RCTs and four NRCTs to suggest that abstinence only 

programmes may have no impact on the initiation of sexual behaviours or the maintenance of 

sexual abstinence. In addition, there is moderate evidence from one RCT and three NRCTs to 

suggest that abstinence only programmes may have no impact on or increase sexual activity. 

This evidence may only be partially applicable because the programme‟s emphasis on 

abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 

10 (d) There is weak evidence from one RCT to suggest that abstinence only education 

programmes may have no impact on long-term pregnancy rates and contraception use. This 

evidence may only be partially applicable because the programme‟s emphasis on abstinence 

is of limited relevance to PSHE delivery in secondary schools focusing on SRE and alcohol 

education.  

Abstinence-plus programmes 

A total of 24 articles were identified that reported on the evaluation of 15 abstinence plus programmes 

across 18 studies. Abstinence plus programmes were defined as those that reported an emphasis on 

abstinence as the safest way to avoid HIV/STI infection and pregnancy, but also promoted safer sex 

through the use of contraceptives. Of the 18 studies identified, ten were RCTs and eight were NRCTs. 

Two programmes, Safer Choices and YAPP, incorporated activities for parents and one programme, 

Protection Express, was exclusively peer-led. The programmes identified tended to target older 

adolescents (>14 years) or students across a range of ages, from the age of 13 upwards. 

Thirteen studies examined intervention effects on sexual health knowledge, finding that abstinence-

plus programmes were generally effective in improving sexual health knowledge in the short- and 

medium-term. In addition, three studies reported sustained long-term increases in knowledge among 

students exposed to abstinence plus programmes compared to controls. The results of 14 studies 

demonstrated that intervention effects on behavioural intentions, attitudes to sexual behaviour, and 

self-efficacy were inconsistent and there was no clear indication of the direction of effects. In addition, 

some programmes, such as Draw the Line/Respect the Line, had differing effects on male and female 

students. Across five programmes that incorporated skills building activities there were positive short- 

to medium-term effects on skills relating to sexual risk prevention. There was no indication of short-

term intervention effects on the initiation of sexual involvement and at the medium-term follow-up, 

programme effects were largely inconsistent with four studies reporting no effects on initiation of 

sexual intercourse. In addition, intervention effects on frequency of sexual intercourse, number of 

sexual partners and contraceptive use were found to be inconsistent or non-existent in the short-, 

medium- and long-term. Two studies examined the medium- to long-term effects of a HLM-SLT 

curriculum and Reducing the Risk, respectively, on pregnancy. Neither study identified significant 

programme effects on this outcome. 
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Evidence statement 11 

11 (a) There is moderate evidence from three RCTs and three NRCTs to suggest that programmes 

that emphasise abstinence but that also promote safer sex, may produce short- to long-term 

term improvements in sexual health-related knowledge. This evidence may only be partially 

applicable because the programme‟s emphasis on abstinence is of limited relevance to PSHE 

delivery in secondary schools focusing on SRE and alcohol education. 

11 (b) There is inconsistent evidence from four RCTs and four NRCTs to determine the effects of 

abstinence-plus programmes on attitudes, behavioural intentions and self-efficacy relating to 

sexual behaviour.   

11 (c) There is inconsistent evidence from one RCT and two NRCT to determine the long-term 

effects of abstinence-plus programmes on communication with parents. There is moderate 

evidence from one RCT and one NRCT to suggest abstinence-plus programmes that 

incorporate skills building activities may have positive, short and medium- to long-term effects 

on skills relevant to prevention. This evidence may only be partially applicable because the 

programme‟s emphasis on abstinence is of limited relevance to PSHE delivery in secondary 

schools focusing on SRE and alcohol education. 

11 (d) There is moderate evidence from five RCTs and five NRCTs to suggest that abstinence-plus 

programmes may not have a consistent short-, medium- or long-term impact on the initiation 

of sexual activity or the maintenance of abstinence. In addition, there is moderate evidence 

from four RCTs and two NRCTs to suggest that abstinence plus programmes may not have 

an impact on frequency of sexual activity and risky sexual behaviours. 

11 (e) There is moderate evidence from six RCTs and three NRCTs to suggest that abstinence-plus 

programmes may not have a consistent impact on condom and other contraceptive use, and 

moderate evidence from one RCT and one NRCT to suggest that
 

abstinence-plus 

programmes have no medium- to long-term impact on pregnancy rates. 

HIV and sexual risk-reduction programmes 

Overall, 11 studies were identified that examined HIV and sexual risk-reduction programmes. Studies 

were defined by their specific focus on HIV prevention and HIV risk-behaviour, sexual risk-behaviour 

or a combination of both. Of the 11 included studies, eight were RCTs, two were NRCT and one was 

based on a CBA study design. All programmes were delivered in school time however one 

programme included six computer-based activities to be completed outside of school time. The 

included studies focused on different ages and school years. One programme targeted students aged 

12-14 years, but in general, programmes were targeted at older adolescents. 

Seven studies examined intervention effects on general HIV and sexual health knowledge, finding 

significant effects on knowledge over the short-term. Two studies, which explored medium- to long-

term effects on knowledge of HIV and contraception, reported significant effects. Outcomes relating to 

attitudes were reported by seven studies. Condom self-efficacy, perception of social norms and 
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condom use/prevention intentions were the outcomes most commonly reported across these studies 

but intervention effects were found to be inconsistent with no clear direction of effect. Short-term 

programme effects on personal and social skills were predominantly positive and included positive 

programme effects on behavioural prevention skills and condom negotiation skills. However, none of 

the included studies examined medium- to long-term impacts on skills. Intervention impacts on sexual 

initiation were explored in four studies, which overall indicated inconsistent effects on this outcome. 

Further studies indicated no impact on sexual activity or the numbers of sexual partners. Six studies 

showed positive short-term programme effects on condom use and protected intercourse, but longer 

term programme effects on contraception use appeared to be limited. Limited outcomes were 

presented on HIV/STI testing, alcohol or drug use and pregnancy. 

Evidence statement 12 

12 (a) There is moderate evidence from five RCTs, two NRCTs and one CBA study to suggest that 

HIV and sexual risk-reduction programmes can improve sexual health and HIV knowledge in 

the short-, medium-and long-term. This evidence may be only partially applicable to the UK as 

five of the studies were conducted in the USA, one in Italy and one in the Netherlands and 

may not be generalisable beyond the populations studied. 

12 (b) There is mixed evidence from four RCTs and one NRCT that examined the effects of HIV and 

sexual risk-reduction programmes on young people‟s (≥14 years) attitudes and values 

towards sexual health and alcohol. This evidence may be only partially applicable to the UK 

as studies were carried out in the USA, Italy and the Netherlands and may not be 

generalisable beyond the populations studied. 

12 (c) There is moderate evidence from two RCTs, one NRCT and one CBA study to suggest that 

HIV and sexual risk-reduction programmes may improve personal and social skills including 

behavioural prevention skills and condom negotiation skills in the short-term. There was no 

evidence to determine the effects of HIV and sexual risk-reduction on personal and social 

skills in the medium- to long-term. This evidence may be only partially applicable to the UK as 

studies were carried out in the USA and Italy and may not be generalisable beyond the 

populations studied. 

12 (d) There is moderate evidence from seven RCTs to suggest that HIV and sexual risk-reduction 

programmes may have no effects on sexual initiation, frequency of sexual activity or number 

of sexual partners. This evidence may be only partially applicable to the UK as studies were 

carried out in the USA, Norway, Italy and Netherlands and may not be generalisable beyond 

the populations studied. 

12 (e) There is strong evidence from three RCTs, two NRCTs and one CBA study to suggest that 

HIV and sexual risk-reduction programmes can increase condom use or protected intercourse 

in the short- to medium-term. However, there was moderate evidence from two RCTs to 

suggest that the long-term effects of HIV and sexual risk-reduction programmes on 

contraceptive use may be limited. This evidence may be only partially applicable to the UK as 
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studies were carried out in the USA, Norway, and Sweden and may not be generalisable 

beyond the populations studied. 

12 (f) There is moderate evidence from two RCTs to suggest that HIV and sexual risk-reduction 

programmes have no medium- to long-term effect on sexually transmitted infections, alcohol 

and drug use or on conceptions. As both studies were implemented in the USA findings may 

be only partially applicable to the UK and may not be generalisable beyond the populations 

studied. 

Other school-based approaches 

Seven studies were identified that reported on six different programme approaches relating to sexual 

health; one was an NRCT, five were CBA studies and one study was based on an interrupted time 

series design. Two studies examined school-based clinic programmes, two studies reported findings 

from one programme using baby simulators (Baby Think it Over), and three studies examined the 

effects of combined community and school-based programmes. 

None of the studies examined intervention effects on knowledge or understanding. Three studies, 

which examined school-based health clinics and an infant simulation intervention, respectively, 

reported inconsistent effects on attitudes towards sexual health and only one study examined 

programme effects on personal and social skills. There were no effects of the Baby Think it Over 

infant simulation programme on any of the sexual behaviour measures examined. Three studies that 

examined a school and community partnership approach to tackling teenage pregnancy, generally 

found that although there were reductions in pregnancy rates among 14-17 year olds at the 

intervention sites, these reductions were not found to be significant compared to non-intervention 

sites. However, one study that examined pregnancy rates over 20 years concluded that the 

intervention had had a positive effect on teenage pregnancies. Two studies, which examined the long-

term effects of school-based health centres, found that these programmes did not have consistent 

effects on participant‟s sexual behaviour.  

Evidence statement 13 

13 (a) There is inconsistent evidence from one NRCT and two CBAs to determine the effects of 

school-based clinics or an infant simulation intervention on knowledge, attitudes, values and 

personal and social skills.  

13 (b) There is weak evidence from one NRCT and one CBA study to suggest that infant simulation 

programmes have no effect on health outcomes related to sexual health. This evidence may 

be only partially applicable to the UK as studies were carried out in the USA and may not be 

generalisable beyond the populations studied. 

13 (c) There is weak evidence from one CBA studies and two ITS to suggest that a comprehensive 

school- and community-based approach to teenage pregnancy may produce modest 

reductions in teenage pregnancy rates. This evidence may be only partially applicable to the 

UK as studies were carried out in the USA and may not be generalisable beyond the 

populations studied. 
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13 (d) There is inconsistent evidence from two CBAs to determine the effects of school-based clinics 

on health outcomes related to sexual health. 

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 cost benefits of a school-based sex and 

relationships education programme, Safer Choices. Overall the net benefit of the Safer Choices 

programmes was $174,276 and the benefit-cost ratio was 2.65, indicating that for every $1 spent on 

the programme, $2.65 were saved in medical and societal costs. The generalisbility of the study to a 

UK context was unclear as the data used in the evaluation was based on studies conducted in the 

USA, and utilised other US population estimates. However, the authors state that the methods and 

data used were conservative and it is possible that the intervention may be cost saving in a UK 

context. 

Evidence statement 14 

There is moderate evidence from one economic evaluation study to suggest that a sex and 

relationships education programme, Safer Choices, 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. 

GENERAL HEALTH EDUCATION PROGRAMMES 

Systematic reviews and meta-analyses 

No systematic reviews or meta-analyses were identified for inclusion in the review of general health 

education programmes. 

General health education programmes 

Overall, nine studies reported on the evaluation of six general health education programmes that 

reported relevant alcohol and sexual education outcomes. Of the nine studies, eight were RCTs and 

one was a CBA study. All six programmes were primarily delivered in schools. Four programmes were 

solely school-based and two programmes incorporated both school and community elements. All six 

programmes targeted young adolescents aged less than 14 years. 

One study examined programme effects on knowledge, finding no significant effects of Project Model 

Health on curriculum knowledge. However, there were positive medium-term effects of this 

programme on attitudes towards postponing sex and using contraceptives, and attitudes and 

intentions towards alcohol and other drugs. A second study found a medium-term impact on students‟ 

perceptions of peer attitudes towards alcohol and other drugs in those receiving the intensive 

condition of the Healthy for Life Programme. However, there was no longer term effect of this 

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

programmes, the Reach for Health curriculum and the Aban Aya project, which incorporated 

community components, had positive effects on sexual behaviour in the medium- to long-term. Four 
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school-based programmes had either no effect or harmful effects on sexual behaviours and alcohol 

use. 

Evidence statement 15 

15 (a) There is inconsistent evidence from one RCT and one CBA study to determine the effect of 

general health education programmes on knowledge, attitudes and values relating to sexual 

health and alcohol use. 

15 (b) There is moderate evidence from three RCTs to suggest that general health education 

programmes incorporating an intensive community intervention element in conjunction with a 

curriculum base may have a positive effect on sexual behaviour and substance use. The 

evidence may only be partially applicable to the UK as programmes were implemented in the 

USA and focused primarily on black and minority ethnic groups. As such their generalisbility 

may be limited to the populations studied. 

15 (c) There is moderate evidence from five RCTs to suggest that curriculum-based, general health 

education programmes have no impact on, and in some cases may have a negative impact 

on, sexual behaviours and alcohol use. Studies were based on two programmes conducted in 

the USA and Australia and therefore the evidence may not be generalisable beyond the 

populations studied. 

Review of published economic evaluations 

No published economic evaluation studies were identified for inclusion in the review of general health 

education programmes. 

CONCLUSIONS 

Alcohol and drug education programmes 

The evidence suggests that classroom-based programmes, regardless of whether the focus is on 

alcohol alone or as one of a number of substances, may have beneficial effects on alcohol-related 

knowledge, particularly in the short- to medium-term. Programme effects on attitudes and values were 

mixed and inconsistent across a range of intervention approaches and the evidence was insufficient 

to draw conclusions about the impact of these programmes on personal and social skills. Overall, the 

findings of the review of alcohol and drug education programmes highlight that there is a lack of clear, 

medium- to long-term evidence for the effectiveness of school-based alcohol education programmes 

on health and social outcomes relating to alcohol use. In addition, the applicability to a UK context of 

those programmes that have demonstrated effectiveness, such as LST, STARS for Families and 

Project SPORT, is limited. There is lack of evidence on which to draw conclusions about the cost-

effectiveness of alcohol and drug education programmes. Further good quality UK-based research of 

promising or novel intervention approaches, including assessment of cost-effectiveness, is required in 

order to improve the evidence base on which to make UK-based policy and practice 

recommendations for PSHE focusing on alcohol education. 
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Sex and relationships education programmes 

There were consistently positive programme effects on acquisition of sexual health knowledge, across 

the SRE education programmes that examined this outcome, regardless of whether the programme 

emphasised abstinence or not. A range of outcomes were reported with regards to attitudes and 

values and programme effects were mixed or inconsistent across these measures. It was therefore 

not possible to draw unequivocal conclusions about the impact of SRE programmes on attitudes and 

values relating to sexual health. The evidence suggests that while abstinence-only programmes have 

no effects on health and social outcomes related to sexual health, programmes that incorporate 

information on safer sex and contraceptive use may have positive, but limited effects on the 

prevention of sexual risk behaviours, in particular limited effects on contraceptive use. Although the 

applicability of some of these programmes to a UK context is limited, these conclusions are supported 

by the evidence drawn from studies conducted in the UK. There is lack of evidence on which to draw 

conclusions about the cost-effectiveness of SRE programmes. Further good quality UK-based 

research of promising or novel intervention approaches, including assessment of cost-effectiveness, 

is required in order to build on the evidence base on which to make UK-based policy and practice 

recommendations for PSHE focusing on SRE. 

General health education programmes 

There was a lack of evidence on which to draw clear conclusions about the effects of the general 

health education programmes on knowledge, and attitudes and values relating to alcohol use and 

sexual health. The evidence suggests that general health education programmes, which incorporate 

an intensive community intervention element in conjunction with a curriculum base may have a 

positive effect on sexual behaviour and substance use. There were no effects, or in some cases 

harmful effects on sexual health and alcohol use outcomes for curriculum-based, general health 

education programmes. In addition, the applicability of these programmes to a UK context was limited.  
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1 Introduction 

1.1 Aims and objectives 

This review was undertaken to support the development of guidance by the National Institute for 

Health and Clinical Excellence (NICE) aimed at promoting school, college and community-based 

personal, social and health education (PSHE), with particular reference to sexual health behaviours 

and alcohol use behaviours. As such, the review sought to identify effective and cost-effective 

interventions and programmes that focus on modifying attitudinal and behavioural outcomes in 

relation to alcohol use and sexual health.  

1.2 Research question 

The following key questions were addressed: 

1. What services, interventions, programmes, policies or strategies for children and young 

people aged 11 years and above are effective and cost effective in contributing to the 

achievement of the “Every child matters” outcomes for PSHE, related to sexual health and 

alcohol? 

 

2. What elements/components of those services, interventions, programmes, policies or 

strategies for children and young people aged 11 years and above are effective and cost 

effective in contributing to the achievement of the “Every child matters” outcomes for PSHE, 

related to sexual health and alcohol? 
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2 Background 

Alcohol use and sexual health in addition to being independent issues of public health concern (see 

section 2 in Jones et al., 2009), are also interrelated public health issues. Research findings suggest 

that generally alcohol use per se, and binge drinking in particular, is associated with being sexually 

active (Miller et al., 2007; Ramisetty-Mikler et al., 2004). Specifically, research has indicated that early 

regular alcohol consumption (usually before age 16 years) is associated with early onset sexual 

activity (Choquet et al., 1992; Robertson and Plant, 1988). Further research implies that early alcohol 

consumption and a high level of alcohol consumption results in an increased likelihood of a higher 

number of sexual partners (Lowry et al., 1994; Ramisetty-Mikler et al., 2004). Alcohol use at first 

sexual intercourse has also been associated with greater risk-taking behaviours such as lower levels 

of condom use (Dye and Upchurch, 2006); and studies have found lower levels of condom use in 

those who binge drink or who have alcohol-related problems (Kim-Godwin et al., 2007). Furthermore, 

alcohol use has been reported as a substance used to facilitate sexual encounters (Bellis et al., 2008). 

Thus, the misuse of alcohol has been linked to unprotected sex (Hibell et al., 2004) and to some 

extent to regretted sex (Hibell et al., 2004; Bellis et al., 2008) and forced sex (Miller et al., 2007) also. 

In addition, alcohol consumption, particularly increased levels of alcohol consumption, has been 

associated with females becoming pregnant or males making a female pregnant (Miller et al., 2007). 

Recent work has further highlighted the relationship between teenage pregnancy and alcohol 

consumption (Bellis et al., 2009), with findings indicating a link between alcohol-related hospital 

admissions and conception rates. Even after accounting for deprivation data showed the highest 

conception rates to be in areas with the highest alcohol-related hospital admissions. This emphasises 

the importance of SRE and alcohol education, particularly in secondary schools, prior to the onset of 

sexual activity and alcohol consumption and the uptake of risky behaviours.  

Many young people under age 18 are aware that they consume more alcohol now than same age 

people would have ten years ago (Department of Health, 2007). Furthermore, alcohol is associated 

with crime and anti-social behaviour which is estimated to cost £7.3 billion; with an annual cost of £6.4 

billion due to alcohol-related loss of productivity in the workplace; and the human and emotional 

impact of alcohol-related crime estimated to cost £4.7 billion (The Strategy Unit, 2004). It is important 

to measure the health costs in addition to the social costs of alcohol use. In 2008 research was 

carried out to measure the impact of alcohol on health. Findings revealed that males aged 16-24 

years have the highest proportion of deaths attributable to alcohol (26.6%). Furthermore, hospital 

admission for mental and behavioural disorders due to alcohol use were the most common cause of 

admission in both males and females aged under 45 years in England (Jones et al., 2008).  

In addition to the long-term negative health outcomes related to alcohol there is also the contribution 

of poor sexual health which disproportionally affects young people. Rates of sexually transmitted 

infections for the top five infections (Chlamydia, gonorrhoea, syphilis, herpes and warts) are 

increasing. Infections in females aged 16-19 years have increased 15% from 2004 to 2008 and in 

young males aged 16-19 years numbers of infections have increased by 23% (Health Protection 
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Agency, 2009). Limited information exists on the wider financial and health costs of poor sexual health. 

However, they are likely to be considerable. Thus separately, preventing alcohol use and poor sexual 

health can have social and health benefits and addressing the two together, beginning in PSHE 

classes, could compound the benefits.  

2.1 Personal, Social Health education (PSHE) 

(For details of PSHE in primary schools please see section 2.2 in Jones et al., 2009). 

Progress is currently being made towards making PSHE statutory within UK schools. Currently Key 

Stages 3 and 4 there are themes to the curriculum that ought to incorporate points as follows: 

National Curriculum Science 

Key stage 3 

 That fertilisation in humans is the fusion of a male and female cell. 

 About the physical and emotional changes that take place during adolescence. 

 About the human reproductive system, including the menstrual cycle and fertilisation. 

 How the foetus develops in the uterus how the growth of bacteria and the replication of 

viruses can affect health. 

Key stage 4 

 The way in which hormonal control occurs, including the effects of sex hormones. 

 Some medical uses of hormones, including the control and promotion of fertility. 

 The defence mechanisms of the body. 

 How sex is determined in humans. 

 

Sex and relationship education curriculum and standards guidance (Department for Education and 

Employment, 2000) states that at secondary school level, sex and relationship education (SRE) 

should contribute to PSHE education by preparing young people for and adult life and ensuring that 

they can: 

 Develop positive values and a moral framework that will guide their decisions, judgements 

and behaviour; 

 Be aware of their sexuality and understand human sexuality; 

 Understand the arguments for delaying sexual activity; 

 Understand the reasons for having protected sex; 

 Understand the consequences of their actions and behave responsibly within sexual and 

pastoral relationships; 

 Have the confidence and self-esteem to value themselves and others and respect for 

individual conscience and the skills to judge what kind of relationships they want; 

 Communicate effectively; 
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 Have sufficient information and skills to protect themselves and, where they have one, their 

partner from unintended/unwanted conceptions, and sexually transmitted infections including 

HIV; 

 Avoid being exploited or exploiting others; 

 Avoid being pressured into unwanted or unprotected sex; 

 Access confidential sexual health advice, support and if necessary treatment; and 

 Know how the law applies to sexual relationships. 

 

Alcohol education is also included in the wider provision for PSHE and according to curriculum 

guidance (Qualifications and Curriculum Authority, 2007) it ought to teach the facts and laws about 

drug, alcohol and tobacco use and misuse, and the personal and social consequences of misuse for 

themselves and for others. The Department for Children Schools and Families (2008) recognises the 

need to address the issue of high quality and consistent sex and relationship education within further 

education institutions such as colleges, particularly for those post-16 years and those aged 14-19 

years in non-school education. It also recognised that, since further education colleges are the main 

provider of post-16 education for those with learning difficulties and disabilities it is important to 

address inequalities in service provision as their sexual health needs may have previously been 

overlooked (Department for Education and Skills, 2007). 

2.2 Government policy 

(For further details of government policies related to PSHE please see section 2.3 in Jones et al., 

2009). 

Sex and relationship and alcohol education are intrinsic to the whole school approach promoted in the 

healthy schools programme (Department of Health, 2005). In order to gain healthy schools status for 

PSHE the Department of Health (2005) states that schools must demonstrate that they have met the 

criteria in the following:  

 uses the PSHE framework to deliver a planned programme of PSHE, in line with 

DfES/Qualifications and Curriculum Authority (QCA) guidance;  

 monitors and evaluates PSHE provision to ensure the quality of teaching and learning;  

 assesses pupils‟ progress and achievement in line with QCA guidance;  

 has a named member of staff responsible for PSHE provision with status, training and 

appropriate senior management support within the school;  

 has up to date policies in place – developed through wide consultation, implemented, and 

monitored and evaluated for impact – covering sex and relationship education, drug education 

and incidents, child protection, and confidentiality;  

 has an implemented non-smoking policy, or is working towards being smoke free by 

September 2007;  
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 involves professionals from appropriate external agencies to create specialist teams to 

support PSHE delivery and to improve skills and knowledge, such as a school nurse, sexual 

health outreach workers and drug education advisers;  

 has arrangements in place to refer pupils to specialist services who can give professional 

advice on matters such as contraception, sexual health and drugs;  

 uses local data and information to inform activities and support important national priorities 

such as reducing teenage pregnancies, sexually transmitted infections and drug/alcohol 

misuse;  

 ensures provision of appropriate PSHE professional development opportunities for staff – 

such as the Certification Programmes for teachers and nurses offered by DH/DfES; and  

 has mechanisms in place to ensure all pupils‟ views are reflected in curriculum planning, 

teaching and learning, and the whole school environment, including those with special 

educational needs and specific health conditions, as well as disaffected pupils, young carers 

and teenage parents.  

An extended schools approach to education promotes the general, sexual and substance-related 

health of adolescents aged 11 to 19 years through improving access to contraceptive and sexual 

health advice and targeted specialist substance use prevention services (Department for Educational 

and Skills, 2006). Sexual health services in education settings that are most successful are those that 

bring together a range of partners including those in the key areas of health, education, social 

services, and youth support services (Department for Education and Skills, 2007). Sexual health 

service provision within further education includes a wide variety of people involved in setting up 

services from PCT and local authorities, further education, and the surrounding community.  

The Department of Health (2009) provided additional funding of £26.8m in 2008 to support improved 

access to contraceptive services. Progress has been made relating to the provision of young people‟s 

sexual health clinics linked to educational institutions. However, the Sex Education forum (Emmerson, 

2008 and 2007) carried out a national mapping survey of sexual health services in educational 

settings. Findings showed that 29% of secondary schools have on-site sexual health services, with 

pupil referral units providing a greater level of on-site services (34.4%). However, a much larger 

proportion (72%) of further education settings, including sixth-forms provided some sexual health 

service for their students.  
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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 

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 

 ASSIA (Applied Social Science Index and Abstracts) 

 CINAHL (Cumulative Index of Nursing and Allied Health Literature) 

 Database of Abstracts of Reviews of Effectiveness (DARE) 

 The Cochrane Library 

 EMBASE 

 ERIC 

 British Education Index 

 Australian Education Index 

 HMIC (or Kings Fund catalogue and DH data) 

 MEDLINE 

 PsycINFO 

 Sociological Abstracts 

 Social Science Citation Index 

 EPPI Centre databases 

 The Campbell Collaboration 

 C2-SPECTR & C2-PROT Campbell Collaboration 

 

Economic evaluation studies were identified by searching the following major health economics 

databases: 

 NHS Economic Evaluations Database (NHS EED) 

 EconLit 
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3.2 Inclusion and exclusion criteria 

3.2.1 Population 

Studies were eligible for inclusion if they included children aged 11 to 19 years old in full time 

education. This included children in secondary schools, sixth form and further education colleges and 

those receiving education outside of a mainstream school setting including: 

 Children receiving home education 

 Children receiving education in pupil referral units 

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: 

 Interventions and programmes agreed, planned or delivered by teachers or other 

professionals 

 Interventions and programmes planned and/or delivered by external agencies and individuals 

 Intervention involving the „informal‟ and extended school curriculum 

 Peer led education 

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 from outside of the UK were eligible for inclusion only if they examined the primary outcome 

of interest: 

 Health and social outcomes relating to alcohol use and sexual health 

The following secondary outcomes were assessed but, unless the study was conducted in the UK, 

only where a study reported primary outcomes of interest: 

 Knowledge and understanding 

 Personal and social skills 

 Attitudes and values 

3.2.5 Study design 

Systematic reviews, randomised controlled trials, controlled non-randomised studies and, controlled 

before and after studies that compared a school-based intervention against no intervention or another 

type of intervention were eligible for inclusion in the assessment of effectiveness. 
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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 independently by two reviewers (LJ, GB, JD, HS, KS) 

according to the inclusion/exclusion criteria described above. Disagreements were resolved through 

consensus and where necessary a third reviewer was consulted. Relevant articles were retrieved in 

full and full text screening was undertaken independently by two reviewers (LJ, GB, HS, OW). 

One reviewer (LJ, GB, HS, OW) 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. 

Studies are grouped according to intervention focus (e.g. alcohol, substance use, abstinence) and for 

alcohol studies by approach (e.g. single session, classroom-based) and the outcomes examined. 

Where sufficient data were available, intervention effect sizes have been calculated and presented as 

odds ratios (OR) for dichotomous data and as mean differences for continuous data. Where study 

authors reported intervention effect sizes, these have been extracted directly as risk ratios (RR) or OR 
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as reported in the original publication. Forest plots were generated for single studies using RevMan 

(version 5) and are presented in an addendum to this report. 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 generalisbility 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 11,621 references were identified from the literature searches. Following screening of titles 

and abstracts, 936 articles were identified as potentially relevant and attempts were made to source 

the full text articles. Of these articles, 163 were not available, seven were conference abstracts and 

12 were foreign language articles. These studies were therefore not subject to further screening and a 

total of 724 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=11,621

Title and abstract 

screening

n=936

Full text assessed

n=724

Included

n=143*

Excluded

n=581

Not available

n=163

Conference abstracts

n=7

Foreign language

n=12

Duplicates

n=30

Total n=203

*Includes a further 49 studies included in Jones et al (2007)

Included in Jones et al 

(2007)**

n=60

**Not identified in the literature searches conducted for this review

Alcohol and drug education n=119

Systematic reviews n=14

Classroom-based programmes n=74

Brief interventions n=15

Multicomponent programmes n=9

Peer support and counselling n=5

Economic evaluation studies n=2

SRE n=75

Systematic reviews n=9

UK studies n=13

Abstinence-only n=10

Abstinence-plus n=24

HIV and sexual risk reduction n=11

Other in-school approaches n=7

Economic evaluation studies n=1

General health education n=9

Systematic reviews n=0

General health education n=9

Economic evaluation studies n=0

 

Figure 4.1. Process of study selection 
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4.1.1 Included studies 

A total of 143 articles met the criteria for inclusion. A further 60 articles that were included in a 

systematic review of the effectiveness and cost-effectiveness of interventions in primary and 

secondary schools to prevent and/or reduce alcohol use, previously conducted by the lead author and 

colleagues (Jones et al., 2007), but not identified in the searches conducted for this review, also met 

the criteria for inclusion. Therefore a total of 203 articles were identified for inclusion in the review of 

effectiveness and cost-effectiveness. Of these, 119 articles focused on alcohol and drug education 

programmes, 75 articles focused on sex and relationships education and the remaining nine articles 

examined general education programmes which targeted both alcohol, and sex and relationships. 

Twenty-three articles were systematic reviews and/or meta-analyses, 152 studies were based on 

experimental designs of which 111 used random assignment. Twenty-five observational studies were 

identified for inclusion including 22 controlled before and after (CBA) studies, two interrupted time 

series (ITS) and one uncontrolled before and after study
1
 (UBA). Three economic evaluation studies 

were also identified. 

Table 4.1. Summary of study designs identified for inclusion 

Section Total SR/MA RCT NRCT CBA Other Economic 
evaluation 

Alcohol 119 14 72 19 12 0 2 

SRE 75 9 31 22 9 3* 1 

General 9 - 8 - 1 0 - 

Total 203 23 111 41 22 3 3 

*one UBA study and two ITS 

 

4.1.2 Excluded studies 

A total of 581 articles did not meet the criteria for inclusion in the review and were excluded for the 

following reasons:  

 Study design did not meet design criteria for inclusion in the review, n=320 

 Population targeted by the intervention(s) did not meet the review criteria, n=202 

 Intervention examined was not based in a school setting, n=38 

 Intervention or intervention was not alcohol education or SRE related, n=17 

 Intervention targeted at risk or high risk population, n=4 

References for the excluded studies are presented in Appendix 2. 

                                                   
1
 This study was included because it was related to two UK-based RCTs of the RIPPLE programme.  
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5 Alcohol and drug education programmes 

A total of 119 articles met the criteria for inclusion in the review of alcohol and drug education 

programmes. Fourteen articles were systematic reviews and meta-analyses, 103 articles reported on 

the evaluation of an alcohol or substance use education programme, and two articles were economic 

evaluation studies. Of the 103 articles, 74 reported on evaluations of classroom-based programmes; 

20 of which were alcohol specific, and 54 of which focused on substance use including alcohol. Also 

identified were 15 articles that reported on evaluations of brief or single session interventions, nine 

articles reporting on two multicomponent school- and community-based programmes and five articles 

reporting on evaluations of peer support and/or counselling programmes. 

5.1 Systematic reviews and meta-analyses 

5.1.1 Overview of evidence identified 

Fourteen systematic reviews and meta-analyses were identified for inclusion, which examined 

interventions targeting alcohol and other substance use. 

5.1.2 Quality assessment  

Four reviews (Foxcroft et al., 2002; White et al., 2004; Spoth et al., 2008; Gottfredson & Wilson, 2003) 

were rated good quality (++ rating), eight reviews (Coggans et al., 2003; Dusenbury et al., 1997; 

Loveland-Cherry, 2003; Skara & Sussman, 2003; Tobler, 1993; Tobler et al., 1997, 2000; Werch & 

Owen, 2002) were rated moderate quality (+ rating) and the remaining two reviews (Bruvold, 1990; 

Cuijpers, 2002) were rated poor quality (- rating). All 14 reviews addressed an appropriate and clearly 

focused question, but descriptions of the methodology used were poorly reported in four reviews 

(Bruvold, 1990; Coggans et al., 2003; Cuijpers, 2002; Dusenbury et al., 1997) as details about data 

extraction and quality assessment were not reported.  In one review (Bruvold, 1990), details were also 

lacking on how studies were located for inclusion and so it was not possible to determine whether the 

literature review was sufficiently rigorous. For four further reviews (Cuijpers, 2002; Tobler, 1993; 

Tobler et al., 1997, 2000) details of the literature search were poorly reported. Five reviews (Foxcroft 

et al., 2002; Loveland-Cherry, 2003; Tobler et al., 1997, 2000; Gottfredson and Wilson, 2003) fully 

assessed and took study quality into account when reporting findings and this was judged to have 

been adequately done in four further reviews (Dusenbury et al., 1997; Tobler, 1993; White et al., 2004; 

Spoth et al., 2008). The remaining reviews (Bruvold, 1990; Coggans et al., 2003; Cuijpers, 2002; 

Skara & Sussman, 2003; Werch & Owen, 2002) did not adequately assess study quality. The majority 

of the reviews presented findings in a narrative synthesis, and of the studies that statistically 

combined studies the methods used appeared to have been suitable.  
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5.1.3 Findings 

5.1.3.1 Classroom-based programmes 

Seven reviews (Loveland-Cherry, 2003; Tobler, 1993; Tobler et al., 1997, 2000; Cuijpers, 2002; 

Gottfredson and Wilson, 2003) examined the effectiveness of school-based programmes delivered 

within classroom-based curriculums. Four articles were identified that reported on a series of meta-

analyses undertaken by Tobler (1993; Tobler et al., 1997; Tobler et al., 2000; Black et al., 1998). 

Loveland-Cherry (2003) reported that among programmes that lasted for three months or less, 

decreases in potential drinking were reported. However, overall the author reported that the effects of 

the programmes examined were inconsistent, relatively small and short-lived, and that few studies 

demonstrated long-term results. The most recent meta-analysis undertaken by Tobler and colleagues 

(2000; SR +) reported that for programmes targeting alcohol use, there was a small, but 

nonsignificant difference between non-interactive and interactive programmes, in favour of interactive 

programmes. In a subset of high-quality programmes, the difference between non-interactive and 

interactive programmes targeting alcohol was found to be significantly in favour of interactive 

programmes. Based on the evidence reviewed, Cuijpers (2002) proposed evidence-based quality 

criteria for drug prevention programmes. They stated that programmes should be based on well-

designed scientific research demonstrating effectiveness, use interactive delivery methods, be based 

on the social influence model and focus on normative education, commitment not to use substances, 

and intentions not to use. In addition, the authors reported that adding community interventions, life-

skills training and/or the use of peer leaders strengthened the effects of school-based interventions. 

Gottfredson and Wilson (2003) combined data from 94 studies of school-based prevention activities. 

Assessment of the relationship between programme effectiveness and age, suggested an advantage 

for programmes delivered to middle/junior high school students (equivalent to ages 11-15 years) 

compared to programmes targeting elementary or senior school age students (although the difference 

was not statistically significant). Neither programme length nor duration was found to be predictive of 

student outcomes. Examination of providers revealed a positive benefit of the involvement of peers as 

leaders but this benefit disappeared in studies which combined peer and teacher involvement.  

5.1.3.2 Multicomponent programmes 

Five reviews (Dusenbury et al., 1997; Foxcroft et al., 2002; Gottfredson & Wilson, 2003; Skara & 

Sussman, 2003; Spoth et al., 2008) examined the effects of a range of substance use prevention 

programmes. Two reviews (Foxcroft et al., 2002; Spoth et al., 2008) specifically focused on 

interventions aimed at the prevention or reduction of alcohol use.  

Foxcroft et al (2002) reported that it was difficult to draw firm conclusions about the effectiveness of 

interventions delivered over the short- and medium-term because of mixed findings. Three 

programmes were found to have long-term effects on alcohol use, Botvin‟s Life Skills Training (LST), 

a culturally tailored curriculum for Native Americans and the family-based Strengthening Families 

Programme. The Strengthening Families Programme was highlighted as showing particular promise 

as an effective intervention. Based on a reanalysis of data to account for participants lost to follow-up, 



PSHE Secondary school review Jones and colleagues (2009) 

43 
 

the authors calculated a number needed to treat (NNT) of 9 for three alcohol use behaviours: ever 

used alcohol (95% CI: 5 to ∞), ever used alcohol without permission (95% CI: 5 to 160), and ever 

been drunk (95% CI: 5 to 327). This indicated that for every nine individuals who received the 

intervention, 4 years later there would be one fewer young person reporting that they had ever used 

alcohol, used alcohol without permission or ever been drunk. Ten drug prevention curricula were 

included in the review by Dusenbury and colleagues (1997). The authors reported that the substance 

use curricula reviewed had been shown to effectively reduce substance use, and that in particular 

LST has been shown to have effects into young adulthood. Six curricula (Alcohol Misuse Prevention 

Project, Growing Healthy, Know Your Body, LST, Project Northland and STAR) were shown to have 

intervention effects lasting for at least two years after the pretest. The authors report that two 

programmes (Project Alert and DARE) did not appear to have sustained effects on drug use, although 

they had variable success at reducing substance use in the short-term. Skara and Sussman (2003) 

reported very little data that was specific to alcohol use, but two studies that reported on the Healthy 

School and Drugs Project and the Midwest Prevention Project, respectively, provided sufficient 

information for the calculation of the percentage reduction in weekly alcohol use rates from baseline 

to follow-up (for experimental conditions relative to control conditions). Long-term reductions were 6.9% 

and 11.7% for the two programmes, respectively. Of six studies assessing alcohol or cannabis use, 

the authors reported that five had maintained long-term reductions in alcohol use at the end of the 

study period. Spoth et al (2008) examined the literature on preventive interventions for underage 

drinking. Forty-one interventions met the criteria for inclusion in the review; 12 met the criteria for 

“most promising” evidence and 29 met the criteria for “mixed or emerging” evidence. For young 

people aged 10-15 years eight school-based or multicomponent interventions were highlighted as 

“most promising”: Keepin it REAL, Midwest Prevention Project, Project Northland, BiCultural 

Competence Skills programme, Healthy School and Drugs, LST, Project ALERT, School Health and 

Harm Reduction Project. 

5.1.3.3 Specific intervention approaches 

Bruvold (1990) and Coggans et al (2003) reviewed the effectiveness of specific intervention 

approaches, the California school-based risk reduction programme and Botvin‟s Life Skills Training 

(LST) programme, respectively.  

Coggan et al (2003) mainly focused on the effects of LST on illicit drug use outcomes. The authors 

commented that in terms of alcohol use, effects of the LST programme “can be positive if relatively 

modest in scale" but that completeness of delivery and fidelity were important in maximising the 

effects of LST. The authors also reported that there was some evidence that the positive impact of 

LST on alcohol and smoking could reduce likelihood of progression to illicit drug use, but that the 

evidence was not conclusive. The authors also reported that a well-implemented LST programme 

could positively affect knowledge, attitudes and behaviour with respect to alcohol use. Bruvold (1990) 

calculated study effect sizes for alcohol behavioural outcomes. Programmes based on rational theory 

were found to have a smaller effect on alcohol use behaviours than programmes based on 

developmental theory (effect size [ES] 0.02 vs. 0.20, respectively). However, given the small number 
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of developmental-based programmes included in the meta-analysis (n=2) the authors stated that this 

result should be interpreted with caution. 

5.1.3.4 Other reviews 

Two reviews examined other aspects of the effectiveness of alcohol and drug education programmes. 

Werch and Owen (2002) undertook a systematic analysis of published studies to determine whether 

iatrogenic effects occurred, and where harmful effects occurred, under what circumstances. White et 

al (2004) undertook a review of the role of external contributors in delivering substance use education. 

Werch and Owen (2002) identified 17 studies for inclusion in their review of iatrogenic programme 

effects. Of these studies, 47% with negative substance outcomes were focused on the prevention of 

alcohol use. The alcohol prevention programmes reviewed (n=8) resulted in 19 harmful effects, or an 

average of 2.4 negative outcomes for every programme. The majority were non-behavioural 

measures (58%); examples provided by the authors included increased estimates of alcohol offers, 

pro-alcohol attitudes and increased expectations about drinking in the future. For all programmes 

overall, the greatest number of negative programme effects was associated with social-influence 

based programmes (59%), and the next largest harmful were programmes associated with 

knowledge/attitudes/values models (23%). Werch and Owen (2002) suggested that the social 

influence-based strategy of teaching students‟ resistance skills training may be the element of these 

studies that results in negative effects.  

White et al (2004) identified evaluations on the use of 16 different types of external contributors. The 

authors found that there was no evidence to suggest that any particular agency or external contributor 

was more effective (in terms of being well received by pupils and teachers and/or leading to 

knowledge, attitude or behaviour change in the pupils) than any other in providing drug education. 

There was some evidence that the DARE programme could achieve short-term changes in 

knowledge, attitudes and behaviour, but that these effects were found to decay rapidly. However, the 

authors report that police officers could provide a valuable contribution (e.g. bringing specialist 

knowledge) to drug education when used in a supplementary role. Peer-delivered education, theatre 

in education and Life Education Centre programmes were evaluated but there was insufficient 

evidence to judge their effects on behaviour change. The authors reported that programmes delivered 

by nurses were shown to produce short-term knowledge gains, and to have effects on knowledge and 

alcohol use for up to 6 months. 

5.1.4 Summary and evidence statements 

A total of 14 systematic reviews and meta-analyses were identified for inclusion. The majority of the 

reviews identified examined the effectiveness of programmes targeting substance use including 

alcohol, and only three reviews (Foxcroft et al., 2002; Loveland-Cherry, 2003; Spoth et al., 2008) 

focused specifically on the prevention of alcohol use.  

Foxcroft et al (2002) found that there was no consistent evidence to determine which programmes 

were effective over the short to medium-term, but highlighted three programmes which were effective 

over the longer term. These included the family-based, Strengthening Families programme, and two 
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school-based programmes, Botvin‟s LST and a culturally-focused curriculum for Native American 

students. Spoth et al (2008) highlighted promising evidence from six additional programmes, Keepin it 

REAL, the Midwest Prevention Project, Project Northland, Healthy School and Drugs, Project ALERT, 

and the School Health and Harm Reduction Project. Two reviews (Cuijpers, 2002; Gottfredson and 

Wilson, 2003) identified evidence to suggest that peer leaders strengthened the effects of school-

based interventions, although Gottfredson and Wilson (2003) found that any beneficial effects of peer 

involvement were lost when they were combined with teacher-led activities. White et al (2004) did not 

find any evidence to suggest that any particular agency or external contributor was more effective 

than another. 

Evidence statement 1 

1 (c) There is strong evidence from two systematic reviews
1
 to suggest that a secondary-level 

school-based programme, Botvin‟s LST, can produce long-term reductions (greater than 3 

years) in alcohol use. Other promising intervention approaches include: Keepin it REAL, the 

Midwest Prevention Project, Project Northland, Healthy School and Drugs, Project ALERT, 

and the School Health and Harm Reduction Project. 

1 (d) There is moderate evidence from two systematic reviews
2 

to suggest that programmes 

delivered by peer leaders may be more beneficial than programmes delivered by teachers or 

other contributors. However, there is strong evidence from one systematic review
3 

to suggest 

that the positive benefits of peer involvement may disappear if teachers were also involved in 

delivery. 

1
 Foxcroft et al., 2002; 2003 (SR ++); Spoth et al., 2008 (SR ++) 

2
 Gottfredson and Wilson, 2003 (SR ++); Cuijpers, 2002 (SR -) 

3
 Gottfredson and Wilson, 2003 (SR ++) 
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Table 5.1. Alcohol education: systematic reviews and meta-analyses 

Author (Year) Design Inclusion/exclusion 
Number of 

studies 
Findings 

Bruvold 1990 SR - 

Outcome evaluations of 
Californian programmes 
delivered to 4th to 8th 
graders 

8 studies 

Programmes based on rational model had more impact on knowledge (ES = 0.61) than 
developmental programmes (ES = 0.26); less effect on attitudinal outcomes (ES = -0.01; 
0.04). Rational based programmes had less of an effect on alcohol use behaviours than 
developmental programmes (ES = 0.02 vs. 0.20). 

Coggan et al., 2003 SR + 
Evaluations of Botvin‟s 
LST programme 

45 reports 

The authors reported that there was some evidence that positive impact of LST on 
alcohol and smoking could reduce likelihood of progression, but the data were not 
conclusive. A well-implemented LST programme can positively affect knowledge, 
attitudes and behaviour with respect to smoking and alcohol use. 

Cuijpers 2002 SR - 

Universal school-based 
drug prevention aimed at 
tobacco, alcohol and 
illegal drugs 

30 studies 
Evidence-based quality criteria for programmes proposed, see evidence table for full 
details. 

Dusenbury et al., 
1997 

SR + 
Primary prevention of 
alcohol and/or drug use; 
classroom-based curricula 

47 
programmes 

Eight programmes were shown to be effective at reducing tobacco or drug use in at 
least some studies. LST has been shown to have effects into young adulthood. In 
addition, six curricula (Alcohol Misuse Prevention Project, Growing Healthy, Know Your 
Body, LST, Project Northland and STAR) were shown to have intervention effects 
lasting for at least two years after the pretest. Project Alert and DARE did not appear to 
have sustained effects on drug use 

Foxcroft et al., 2002, 
2003 

SR ++ 

Psychosocial and 
educational interventions 
aimed at the primary 
prevention of alcohol 
misuse by young people 
aged up to 25 years 

56 studies 

Twenty studies demonstrated evidence of ineffectiveness. No firm conclusions about 
the effectiveness of prevention in the short and medium-term were possible. But over 
the longer term (>3 years), the Strengthening Families Programme showed more 
promise as an effective prevention intervention. 

Gottfredson & Wilson, 
2003 

SR ++ 

Interventions to reduce 
problem behaviours that 
measured effects on 
alcohol and other drug 
use 

94 studies 

Reported an advantage for programmes delivered to middle/junior high school students 
(equivalent to ages 11-15 years) compared to programmes targeting elementary or 
senior school age students (although the difference was not statistically significant).  

Neither programme length nor duration was found to be predictive of student outcomes.  

Positive benefit of peer involvement, but this disappeared when combined with teacher 
involvement.  

Loveland-Cherry, 
2003 

SR + 
Interventions that prevent 
alcohol use in children 
and adolescents. 

73 studies 
Overall the effects of the programmes were inconsistent, relatively small and short lived. 
Few studies have demonstrated long-term results. An increase in alcohol knowledge 
was reported by several studies. 
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Author (Year) Design Inclusion/exclusion 
Number of 

studies 
Findings 

Skara and Sussman 
2003 

SR + 

Controlled evaluations of 
school- and community-
based prevention 
programmes providing at 
least a 2-years follow-up. 

25 studies 
Very little data specific to alcohol use. Two studies provided sufficient information for 
calculation of the % reduction in weekly alcohol use rates from baseline to follow-up; 
long-term reductions were 6.9 and 11.7%, respectively. 

Spoth et al., 2008 SR ++ 

Interventions that reduce 
problem behaviours in 
children and include 
outcomes related to 
substance use 

41 studies 

Eight school-based or multicomponent interventions were highlighted as “most 
promising”: Keepin it REAL, Midwest Prevention Project, Project Northland, BiCultural 
Competence Skills programme, Healthy School and Drugs, LST, Project ALERT, School 
Health and Harm Reduction Project.  

Tobler 1993; Tobler et 
al. 1997, 2000, Black 
et al., 1998 

SR + 
School-based drug 
prevention programmes 

207 
programmes 

Small, but nonsignificant difference between non-interactive and interactive 
programmes, in favour of interactive programmes. In a subset of high-quality 
programmes, the difference between non-interactive and interactive programs targeting 
alcohol was found to be significantly in favour of interactive programmes. 

Werch and Owen 
2002 

SR + 

Programmes aimed at 
either slowing onset of 
substances, or reducing 
use; 

17 studies 
Alcohol prevention programmes (n=8) resulted in 19 harmful effects, or an average of 
2.4 negative outcomes for every programme. The majority were non-behavioural 
measures (58%). 

White et al., 2004 SR ++ 

Studies that evaluated the 
contribution of external 
contributors to classroom-
based interventions or 
targeted groups within the 
school context/curriculum 

114 reports 
No evidence to suggest that any particular agency or external contributor was more 
effective (in terms of being well received by pupils and teachers and/or leading to 
knowledge, attitude or behaviour change in the pupils) than any other. 
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5.2 Classroom-based programmes: alcohol specific 

5.2.1 Overview of evidence identified 

Twenty articles were identified for inclusion that reported on the evaluation of 12 alcohol education 

programmes across 15 studies. Three articles (McBride et al., 2000, 2003, 2004) examined the 

effectiveness of the School Health and Alcohol Harm Reduction Project (SHAHRP) across the same 

sample of students and were grouped together as a single study. In addition, five articles (Hansen & 

Graham, 1991; Donaldson et al., 1995; Donaldson et al., 2000; Palmer et al., 1998; Kreft, 1998) 

examined the effectiveness of the Adolescent Alcohol Prevention Trial (AAPT) curriculum across the 

same sample of 11,995 students. Hansen and Graham (1991) examined data from students who 

received the main programme in seventh grade, and two further articles (Kreft 1998; Palmer et al., 

1998) reanalysed data for this sample. These three articles were grouped as one study and two 

articles by Donaldson et al (1995, 2000), which examined data for the whole sample of students, were 

grouped as a second study of the AAPT. A summary of the programme content across the 15 studies 

identified is presented in Table 5.2. 

Eight studies were conducted in the USA, four in Australia, and one each in the UK, Germany and 

Norway. All 12 programmes were primarily classroom-based curriculums; two programmes, Resilient 

Families (Shortt et al., 2007) and an alcohol education programme (Morgenstern et al., 2009) 

incorporated materials and activities for parents. Teachers were the sole provider for nine 

programmes (Alcohol Education Package [Bagnall, 1990]; Project SAAV [Baumann, 2006]; SHAHRP 

[McBride et al., 2000, 2003, 2004]; two unnamed alcohol education curriculums [Morgenstern et al., 

2009; Schnepf, 2002]; Resisting Pressures to Drink and Drive [Newman et al., 1992]; CLIMATE 

schools [Newton et al., 2009; Vogl et al., 2009]; AMPS [Shope et al., 1994; Shope et al., 1996a]; 

Resilient Families [Shortt et al., 2007]) and two programmes (Students Against Drink Driving [Klitzner 

et al., 1994]; and an unnamed alcohol education curriculum [Wilhelmsen et al., 1994]) combined 

teacher- and peer-led activities. One programme (AAPT [Donaldson et al., 1995, 2000; Hansen & 

Graham, 1991; Kreft, 1998; Palmer et al., 1998]) was delivered by external project staff.  

The theoretical basis for the programme or intervention was not reported for five programmes. Two 

programmes, Project SAAV (Baumann, 2006) and Resisting Pressures to Drink and Drive (Newman 

et al., 1992) were based on a combination of theories. The most commonly applied theory across the 

12 programmes was the social influence theory (n=3 programmes). Other theories applied included 

social learning theory and social cognitive theory. 

The number of students recruited for participation across the 15 studies ranged from 45 to over 

10,000 students. Evaluation of eight programmes was based on sample sizes of greater than 1,500 

students: Alcohol Education Package (Bagnall, 1990); an unnamed alcohol education curriculum 

(Morgenstern et al., 2009); AMPS (Shope et al., 1994, 1996a); Resilient Families (Shortt et al., 2007); 

SHAHRP (McBride et al., 2000; 2003; 2004); Resisting Pressures to Drink and Drive (Newman et al., 

1992); Students Against Drink Driving (Klitzner et al., 1994); and the AAPT (Donaldson et al., 1995, 

2000; Hansen & Graham, 1991; Kreft, 1998; Palmer et al., 1998). 
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Table 5.2. Summary of programme content: classroom-based (alcohol specific) 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Hansen & Graham, 
1991; Kreft, 1998; 
Palmer et al., 1998 

RCT - 
USA 

n=3,011
a
 

7th grade 
School 

AAPT : One year programme; Resistance 
Skills Training + ICU (8 lessons); Normative 
Education + ICU (8 lessons); Resistance 
Skills Training + Normative Education (10 
lessons) 

Social influence theory Project staff 

Donaldson et al., 
1995; 2000 

RCT - 
USA 

n=11,995
b
 

8th grade 
School 

AAPT: One year programme; see Hansen & 
Graham, 1991 for details 

Social influence theory Project staff 

Bagnall, 1990 CBA - 
UK 

n=1,560 
12-13 years 

School 
Alcohol Education Package: 4 or 5 social 
education lessons including group work, 
optional role play exercises 

Social influence theory 

Seconded 
specialist teachers 
or regular 
classroom 
teachers 

Shope et al., 1996a CBA + 
USA 

n=2,031
c
 

10th-11th grade 
School 

AMPS: 4 sessions delivered over 4 weeks 
in first year (5th and 6th grade classes); 3 
booster sessions in second year; 5 sessions 
in 10th grade 

Social learning theory Teachers 

Newton et al., 2009 RCT + 

Australia 
n=944 

mean 13.1 
years 

School 
CLIMATE Schools: Six lessons (40 
minutes each); 15-20 min computer-based 
lesson and classroom based activities 

NR Teachers 

Vogl et al., 2009 RCT + 
Australia 
N=1,466 

mean 13 years 
School 

CLIMATE Schools: Six-lesson harm 
minimization course; 15–20-minute 
computer-based lesson and class activities.  

NR Teachers 

Shope et al., 1994 RCT - 
USA 

N=3,704 
6th-8th grade 

School 
Enhanced AMPS: 8 sessions in 6th grade; 
5 sessions in 7th grade; 4 sessions in 8th 
grade 

Social learning theory Teachers 

Baumann, 2006 RCT - 

USA 
n=256 

mean 17.1 
years 

School 
Project SAAV: Three sessions (50-minutes 
each); information and discussion, coping 
skills, homework assignment 

Problem-behaviour theory, 
self-regulation theory, 
transtheoretical model of 
change 

Teachers 
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Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Shortt et al., 2007 RCT + 

Australia 
n=2,315 

mean 12.3 
years 

School, family 

Resilient Families: One year programme; 
relationship problem solving, 
communication, emotional awareness, peer 
resistance skills, conflict resolution, quiz for 
parents 

NR Teachers 

Newman et al., 
1992 

RCT - 
USA 

n=~3,500 
14-15 years 

School 

Resisting Pressures to Drink and Drive: 
Two year programme, 10 lessons; 
resistance skills training, video based 
drama, student workbook 

Problem behaviour theory, 
social cognitive theory, role 
theory, educational 
immunization 

Teachers 

McBride et al., 
2000; 2003; 2004 

NRCT + 
Australia 
n=2,343 

12-13 years 
School 

SHAHRP: 17 consecutive skills-based 
activities; 12 activities including skill 
rehearsal, and group decision-making and 
discussion in second year 

Social inoculation Teachers 

Klitzner et al., 1994 CBA + 
USA 

n=4,174 
9th-12th grade 

School 
Students Against Drink Driving: 
Assembly, student committee, 15 session 
curriculum (10th grade), 'contract for life' 

NR Teachers, Peers 

Morgenstern et al., 
2009 

RCT ++ 
Germany 
n=1,686 

mean 13 years 
School, family 

Four class units, a student booklet and a 
parent booklet; addressed social influences, 
enhancing motivation to avoid substances, 
consequences of alcohol use, 
media/advertising literacy, resistance skills 
and normative beliefs 

NR Teachers 

Schnepf, 2002 NRCT - 

USA 
n=45 

mean 15.2 
years 

School 
7 sessions (40 minutes each); peer- vs. 
teacher-led alcohol education curriculum 

NR Teachers 

Wilhelmsen et al., 
1994 

NRCT - 
Norway 

7th grade 
n=915 

School 

10 lessons over two month; highly role 
specific vs. less role specific; alcohol use 
and social traditions, norms for alcohol use, 
managing drinking pressures, attitudes to 
alcohol use 

Social cognitive theory Teachers, Peers 

a 
Examined data from AAPT students who received the main programme in 7

th
 grade; 

b 
Examined data for the whole sample of AAPT students; 

c 
Followed up a sample of 

students who had received the AMPS curriculum as 6
th
-8

th
 graders and an additional five sessions in 10

th
 grade. 
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Eight programmes targeted students aged 14 or younger and of these seven were taught to students 

aged 12-13 years. Four programmes, Resisting Pressures to Drink and Drive, Students Against Drink 

Driving, an unnamed alcohol education curriculum (Schnepf, 2002), and Project SAAV were targeted 

at older adolescents (aged >14 years) and one programme, AMPS, targeted students in the 6
th
 to the 

10
th
 grade (11-15 years). 

Four programmes were based on immediate post-test follow-up only: Alcohol Education Package, two 

unnamed alcohol education curriculums (Schnepf, 2002; Wilhelmsen et al., 1994) and the enhanced 

AMPS (Shope et al., 1994). Five studies (Shortt et al., 2007; McBride et al., 2000, 2003, 2004; Shope 

et al., 1996a; Hansen & Graham, 1991; Kreft, 1998; Palmer et al., 1998 Donaldson et al., 1995; 2000) 

reported on follow-ups greater than 12 months. 

5.2.2 Quality assessment  

Of the 15 studies identified, nine studies were RCTs, three were non-randomised controlled trials and 

three were controlled before and after studies. All nine RCTs were based on cluster randomisation. 

Study quality was mixed across the studies. One study (Morgenstern et al., 2009), an RCT was rated 

good quality, six studies (Klitzner et al., 1994; McBride et al., 2004; Newton et al., 2009; Shope et al., 

1996a; Shortt et al., 2007; Vogl et al., 2009) were rated moderate quality, and eight studies (Bagnall, 

1990; Baumann, 2006; Donaldson et al., 2000; Hansen & Graham, 1991; Newman et al., 1992; 

Schnepf, 2002; Shope et al., 1994; Wilhelmsen et al., 1994) were rated poor quality. All nine RCTs 

were reported as randomised but only one study (Morgenstern et al., 2009) reported that allocation 

was concealed appropriately. Outcomes measures were reliable across most of the RCTs and 

NRCTs, but three studies (Hansen & Graham, 1991; Klitzner et al., 1994; Shope et al., 1996a) either 

did not report on the validity or reliability of the outcome measures used or this aspect of study design 

was poorly reported. Important and relevant outcomes were reported across all of the included 

studies. The baseline comparability of the intervention and control groups was poorly or not reported 

in eight studies (Shortt et al., 2007; Baumann, 2006; Donaldson et al., 1995, 2000; Newman et al., 

1992; Shope et al., 1994; McBride et al., 2000, 2003, 2004; Wilhelmsen et al., 1994; Bagnall, 2003) 

and in three studies (Bagnall, 2003; Donaldson et al., 1995, 2000; Newman et al., 1992) it was not 

clear how many participants were assigned to intervention and control groups. Only one study 

(Morgenstern et al., 2009) reported that an ITT analysis had been undertaken.  

5.2.3 Findings 

5.2.3.1 Short-term results (<6 months) 

Eleven studies (Bagnall, 1990; Donaldson et al.,1995; Baumann, 2006; Klitzner et al., 1994; McBride 

et al., 2000, 2003, 2004; Morgenstern et al., 2009; Newton et al., 2009; Schnepf, 2002; Shope et al., 

1994; Vogl et al., 2009; Wilhelmsen et al., 1994) reported short-term follow-up data for 10 

programmes: Alcohol Education Package, AAPT, Project SAAV, Students Against Drink Driving, 

SHAHRP, CLIMATE, the AMPS curriculum and three unnamed curricula. 
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Knowledge and understanding 

Seven studies (Bagnall, 1990; McBride et al., 2000, 2003, 2004; Morgenstern et al., 2009; Newton et 

al., 2009; Schnepf, 2002; Shope et al., 1994; Vogl et al., 2009) examined short-term intervention 

effects on knowledge related to alcohol use. Bagnall (1990) reported that the Alcohol Education 

Package curriculum had no impact on knowledge, but the remaining six studies (McBride et al., 2000, 

2003, 2004; Morgenstern et al., 2009; Newton et al., 2009; Schnepf, 2002; Shope et al., 1994; Vogl et 

al., 2009) reported that intervention students demonstrated significantly greater alcohol-related 

knowledge at follow-up than control students. 

Attitudes and values 

Eight studies (Bagnall, 1990; Baumann, 2006; McBride et al., 2000, 2003, 2004; Morgenstern et al., 

2009; Newton et al., 2009; Schnepf, 2002; Vogl et al., 2009; Wilhelmsen et al., 1994) examined short-

term intervention effects on students‟ attitudes and values. Of five studies (Bagnall, 1990; 

Morgenstern et al., 2009; McBride et al., 2000, 2003, 2004; Schnepf, 2002; Wilhelmsen et al., 1994) 

that examined programme effects on attitudes, three studies (Bagnall, 1990; Morgenstern et al., 2009; 

Schnepf, 2002) reported no effects on alcohol-related attitudes. McBride et al (2000; 2003; 2004) 

reported that students who participated in SHAHRP showed significantly safer alcohol-related 

attitudes and Wilhelmsen et al (1994) found a highly-role specific prevention programme had positive 

impacts on students‟ attitudes to abstention. Two studies (Morgenstern et al., 2009; Wilhelmsen et al., 

1994) examined intervention effects on students‟ intentions towards alcohol. Morgenstern et al (2009) 

reported no intervention impact, but Wilhelmsen et al (1994) found that students who participated in a 

highly-role specific prevention programme were more likely to report an intention to abstain from 

alcohol than control students. They also reported high norms to abstain. Three studies (Baumann, 

2006; Newton et al., 2009; Vogl et al., 2009) examined changes in alcohol-related expectancies. 

Baumann (2006) reported that there were no effects of the Project SAAV programme on alcohol-

related expectancies. Two studies (Newton et al., 2009; Vogl et al., 2009) which examined the Clinical 

Management and Treatment Education (CLIMATE) schools model, based around a computerised 

harm minimisation course, reported conflicting results. Vogl et al (2009) found that the increase in 

positive alcohol-related expectancies was significantly less for females in CLIMATE schools 

compared to control females (p<0.001), and that boys in CLIMATE schools reported a decrease on 

this measure compared to an increase among control males (p<0.01). Newton et al (2009), who 

reported on a cross-validation of the study by Vogl et al (2009) found no difference in alcohol-related 

expectancies between CLIMATE schools and control schools. 

Personal and social skills 

One study (Klitzner et al., 1994) examined the effects of a programme designed to address drinking 

and driving, on drinking and driving behaviour. At post-test, Klitzner et al (1994) found that the 

intervention had no impact on an index of driving while intoxicated or riding with impaired drivers. 

Health and social outcomes relating to alcohol use and sexual health 

Eleven studies (Bagnall, 1990; Donaldson et al., 1995; Baumann, 2006; Klitzner et al., 1994; McBride 

et al., 2000, 2003, 2004; Morgenstern et al., 2009; Newton et al., 2009; Schnepf, 2002; Shope et al., 
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1994; Vogl et al., 2009; Wilhelmsen et al., 1994) reported short-term follow-up data related to alcohol 

use for 10 programmes. 

Six studies (Bagnall, 1990; Baumann, 2006; Donaldson et al., 1995; McBride et al., 2000, 2003, 2004; 

Newton et al., 2009; Wilhelmsen et al., 1994) reported on programmes that demonstrated evidence of 

reducing alcohol use. Students who participated in the first year of the SHAHRP programme (McBride 

et al., 2001, 2003, 2004) consumed significantly less alcohol overall and per occasion than students 

in the control groups. Intervention students who received the Alcohol Education Package (Bagnall, 

1990) were significantly less likely than students in the control group to have drunk alcohol in the last 

7 days, but the intervention had no impact on frequency of use. Students participating in Project 

SAAV (Baumann, 2006) reported drinking less frequently over time than controls. Donaldson et al 

(1995) reported a positive relationship between participation in a seventh grade refusal skills 

programme, but the relationship was only significant among students who believed it was not 

acceptable to drink at baseline. Among students in CLIMATE schools who participated in a 

computerised harm minimisation programme (Newton et al., 2009), average alcohol consumption 

decreased over the short-term compared to an increase among control students. However, another 

study of the CLIMATE schools programme by Vogl et al (2009) found no short-term effects of the 

programme on alcohol consumption. Students who received a highly-role specific programme 

(Wilhelmsen et al., 1994) reported drinking less than both control students and students who received 

a less-role specific programme. There were no differences observed between students who received 

the less-role specific programme and control students. Four studies (Klitzner et al., 1994; 

Morgenstern et al., 2009; Shope et al., 1994; Schnepf, 2002) reported on programmes that had no 

effects on alcohol use in young people. 

Eight studies examined intervention effects on measures of excessive alcohol consumption. Five 

studies (Bagnall, 1990; Newton et al., 2009; Schnepf, 2002; Shope et al., 1994; Vogl et al., 2009) 

found no intervention effects of excessive and problem drinking. Baumann (2006) reported that 

compared to students in the control groups, students participating in Project SAAV reported binge 

drinking less frequently over time and SHAHRP students (McBride et al., 2000, 2003, 2004) were 

significantly less likely than comparison students to report consuming alcohol to harmful or hazardous 

levels
2
 once a month or more. Morgenstern et al (2009) found that there was no statistically significant 

effect of the intervention on lifetime drunkenness, but that intervention students were significantly less 

likely than control students to report life-time binge drinking. 

Five studies (Bagnall, 1990; Baumann, 2006; McBride et al., 2000, 2003, 2004; Newton et al., 2009; 

Vogl et al., 2009) examined harms resulting from alcohol use. Two studies (Newton et al., 2009; Vogl 

et al., 2009) that examined the impact of the CLIMATE schools programme found no intervention 

effects on harm associated with students‟ own use of alcohol. SHAHRP students reported less harm 

associated with their own use of alcohol over the previous 12 months compared to the comparison 

group (McBride et al., 2000, 2003, 2004). Bagnall (1990) found that there was no difference in the 

number of intervention and control students reporting that they had ever had a hangover or an 

                                                   
2
 Defined as consuming more than 2 (for females) or 4 (for males) standard drinks (10g alcohol) per occasion. 
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alcohol-induced stomach upset. Baumann (2006) reported that students participating in Project SAAV 

had fewer alcohol-related consequences than control students. 

5.2.3.2 Medium-term results (up to 12 months) 

Seven studies (Donaldson et al., 2000; Hansen & Graham, 1991; Klitzner et al., 1994; Morgenstern et 

al., 2009; Newman et al., 1992; Newton et al., 2009; Vogl et al., 2009) reported medium-term follow 

data for five programmes: AAPT, Students Against Drink Driving, an alcohol education intervention, 

Resisting Pressures to Drink and Drive, and CLIMATE schools. 

Knowledge and understanding 

Four studies (Morgenstern et al., 2009; Newman et al., 1992; Newton et al., 2009; Vogl et al., 2009) 

examined medium-term intervention effects on alcohol-related knowledge. Two studies (Morgenstern 

et al., 2009; Newman et al., 1992) reported positive intervention effects on knowledge , and two 

studies (Newton et al., 2009; Vogl et al., 2009) found that despite finding short-term effects, there 

were no medium-term effects on knowledge for the CLIMATE schools programme.  

Attitudes and values 

Three studies (Morgenstern et al., 2009; Newton et al., 2009; Vogl et al., 2009) examined medium-

term intervention effects of alcohol-related attitudes and values. Morgenstern et al (2009) found that 

an alcohol education intervention did not impact on alcohol attitudes or intentions. Two studies 

(Newton et al., 2009; Vogl et al., 2009) that examined a computerised harm minimisation intervention 

(CLIMATE schools programme) reported conflicting medium-term results on alcohol-related 

expectancies. Vogl et al (2009) reported that although expectancies increased over time in both the 

intervention and control group, the increase among intervention females was smaller. At 12-month 

follow-up, both males and females in the intervention group did not report as great an increase in 

positive alcohol-related expectancies as did students in the control group.  At 6-month follow-up, in a 

cross-validation of this study, Newton et al (2009) reported no intervention effects on alcohol-related 

expectancies. 

Personal and social skills 

Two studies (Klitzner et al., 1994; Newman et al., 1992) of two drink driving programmes examined 

intervention effects on outcomes related to drinking and driving. At the 1-year follow-up, there were no 

effects of the Students Against Drink Driving programme (Klitzner et al., 1994) on an index of driving 

while intoxicated or riding with impaired drivers. The second study, of the Resisting the Pressures to 

Drink and Drive curriculum (Newman et al., 1992), found that although the number of times students 

had ridden with a drinking driver in the last 30 days increased in both the intervention and control 

groups, the increase among intervention students was significantly less. 

Health and social outcomes relating to alcohol use and sexual health 

Seven studies (Donaldson et al., 2000; Hansen & Graham, 1991; Klitzner et al., 1994; Morgenstern et 

al., 2009; Newman et al., 1992; Newton et al., 2009; Vogl et al., 2009) examined medium-term 

intervention effects on health outcomes related to alcohol use. Three studies (Hansen & Graham 
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1991; Donaldson et al., 2000; Kreft 1998) reported 1-year follow-up data for the AAPT. One study 

(Hansen & Graham, 1991) reported that students who received normative education had lower rates 

of alcohol consumption, although based on analyses conducted at the classroom level (Kreft, 1998) 

the programme (including the normative education component) was shown to not be effective. In a 

second study of the AAPT (Donaldson et al., 2000), lower rates of lifetime and 30-day alcohol 

consumption were only found among a subgroup of public school students who received the 

normative education component. Three further programmes were shown to have no medium-term 

effects on alcohol use: Students Against Drink Driving (Klitzner et al., 1994); an alcohol education 

intervention (Morgenstern et al., 2009); and Resisting Pressures to Drink and Drive (Newman et al., 

1992).  

Inconsistent results were found for the harm minimisation intervention examined in the CLIMATE 

school programme (Newton et al., 2009; Vogl et al., 2009). Vogl et al (2009) reported that among 

females, average alcohol consumption remained relatively constant between baseline and 6-month 

follow-up for the intervention group and increased in the control group (p<0.001 for comparison). At 

12 months, control group students reported a greater increase in average alcohol consumption 

compared to the intervention group (p<0.05 for comparison). For boys there were no significant 

differences between intervention groups. Lack of significant effects was also noted in the cross-

validation study by Newton et al (2009); finding no significant difference in average weekly alcohol 

consumption between intervention and control groups at the 6-month follow-up.  

Four studies (Donaldson et al., 2000; Morgenstern et al., 2009; Newton et al., 2009; Vogl et al., 2009) 

examined medium-term intervention effects on excessive alcohol consumption. Morgenstern et al 

(2009) found that although the alcohol education curriculum examined did not impact on lifetime 

drunkenness (adjusted OR 0.77 95% CI: 0.52, 1.12), intervention students were significantly less 

likely than control students to report lifetime binge drinking (adjusted OR 0.74; 95% CI 0.57, 0.97). 

Donaldson et al (2000) reported an impact of the AAPT on drunkenness; students who attended 

public schools and who received the normative education component of the intervention reported 

lower rates of drunkenness. Two studies (Vogl et al., 2009; Newton et al., 2009) of the CLIMATE 

schools alcohol programme examined intervention impact on harms arising from students‟ alcohol use. 

At 6-month follow-up (Vogl et al., 2009; Newton et al., 2009) there were no differences in the number 

of harms experienced between intervention and control students, however, at the 12-months follow-up 

(Vogl et al., 2009) females in the intervention group had significantly less of an increase in harm than 

the control students (p<0.05). 

5.2.3.3 Long-term (>12 months) 

Long-term follow-up data were reported for four programmes: AAPT (Donaldson et al., 2000; Hansen 

& Graham, 1991; Kreft, 1998; Palmer et al., 1998); SHAHRP (McBride et al., 2000, 2003, 2004); 

AMPS (Shope et al., 1996a); and Resilient Families (Shortt et al., 2007). 



PSHE Secondary school review Jones and colleagues (2009) 

56 
 

Knowledge and understanding 

Two studies (McBride et al., 2004; Shope et al., 1996a) reported on long-term intervention effects on 

knowledge. McBride et al (2004) found that impacts on alcohol-related knowledge among students 

who participated in SHAHRP were not maintained 17-months later. A study based on data from a 

sample of students who had received the AMPS curriculum as sixth through eighth graders and 

additional sessions in 10
th
 grade (Shope et al., 1996a) found that intervention students had 

significantly more alcohol-related knowledge than comparison students at the end of 12
th
 grade. 

Attitudes and values 

Positive effects of the SHAHRP programme on alcohol-related attitudes were shown to have been 

maintained to the end of the study, 17 months after the final phase of the intervention (McBride et al., 

2004). 

Personal and social skills 

None of the included studies examined long-term programme effects on personal and social skills. 

Health and social outcomes relating to alcohol use and sexual health 

Shope et al (1996a) followed up high school-aged students who had received the AMPS curriculum in 

sixth grade. Delivery of the sixth grade curriculum had no long-term effects on alcohol use in high 

school, and following delivery of a tenth grade curriculum, there were no differences in alcohol use 

between intervention and comparison students at follow-up two years later in 12
th
 grade. At the final 

follow-up of the SHAHRP programme, 17 months after delivery, McBride et al (2004) reported that the 

total amount of alcohol consumed by intervention and comparison students was beginning to 

converge (significance not reported) and the short-term effects of the intervention on alcohol use were 

not maintained. Palmer et al (1998) examined the long-term effects of the AAPT curriculum. 

Normative education was found to be more effective than information only control in terms of reducing 

alcohol use, two years after delivery of the programme. A second study that examined the AAPT 

curriculum (Donaldson et al., 2000) found that, for a sample of students attending public schools, 

those who received normative education reported significantly lower scores on the alcohol index 

measure and significantly lower rates of lifetime alcohol use in the ninth and tenth grades (2- and 3-

year follow-ups, respectively) and lower rates of 30-day alcohol use in the tenth grade compared to 

students receiving comparison interventions. Shortt et al (2007) found that the Resilient Families 

intervention had no effects on alcohol use status. Three studies (Donaldson et al., 2000; McBride et 

al., 2004; Shope et al., 1996a) reported long-term intervention effects on measures of excessive 

drinking. Donaldson et al (2000) found that the normative education component of the AAPT 

programme was associated with lower rates of drunkenness among students attending public schools 

at the 2-year but not the 3-year follow-up, when students were in 10
th
 grade. Following delivery of the 

AMPS tenth grade curriculum (Shope et al., 1996a), students who received the intervention reported 

significantly less alcohol misuse than comparison students at the end of twelfth grade. There were no 

long-term intervention effects of the SHAHRP programme on hazardous or harmful drinking, but 

intervention students reported experiencing less harm from their drinking than control students. 
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5.2.4 Summary and evidence statements 

Overall, 20 articles were identified for inclusion that reported on the evaluation of 12 alcohol education 

programmes across 15 studies. The majority of the included studies were conducted in the USA, but 

four studies were conducted in Australia and one each in the UK, Germany and Norway. All 12 

programmes were primarily classroom-based curriculums, but two programmes incorporated 

additional materials and activities for parents. Programmes were largely teacher-led. However, two 

programmes, Students Against Drink Driving (Klitzner et al., 1994) and an unnamed alcohol education 

curriculum (Wilhelmsen et al., 1994) combined teacher- and peer-led activities, and one programme, 

the AAPT, (Donaldson et al., 1995, 2000; Hansen & Graham, 1991; Kreft, 1998; Palmer et al., 1998) 

was delivered exclusively by external project staff. The programmes identified targeted students 

across a range of age groups; eight programmes targeted students aged 14 or younger and four 

programmes were targeted at older adolescents. 

5.2.4.1 Knowledge and understanding 

Eight studies (Bagnall, 1990; McBride et al., 2004; Morgenstern et al., 2009; Newton et al., 2009; 

Schnepf, 2002; Vogl et al., 2009; Newman et al., 1992; Shope et al., 1996a) examined intervention 

effects on knowledge related to alcohol use. These studies demonstrated that alcohol-specific 

education programmes generally increased alcohol or curriculum knowledge over the short-term. 

Effects on medium-term knowledge were weaker across four studies (Morgenstern et al., 2009; 

Newman et al., 1992; Newton et al., 2009; Vogl et al., 2009) and for two studies that examined 

programme effects on the long-term acquisition of knowledge, for SHAHRP (McBride et al., 2004) and 

AMPS (Shope et al., 1996b), results were limited or inconsistent. 

5.2.4.2 Attitudes and values 

Eight studies (Bagnall, 1990; Baumann, 2006; McBride et al., 2004; Morgenstern et al., 2009; Newton 

et al., 2009; Schnepf, 2002; Vogl et al., 2009; Wilhelmsen et al., 1994) examined young people‟s 

alcohol-related attitudes and values. The majority of studies reported no significant programme effects 

on alcohol-related attitudes. Short-term increases in safer alcohol-related attitudes were reported by 

Wilhelmsen et al (1994) who examined a highly-role specific programme compared to a less-role 

specific alcohol programme. Improvements were also found among intervention students in the 

highly-role specific programme in attitudes towards alcohol abstinence and intentions to abstain from 

alcohol. The SHAHRP programme (McBride et al., 2004) also had positive short- and long-term 

effects on students‟ alcohol-related attitudes. Medium-term effects on attitudes and skills were also 

mixed. Two studies (Newton et al., 2009; Vogl et al., 2009) of the CLIMATE schools programmes 

reported conflicting effects on alcohol-related expectancies and another alcohol education 

intervention (Morgenstern et al., 2009) had no impact on attitudes and values.  

5.2.4.3 Personal and social skills 

Two studies (Klitzner et al., 1994; Newman et al., 1992) examined short- and medium-term effects of 

two programmes, which primarily focused on reducing the harm from drinking and driving. There were 

no short- or medium-term effects of the Students Against Drink Driving programme (Klitzner et al., 



PSHE Secondary school review Jones and colleagues (2009) 

58 
 

1994) on drink driving measures but a second programme, Resisting the Pressures to Drink and Drive 

(Newman et al., 1992) reduced the number of students who reported riding with a drinking driver at 

the medium-term follow-up.  

5.2.4.4 Health and social outcomes relating to alcohol use and sexual health 

Programme effects on alcohol consumption were examined across all studies. However a range of 

measures of alcohol consumption were reported across the included studies. Ten studies (Bagnall, 

1990; Donaldson et al., 1995; Baumann, 2006; Klitzner et al., 1994; McBride et al., 2000; 

Morgenstern et al., 2009; Newton et al., 2009; Schnepf, 2002; Vogl et al., 2009; Wilhelmsen et al., 

1994) that examined short-term effects on alcohol consumption, in general, reported inconsistent 

findings. The SHAHRP programme (McBride et al., 2004) appeared to have the most consistent 

effects on short-term alcohol use, and additionally had effects on hazardous/harmful drinking. Seven 

further studies (Bagnall, 1990; Baumann, 2006; Morgenstern et al., 2009; Newton et al., 2009; 

Schnepf, 2002; Shope et al., 1994; Vogl et al., 2009) examined programme impacts on heavy drinking, 

with two studies (Baumann, 2006; Morgenstern et al., 2009) reporting beneficial effects of Project 

SAAV and an unnamed alcohol education programme, respectively, on binge drinking. Medium- to 

long-term effects on alcohol consumption were found to be limited across nine alcohol education 

programmes (Donaldson et al., 2000; Palmer et al., 1998; Klitzner et al., 1994; McBride et al., 2004; 

Morgenstern et al., 2009; Newman et al., 1992; Newton et al., 2009; Shope et al., 1994; Shortt et al., 

2007; Vogl et al., 2009). There appeared to be long-term effects of the normative education 

component of the AAPT programme (Donaldson et al., 2000; Palmer et al., 1998), but these findings 

were limited by the poor quality of the studies that examined this programme. In addition, based on 

additional analyses conducted using the classroom as unit of analysis, Kreft (1998) concluded the 

whole programme to be ineffective. Two studies of the CLIMATE schools programme (Newton et al., 

2009; Vogl et al., 2009) reported conflicting medium-term effects and 17-months after delivery of the 

SHAHRP programme (McBride et al., 2004) the positive short-term effects appeared to be declining. 

Although intervention effects favoured SHAHRP, differences between intervention and control 

students in terms of their alcohol consumption and other measures of alcohol use including 

harmful/hazardous drinking were no longer significant. There were no long-term effects of a long-term 

version of the AMPS programme (Shope et al., 1996a) on alcohol consumption, but there did appear 

to be intervention effects on alcohol misuse.  

Evidence statement 2 

2 (f) There is strong evidence from four RCTs, two NRCTs and two CBA studies
1 

to suggest that 

classroom-based alcohol specific programmes are effective at increasing alcohol-related 

knowledge in the short-term, but have inconsistent or mixed effects on alcohol-related 

knowledge in the medium- to long-term. Findings may only be partially applicable to the UK as 

studies were implemented within Australia, Germany and the USA and may not be 

generalisable beyond the populations studied. 

2 (g) Overall, there is inconsistent evidence from four RCTs, three NRCTs and one CBA study
2
 to 

determine the effects of alcohol specific education programmes on attitudes and values relating 
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to alcohol. However, there is moderate evidence from one NRCT
3 
to suggest that programmes 

based on a harm reduction approach may have positive short- to long-term effects on students‟ 

alcohol-related attitudes. In addition, there is weak evidence from one NRCT
4
 to suggest that 

programmes with a high level of role-specification for providers may have short-term positive 

impacts on attitudes and values.  

2 (h) There is inconsistent evidence from one RCT and one CBA study
5
 to determine the effects of 

programmes focusing on reducing the harm from drinking and driving on drink driving 

measures. 

2 (i) There is moderate evidence from five RCTs, three NRCTs and two CBA studies
6
 to suggest 

that alcohol-specific education programmes may have mixed short-term effects on health 

outcomes relating to alcohol use. One NRCT
7
 of a programme focusing on harm reduction 

through skills-based activities (SHAHRP), showed short-term reductions in alcohol use. In 

particular effects were seen on risky drinking behaviours such as drunkenness and binge 

drinking. Findings may only be partially applicable to the UK as this study was conducted in 

Australia and may not be generalisable beyond the populations studied.  

2 (j) There is moderate evidence from eight RCTs, one NRCT and one CBA study
8
 to suggest that 

alcohol-specific education programmes have limited medium- to long-term effects on health 

outcomes related to alcohol use, such as frequency of alcohol consumption and drunkenness. 

Findings may only be partially applicable to the UK as studies were implemented outside the 

UK and may not be generalisable beyond the populations studied. 

1
 Bagnall, 1990 (CBA -); McBride et al., 2004 (NRCT +); Morgenstern et al., 2009 (RCT ++); Newton et al., 

2009 (RCT +); Schnepf, 2002 (NRCT -); Vogl et al., 2009 (RCT +); Newman et al., 1992 (RCT -); Shope et 

al., 1996a (CBA +) 

2
 Bagnall, 1990 (CBA -); Baumann, 2006 (RCT -); McBride et al., 2004 (NRCT +); Morgenstern et al., 2009 

(RCT ++); Newton et al., 2009 (RCT +); Schnepf, 2002 (NRCT -); Vogl et al., 2009 (RCT +); Wilhelmsen et 

al., 1994 (NRCT -) 

3
 McBride et al., 2000; 2003; 2004 (NRCT +) 

4
 Wilhelmsen et al., 1994 (NRCT -) 

5
 Klitzner et al., 1994 (CBA +); Newman et al., 1992 (RCT -) 

6
 Bagnall, 1990 (CBA -); Donaldson et al., 1995 (RCT -); Baumann, 2006 (RCT -); Klitzner et al., 1994 (CBA 

+); McBride et al., 2000 (NRCT +); Morgenstern et al., 2009 (RCT ++); Newton et al., 2009 (RCT +); 

Schnepf, 2002 (NRCT -); Vogl et al., 2009 (RCT +); Wilhelmsen et al., 1994 (NRCT -) 

7
 McBride et al., 2000; 2003; 2004  (NRCT +) 

8
 Donaldson et al., 2000 (RCT -); Palmer et al., 1998 (RCT -); Klitzner et al., 1994 (CBA +); McBride et al., 

2004 (NRCT +); Morgenstern et al., 2009 (RCT ++); Newman et al., 1992 (RCT -); Newton et al., 2009 (RCT 

+); Shope et al., 1994 (RCT -); Shortt et al., 2007 (RCT +); Vogl et al., 2009 (RCT +) 
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Table 5.3. Classroom-based alcohol education programmes: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Bagnall, 1990 CBA - 
Alcohol Education 

Package 
n=NR 

No intervention 
n=NR 

PT (10 
months) 
n=NR 

NS knowledge 
NS negative attitudes 

towards alcohol 
- 

Baumann, 2006 RCT - 
Project SAAV 

n=144 
No intervention 

n=112 
3 months 

(58%) 
- 

NS alcohol-related 
expectancies 

- 

Klitzner et al., 1994 CBA + 
Students Against 

Drink Driving 
n=1,900 

No intervention 
N=2,074 

PT 
n=NR 

- - 
NS index of driving while 
intoxicated or riding with 

impaired driver 

McBride et al., 
2000; 2003; 2004 

NRCT + 
SHAHRP 
n=1,111 

No intervention 
N=1,232 

PT 
n=NR 

 knowledge*** 
 safer alcohol-related 

attitudes** 
- 

Morgenstern et al., 
2009 

RCT ++ 
Alcohol education 

intervention 
n=911 

Usual curriculum 
N=964 

PT 
(96%) 

 alcohol knowledge** 
NS alcohol attitudes and 

intentions 
- 

Newton et al., 2009 RCT + 
CLIMATE Schools 

n=513 
Usual curriculum 

N=431 
PT 

(69%) 
 knowledge scale** 

NS alcohol-related 
expectancies 

- 

Schnepf, 2002 NRCT - 

Unnamed 
programmes 

Peer led, n=13 
Teacher led, n=19 

Religious education 
n=13 

PT 
n=NR 

 alcohol knowledge*** 
NS negative attitudes 

towards alcohol 
- 

Shope et al., 1994 RCT - 
Enhanced AMPS 

n=840 
NR 

n=885 

6
th
-8

th
 

grade 
NR 

 curriculum 
knowledge* 

- - 

Vogl et al., 2009 RCT + 
CLIMATE Schools 

n=611 
Usual curriculum 

N=855 
PT 

(77.2%) 
 knowledge*** 

 positive alcohol-
related expectancies 
(females***/boys**) 

- 

Wilhelmsen et al., 
1994 

NRCT - 

Highly-role 
specific, n=279 

Less-role specific, 
n=314 

Usual curriculum 
n=262 

PT 
(95%) 

- 

 attitudes to abstention 
(highly role specific 

only)** 
 Intention to abstain 
(highly role specific 

only)** 
 Norms to abstain 
(highly role specific 

only)* 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.4. Classroom-based alcohol education programmes: short-term programme effects on health outcomes relating to alcohol use 

Study Rating Intervention Comparator Follow-up 
Health outcomes 

Alcohol use Heavy alcohol use Other 

Bagnall, 1990 CBA - 
Alcohol Education 

Package 
n=NR 

No intervention 
n=NR 

PT (10 
months) 
n=NR 

 drunk alcohol in last 
week* 

NS frequency of 
consumption 

NS consumed >3 units 
alcohol 

NS ever had a hangover 
NS alcohol-induced 

stomach upset 

Donaldson et al., 
1995 

RCT - 
AAPT 
n=NR 

ICU only 
n=NR 

PT (1 year) 
n=NR 

 onset of alcohol use 
(believed it was not 
acceptable to drink; 

resistance skills training 
only*) 

- - 

Baumann, 2006 RCT - 
Project SAAV 

n=144 
No intervention 

n=112 
3 months 

(58%) 
 drinking frequency** 

 frequency of binge 
drinking* 

 alcohol-related 
consequences* 

Klitzner et al., 1994 CBA + 
Students Against 

Drink Driving 
n=1,900 

No intervention 
n=2,074 

PT 
n=NR 

NS drinking quantity - - 

McBride et al., 
2000; 2003; 2004 

NRCT + 
SHAHRP 
n=1,111 

No intervention 
n=1,232 

PT 
n=NR 

 alcohol 
consumption*** 

 alcohol per occasion* 

 hazardous/harmful 
drinking* 

 harm from own use* 
NS harm from others use 

Morgenstern et al., 
2009 

RCT ++ 
Alcohol education 

intervention 
n=911 

Usual curriculum 
n=964 

PT 
(96%) 

NS past alcohol month 
use 

NS lifetime alcohol use 

NS lifetime drunkenness 
 lifetime binge 

drinking* 
- 

Newton et al., 2009 RCT + 
CLIMATE Schools 

n=513 
Usual curriculum 

n=431 
PT 

(69%) 
 average 

consumption** 

NS frequency of drinking 
to excess on a single 

occasion, past 3 months 

NS harm associated with 
own use of alcohol 

Schnepf, 2002 NRCT - 
Peer led, n=13 

Teacher led, n=19 

Religious 
education 

n=13 

PT 
n=NR 

NS alcohol consumption NS problem drinking - 

Shope et al., 1994 RCT - 
Enhanced AMPS 

n=840 
NR 

n=885 

6
th
-8

th
 

grade 
NR 

- NS alcohol misuse - 

Vogl et al., 2009 RCT + 
CLIMATE Schools 

n=611 
Usual curriculum 

n=855 
PT 

(77.2%) 
NS average alcohol 

consumption 

NS frequency of drinking 
to excess on a single 
occasion in the past 3 

months 

NS harms from own use 
of alcohol 

Wilhelmsen et al., 
1994 

NRCT - 

Highly-role 
specific, n=279 

Less-role specific, 
n=314 

Usual curriculum 
n=262 

PT 
(95%) 

 alcohol consumption 
(highly role specific 

only)** 
- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.5. Classroom-based alcohol education programmes: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Klitzner et al., 1994 CBA + 
Students Against 

Drink Driving 
n=1,900 

No intervention 
n=2,074 

1 year 
(74%) 

- - 
NS index of driving while 
intoxicated or riding with 

impaired driver 

Morgenstern et al., 
2009 

RCT ++ 
Alcohol education 

intervention 
n=911 

Usual 
curriculum 

n=964 

1 year 
(85%) 

 alcohol knowledge* 
NS alcohol attitudes and 

intentions 
- 

Newman et al., 
1992 

RCT - 
Resisting Pressures 
to Drink and Drive 

n=51 classes 

Usual 
curriculum 

n=36 classes 

1 year 
n=NR 

 knowledge*** - 
 ridden with a drinking 

driver* 

Newton et al., 2009 RCT + 
CLIMATE Schools 

n=513 

Usual 
curriculum 

n=431 

6 months 
(62%) 

NS knowledge scale 
NS alcohol-related 

expectancies 
- 

Vogl et al., 2009 RCT + 
CLIMATE Schools 

n=611 

Usual 
curriculum 

n=855 

6 month 
(71.5%) 

NS knowledge 
 positive alcohol-

related expectancies 
(females only**) 

- 

12 months 
(70.9%) 

NS knowledge 
 positive alcohol-

related expectancies 
(females***/boys**) 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.6. Classroom-based alcohol education programmes: medium-term programme effects on health outcomes relating to alcohol use 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Donaldson et al., 
2000 

RCT - 
AAPT 
n=NR 

ICU only 
n=NR 

8
th
 grade 

(1 year) 

Public schools students 
receiving normative 

education only
a
: 

 scores on alcohol 
index measure** 

 lifetime alcohol use** 
 30-day alcohol use*** 

Public schools students 
receiving normative 

education only
a
: 

 drunkenness** 

- 

Hansen & Graham, 
1991; Kreft, 1998; 
Palmer et al., 1998 

RCT - 

AAPT 
Resistance skills 

training, n=33 classes 
Normative education, 

n=27 classes 
Combined, n=26 

classes 

Information only 
n=32 classes 

1 year 
N=2,416 
(80%) 

NS composite measure 
of alcohol  use 

- - 

Klitzner et al., 1994 CBA + 
Students Against 

Drink Driving 
n=1,900 

No intervention 
n=2,074 

1 year 
(74%) 

NS drinking quantity - - 

Morgenstern et al., 
2009 

RCT ++ 
Alcohol education 

intervention 
n=911 

Usual 
curriculum 

n=964 

1 year 
(85%) 

NS past alcohol month 
use 

NS lifetime alcohol use 

NS lifetime drunkenness 
 lifetime binge 

drinking* 
- 

Newman et al., 
1992 

RCT - 
Resisting Pressures 
to Drink and Drive 

n=51 classes 

Usual 
curriculum 

n=36 classes 

1 year 
n=NR 

NS drinking behaviours - - 

Newton et al., 2009 RCT + 
CLIMATE Schools 

n=513 

Usual 
curriculum 

n=431 

6 months 
(62%) 

NS average 
consumption 

NS frequency of drinking 
to excess on a single 

occasion, past 3 months 

NS harm associated with 
own use of alcohol 

Vogl et al., 2009 RCT + 
CLIMATE Schools 

n=611 

Usual 
curriculum 

n=855 

6 month 
(71.5%) 

 average alcohol 
consumption (females 

only**) 

 frequency of drinking 
to excess on a single 

occasion, past 3 months 
(females only*) 

NS harms from own use 
of alcohol 

12 months 
(70.9%) 

 average alcohol 
consumption (females 

only*) 

 frequency of drinking 
to excess on a single 

occasion, past 3 months 
(females only**) 

 harms from own use 
of alcohol (females 

only*) 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
 

a 
For students in private schools, and those assigned to other intervention conditions all findings were NS 
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Table 5.7. Classroom-based alcohol education programmes: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

McBride et al., 
2000; 2003; 2004 

NRCT + 
SHAHRP 
n=1,111 

No intervention 
n=1,232 

17 months 
n=1,778 
(76%) 

NS knowledge 
 safer alcohol-related 

attitudes* 
- 

Shope et al., 1996a CBA + 
AMPS 
n=507 

NR 
n=530 

2 years 
NR 

 knowledge* - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 5.8. Classroom-based alcohol education programmes: long-term programme effects on health outcomes 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Donaldson et al., 
2000 

RCT - 
AAPT 
n=NR 

ICU only 
n=NR 

9
th
 grade 

(2 years) 

Public schools students 
receiving normative 

education only
a
: 

 scores on alcohol 
index measure** 

 lifetime alcohol use** 
NS 30-day alcohol use 

For public schools 
students receiving 

normative education 
only

a
: 

 drunkenness** 

- 

10
th
 grade 

(3 years) 

Public schools students 
receiving normative 

education only
a
: 

 scores on alcohol 
index measure* 

 lifetime alcohol use* 
 30-day alcohol use* 

NS drunkenness - 

Palmer et al., 1998 RCT - 

AAPT 
Resistance skills 

training, n=33 
classes 

Normative 
education, n=27 

classes 
Combined, n=26 

classes 

Information only 
n=32 classes 

2 years 
(46%) 

 composite measure of 
alcohol  use (normative 

education only**) 
- - 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

McBride et al., 
2000; 2003; 2004 

NRCT + 
SHAHRP 
n=1,111 

No intervention 
n=1,232 

17 months 
n=1,778 
(76%) 

NS alcohol consumption 
NS alcohol per occasion 

NS hazardous/harmful 
drinking 

 harm from own use 
b
 

NS harm from others use 

Shope et al., 1996a CBA + 
AMPS 
n=507 

NR 
n=530 

2 years 
NR 

NS alcohol use  alcohol misuse* - 

Shortt et al., 2007 RCT + 
Resilient Families 

n=NR 
Usual curriculum 

n=NR 
14 months 

n=NR 
NS alcohol use - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
 a 

For students in private schools, and those assigned to other intervention conditions all findings were NS, 
b 
p value not reported 
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5.3 Classroom-based: substances including alcohol 

5.3.1 Overview of evidence identified 

A total of 54 articles were identified that reported on evaluations of 22 classroom-based programmes 

targeting substance use (including alcohol) across 34 studies. Eleven articles reported on evaluations 

of the Drug Abuse Resistance Education (DARE) programme. Four articles by Clayton et al (1991; 

1996), Bennett (1995) and Lynam et al (1999) examined the effectiveness of DARE in a cohort of 

sixth grade students in schools in Kentucky, USA and were grouped as a single study. Three articles 

reported on a cohort of students in Illinois, USA (Rosenbaum et al., 1994; Ennett et al., 1994; 

Rosenbaum & Hanson 1998), following students from sixth through twelfth grade. Dukes et al (1996; 

1997) examined the long-term effectiveness of DARE, following a cohort of students in Colorado 

Springs, USA over six years and two additional studies (Ringwalt et al., 1991; Harmon 1993) 

examined the short-term effectiveness of DARE in two different student cohorts. Nine articles reported 

on evaluations of Botvin‟s Life Skills Training (LST) programme. Seven articles by Botvin et al (1990a, 

1990b, 1995a, 1995b, 1997, 2001a, 2001b) reported on five studies of the programme. Two studies 

(Botvin et al., 1990a; 1990b; 1995a) focused on delivery of the LST programme among predominantly 

White, middle-class seventh grade students and three studies (Botvin et al., 1997, 2001a, 2001b; 

Griffin et al., 2003) focused on delivery of LST among populations of inner-city, minority students. 

Fraguela et al (2003) examined the effects of the LST programme in a Spanish school. 

Thirty studies were conducted in the USA, and one each in Canada, Spain and the Netherlands. The 

EU-Dap study of the Unplugged programme (Faggiano et al., 2008) was conducted across seven 

European countries: Austria, Belgium, Germany, Greece, Italy, Spain and Sweden. Although all of the 

programmes were primarily classroom-based, five programmes (Unplugged, Project Alert, Coalition 

for Youth Quality of Life, Keepin it REAL and Be Under Your Own Influence/All Stars) combined 

school components with family- and/or community-based components. Two studies (Perry et al., 2003; 

Spoth et al., 2002, 2005, 2008) combined two originally school-based only programmes (DARE and 

LST, respectively) with components targeting parents. Perry et al (2003) examined the effectiveness 

of DARE Plus, which combined the core components of the DARE programme with a 4-session 

classroom-based peer-led, parental involvement programme, extracurricular activities and the 

formation of neighbourhood action teams. Spoth et al (2002; 2005; 2008) examined the combination 

of the standard LST programme (15 sessions in seventh grade) with the family-based Strengthening 

Families programme. 
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Table 5.9. Summary of programme content: classroom-based (substance use including alcohol) 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Snow et al., 1992; 
1997 

CBA - 
USA 

n=1,360 
6th grade 

School 
Adolescent Decision Making programme: 
Decision-making, group process skills, 
social network utilisation 

NR NR 

Fearnow-Kenney 
et al., 2003 

RCT - 
USA 

n=653 
13-18 years 

School 
All Stars Senior: Two activities per week,; 
general health education programme 

NR Teachers 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
USA 

n=422 
5th-8th grade 

School 
Based on AMPS: Tobacco and drug use in 
addition to alcohol; 7 lessons in 5th-6th 
grade; 8 lessons in 7th-8th grade 

NR Teachers 

Slater et al., 2006 RCT + 

USA 
n=4,216 

mean 12.2 
years 

School, 
community 

Be Under Your Own Influence/All Stars: 
Two year programme, 13 sessions first 
year, 7 booster sessions second year; 
printed media material in school,  
community-based participation campaign 
with workshops 

NR 
Teachers, 
community leaders 

Dedobbeleer & 
Desjardins, 2001 

NRCT - 

Canada 
n=791 

6th and 8th 
grade 

School, 
community, 

family 

Coalition for Youth Quality of Life: Three 
year programme; youth educational 
programmes (first year only), parent 
education programmes, alternative 
activities, youth mobilisation and support 
systems for youth in trouble. 

Refusal skills Teachers 

Dukes et al., 1996; 
1997 

CBA - 
USA 

n=849 
5th-6th grade 

School 
DARE (Colorado Springs): DARE 
curriculum 

NR NR 

Ennett et al., 1994; 
Rosenbaum et al., 
1994; Rosenbaum 
& Hanson, 1998 

NRCT + 
USA 

n=1,803 
10-11 years 

School 
DARE (Illinois): standard 16 week DARE 
curriculum 

Social influence theory Police 

Clayton et al., 1991 RCT - 
USA 

n=2,091 
11-12 years 

School 
DARE (Kentucky): 16 weeks; DARE 
curriculum 

Social influence theory External, police 

Clayton et al., 1996 
See Clayton et 

al., 1991 

USA 
n=2,071 

6th grade 
School 

DARE (Kentucky): 16 weeks; DARE 
curriculum 

NR External, police 
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Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Bennett, 1995 
See Clayton et 

al., 1991 

USA 
n=1,801 

6th grade 
School DARE (Kentucky): DARE curriculum 

 
External, police 

Lynam et al., 1999 
See Clayton et 

al., 1991 

USA 
n=1,002 

11-12 years 
School DARE (Kentucky): DARE curriculum NR Police 

Ringwalt et al., 
1991 

RCT - 

USA 
n=1,402 

mean 10.4 
years 

School 
DARE (North Carolina): 17 sessions; core 
DARE curriculum 

Social influence theory Police 

Harmon, 1993 CBA + 

USA 
n=708 

mean 10.3 
years 

School DARE (South Carolina): DARE curriculum NR Police 

Perry et al., 2003 RCT + 
USA 

n=6,237 
7th grade 

School, family 

DARE vs. DARE Plus: 10 session, core 
DARE curriculum; or DARE Plus, 10 
session DARE curriculum + 4 session, peer-
led, parental involvement programme, 
extracurricular activities over two school 
years, neighbourhood action teams 

Social influence theory 
Police, teachers, 
peers 

Simons-Morton et 
al., 2005 

RCT + 
USA 

n=2,651 
6th grade 

School 

Going Places: Three year programme, 18 
sessions 6th grade, 12 sessions 7th grade, 
6 sessions 8th grade; social skills 
curriculum, parent education, school 
environment change 

Social skills training, social 
development theory, social 
cognitive theory 

Teachers 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 

The 
Netherlands 

n=1,930 
mean 12.4 

years 

School 

Healthy School and Drugs Project: Three 
year programme, three lessons per year; 
educational lessons, activities, videos and 
brochures, refusal skills, increasing self-
esteem 

Behaviour change theory Teachers 

Brewer, 1991 RCT + 
USA 
n=54 

10th grade 
School 

Here’s Looking at You 2000: 9 sessions 
(40-minute duration); social skills training 
curriculum, videos. 

Problem behaviour theory, 
social learning theory 

Certified school 
psychologist 

Hecht et al., 2003; 
Gosin et al., 2003; 
Kulis et al., 2005

a
; 

Kulis et al., 2007
b
 

RCT - 

USA 
n=6,035 

mean 12.5 
years 

School, 
community 

Keepin it REAL: 10 lessons (7th grade), 
booster sessions (8th grade); resistance 
and avoidance skills, classroom videos and 
televised PSAs 

Social learning theory, 
communication competence 
theory 

Teachers 
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Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Warren et al., 2006 RCT + 
USA 

n=4,734 
7th grade 

School Keepin it REAL: see other Keepin it REAL 
Social learning theory, 
communication competence 
theory 

Teachers 

Botvin et al., 
1990a; Botvin et 
al., 1995a 

RCT + 
USA 

n=4,466 
7th grade 

School 

LST: 15 sessions; booster sessions in 
grade 8 and 9; demonstration, behavioural 
rehearsal, feedback and reinforcement, 
homework assignments 

Cognitive-behavioural 
theory, social influence 
theory 

Teachers 

Botvin et al., 1990b RCT + 
USA 

n=1,311 
7th grade 

School 
LST: 20 sessions in 7th grade, with and 
without booster sessions; LST curriculum 

NR Teachers, Peers 

Botvin et al., 1995b RCT + 
USA 

n=757 
7th grade 

School 

LST: Two sessions per week (40-minutes 
duration); demonstration, behavioural 
rehearsal, feedback and reinforcement, 
homework assignments; peer-led story-
telling, videos and demonstrations 

NR Teachers, Peers 

Botvin et al., 1997 NRCT - 
USA 

n=833 
11-15 years 

School 

LST: 15 sessions; group discussion, 
demonstration, group modelling, 
behavioural rehearsal, feedback and 
reinforcement, and homework 

NR Teachers 

Botvin et al., 
2001a; Botvin et 
al., 2001b; Griffin 
et al., 2003 

RCT + 

USA 
n=3,621 

mean 12.9 
years 

School 

LST: 15 sessions, 10 booster sessions in 
8th grade; group discussion, demonstration, 
modelling, behavioural rehearsal, feedback 
and reinforcement, homework 

NR Teachers 

Fraguela et al., 
2003 

NRCT - 
Spain 

n=1,029 
14.3 years 

School 
LST: 16 sessions; LST curriculum + 
component focusing on leisure activities 

NR 
Teacher or 
research staff 

Smith et al., 
2004;Vicary et al., 
2004 

RCT + 
USA 

n=732 
7th grade 

School 

LST: vs. Infused-LST: LST: 15 sessions 
7th grade, booster sessions 8th grade and 
9th grade; standard LST curriculum 
I-LST: LST core components taught across 
different subject areas 

NR Teachers 
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Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Spoth et al., 2002; 
2005; 2008 

RCT + 
USA 

n=1,673 
7th grade 

School, family 

LST vs. LST + SFP 10-14 
LST: 15 sessions 7th grade, booster 
sessions 8th grade; standard LST 
curriculum. 
LST + SFP 10-14: as above + 7 sessions 
SFP; discussions, skill-building activities, 
videotapes, games 

SPF: biopsychosocial 
model 
LST: social learning theory, 
problem behaviour theory 

SPF: facilitators 
LST: Teachers 

Eisen et al., 2002 RCT + 
USA 

n=7,426 
11-14 years 

School 

Lions Quest Skills for Adolescence: One 
year programme, 40 sessions (35-45 
minutes each); social competency and 
refusal skills training 

NR External 

Lennox & Cecchini, 
2008 

NRCT + 
USA 

n=995 
12-20 years 

School 

NARCONON™ drug education 
curriculum: Eight modules; health 
motivation, social skills, social influence 
recognition, knowledge development. 

NR Other 

Caplan et al., 1992 NRCT - 
USA 

n=282 
11-14 years 

School 

Positive Youth Development 
Programme: Six classes over 15 weeks 
(50-minutes each); curriculum covered 
stress management, self-esteem, problem 
solving, substance use and health 
information, promotion of social and 
personal competence. 

Social skills training, social 
competence 

Health educators, 
Teachers 

Bell et al., 1993; 
Ellickson & Bell, 
1990 

RCT + 
USA 

n=6,527 
7th-8th grade 

School, family 
Project ALERT: 11 lessons (8 in 7th grade; 
3 in 8th grade); reinforcement of group 
norms, role-play, skills rehearsal 

Social influence theory, 
health belief model, social 
learning theory self-efficacy 
theory 

Teachers, Peers 

Ellickson et al., 
2003 

RCT + 
USA 

n=4,689 
7th-8th grade 

School, family 

Revised Project ALERT: Two year 
programme, 14 lessons (11 in 7th grade, 3 
in 8th grade); normative education, social 
influence programme, resistance skills 
training 

Social influence model, 
health belief model, social 
learning model, self-efficacy 
theory 

Teachers 

Graham et al., 
1990 

RCT + 
USA 

n=5,070 
12 years 

School 
Project SMART: 12 sessions; social skills 
programme, or affect management 
programme 

NR Health educators 

Sussman et al., 
1998; Sun et al., 
2006 

RCT + 

USA 
n=1,578 

mean 16.8 
years 

School 
(continuation 
high schools) 

Project TND: Nine sessions; listening skills, 
alternative coping skills, making non-drug 
choices 

NR 
Health staff 
educators 



PSHE Secondary school review Jones and colleagues (2009) 

71 
 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Dent et al., 2001 RCT - 
USA 

n=1,208 
14-17 years 

School 
(general high 

school) 

Project TND: Three week programme (9 
sessions); drug abuse prevention, skills to 
change, effective listening skills, effective 
communication skills, self control, myths 
about drug use, nature and consequences 
of drug use, effects of drug use on others, 
decision making skills. 

Decision skills Teachers 

Sussman et al., 
2003 

RCT + 

USA 
n=1,037 

mean 16.7 
years 

School 

Project TND: 12 sessions (45 minutes 
each); cognitive misperception correction 
activities, social skills, listening skills, 
decision making skills 

NR 
Health educators 
(assisted self 
instruction) 

Faggiano et al., 
2008 

RCT + 

7 European 
countries 
n=7,079 

12-14 years 

School, family 

Unplugged: 12 one-hour units. Delivered in 
three formats: basic curriculum, or with the 
addition of (1) peer activities or (2) parent 
activities (three interactive workshops). 

Social influence theory Teachers, peers 

a 
Reported data on a subsample of students who reported their race or ethnicity as Mexican American, Mexican or Chicano; 

b 
Reported data on a subsample of students who 

reported current substance use at baseline 
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Ten programmes, All Stars Senior, Be Under Your Own Influence/All Stars, a curriculum based on the 

original AMPS, Coalition for Youth Quality of Life, Going Places, Healthy School and Drugs Project, 

Keepin it REAL, Lions Quest Skills for Adolescence, Project Alert and Project Towards No Drug 

Abuse (Project TND), were delivered solely by teachers. Project Alert and the Unplugged curriculum 

were taught primarily by teachers, with or without assistance from peer leaders, and versions of the 

Life Skills Training programme were designed to be delivered by teachers or peer leaders. The 

provider of the Adolescent Decision Making programme (Snow et al., 1992, 1997) was not reported 

and external facilitators including health educators (Project SAVE, Positive Youth Development 

programme), the police (DARE), and certified school psychologists (Here‟s Looking at You, 2000) 

were utilised as providers in the remaining programmes. 

The theoretical framework was not reported for nine programmes (Adolescent Decision Making 

programme; All Stars Senior; a curriculum based on the original AMPS; Be Under Your Own 

Influence/All Stars; Coalition for Youth Quality of Life; Lions Quest Skills for Adolescence; 

NARCONON drug education curriculum; Positive Youth Development Programme; and  Project SAVE. 

Six programmes (Going Places, Healthy School and Drugs Project, Here‟s Looking at You 2000, 

Keepin it REAL, LST, and Project ALERT) were based on a combination of theories. The most 

commonly applied theory was social influence theory (n=5 programmes). 

The overall number of students recruited to participate in the included studies ranged from 54 to over 

6,000 students. Evaluation of ten programmes (DARE, Project TND, Healthy School and Drugs 

Project, Going Places, Be Under Your Own Influence/All Stars, Project ALERT, Keepin it REAL, 

Project SAVE, Unplugged and Lion‟s Quest Skills for Adolescence) were based on sample sizes of 

more than 1,500 students. 

The majority of programmes targeted students aged 14 or younger. Three programmes, All Star 

Seniors, Healthy School and Drugs Project and the NARCONON drug education curriculum targeted 

students over a broad range of ages, and two programmes, Project TND and Here‟s Looking at You 

2000 targeted older adolescents. 

Evaluations of two programmes were based on immediate post-test follow-up only: All Stars Senior 

and the Healthy School and Drugs Project. The Healthy School and Drugs Project was a 3-year 

programme but follow-up data were not reported beyond the final year of the programme. Long-term 

follow-up data were reported for nine programmes: DARE, LST, Keepin‟ it REAL, Project ALERT, 

Project TND, Adolescent Decision Making programme, a substance use prevention curriculum based 

on AMPS, Be Under Your Own Influence/All Stars, and the Coalition for Youth Quality of Life. 

5.3.2 Quality assessment   

Of the 34 studies, 23 were based on RCT designs, seven were non-randomised controlled trials and 

four were CBA studies. Twenty-two of the 23 RCTs were based on cluster randomisation. All RCTs 

were reported to have been based on random assignment but in the majority of studies the methods 

of randomisation and whether an adequate concealment method was used were not reported.  Seven 

studies (Botvin et al., 1990b, 1995b; Brewer, 1991; Hecht et al., 2003; Warren et al., 2006; Caplan et 
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al., 1992; Ennett et al., 1994) did not report how many participants were lost to follow-up. Losses to 

follow-up greater than 20% were reported in seven studies (Bell et al., 1993; Botvin et al., 1990a; 

Clayton et al., 1991; Simons-Morton et al., 2005; Slater et al., 2006; Cuijpers et al., 2001; 

Dedobbeleer & Desjardins, 2001). Outcomes measures were reported as reliable across the majority 

of RCTs and NRCTs, but six studies (Clayton et al., 1991; Eisen et al., 2002; Ellickson et al., 2003; 

Hecht et al., 2003; Ennett et al., 1994; Fraguela et al., 2003) either did not report on the validity or 

reliability of the outcome measures used or this aspect of study design was poorly reported.  Baseline 

comparability was poorly reported or not reported on in seven studies (Clayton et al., 1991; Fearnow-

Kenney et al., 2003; Graham et al., 1990; Hecht et al., 2003; Simons-Morton et al., 2005; Sussman et 

al., 2003; Cuijpers et al., 2001) and in some studies it was not clear how many participants were 

assigned to intervention and control groups. Five studies (Bell et al., 1993; Brewer, 1991; Ellickson et 

al., 2003; Faggiano et al., 2008; Slater et al., 2006) reported that all participants had been analysed in 

intention to treat analyses. The quality of the four CBA studies was generally poor, but one study 

(Harmon, 1993) was rated moderate quality. None of the studies clearly examined baseline 

comparability between intervention and control groups and only one study (Harmon, 1993) reported 

on the follow-up of study participants. 

5.3.3 Findings 

5.3.3.1 Short-term results (<6 months) 

Short-term follow-up data was presented for ten programmes: DARE (Bennett, 1995; Clayton et al., 

1991; Ennett et al., 1994; Rosenbaum et al., 1994; Harmon, 1993; Ringwalt et al., 1991); LST (Botvin 

et al., 1990a; Botvin et al., 1995a; Botvin et al., 1997; Botvin et al., 2001a; Botvin et al., 2001b; Griffin 

et al., 2003; Fraguela et al., 2003); infused LST (Smith et al., 2004; Vicary et al., 2004); Project 

ALERT (Ellickson & Bell, 1990; Bell et al., 1993); All Stars Senior (Fearnow-Kenney et al., 2003); a 

substance use curriculum based on AMPS (Shope et al., 1996b; Shope et al., 1998); Lions Quest 

Skills for Adolescence (Eisen et al., 2002), the Healthy School and Drugs Project (Cuijpers et al., 

2001; Smit et al., 2003), the Positive Youth Development Programme (Caplan et al., 1992), and the 

Unplugged curriculum (Faggiano et al., 2008). 

Knowledge and understanding 

Short-term effects on knowledge were examined for three programmes, LST (Botvin et al., 1990a; 

2001a), a programme based on the original AMPS curriculum (Shope et al., 1996b), and the Healthy 

School and Drugs Project (Cuijpers et al., 2001). Botvin et al (1990a) reported that drinking 

knowledge was significantly higher in students who had received at least 60% of the LST programme 

relative to the control group (p<0.001). Botvin et al (2001a) found that delivery of the LST programme 

to inner-city minority students was associated with greater drinking knowledge among intervention 

students compared to controls (p<0.05). Shope et al (1996b) found that delivery of a substance use 

prevention programme based on the AMPS curriculum had a significant effect on substance-related 

knowledge but not knowledge of pressures to use substances or skills knowledge. Cuijpers et al 
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(2001) reported that significant intervention effects of the Healthy School and Drugs programme were 

found on alcohol knowledge at both the end of the programme and at the mid-programme follow-up. 

Attitudes and values 

Short-term effects on attitudes and values were examined across four programmes, DARE (Bennett, 

1995; Clayton et al., 1991; Ennett et al., 1994; Rosenbaum et al., 1994; Harmon, 1993; Ringwalt et al., 

1991), LST (Botvin et al., 1990a; 1997; 2001a), the Healthy School and Drugs Project (Cuijpers et al., 

2001) and the Positive Youth Development Programme (Caplan et al., 1992). Two studies of the 

delivery of DARE in Kentucky (Clayton et al., 1991; Bennett, 1995) found that students in the DARE 

group reported a significant increase in negative attitudes towards alcohol compared to students in 

the control group (p<0.01). Clayton et al (1991) also found that there were no effects of DARE on self-

esteem or peer-pressure resistance. Ennett et al (1994) found that DARE had a significant, positive 

effect on participant‟s self-esteem, but no effects on any of the other variables measuring students‟ 

attitudes towards drugs. Rosenbaum et al (1994) reported that the only significant effect of DARE on 

attitudes and beliefs was a significant effect on the perceived media influence on beer drinking. 

Harmon (1993) found that DARE students reported higher levels of belief in prosocial norms (p<0.01), 

reported less association with drug using peers (p<0.01), had more negative attitudes towards 

substances (p<0.01). They found no difference between DARE and control students on commitment 

and attachment to school or self-esteem. Ringwalt et al (1991) found that compared with control 

students, DARE students perceived alcohol costs to be higher, and the media‟s portrayal of beer 

drinking to be more favourable. Botvin et al (1990a) found that among students who had received at 

least 60% of the LST programme there was no difference in drinking attitudes compared to control 

students. Based on a study among inner-city minority students, Botvin et al (1997) reported that future 

intentions to drink beer or wine within the next year were lower in the intervention group compared  to 

the control group (p<0.01). There were no intervention effects on intentions to drink liquor. 

Intervention students reported significantly lower normative expectations for adult and peer drinking 

(p<0.01 and p<0.001, respectively). There was no difference between intervention and control 

students in terms of anti-drinking attitudes. Botvin et al (2001a) found LST students had lower peer 

and adult normative expectations for drinking (both p<0.05). Significant intervention effects were 

found for the Healthy School and Drugs Project (Cuijpers et al., 2001) on measures of attitudes 

towards alcohol at end of the second year of the three-year programme. However, findings were not 

significant at the end of the first year of the programme or at the end of the programme (three years 

from baseline). Measures of self-efficacy towards alcohol use showed significant intervention effects 

at the end of the first programme year, but not at the second or third years. Caplan et al (1992) found 

that relative to intervention students, the intentions of control students increased significantly with 

respect to beer and hard liquor (both p<0.05). 

Personal and social skills 

Short-term effects on personal and social skills were examined for DARE (Ennett et al., 1994; Harmon, 

1993; Ringwalt et al., 1991) and LST (Botvin et al., 1997). Ennett et al (1994) found that there were no 

effects of DARE on social skills. Two studies (Ringwalt et al., 1991; Harmon, 1993) found that 
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compared to control students, students who participated in DARE had higher levels of assertiveness. 

Harmon (1993) also reported that DARE students had more positive or prosocial peer associations 

than control, but there were no differences between DARE and control students‟ use of coping 

strategies or social integration. Botvin et al (1997) found that inner-city minority students who 

participated in the LST programme were more likely than controls to report use of refusal skills 

(p<0.05). However, there was no difference between groups in terms of skills in relation to decision-

making, anxiety reduction, communication and social assertiveness. 

Health and social outcomes relating to alcohol use and sexual health 

Short-term effects on health outcomes related to alcohol use were examined for ten programmes: 

DARE (Bennett, 1995; Clayton et al., 1991; Ennett et al., 1994; Rosenbaum et al., 1994; Harmon, 

1993; Ringwalt et al., 1991), LST (Botvin et al., 1990a, 1995a, 1997, 2001a, 2001b; Fraguela et al., 

2003); infused LST (Smith et al., 2004;Vicary et al., 2004), Project ALERT (Ellickson & Bell, 1990; Bell 

et al., 1993; Ellickson et al., 2003), Healthy School and Drugs Project (Cuijpers et al., 2001); All Stars 

Seniors (Fearnow-Kenney et al., 2003), a substance use prevention programme based on AMPS 

(Shope et al., 1996b, 1998), Lions Quest Skills for Adolescence (Eisen et al., 2002), the Positive 

Youth Development Programme (Caplan et al., 1992), and the Unplugged curriculum (Faggiano et al., 

2008). 

There were no short-term effects of All Stars Seniors (Fearnow-Kenney et al., 2003) or the Lions 

Quest Skills for Adolescence programme (Eisen et al., 2002; 2003) on alcohol use, and the short-term 

effects of the DARE programme on alcohol use were mixed. Five studies (Clayton et al., 1991; 

Bennett, 1995; Ennett et al., 1994; Rosenbaum et al., 1994; Ringwalt et al., 1991) found that there 

were no effects of the programme on alcohol use. Rosenbaum et al (1994) also found that DARE 

exposure had no effects on the initiation of alcohol use. Harmon (1993) found that DARE students 

reported less alcohol use in the last year compared to control students (p<0.05), but that students did 

not differ in terms of their alcohol use in the past month. Two studies (Botvin et al., 1990a; Fraguela et 

al., 2003) of LST found no effects of the intervention on alcohol use. Botvin et al (1990a) found that 

delivery of the LST programme over three years did not have significant effects on drinking frequency 

or amount in a high fidelity sample. The study by Fraguela et al (2003) replicated the LST programme 

with a sample of Spanish students, finding no impact of the intervention on alcohol use. Two studies 

reported positive intervention effects. Botvin et al (1997) found that compared to control students, 

inner-city minority students who received a 15-session LST programme reported drinking alcohol less 

often (p<0.01) and consumed significantly less alcohol (p<0.001). Among seventh grade inner-city 

students who participated in LST (Botvin et al., 2001a; Botvin et al., 2001b; Griffin et al., 2003), mean 

scores for drinking frequency and drinking quantity were significantly lower in the intervention group 

than the control group (both p<0.05). However, when the intracluster correlations were taken into 

account these differences in alcohol use became non-significant. Smith et al (2004) found that at the 

end of seventh grade (immediate post-test), neither LST nor infused LST had significant effects on 

alcohol use in male students. In addition, for females a significant reduction in the frequency of 

alcohol use was observed in the LST condition only. Short-term follow-up results of the original 
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Project ALERT (Ellickson & Bell, 1990; Bell et al., 1993) were reported at the end of the seventh 

grade, midway through the two-year programme, and at the beginning and end of eighth grade 

(before and immediately after delivery of the second year of the curriculum). At the end of seventh 

grade, compared to control students, baseline non-drinkers were less likely to have initiated drinking 

in the subsequent 3-months (p<0.05) and were less likely to report drinking monthly (p<0.05). 

However, at the end of eighth grade follow-up (immediate post-test), there was no difference between 

intervention and control students on any measure of alcohol use, with the exceptions of students in 

the teen leader condition who reported more alcohol use in the past month than controls at the 

beginning of the eighth grade, although the difference was not significant. Ellickson et al (2003) found 

that there were no significant effects on initial or current drinking behaviours, but students who 

received the revised Project ALERT programme reported lower overall alcohol misuse scores (p<0.05) 

and fewer negative consequences arising from their alcohol use (p<0.05). Further analysis of the 

sample revealed that effects were greatest among students who had tried alcohol three or more times 

in the past month. Compared to students who had not received a substance abuse prevention 

programme based on AMPS (Shope et al., 1996b; Shope et al., 1998), intervention students reported 

significantly less use of alcohol (p<0.001). Cuijpers et al (2001) reported significant effects of the 

three-year Healthy School and Drugs programme on measures of alcohol use at all follow ups (1, 2 

and 3 years from baseline, respectively). At the 2-year follow-up, after the delivery of the alcohol 

specific intervention components, significant positive effects were found for the proportion of students 

who drank, however none of the other outcomes relating to use of alcohol showed significant effects 

of the intervention. At the 3-year follow-up, when all intervention components had been delivered, the 

authors reported significant positive effects of the intervention on the proportion of weekly users of 

alcohol and measures of the number of drinks per week consumed and drinks per occasion, as well 

as the proportion of participants who reported drinking. Relative to control students, Caplan et al 

(1992) reported that intervention students who participated in the Positive Youth Development 

Programme significantly reduced their frequency of having three or more drinks on a single occasion 

(p<0.05), and the amount of beer, wine, or liquor they usually consumed on one occasion (p<0.05). 

Three studies (Botvin et al., 1990a; 1997; 2001a) that examined the LST programme found positive 

intervention effects on drunkenness. Among students who were exposed to 60% or more of the 

curriculum, compared to control students, those who taught the programme by teachers who received 

training by video reported significantly fewer occasions of drunkenness (p<0.05). In two studies 

(Botvin et al., 1997; 2001a) utilising samples of inner-city students, students who received the LST 

programme were less likely than controls to have got drunk (p<0.05 and p<0.01, respectively). Smith 

et al (2004) found that for females both LST and infused LST were associated with a significant 

reduction in the frequency of binge drinking. Students who participated in a substance abuse 

prevention programme based on the AMPS curriculum reported significantly lower levels of alcohol 

misuse than controls. Students who received the revised Project ALERT programme (Ellickson et al., 

2003) were significantly less likely to engage in drinking that resulted in negative consequences 

(including getting sick, getting in a physical fight, getting in trouble at home or school, or doing 

something they later regretted). Faggiano et al (2008) examined the effectiveness of the Unplugged 
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curriculum as part of the EU-Dap study. Three versions of the curriculum were examined, 

incorporating peer and parental components. However, the main analyses were conducted on all four 

intervention arms pooled together. A statistically significant effect of the Unplugged curriculum 

(Faggiano et al., 2008) was observed at the short-term follow-up (3 months) for any episode and for 

frequent episodes of drunkenness in the past 30 days. There were no effects of the Lions Quest Skills 

for Adolescence programme (Eisen et al., 2002) on binge drinking in the past month.  

5.3.3.2 Medium-term results (up to 12 months) 

Medium-term follow-up data were reported for 12 programmes: DARE (Bennett, 1995; Ennett et al., 

1994); LST (Botvin et al., 1990b; Botvin et al., 2001a; Fraguela et al., 2003); LST + SPF (Spoth et al., 

2002; 2005; 2008); infused LST (Smith et al., 2004; Vicary et al., 2004); Project TND (Sussman et al., 

1998; Dent et al., 2001); a programme based on the original AMPS curriculum (Shope et al., 1996b; 

Shope et al., 1998); Going Places (Simons-Morton et al., 2005); Here‟s Looking at You 2000 (Brewer, 

1991); Lions Quest Skills for Adolescence (Eisen et al., 2002); the NARCONON drug education 

curriculum (Lennox & Cecchini, 2008); Project Alert (Bell et al., 1993) and Project SAVE (Graham et 

al., 1990). 

Knowledge and understanding 

Medium-term effects on knowledge were examined for three programmes: LST (Botvin et al., 1990b; 

2001a), a substance use prevention curriculum based on the original AMPS (Shope et al., 1996b; 

1998); and the NARCONON drug education curriculum (Lennox & Cecchini, 2008). Two studies 

(Botvin et al., 1990b; Botvin et al., 2001a) of the LST programme among predominantly White, middle 

class students and inner-city students, respectively, found positive medium-term effects of the 

intervention on knowledge. Botvin et al (1990b) found that a 20-session version of the programme 

had significant effects on drinking knowledge among students in the peer-led booster and non-booster 

groups (p<0.001 and p<0.01, respectively), but not among students in the teacher-led booster group. 

Short-term effects on knowledge of the effects of substance use were maintained at the 1-year follow-

up in a study of a substance abuse prevention programme based on the AMPS curriculum (p<0.05; 

Shope et al., 1996b; Shope et al., 1998). However, as reported at PT, there were no intervention 

effects on knowledge of pressures to use substances or knowledge of skills. At 6-months follow-up, 

Lennox and Cecchini (2008) found that students who received the NARCONON drug education 

curriculum had a significantly better knowledge of the content of the programme than control students. 

Attitudes and values 

Medium-term intervention effects on attitudes and values were examined across four programmes: 

DARE (Bennett, 1995; Ennett et al., 1994), LST (Botvin et al., 1990b; 2001a), Lion‟s Quest Skills for 

Adolescence (Eisen et al., 2002) and the NARCONON drug education curriculum (Lennox & Cecchini, 

2008). Bennett (1995) reported that participation in DARE was associated with an increase in 

negative attitudes towards alcohol; however this finding only reached significance among students 

who were average achievers. A second study of the DARE curriculum (Ennett et al., 1994) found no 

effects of the intervention on attitudes towards drugs (including alcohol) or self-esteem. Among a 
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predominantly white sample of students, Botvin et al (1990b) found that participation in LST was 

associated with an increase in drinking attitudes (i.e. more negative attitudes towards alcohol) among 

those who received peer-led booster and non-booster sessions. Students who were assigned to the 

teacher-led booster condition reported more positive attitudes towards alcohol at the medium-term 

follow-up. A study based on a sample of inner-city students who participated in the LST programme 

(Botvin et al., 2000a, 2001b), found that the intervention reduced intentions to drink alcohol (p<0.05), 

increased negative attitudes towards alcohol (p<0.01) and decreased peer and adult normative 

expectations (p<0.01 and p<0.05, respectively). The Lion‟s Quest Skills for Adolescence programme 

(Eisen et al., 2002; 2003) did not impact on students‟ attitudes and beliefs in terms of self-efficacy, 

intentions, or perceived peer use. Lennox and Cecchini (2008) reported that after controlling for 

baseline differences, control group students reported a greater tendency to plan to get drunk in the 

next year compared with the intervention group (p<0.01).  

Personal and social skills 

One study (Ennett et al., 1994) reported on the medium-term impact of the DARE curriculum on social 

skills, finding no impact of the intervention on this measure. 

Health and social outcomes relating to alcohol use and sexual health 

Medium-term intervention effects on alcohol use were reported for 11 programmes: DARE (Bennett, 

1995; Ennett et al., 1994); LST (Botvin et al., 1990b; 2001a; Fraguela et al., 2003); LST vs. LST + 

SPF 10-14 (Spoth et al., 2002); LST vs. I-LST (Smith et al., 2004; Vicary et al., 2004); Project TND 

(Sussman et al., 1998; Dent et al., 2001); a substance abuse prevention curriculum based on AMPS 

(Shope et al., 1996b; Shope et al., 1998); Going Places (Simons-Morton et al., 2005); Here‟s Looking 

at You 2000 (Brewer, 1991); Lions Quest SFA (Eisen et al., 2002; 2003); NARCONON drug 

education curriculum (Lennox et al., 2008); and Project SAVE (Graham et al., 1990).  

Seven programmes, infused-LST (Smith et al., 2004), a substance abuse prevention curriculum 

based on AMPS (Shope et al., 1996b; Shope et al., 1998), Going Places (Simons-Morton et al., 2005), 

Here‟s Looking at You 2000 (Brewer, 1991), Lions Quest SFA (Eisen et al., 2002; 2003), the 

NARCONON drug education curriculum (Lennox et al., 2008), and Project Alert (Bell et al., 1993) 

were found to have no medium-term impact on alcohol use. The effects of DARE were weak; Bennett 

(1995) reported that intervention students who received the DARE curriculum reported lower rates of 

past year alcohol use, however this finding only reached significance among low achieving students 

only, and a second study of the medium-term effects of DARE (Ennett et al., 1994) reported no 

intervention impacts. Among predominantly white, middle class students, Botvin et al (1990b) found 

that LST had significant positive effects on weekly and monthly drinking, and drinking frequency at the 

1-year follow-up. In addition, students in the peer booster condition reported consuming less alcohol 

per occasion than students in the control group (p<0.05). However, students in the teacher booster 

condition reported higher levels of both weekly and monthly drinking than control students (both 

p<0.001), and drank more frequently (p<0.001). Inner-city students who received the LST programme 

in seventh grade (Botvin et al., 2001a) reported drinking less frequently and consuming less alcohol 

that control students (both p<0.01) at the 1-year follow-up. These findings remained significant when 
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adjusted to account for clustering. Fraguela et al (2003) found that students who were taught the LST 

programme by members of their research team reported significantly lower consumption of beer (but 

not spirits) than control students at the 1-year follow-up. However, the significance of these findings 

was not reported. Spoth et al (2002; 2005) examined the combination of LST with the Strengthening 

Families Programme (SFP). Significantly fewer students in the LST + SFP group were 'new users' at 

the 1-year follow-up relative to the control and LST only groups (both p<0.05), but there were no 

statistically significant effects on regular alcohol use in either intervention group. Sussman et al (1998) 

found no effects of Project TND on alcohol use for the whole sample of students, however, further 

analyses based on baseline alcohol use showed that at the 1-year follow-up, continuation school 

students in the classroom-only group who reported higher levels of alcohol use at baseline had 

significantly lower alcohol use than control students (p<0.01). There were no effects of the 

programme in baseline nonusers. Dent et al (2001) examined the effects of Project TND in a general 

high school sample. They also found no effect of the curriculum on alcohol use among baseline 

nonusers and students reporting lower levels of alcohol use in a general high school sample. Among 

students who reported higher levels of baseline alcohol use, intervention students reported 

significantly lower alcohol use at the 1-year follow-up compared to the control students. The Project 

SMART programme (Graham et al., 1990) had significant effects on the alcohol use index (p=0.03) at 

1-year follow-up. 

Inner-city students who participated in LST (Botvin et al., 2001a; 2001b) reported getting drunk less 

frequently and significantly fewer occasions of binge drinking than controls (both p<0.05). Smith et al 

(2004) found no effects of LST or an infused-LST curriculum on binge drinking or drunkenness at the 

1-year follow-up in this study. There were also no intervention effects for three further programmes: a 

substance use prevention programme based on AMPS (Shope et al., 1996; 1998), Lions Quest Skills 

for Adolescence (Eisen et al., 2002; 2003) and the NARCONON drug prevention curriculum (Lennox 

et al., 2008). 

5.3.3.3 Long-term results (>12 months) 

Long-term follow-up results were reported for 11 programmes: DARE (Bennett, 1995; Clayton et al., 

1996; Dukes et al., 1996; 1997; Ennett et al., 1994; Rosenbaum & Hanson, 1998; Lynam et al., 1999); 

DARE Plus (Perry et al., 2003); LST (Botvin et al., 1990a; Botvin et al., 1995a; Botvin et al., 1995b; 

Botvin et al., 2001a; Botvin et al., 2001b; Griffin et al., 2003; Fraguela et al., 2003); infused LST 

(Spoth et al., 2002; 2005; 2008); Keepin It REAL (Hecht et al., 2003; Gosin et al., 2003; Kulis et al., 

2005, 2007; Warren et al., 2006); Project ALERT (Ellickson et al., 1993); Project TND (Sussman et al., 

1998; Sun et al., 2006; Sussman et al., 2003); Adolescent Decision Making programme (Snow et al., 

1992; 1997); a programme based on the original AMPS curriculum (Shope et al., 1996b; Shope et al., 

1998); Be Under Your Own Influence/All Stars (Slater et al., 2006); and the Coalition for Youth Quality 

of Life (Dedobbeleer & Desjardins, 2001). 
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Knowledge and understanding 

Two studies (Botvin et al., 2001a; Shope et al., 1996b) reported long-term intervention effects on 

knowledge for two programmes, LST, and a substance use curriculum based on AMPS. Neither 

programme had long-term impacts on knowledge, 2- and up to 6-years after intervention, respectively. 

Attitudes and values 

Long-term intervention effects on attitudes and values related to alcohol use were examined across 

five programmes: DARE (Bennett, 1995; Clayton et al., 1996; Dukes et al., 1996; 1997; Ennett et al., 

1994; Lynam et al., 1999); DARE Plus (Perry et al., 2003); LST (Botvin et al., 1995b; Botvin et al., 

2001a); Keepin it REAL (Hecht et al., 2003; Gosin et al., 2003; Kulis et al., 2005); and the Coalition for 

Youth Quality of Life (Dedobbeleer & Desjardins, 2001). 

The long-term effects of DARE on attitudes were equivocal. Three studies (Bennett, 1995; Dukes et 

al., 1996; 1997; Ennett et al., 1994) found that DARE had no long-term effects on attitudes, but 

Clayton et al (1996) found that students who participated in DARE had more negative general and 

specific drug attitudes. Clayton et al (1996) also reported that the DARE curriculum had a long-term 

positive effect on capability to resist peer pressure and peer norms for drug use. However, two 

studies (Dukes et al., 1996, 1997; Lynam et al., 1999) reported no long-term effects on resistance to 

peer pressure, and there were no long-term effects of DARE on self-esteem (Ennett et al., 1994; 

Lynam et al., 1999). Perry et al (2003) examined the effectiveness of an enhanced version of the 

DARE programme, DARE Plus. At the 18-month follow-up, males who received the DARE Plus 

programme were less likely than those in the control group to show increases in alcohol intentions 

(p<0.05). There were no differences between intervention and control females. Botvin et al (1995b) 

found that minority students who received the LST programme reported significantly lower intentions 

to use beer or wine, or hard liquor in the future compared to the information only control group 

(p<0.01 and p<0.05, respectively). Students who received a culturally focused intervention reported 

significantly lower intentions to use beer or wine relative to the information only control (p<0.01), but 

only marginally fewer intentions to use hard liquor (p=0.06). At 2-years follow-up, Botvin et al (2001a) 

found that there were no effects of LST on drinking attitudes or peer drinking norms. Among students 

who participated in Keepin it REAL (Hecht et al., 2003; Gosin et al., 2003), significant intervention 

effects were on positive expectancies and descriptive norms. There were no intervention effects on 

alcohol resistance strategies, intentions, self-efficacy or norms. Among a subsample of students who 

reported their race or ethnicity as Mexican American, Mexican or Chicano, Kulis et al (2005) found 

that the intervention had no effects on attitudes and belief measures. Sixth grade students who 

participated in the Coalition for Youth Quality of Life project reported significantly greater change 

scores on the measure of self-esteem at the 10-month follow-up (p<0.05) (Dedobbeleer & Desjardins, 

2001). However, there were no intervention effects on awareness of drug and alcohol problems, 

intentions to become involved in prevention activities, or enabling factors at either the 10- or 30-month 

follow-up. 
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Personal and social skills 

Two studies (Ennett et al., 1994; Dedobbeleer & Desjardins, 2001) examined long-term programme 

effects on personal and social skills for two programmes, DARE and the Coalition for Youth Quality of 

Life, respectively. Ennett et al (1994) found that DARE had no long-term impact on students‟ social 

skills. Students who participated in the Coalition for Youth Quality of Life (Dedobbeleer & Desjardins, 

2001) reported an increase in relationship quality with their fathers at the 18-month follow-up, but this 

effect was not sustained at the 30-month follow-up. There was no impact of the intervention on 

students‟ relationships with their mothers. 

Health and social outcomes relating to alcohol use and sexual health 

Long-term intervention effects on alcohol use were examined across 11 programmes and the 

following programmes were shown to have no long-term effects on alcohol use: DARE (Bennett, 1995; 

Clayton et al., 1996; Dukes et al., 1996; 1997; Ennett et al., 1994; Rosenbaum & Hanson, 1998; 

Lynam et al., 1999); Project ALERT (Ellickson et al., 1993); Project TND (Sussman et al., 1998; Sun 

et al., 2006; Sussman et al., 2003); Based on AMPS (Shope et al., 1996b; Shope et al., 1998); and 

the Coalition for Youth Quality of Life (Dedobbeleer & Desjardins, 2001). One programme, the 

Adolescent Decision Making Programme (Snow et al., 1992; 1997) was shown to have negative 

effects, with a higher proportion of intervention students than control students reporting alcohol use at 

the 2-year follow-up.  

Five studies reported long-term follow-up data on Botvin‟s LST programme. Intervention with ethnic 

minority students produced reductions in drinking frequency and amount at 2 years (Botvin et al., 

1995b). However, three studies, including two studies by other research groups (Botvin et al., 1990b; 

Fraguela et al., 2003; Smith et al., 2004) in Spain and the USA, respectively, found that LST did not 

have long-term positive effects indicating that there may be issues with the transferability of the 

programme to other settings. There were no long-term effects of LST or LST + SPF 10-14 on alcohol 

use (Spoth et al., 2005; 2008). Hecht et al (2003) reported that use of alcohol was found to have 

increased over time in both the intervention and control groups. However, the increase was 

significantly less in intervention students. Analysis of the Mexican American, Black/White, and 

Multicultural versions of „Keepin‟ it REAL‟ revealed that students in each intervention condition 

reported increased alcohol use over the course of the study. However, increases were significantly 

smaller in each of the intervention conditions compared to control with regards to alcohol use at 14-

months. Perry et al (2003) examined the effectiveness of an enhanced version of the DARE 

programme, DARE Plus. At the 18-month follow-up, boys who received the DARE Plus programme 

were less likely than those in the control group to show increases in past year and past month alcohol 

use (p<0.05). There were no differences between intervention and control conditions among girls. 

Seven studies (Perry et al., 2003; Botvin et al., 1995a, 2001a; Spoth et al., 2002, 2005; Smith et al., 

2004; Shope et al., 1996b, 1998) examined long-term intervention effects on excessive drinking 

across three programmes, DARE Plus, LST and a curriculum based on AMPS. There were no long-

term effects of the AMPS-based curriculum on alcohol misuse and positive effects of the LST + SPF 

10-14 curriculum on drunkenness were only significant at 2-year follow-up. At 18-month follow-up, 
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females who received the DARE Plus curriculum were less likely to report increases in ever having 

been drunk, compared with girls in DARE only schools (p<0.05). However, there were no other 

differences between conditions among girls. Three studies of LST (Botvin 1990a, 1995a, 2001a) 

examined intervention effects on excessive drinking. All three studies found significant, positive 

intervention effects on drunkenness and one study (Botvin et al., 2003) reported reduced rates of 

binge drinking among intervention students compared to control students, two years after intervention. 

5.3.4 Summary and evidence statements 

A total of 52 articles were identified that examined 17 classroom-based programmes aiming to 

prevent substance use (including alcohol) across 37 studies. 

5.3.4.1 Knowledge and understanding 

Overall, four studies (Botvin et al., 1990a; Botvin et al., 2001a; Shope et al., 1996b; Cuijpers et al., 

2001), including evaluations of LST, AMPS, DARE, and the Healthy School and Drugs Project, 

respectively, examined programme effects on alcohol-related knowledge. Overall both short and 

medium-term increases in alcohol knowledge were reported but these were not sustained long-term. 

5.3.4.2 Attitudes and values 

Twenty-one studies reported outcomes relating to alcohol or substance use attitudes and behavioural 

intentions across the following programmes: DARE (Bennett, 1995; Clayton et al., 1991; Dukes et al, 

1996; Ennett et al., 1994; Lynam et al., 1999; Rosenbaum et al., 1994; Harmon, 1993; Ringwalt et al., 

1991), DARE Plus (Perry et al., 2003); LST (Botvin et al., 1990a; 1990b; 1995b; 1997; 2001a), the 

Healthy School and Drugs Project (Cuijpers et al., 2001), Lions Quest Skills for Adolescence (Eisen et 

al., 2002); Positive Youth Development programme (Caplan et al., 1992), NARCONON drug 

education curriculum (Lennox et al., 2008), the Coalition for Youth Quality of Life (Dedobbeleer & 

Desjardins, 2001) and Keepin‟ It REAL (Hecht et al., 2003; Kulis et al., 2005).  

The majority of studies of the DARE programme found increases in negative views towards alcohol in 

the short-term (Bennett, 1995; Clayton et al., 1991; Ennett et al., 1994; Harmon, 1993; Ringwalt et al., 

1991) but these effects were not consistently sustained in the medium to long-term (Bennett, 1995; 

Clayton et al., 1996; Dukes et al., 1996, 1997; Ennett et al., 1994). Studies of the LST programme 

showed primarily no programme effects on attitudes towards alcohol use in the short-term (Botvin et 

al., 1990a; 1997), but did show medium-term effects (Botvin et al., 1990b; 2001a), although these 

were not sustained long-term (Botvin et al., 2001a). No other studies demonstrated long-term effects 

on attitudes toward alcohol use (Caplan et al., 1992; Cuijpers et al., 2001).  

Eight studies (Botvin et al., 1995b; 1997; 2001a; Caplan et al., 1992; Eisen et al., 2002; Lennox & 

Cecchini, 2008; Perry et al., 2003; Hecht et al., 2003) also examined programme impacts on 

behavioural intentions to drink (or use substances). With all but one study, of the Keepin it REAL 

programme (Hecht et al., 2003), showing a decrease in intentions to drink or get drunk. Findings 

relating to perceived peer norms regarding alcohol or substances were reported for evaluations of 

DARE (Harmon, 1993; Ringwalt et al., 1991; Clayton et al., 1996), LST (Botvin et al., 1997; 2001a), 

Lion‟s Quest Skills for Adolescence (Eisen et al., 2002) and Keepin it REAL (Hecht et al., 2003; Kulis 
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et al., 2005). There was no effect of Lion‟s Quest Skills for Adolescence or Keepin it REAL on peer 

norms for alcohol or substance use. DARE participants showed decreases in beliefs of positive peer 

views relating to drug use in the short-term, but these were not sustained long-term. Similarly studies 

evaluating LST showed only short-term effects on attitudes towards peer norms.  

5.3.4.3 Personal and social skills 

Five studies (Ennett et al., 1994; Harmon, 1993; Ringwalt et al., 1991; Botvin et al., 1997; 

Dedobbeleer & Desjardins, 2001), including evaluations of DARE, LST and the Coalition for Youth 

Quality of Life, reported on personal and social skills related to alcohol. There were no effects of 

DARE on social skills over the short-, medium- or longer term (Ennett et a., 1994), but there were 

short-term positive impacts of the programme on assertiveness and prosocial peer associations 

(Ringwalt et al., 1991; Harmon, 1993). There were also short-term impacts of LST on refusal skills 

(Botvin et al., 1997), but not on other skills relating to decision-making, anxiety reduction, 

communication and social assertiveness. One study (Dedobbeleer & Desjardins, 2001) examined 

programme effects of the Coalition for Youth Quality of Life on student‟s relationship quality with their 

parents, finding a long-term programme effect on relationship quality with fathers but not mothers. 

5.3.4.4 Health and social outcomes relating to alcohol use and sexual health 

Four programmes, the Positive Youth Development Programme, the Unplugged programme, a 

revised version of Project Alert, and the Healthy School and Drug Project had positive short-term 

programme effects on alcohol use. However, the findings of Positive Youth Development Programme 

(Caplan et al., 1992) were limited by the poor quality of the study. The study of the Healthy School 

and Drugs Project (Cuijpers et al., 2002) was good quality and significant effects on weekly drinking, 

and quantity per week and per occasion at the end of the three-year programme were reported. 

Statistically significant effects of the Unplugged curriculum (Faggiano et al., 2008) were found in 

relation to drunkenness, but the impact of the programme on other measures of alcohol use was not 

explored in the study. Effects on alcohol misuse were also found for a revised version of Project Alert 

(Ellickson et al., 2003) but the programme had no effects on initiation of, or current, alcohol 

consumption. Positive longer term effects were demonstrated for two programmes, Keepin It REAL 

(Hecht et al., 2003 and Be Under Your Own Influence/All Stars (Slater et al., 2006), which combined 

school and media intervention components. The two-year programme had significant, positive effects 

on alcohol use across all three versions of the programme, but effects were largest for the 

multicultural version of the curriculum. The strongest evidence of effectiveness came from a series of 

studies which examined Botvin‟s LST (Botvin et al., 1990a; 1990b; 1995b; 1997; 2001a; Fraguela et 

al., 2003). Two studies (Botvin et al., 1997; 2001a) found positive short- and medium-term effects on 

drinking frequency and binge-drinking, and these were sustained long-term (Botvin et al., 1995b; 

2001a). However, replication of this study in a Spanish cohort of students (Fraguela et al., 2003) did 

not demonstrate that the programme was effective. 

Eight programmes had inconsistent or no effects on alcohol use: DARE, Going Places, Here‟s 

Looking at You 2000, Lion‟s Quest SFA, All Stars Senior, Project Alert, Project SMART, Project TND, 
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NARCONON drug education curriculum. In addition, one programme, the Adolescent Decision 

Making programme (Snow et al., 1992; 1997) had potentially harmful long-term effects. 

Evidence statement 3 

3 (g) There is moderate evidence from two RCTs, one NRCT and one CBA study
1
 to suggest that 

classroom-based substance use programmes are effective at improving knowledge relating to 

substance use and its effects in the short- to medium-term, but that these effects are not 

sustained in the long-term. Findings may only be partially applicable to the UK as studies were 

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

3 (h) There is moderate evidence from 12 RCTs, seven NRCTs and two CBA studies
2 

 to suggest 

that classroom-based substance use programmes may have mixed effects on students‟ 

substance use-related attitudes and values. There is moderate evidence from seven RCTs, 

four NRCTs and two CBA studies
3
 to suggest that these programmes may impact on attitudes 

to substance use in the short- to medium-term, and further evidence from five RCTs and three 

NRCTs
4
 to suggest that they may have a positive impact on long-term behavioural intentions. 

There is weak evidence from six RCTs, one NRCT and one CBA study
5
 to suggest that 

classroom-based substance use programmes have no medium- to long-term effects on peer 

norms. Findings may only be partially applicable to the UK as studies were conducted in the 

USA and may not be generalisable beyond the populations studied. 

3 (i) There is weak and inconsistent evidence from one RCT, three NRCTs and one CBA study
6
 to 

determine the effects of classroom-based substance use programmes on young peoples‟ 

personal and social skills.  

3 (j) There is moderate evidence from 14 RCTs, two NRCTs and two CBA studies
7
 to suggest that 

the following classroom-based substance use programmes may have inconsistent or no effects 

on alcohol use: DARE, Going Places, Lion‟s Quest SFA, All Stars Senior, Project Alert, Project 

SMART, Project TND, NARCONON drug education curriculum. In addition, there is weak 

evidence from one CBA study
8
 to suggest that the Adolescent Decision Making Programme 

may have potentially harmful long-term effects on alcohol consumption. 

3 (k) There is weak evidence from two RCTs and one NRCT
9
 to suggest that programmes which 

combine school-based curriculums with additional components may have positive effects on 

alcohol consumption. The Healthy School and Drugs Project, a three-year programme, which 

included a nine lesson teacher-led curriculum, formulation of school policy on substance use 

and involvement of parents, had short-term effects on alcohol use, but longer term effects of 

the programme have not been examined. Positive longer term effects were demonstrated for 

two programmes, Keepin It REAL and Be Under Your Own Influence/All Stars, which both 

combined school-based curriculums with media intervention components. Findings may only be 

partially applicable to the UK as studies were conducted in the Netherlands and the USA and 

may not be generalisable beyond the populations studied. 
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3 (l) There is moderate evidence from three RCTs
10

 to suggest that Life Skills Training has positive 

short-, medium- and long-term effects on drinking frequency and binge drinking. However, 

there is moderate evidence from three RCTs and one NRCT
11

 to suggest that there may be 

issues with the transferability of LST to other settings. Findings may only be partially applicable 

to the UK as studies were conducted in Spain and the USA and may not be generalisable 

beyond the populations studied. 

1
 Botvin et al., 1990a (RCT +); Botvin et al., 2001a (RCT +); Shope et al., 1996b (CBA -); Cuijpers et al., 2001 

(NRCT +) 

2
 Bennett, 1995 (RCT -); Clayton et al., 1991 (RCT -); Dukes et al, 1996, 1997 (CBA – ); Ennett et al., 1994 

(NRCT +); Lynam et al., 1999 (RCT -); Rosenbaum et al., 1994 (NRCT +); Harmon, 1993 (CBA +); Ringwalt et 

al., 1991 (RCT -); Perry et al., 2003 (RCT +); Botvin et al., 1990a (RCT +); Botvin et al., 1990b (RCT +); Botvin 

et al., 1995b (RCT +);  Botvin et al., 1997 (NRCT -); Botvin et al., 2001a (RCT +); Cuijpers et al., 2001 (NRCT 

+); Eisen et al., 2002 (RCT +); Caplan et al., 1992 (NRCT -); Lennox & Cecchini, 2008 (NRCT +); Dedobbeleer 

& Desjardins, 2001 (NRCT -); Hecht et al., 2003 (RCT -); Kulis et al., 2005 (RCT -) 

3
 Bennett, 1995 (RCT -); Clayton et al., 1991 (RCT -); Clayton et al., 1991 (RCT -); Dukes et al, 1996, 1997 (CBA 

– ); Ennett et al., 1994 (NRCT +); Harmon, 1993 (CBA +); Ringwalt et al., 1991 (RCT -); Botvin et al., 1990a 

(RCT +); Botvin et al., 1990b (RCT +); Botvin et al., 1997 (NRCT -); Botvin et al., 2001a (RCT +); Cuijpers et 

al., 2001 (NRCT +); Caplan et al., 1992 (NRCT -) 

4
 Botvin et al., 1995b (RCT +); Botvin et al., 1997 (NRCT -); Botvin et al., 2001a (RCT +); Caplan et al., 1992 

(NRCT -); Eisen et al., 2002 (RCT +); Lennox & Cecchini, 2008 (NRCT +); Perry et al., 2003 (RCT +); Hecht et 

al., 2003 (RCT -) 

5
 Harmon, 1993 (CBA +); Ringwalt et al., 1991 (RCT -); Clayton et al., 1996 (RCT -); Botvin et al., 1997 (NRCT -

); Botvin et al., 2001a (RCT +); Eisen et al., 2002 (RCT +); Hecht et al., 2003 (RCT -); Kulis et al., 2005 (RCT -) 

6
 Ennett et al., 1994 (NRCT +); Harmon, 1993 (CBA +); Ringwalt et al., 1991 (RCT -); Botvin et al., 1997 (NRCT -

); Dedobbeleer & Desjardins, 2001 (NRCT -) 

7
 Bennett et al., 1995 (RCT -); Lynam et al., 1999 (RCT -); Dukes et al., 1996; 1997 (CBA -); Ennett et al., 1994 

(NRCT +); Clayton et al., 1991, 1996 (RCT -); Ringwalt et al., 1991 (RCT -); Harmon, 1993 (CBA +); Eisen et 

al., 2002 (RCT +); Fearnow-Kenney et al., 2003 (RCT -); Bell et al., 1993 (RCT +); Ellickson et al., 2003 (RCT 

+); Graham et al., 1990 (RCT +); Simons-Morton et al., 2005 (RCT +); Brewer, 1991 (RCT +); Sussman et al., 

1998 (RCT +); Sussman et al., 2003 (RCT +) Dent et al., 2001 RCT -); Lennox & Cecchini, 2008 (NRCT +) 

8
 Snow et al., 1992; 1997 (CBA -) 

9
 Cuijpers et al., 2002 (NRCT +); Hecht et al., 2003; Kulis et al., 2005, 2007 (all RCT -); Slater et al., 2006 (RCT 

+) 

10
 Botvin et al., 1990a (RCT+); Botvin et al., 1995b (RCT +);  Botvin et al., 2001a (RCT +) 

11
 Botvin et al., 1990b (RCT +); Fraguela et al., 2003 (NRCT -); Smith et al., 2004 (RCT +); Spoth et al., 2005; 

2008 (RCT +) 
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Table 5.10. Classroom-based substance use prevention programmes: short-term programme effects on knowledge, skills and attitudes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Bennett, 1995 RCT - 
DARE 
n=NR 

Drugs unit only 
n=NR 

PT 
n=NR 

- 
 negative attitudes towards 

alcohol* 
- 

Botvin et al., 1990a; 
Botvin et al., 1995a 

RCT + 

LST 
1-day teacher 
workshops or 

teacher training by 
video 
n=NR 

NR 
n=NR 

PT 
n=3,684

a
 

(83%) 

 drinking 
knowledge*** 

 

NS drinking attitudes 
 interpersonal skills 

knowledge
NR 

NS communication skills 
knowledge 

NS personality variables 

- 

Botvin et al., 1997 NRCT - 
LST 

n=NR 
Usual curriculum 

n=NR 

PT 
n=721 
(87%) 

- 

 future intentions to drink 
beer or wine** 

NS future intentions to drink 
liquor 

 normative expectations, 
peers** 

 normative expectations, 
adults*** 

NS anti-drinking attitudes 
NS advertising 

 refusal skills* 
NS anxiety reduction 
NS communication 

NS social 
assertiveness NS 
decision-making 

 

Botvin et al., 2001a; 
Botvin et al., 2001b; 
Griffin et al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 

end of 7
th
 

grade 
n=NR 

 drinking 
knowledge* 

 normative expectations, 
peers* 

 normative expectations, 
adults* 

- 

Caplan et al., 1992 NRCT - 

Positive Youth 
Development 
Programme 

n=109 

No intervention 
n=173 

PT 
NR 

- 

NS attitudes 
 intentions to use beer* 
 intentions to use hard 

liquor* 

- 

Clayton et al., 1991 
RCT - 

(cluster) 
DARE 

n=1,438 
Drugs unit only 

n=487 

PT (4 
months) 
n=NR 

- 

 negative attitudes towards 
alcohol** 

NS self-esteem 
NS peer pressure resistance 

- 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

1 year
b
 

n=1,405 
(74%) 

NS knowledge 
NS attitudes 
 self-efficacy* 

- 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

2 years
b
 

n=1,405 
(74%) 

 knowledge*** 
 pro attitudes* 
NS self-efficacy 

- 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Cuijpers et al., 
2001; 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

3 years
b
 

n=1,405 
(74%) 

 knowledge*** 
NS attitudes 

NS self-efficacy 
- 

Ennett et al., 1994 NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

PT 
n=NR 

- 
NS attitudes towards drugs 

 self-esteem* 
NS social skills 

Harmon, 1993 CBA + 
DARE 
n=341 

No intervention 
n=367 

20 weeks 
n=602 
(85%) 

- 

 belief in prosocial norms** 
 association with drug using 

peers** 
 negative attitudes towards 

substances** 
NS commitment and 
attachment to school 

NS rebellious behaviour 
NS self-esteem 

 assertiveness* 
 positive or 
prosocial peer 
associations* 

NS coping strategies 
NS social integration  

 

Ringwalt et al., 
1991 

RCT - 
DARE 
n=685 

Delayed 
intervention 

n=585 

PT 
n=1270 
(91%) 

- 

 perceived alcohol costs to 
be higher** 

 negative attitudes towards 
drugs** 

 belief in positive peer 
attitudes toward drug use*** 

NS self-esteem 

 assertiveness 
 

Rosenbaum et al., 
1994 

NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

PT 
n=NR 

- 
 perceived media influence 

on beer drinking* 
NS other attitudes/beliefs 

- 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=308 
No intervention 

n=134 

PT 
n=442 
(23%) 

 effects of 
substance use* 

NS pressures to use 
substances  

NS skills 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
High fidelity sample (students exposed to >60% or more of the programme; 62% of the original sample); 

b 
Follow-up from baseline  
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Table 5.11. Classroom-based substance use prevention programmes: short-term programme effects on health and social outcomes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Bennett, 1995 RCT - 
DARE 
n=NR 

Drugs unit only 
n=NR 

PT NS past year alcohol use - - 

Clayton et al., 1991 RCT - 
DARE 

n=1,438 
Drugs unit only 

n=487 

PT (4 
months) 
n=NR 

NS alcohol use - - 

Ennett et al., 1994 NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

PT 
n=NR 

NS alcohol use (rural students 
only) 

- - 

Rosenbaum et al., 
1994 

NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

PT 
n=NR 

NS initiation of alcohol use 
NS increased use of alcohol 

NS quitting behaviour 
- - 

Harmon, 1993 CBA + 
DARE 
n=341 

No intervention 
n=367 

20 weeks 
n=602 
(85%) 

 past year alcohol use* 
NS frequency alcohol use in past 

month 
- - 

Ringwalt et al., 
1991 

RCT - 
DARE 
n=685 

Delayed 
intervention 

n=585 

PT 
n=1270 
(91%) 

NS current alcohol use 
NS lifetime alcohol use 

- - 

Botvin et al., 1990a; 
Botvin et al., 1995a 

RCT + 

LST 
1-day teacher 
workshops or 

teacher training 
by video 
n=NR 

NR 
n=NR 

PT 
n=3,684

a
 

(83%) 

NS drinking frequency  
NS drinking amount 

 drunkenness 
(training by video only*) 

- 

Botvin et al., 1997 NRCT - 
LST 

n=NR 
Usual curriculum 

n=NR 

PT 
n=721 
(87%) 

 drinking index** 
 drinking amount*** 

 drunkenness* - 

Botvin et al., 2001a; 
Botvin et al., 2001b; 
Griffin et al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 

end of 7
th
 

grade 
NR 

 drinking frequency*
c 

 drinking quantity*
c
 

 drunkenness 
frequency** 

- 

Fraguela et al., 
2003 

NRCT - 

LST; researcher- 
(n=235) or 
teacher-led 

(n=309) 

No intervention 
n=485 

PT 
80-90% 

NS alcohol use - - 

Smith et al., 
2004;Vicary et al., 
2004 

RCT + 
LST (n=234); I-

LST (n=297) 
No intervention 

n=201 

end of 7
th
 

grade 
n=704 
(96%) 

 frequency (LST, females only)* 
 binge drinking* 

(females only) 
NS drunkenness 

- 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Ellickson & Bell, 
1990 

RCT + 

Project ALERT 
Adult health 

educator, n=10 
schools 

Adult health 
educator + peer 
leaders, n=10 

schools 

Usual curriculum 
n=10 schools 

3 months
b
 

n=3,852 
(60%) 

Non-users: 
 initiation (peer leader only*) 
 current (peer leader only*) 

Experimenters + users: 
 current (users, adult health 

educators only**) 
NS monthly

d
 

NS weekly
e
 

- - 

12 months
b
 

n=3,852 
(60%) 

Non-users: 
NS initiation 
NS current 

Experimenters + users: 
 past month (experimenters, 

peer leader only*) 
NS monthly

d 

NS weekly
e
 
 

  

15 months
b
 

n=3,852 
(60%) 

Non-users: 
NS initiation 
NS current 

Experimenters + users: 
NS current 

NS monthly
d 

NS weekly
e
 

  

Ellickson et al., 
2003 

RCT + 
Project ALERT 

(revised) 
n=2,553 

Usual curriculum 
n=1,723 

18 months
b
 

n=4,276 
(79%) 

- 
 overall alcohol 

misuse score* 
NS high risk drinking 

 negative 
consequences* 

Fearnow-Kenney et 
al., 2003 

RCT - 
All Stars Senior 

n=406 
NR 

n=247  
PT 

(~80%) 
NS alcohol use - - 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=308 
No intervention 

n=134 

PT 
n=442 
(23%) 

 alcohol use*** -  - 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

1 year
b
 

n=1,405 
(74%) 

 proportion who drink* 
NS proportion weekly drinkers 

NS drinks/week 
 drinks/occasion*** 

 lifetime alcohol prevalence* 

- - 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

2 years
b
 

n=1,405 
(74%) 

 proportion who drink** 
NS proportion weekly drinkers 

NS drinks/week 
NS drinks/occasion 

 lifetime alcohol prevalence** 

- - 

Cuijpers et al., 
2001; Smit et al., 
2003 

NRCT + 
Healthy School 

and Drugs Project 
n=1,156 

No intervention 
n=774 

3 years
b
 

n=1,405 
(74%) 

 proportion who drink** 
 proportion weekly drinkers* 

 drinks/week*** 
 drinks/occasion*** 

 lifetime alcohol prevalence* 

- - 

Eisen et al., 2002; 
2003 

RCT + 
Lions Quest Skills 
for Adolescence 

n=NR 

Usual curriculum 
n=NR 

PT 
n=6,239 
(84%) 

NS alcohol use prevalence 
NS lifetime alcohol use 
NS 30-day alcohol use 

NS 30-day binge 
drinking 

- 

Caplan et al., 1992 NRCT - 

Positive Youth 
Development 
Programme 

n=109 

No intervention 
n=173 

PT 
NR 

 alcohol per occasion* 
 frequency of heavy 

drinking* 
- 

Faggiano et al., 
2008 

RCT + 

Unplugged 
Basic, n=1,190 
Parent, n=1,164 
Peer, n=1,193 

No intervention 
n=3,532 

3 months 
n=6,370 
(90%) 

- 

 any drunkenness, 
past 30 days* 
 frequent 

drunkenness, past 30 
days* 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
High fidelity sample (students exposed to >60% or more of the programme; 62% of the original sample); 

b 
Follow-up from baseline; 

c 
NS, when intraclass correlations were 

taken into account; 
d 
Eleven or more times in the past year or three or more days in the past month; 

e 
6+ days in past month 
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Table 5.12. Classroom-based substance use prevention programmes: medium-term programme effects on knowledge, attitudes and skills 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Bennett, 1995 RCT - 
DARE 
n=NR 

Drugs unit only 
n=NR 

7
th
 grade - 

 negative attitudes 
towards alcohol (average 
achieving students only)* 

- 

Ennett et al., 1994 NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

1 year - 
NS attitudes towards 

drugs 
NS self-esteem 

NS social skills 

Botvin et al., 1990b RCT + 

LST 
Teacher; peer; 

teacher + booster; 
peer + booster 

n=NR 

NR 
n=NR 

1 year 
n=998 
(76%) 

 drinking knowledge 
(peer + booster***/non-

booster**) 
 

 drinking attitudes** 
 locus of control (peer 

+ booster only**) 
 

Teacher + booster vs. 
control: 

 pro drinking attitudes* 

- 

Botvin et al., 
2001a; Botvin et 
al., 2001b; Griffin et 
al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 
1 year 

NR 
 drinking knowledge* 

 

 intentions to drink 
alcohol* 

 negative attitudes 
towards alcohol** 
 normative 

expectations, peers** 
 normative 

expectations, adults* 

- 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=507 
 

No intervention 
n=530 

 

1 year 
N=442 
(23%) 

 effects of substance 
use* 

NS pressures to use 
substances 

NS skills 

- - 

Eisen et al., 2002  RCT + 
Lions Quest Skills 
for Adolescence 

n=NR 

Usual curriculum 
n=NR 

1 year 
n=5,691 
(77%) 

- 

NS self-efficacy 
NS intentions to drink 

alcohol 
NS perceived harm 
NS refusal efficacy 

NS perceived peer use 

- 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Lennox & Cecchini, 
2008 

NRCT + 

NARCONON™ 
drug education 

curriculum 
n=464 

Delayed control 
n=531 

6 months 
n=726 
(73%) 

 programme content*** 
 

 people risk harming 
themselves by having 

one or two drinks nearly 
every day* 

NS people risk harming 
themselves by having 

five or more drinks 
 intentions to get 

drunk** 
 wrong to drink 

regularly*** 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 5.13. Classroom-based substance use prevention programmes: medium-term programme effects on health and social outcomes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Bennett, 1995 RCT - 
DARE 
n=NR 

Drugs unit only 
n=NR 

7
th
 grade 

n=NR 

 past year alcohol use 
(low achieving students 

only*) 
- - 

Ennett et al., 1994 NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

1 year 
n=NR 

NS alcohol use - - 

Botvin et al., 1990b RCT + 

LST 
Teacher; peer; 

teacher + booster; 
peer + booster 

n=NR 

NR 
n=NR 

1 year 
n=998 
(76%) 

 weekly alcohol use*** 
 monthly alcohol use*** 
 drinking frequency** 
 alcohol per occasion 
(peer + booster only*) 
Teacher + booster vs. 

control: 
 weekly alcohol use*** 
 monthly alcohol use*** 
 drinking frequency*** 

- - 

Botvin et al., 
2001a; Botvin et 
al., 2001b; Griffin et 
al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 
1 year 

NR 
 drinking frequency** 
 drinking quantity** 

 drunkenness 
frequency* 

 binge drinking* 
- 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Fraguela et al., 
2003 

NRCT - 
LST; researcher- 

(n=235) or teacher-
led (n=309) 

No intervention 
n=485 

1 year 
NR 

 consumption of beer 
(research-led only**) 
 consumption of spirits 

(teacher-led only*) 

- - 

Smith et al., 
2004;Vicary et al., 
2004 

RCT + 
LST (n=234); I-LST 

(n=297) 
No intervention 

n=201 

end of 8
th
 

grade 
n=659 
(90%) 

NS frequency 
NS drunkenness 
NS binge drinking 

- 

Spoth et al., 2002; 
2005; 2008 

RCT + 
LST, n=621; or LST 
+ SFP 10-14, n=549  

Four leaflets 
mailed to 
families 
n=494 

1 year 
N=1,361 
(82%) 

 „new users‟ (LST + 
SPF only*) 

NS regular alcohol use 
- - 

Sussman et al., 
1998 

RCT + 

Project TND 
Classroom, n=7 

schools 
Classroom + school 
as community, n=7 

schools 

Usual curriculum 
n=7 schools 

1 year 
n=1,074 
(67%) 

 alcohol use (high 
baseline users only**) 

- - 

Dent et al., 2001 RCT -  
Project TND 
n=13 classes 

No intervention 
n=13 classes 

1 year 
n=679 
(63%) 

 alcohol use (high 
baseline users only**) 

- - 

Bell et al., 1993 RCT + 

Project ALERT 
Adult health 

educator, n=10 
schools 

Adult health 
educator + peer 
leaders, n=10 

schools 

Usual curriculum 
n=10 schools 

12 months 
n=4,837 
(74%) 

NS initiation 
NS past month 
NS past year 
NS monthly 
NS weekly 
NS daily 

- - 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=507 
No intervention 

n=530 

1 year 
N=442 
(23%) 

NS alcohol use NS alcohol misuse  

Simons-Morton et 
al., 2005 

RCT + 
Going Places 

n=692 
No intervention 

n=628 

up to 1 
year 

n=1,320 
(50%) 

NS drinking stage - - 

Brewer, 1991 RCT + 
Here‟s Looking at 

You 2000 
n=18 

Videotape or no 
intervention 

n=36 
6 months NS alcohol use - - 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Eisen et al., 2002; 
2003 

RCT + 
Lions Quest Skills 
for Adolescence 

n=NR 

Usual curriculum 
n=NR 

1 year 
n=5,691 
(77%) 

NS lifetime alcohol use 
NS 30-day alcohol use 

NS 30-day binge 
drinking 

- 

Lennox & Cecchini, 
2008 

NRCT + 

NARCONON™ 
drug education 

curriculum 
n=464 

Delayed control 
n=531 

6 months 
n=726 
(73%) 

NS alcohol use NS drunkenness - 

Graham et al., 1990 RCT + 

Project SAVE 
Social skills 

programme, n=6 
schools; Affect 
management 

programme, n=6 
schools 

Usual curriculum 
n=12 schools 

1 year 
(70%) 

 alcohol use* - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 5.14. Classroom-based substance use prevention programmes: long-term programme effects on knowledge, attitudes and skills 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Bennett, 1995 RCT - 
DARE 
n=NR 

Drug unit only 
n=NR 

8
th
 grade - 

NS negative attitudes 
towards alcohol 

- 

9
th
 grade - 

NS negative attitudes 
towards alcohol 

- 

Clayton et al., 1996 
RCT - 

(cluster) 
DARE 

n=23 schools 

Other drug 
education 

programmes 
n=8 schools 

up to 5 
years 

- 

 general and specific 
drug attitudes* 

 capability to resist 
peer pressure* 

 peer norms for drug 
use* 

- 

Dukes et al., 1996; 
1997 

CBA - 
DARE 
n=497 

Delayed 
intervention 

n=352 

Up to 6 
years 
n=NR 

- 

NS pro drug use 
attitudes 

NS resistance to peer 
pressure 

- 

Ennett et al., 1994 NRCT + 
DARE 

n=18 schools 
No intervention 
n=18 schools 

2 years 
n=NR 

 
NS attitudes towards 

drugs 
NS self-esteem 

NS social skills 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Lynam et al., 1999 RCT - 
DARE 
n=762 

NR 
n=240 

10 years 
n=NR 

- 
NS peer pressure 

resistance 
NS self-esteem 

- 

Perry et al., 2003 RCT + 
DARE, n=2,226; 

DARE Plus, 
n=2,221 

Delayed 
intervention 

n=1,790 

Up to 18 
months 
(84%) 

- 
 change in alcohol 

behaviour and intentions 
(DARE Plus, boys only*) 

- 

Botvin et al., 1995b RCT + 

LST, n=NR 
Culturally focused 
intervention (CFI), 

n=NR 

Information only 
n=NR 

2 years 
n=456 
(60%) 

 

 intentions to use beer 
or wine** 

 intentions to use hard 
liquor (LST only*) 

- 

Botvin et al., 
2001a; Botvin et 
al., 2001b; Griffin et 
al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 
2 years 

NR 
NS drinking knowledge 

NS pro-drinking attitudes 
NS peer drinking norms 

- 

Hecht et al., 2003; 
Gosin et al., 2003 

RCT - 
Keepin it REAL 
n=25 schools 

Usual curriculum 
n=10 schools 

up to 14 
months 
(84%) 

- 

 positive expectancies* 
 descriptive norms*  
NS alcohol resistance 

strategies 
NS self-efficacy 
NS intentions 

NS norms 

- 

Kulis et al., 2005 RCT - 
Keepin it REAL 

n=2,397 
Usual curriculum 

n=1,005 
14 months 

NR 
- 

NS refusal confidence 
NS intent to accept 

NS positive expectancies 
NS norms 

- 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=308 
No intervention 

n=134 
up to 6 
years 

NS knowledge - - 

Dedobbeleer & 
Desjardins, 2001 

NRCT - 
Coalition for Youth 

Quality of Life 
n=4 schools 

No intervention 
n=6 schools 

18 months 
NR 

- 

NS intentions to become 
involved in prevention 

activities 
 self-esteem* 

 relationship with 
father* 

NS relationship with 
mother 

30 months 
n=320 
(40%) 

- 

NS drug and alcohol 
problems 

NS intentions to become 
involved in prevention 

activities 
NS self-esteem 

NS relationship with 
father/mother 

 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.15. Classroom-based substance use prevention programmes: long-term programme effects on health and social outcomes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Bennett, 1995 RCT - 
DARE 
n=NR 

NR 
n=NR 

8
th
 grade NS past year alcohol use - - 

9
th
 grade NS past year alcohol use - - 

Clayton et al., 1996 
RCT - 

(cluster) 
DARE 

n=23 schools 

Other drug 
education 

programmes 
n=8 schools 

up to 5 
years 

NS alcohol use - - 

Dukes et al., 1996; 
1997 

CBA - 
DARE 
n=399 

Delayed 
intervention 

n=271 

Up to 6 
years 

NS alcohol use - - 

Ennett et al., 1994 NRCT + 
DARE 

n=6 schools 
No intervention 

n=6 schools 
2 years NS alcohol use  - 

Rosenbaum & 
Hanson, 1998 

NRCT + 
DARE 
n=975 

No intervention 
n=823 

up to 6 
years 

NS lifetime alcohol use 
NS last month alcohol 

use 
- - 

Lynam et al., 1999 RCT - 
DARE 
n=762 

NR 
n=240 

10 years NS alcohol use - - 

Perry et al., 2003 RCT + 
DARE, n=2,226; 

DARE Plus, 
n=2,221 

Delayed 
intervention 

n=1,790 

Up to 18 
months 
(84%) 

NS alcohol use 
 change in past year 

alcohol use (DARE Plus, 
boys only*) 

 change in past month 
alcohol use (DARE Plus, 

boys only*) 

 change in 
drunkenness (DARE 

Plus, girls only*) 
- 

Botvin et al., 
1990a; Botvin et 
al., 1995a 

RCT + 

LST 
1-day teacher 
workshops or 

teacher training by 
video 
n=NR 

NR 
n=NR 

3 years 
n=3,597 
(81%) 

NS weekly alcohol use 
NS monthly alcohol use 

NS 3+ drinks per 
occasion 

 drunkenness 
(workshops*/training by 

video**) 

- 

Botvin et al., 1995b RCT + 

LST, n=NR 
Culturally focused 
intervention (CFI), 

n=NR 

Information only 
n=NR 

2 years 
n=456 
(60%) 

 drinking frequency*** 
 drinking amount*** 

 drunkenness*** - 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Botvin et al., 1995b RCT + 
Culturally focused 
intervention (CFI) 

n=NR 

LST 
n=NR 

2 years 
(60%) 

 drinking frequency** 
 drinking amount* 

 drunkenness* - 

Botvin et al., 
2001a; Botvin et 
al., 2001b; Griffin et 
al., 2003 

RCT + 
LST 

n=2,144 
Usual curriculum 

n=1,477 
2 years 

NR 
-  binge drinking** - 

Fraguela et al., 
2003 

NRCT - 

LST;  
researcher-led 

n=235  
teacher-led  

n=309 

No intervention 
n=485 

2-3 years 
40-36% 

NS alcohol use - - 

Spoth et al., 2002; 
2005; 2008 

RCT + 
LST, n=621; LST 

+ SFP 10-14, 
n=549  

Four leaflets 
mailed to families 

n=494 

2 years 
n=1,198 
(73%) 

NS regular alcohol use 
 weekly drunkenness 

(LST + SPF only*) 
- 

5 years 
n=1,237 
(74%) 

NS „new users‟ NS drunkenness - 

Hecht et al., 2003; 
Gosin et al., 2003 

RCT - 
Keepin it REAL 
n=25 schools 

Usual curriculum 
n=10 schools 

up to 14 
months 
(84%) 

 change in alcohol 
use*** 

- - 

Kulis et al., 2005 RCT - 
Keepin it REAL 

n=2,397 
Usual curriculum 

n=1,005 
14 months 

NR 
 change in alcohol 

use** 
- - 

Kulis et al., 2007 RCT - 
Keepin it REAL 

n=1050 
NR 

n=314 
up to 14 
months 

 reduced or recently 
discontinued alcohol 

use*** 
 transition to reduced 

alcohol use* 

- - 

Warren et al., 2006 RCT + 
Keepin it REAL 

n=3314 
Usual curriculum 

n=1420 
14 months 

NR 
NS alcohol use - - 

Sussman et al., 
1998; Sun et al., 
2006 

RCT + 

Project TND 
Classroom, n=7 

schools 
Classroom + 

school as 
community, n=7 

schools 

Usual curriculum 
n=7 schools 

up to 5 
years 

NS alcohol use - - 

Sussman et al., 
2003 

RCT + 
Project TND 

n=NR 
Usual curriculum 

n=NR 

2 years 
n=NR 

 
NS alcohol use - - 
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Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Ellickson et al., 
1993 

RCT + 
Project ALERT 

n=3,247 
Usual curriculum 

n=2,165 
up to 12

th
 

grade 
NS alcohol use - - 

Snow et al., 1992; 
1997 

CBA - 

Adolescent 
Decision Making 

programme 
n=680 

NR 
n=680 

2 years 
(79%) 

 alcohol use* - - 

Shope et al., 
1996b; Shope et 
al., 1998 

CBA - 
Based on AMPS 

n=507 
No intervention 

n=530 

up to 6 
years  
(25%) 

NS alcohol use NS alcohol misuse - 

Slater et al., 2006 RCT + 

Be Under Your 
Own Influence/All 

Stars 
In-school media + 

All Stars; In-
school media 

only; All Stars only 
n=NR 

No intervention 
n=NR 

2 years 
(69%) 

 alcohol use (in-school 
media**/All Stars***

a
) 

- - 

Dedobbeleer & 
Desjardins, 2001 

NRCT - 
Coalition for Youth 

Quality of Life 
n=4 schools 

No intervention 
n=6 schools 

18 months 
n=NR 

NS alcohol drinking 
frequency 

NS alcohol consumed 
per typical occasion 

NS drug and alcohol 
problems 

- 

30 months 
n=320 
(40%) 

NS alcohol drinking 
frequency 

NS alcohol consumed 
per typical occasion 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
Based on school as level of analysis 
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5.4 Brief behavioural or single session interventions 

5.4.1 Overview of evidence identified 

A total of 15 articles (Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a, 1996b, 1998, 2000a, 

2000b, 2001, 2003a, 2003b, 2005a, 2005b, 2005c, 2008a, 2008b) were identified that reported on 

evaluations of seven brief behavioural or single session intervention approaches across 13 studies. 

For the purposes of this review, brief behavioural and single session intervention approaches were 

defined as short (i.e. lasting no longer than one hour) or single session interventions, which were 

delivered outside of the lesson format or wider curriculum. Eight articles examined the STARS (Start 

Taking Alcohol Risks Seriously) for Families programme developed by Werch et al. Three articles 

(Werch et al., 2000a; 2001; 2003a) reported on a two-year version of the STARS programme and 

were grouped together as a single study. 

Twelve of the studies were conducted in the USA and one study was conducted in the UK (Dempster 

et al., 2006). All thirteen studies were primarily school-based but six studies (Werch et al., 1998, 

2000a, 2000b, 2003b, 2005a, 2008b) examined interventions which incorporated materials targeting 

parents. A range of providers were utilised across the included studies. Eight studies (Werch et al., 

1996a, 1996b, 1998, 2000a, 2000b, 2003b, 2005a, 2005b) examined interventions delivered by 

school nurses, of which three studies (Werch et al., 1996a, 2003b, 2005b) combined delivery with a 

physician, teacher or fitness professional. Two studies (Werch et al., 2008a, 2008b) were based on 

mailed intervention materials and therefore did not involve a provider in the delivery. The remaining 

three studies (Dempster et al., 2006; Werch et al., 2005c; Argentos, 1991) were delivered by a 

consultant, trained research staff and a motivational speaker, respectively. 

The theoretical framework for intervention was not reported for one study (Werch et al., 2005c). For 

studies that did report the theoretical framework, all but one study (Argentos, 1991) was based on 

multiple theories.  

The sample sizes in the included studies ranged from 104 to 704 students. The programmes 

examined targeted students across a range of ages. Five studies (Werch et al., 1996a, 1996b, 1998, 

2000a, 2005a) of the STAR for Families programmes and one study (Werch et al., 2003b) of the 

Project SPORT intervention targeted students aged 14 years or younger. Werch et al (2000b) 

examined a version of the STAR for Families programme which targeted students in junior high, aged 

12-15 years. The six remaining studies (Argentos, 1991; Dempster et al., 2006; Werch et al., 2005b, 

2005c, 2008a, 2008b) examined programmes that targeted studies aged over 14 years, up to the age 

of 18. The length of follow-up across the included studies ranged from PT to 12 months. No studies 

reported on the long-term follow-up of brief behavioural or single session programmes. 
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Table 5.16. Alcohol education: brief behavioural or single session interventions 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Dempster et al., 
2006 

NRCT - 
UK 

n=182 
15-16 years 

School 
Single session (20 minutes) to communicate 
to young people the dangers of binge 
drinking 

Theory of planned 
behaviour 

Consultant 

Werch et al., 1996a RCT + 

USA 
n=104 

mean 13.8 
years 

School 

STARS for Families: Self-instructional 
module and audiotape, brief health 
consultation with nurse or doctor, follow-up 
consultation with trained peers between PT 
and follow-up 

Transtheoretical model of 
change, health belief model, 
social learning theory, 
behavioural self-control 

Physician, School 
nurse 

Werch et al.,  
1996b 

RCT ++ 

USA 
N= 138 

Mean age 12.2 
years 

School 
STARS for Families: 6 focused weekly 
follow-up consultations; brief health 
consultation with nurse 

Multi-component 
motivational stages  
prevention model, health 
belief model, social learning 
theory, behavioural self-
control 

School nurse 

Werch et al., 1998 RCT + 

USA 
n=211 

mean 12.1 
years 

School, family 
STARS for Families: Brief health 
consultation with nurse; letter to parents; up 
to 9 family-based prevention lessons 

Multi-component 
motivational stages 
prevention model, health 
belief model, social learning 
theory, behavioural self-
control 

School nurse 

Werch et al., 
2000a; 2001; 
2003a 

RCT + 

USA 
N=650 

mean 12.1 
years 

School, family 

STARS for Families: Brief health 
consultation with nurse; up to 10 prevention 
postcards sent to parents; follow-up 
consultation in second year; four family 
take-home lessons 

Transtheoretical model of 
change, multi-component 
motivational stages 
prevention model, 

School nurse 

Werch et al., 2000b RCT + 
USA 

n=178 
7th-9th grade 

School, family 
STARS for Families: Telephone-based 
nurse consultation; 10 prevention postcards 
sent to parents 

Multi-component 
motivational stages 
prevention model, social 
cognitive theory 

School nurse 

Werch et al., 2003b RCT ++ 

USA 
n=454 

mean 13.2 
years 

School, family 

Project SPORT  
Sport Plus: Health fitness screen and health 
consultation with a nurse, plus alcohol 
preventive consultation with a nurse 
Sport Plus Parent: As above, plus five 
parental cards mailed once a week 

Social cognitive theory, 
multi-component 
motivational stages 
prevention model 

School nurse, 
Teacher 

Werch et al., 2005a RCT + 

USA 
N= 448 

Mean 13.4 
years 

School, family 

STARS for Families: Single vs. multiple 
drug prevention, brief health consultation 
with nurse, eight prevention postcards sent 
to parents 

Health belief model, social 
cognitive theory, 
behavioural self control 

School nurse 



PSHE Secondary school review Jones and colleagues (2009) 

101 
 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Werch et al., 2005b RCT ++ 

USA 
n=604 

mean 15.2 
years 

School 
Project SPORT: Health behaviour screen; 
brief health consultation; take-home fitness 
prescription and prevention flyer 

Integrative Behaviour-
Image Model 

Nurse, fitness 
professionals 

Werch et al., 2005c RCT + 
USA 

N= 232 
mean 17 years 

School 

Alcohol beverage tailored programme: 
Brief screening instrument; brief alcohol risk 
reduction consultation; tip sheet reinforcing 
key messages 

NR 
Trained research 
staff 

Argentos, 1991 CBA - 
USA 

n=350 
9th-10th grade 

School 

Programme Kickoff: 36 hours over one 
week; motivational speaker, prevention 
curriculum, group discussion and role play, 
t-shirts promoting drug free lifestyles 

Social learning theory 
Motivational 
speaker 

Werch et al., 2008a RCT + 
USA 

n=375 
mean 17 years 

School 

Plan for Success: printed text and scripted 
messages; health promotion and avoidance 
of health risks. Three interventions: (1) Plan 
for Success goal clarification survey; (2) 
goal clarification + goal planning; (3) goal 
clarification + career consultation. 

Behaviour-image model, 
prospect theory and 
message framing. 

NA 

Werch et al., 2008b RCT + 

USA 
n=704 

mean 15.2 
years 

School, family 

Brief image-based messages: Three 
parent/ caregiver postcards, read and talk 
about each of four health and fitness facts 
found on the card with their teen 

Prospect theory NA 
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5.4.2 Quality assessment 

Eleven studies (Werch et al., 1996a, 1996b, 1998, 2000a, 2000b, 2003b, 2005a, 2005b, 2005c, 

2008a, 2008b) were based on RCT designs, and involved the randomisation of individual students to 

intervention and control groups. However, two studies by Werch et al (2003b, 2008a) involved 

randomisation to three intervention arms and did not utilise a control group for comparison. The study 

by Dempster et al (2006) was based on an NRCT design and Argentos et al (1991) reported on a 

CBA study. All 11 RCTs were rated good or moderate quality. Although detail on the methods of 

allocation were lacking in some studies, outcomes were reported to be valid and reliable across all of 

these studies and attrition rates were generally low. The study by Dempster et al (2006) was rated as 

poor quality because information was lacking on allocation and the baseline comparability between 

intervention and control students. In addition, although outcomes were generally well reported the 

scope of the analyses was lacking. The CBA study by Argentos (1991) was also rated poorly. Details 

of the study methodology were poorly reported, and it was not clear if the intervention and control 

groups were balanced at baseline as little information on the demographics of participants were 

reported. 

5.4.3 Findings 

5.4.3.1 Short-term results (<6 months) 

Twelve studies (Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a, 1996b, 1998, 2000a, 

2003b, 2005a, 2005b, 2005c, 2008a, 2008b) reported on the short-term effects of brief behavioural 

and single session interventions. 

Knowledge and understanding 

None of studies examined short-term intervention effects on knowledge and understanding. 

Attitudes and values 

Ten studies (Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a; 1996b; 2000a; 2003b; 

2005a; 2005b; 2005c; 2008a) examined intervention effects on a range of measures related to 

attitudes and values in relation to alcohol use. Compared to students in the control group, students 

who participated in the one week Programme “Kickoff” (Argentos, 1991) reported an increased belief 

that their alcohol (and other drug) use might result in serious consequences (p<0.01). They also 

demonstrated significantly higher levels of understanding about popular myths regarding alcohol use 

and other drugs. Dempster et al (2006) reported that one month after receiving a single session on 

the dangers of binge drinking
3
, intervention students appraised binge drinking behaviour more 

negatively and believed more strongly that they could control their binge drinking behaviour compared 

to the control group (p<0.001 and p<0.01, respectively). Intervention students also tended to show a 

stronger intention to stop binge drinking than the control group, but this finding did not reach 

significance. Four studies (Werch et al., 1996a; 1996b; 2000a; 2005a) examined the short-term 

                                                   
3
 Defined by the authors as drinking half the recommended maximum weekly consumption of alcohol in a single 

session. 
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effects of the STARS for Families programme. Werch et al (1996a) reported that 10 weeks after 

participating the programme, intervention students reported significantly fewer peer expectations to 

drink alcohol, less intention to use alcohol in the future, and less intention to try alcohol compared to 

students who received an alcohol education booklet (all p<0.05). Werch et al (1996b) found that 

compared to a no intervention control, STARS for Families had no effects on students‟ perceptions of 

drinking consequences or their intentions for future alcohol use. Werch et al (2005a) examined 

STARS for Families (alcohol only) versus a multiple substance intervention (STARS Plus), compared 

a post-card only control. There were no short-term effects of either intervention on perceived peer 

alcohol use, but students who received the alcohol only programme reported less susceptibility to 

peer alcohol use and greater levels of alcohol incompatibility than controls (both p<0.05). Evaluation 

of two-year version of the STARS for Families programmes (Werch et al., 2000a; 2001) revealed 

inconsistent effects of the intervention of risk factors for alcohol use. Following the first year of the 

programme there were no differences in alcohol risk factors between intervention and control students. 

However, at the end of the programme, students in commuter schools reported fewer expectancy 

beliefs, greater motivations to avoid alcohol use and an overall lower number of alcohol risk factors 

(all p<0.05). There was no difference on any of these measures among students in (inner-city) 

community schools. Two studies (Werch et al., 2003b; 2005b) examined effects of the Project SPORT 

intervention. Werch et al (2003b) reported that students who received the Sport Plus Parent 

programme had greater increases in negative expectancy beliefs and self-control over time than 

students in the Sport or Sport Plus groups. At 3 months, compared to a no intervention control (Werch 

et al., 2005b), Project SPORT youth reported significantly greater negative alcohol expectancy beliefs 

(indicating greater protection against alcohol use) (p<0.05), behavioural capability (p<0.01), perceived 

susceptibility (p<0.05), parental monitoring (p<0.05), and parent/child communication (p<0.05). There 

were no intervention effects on resistance self-efficacy, self-control, value incompatibility or positive 

parent/child relationship. SPORT participants showed less risk for alcohol use compared to control 

participants, on measures of intentions to drink in the future (p<0.01), alcohol attitudes (p<0.05), and 

„influenceability‟ (p<0.01). No effects on positive expectancy beliefs, subjective norms or perceived 

peer prevalence of alcohol were found. An alcohol beverage tailored intervention (Werch et al., 2005c) 

had significant, positive effects (all p<0.05) on the following alcohol risk factors: „influenceability‟ for 

beer, wine, distilled spirits, and malt liquor consumption; perceived peer prevalence for wine, 

flavoured coolers, and fortified wine consumption; perceived susceptibility for beer and wine 

consumption; and perceived severity for beer, wine and distilled spirit consumption. A brief 

behavioural intervention strategy addressing positive images, delivered alone or in combination with 

either goal setting or career consultation, was associated with reductions in intentions to use alcohol 

and increases in the belief that alcohol interferes with other behaviours (Werch et al., 2008a). 

Personal and social skills 

Two studies (Werch et al., 2003b; 2005b) examined the short-term effects of the Project SPORT 

intervention on personal and social skills. Students who received the SPORT intervention plus 

parental cards reported improvements in self-control following intervention, compared to no change 
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across the other versions of the programme examined. Compared to no intervention, there were no 

effects of Project SPORT on self-control or parent-child relationships. 

Health and social outcomes relating to alcohol use and sexual health 

Twelve studies examined short-term intervention effects on alcohol use. Six studies (Argentos, 1991; 

Dempster et al., 2006; Werch et al., 1996b; Werch et al., 1998; Werch et al., 2003b; Werch et al., 

2005c) found that the brief behavioural or single session intervention examined were not effective in 

reducing alcohol use.  

Two studies (Werch et al., 1996a; 2001) demonstrated positive short-term effects of the STARS for 

Families intervention. Werch et al (1996a) reported that the STARS intervention had significant effects 

on 30-day quantity and frequency of alcohol use at 10 weeks follow-up (after delivery of the peer 

follow-up consultation), and STARS students reported using less alcohol than control students. 

However, there was no difference between intervention and control students who received an alcohol 

education booklet on the measure of recent alcohol use. Comparing community and specialist 

schools at the end of the first year of a two year intervention, Werch et al (2001) found intervention 

associated reductions in last week and last month drinking in STARS students in community schools 

(both p<0.05) but not in their specialist school counterparts. At the end of the two-year programme 

(Werch et al., 2000a) however, there was no difference between intervention and control students in 

community schools on any of the measures of alcohol use. Conversely, intervention students in 

specialist schools were more likely than control students to report that they did not drink and were 

less likely to reported heavy alcohol use (both p<0.05). There was no difference between intervention 

and control students in commuter schools on the measures of 7- or 30-day alcohol use.  

Werch et al (2003b) found that there were reductions in alcohol use across all participants who 

received a sport consultation. Significant reductions were reported on 3 of 6 alcohol use measures: 

30-day heavy drinking, alcohol problems and alcohol use initiation. However, there was no difference 

between groups (Sport, Sport Plus, or Sport Plus Parent). At 3-months follow up, students who 

received the Project SPORT intervention (Werch et al., 2005b) reported significantly less alcohol 

frequency, quantity and heavy use in the last 30 days compared to no intervention control students 

(all p<0.001). More students were in an earlier stage of alcohol initiation
4
 (p<0.001) and length 

(p<0.01) of alcohol initiation was also less. Intervention based on brief behavioural intervention 

messages to parents which prompted them to discuss health and fitness with their children was 

associated with reduced alcohol use frequency compared to students who received fitness flyers 

(p<0.05). 

Werch et al (2008a) examined the Plan for Success intervention, with and without a goal setting or 

career consultation component. There was no control arm included in the study. Across all three 

intervention arms there was a reduction in the length of time students had been drinking alcohol but 

no impact on quantity or frequency. For students whose parents received brief image-based 

                                                   
4
 This measure reflected student‟s stage of alcohol initiation ranging from a strong precontemplation stage (will 

never try alcohol) to a maintenance stage (drinking for longer than 6 months). 
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messages (Werch et al., 2008b) there was a reduction in alcohol use frequency and problems, four-

months after intervention, compared to control students who received fitness flyers.  

5.4.3.2 Medium-term results (up to 12 months) 

Four studies (Werch et al., 1998; 2000b; 2003a; 2005b) examined medium-term intervention effects 

of three versions of the STARS for Families intervention and the Project SPORT intervention, 

respectively. 

Knowledge and understanding 

None of the included studies examined medium-term intervention effects on knowledge. 

Attitudes and values 

Three studies (Werch et al., 2000b; 2003a; 2005b) examined medium-term impacts on attitudes and 

values. Werch et al (2000b) examined the effects of the STARS programme among students 

attending sports physical examinations. At the 6-months post-test fewer intervention than control 

students from suburban and rural schools, but not urban schools, reported that they intended to use 

alcohol in next 6 months. At 12 months follow-up, after a two-year STARS intervention, Werch et al 

(2003a) reported that compared to control students, intervention students in specialist schools (but 

not community schools) were less likely to report intentions to use alcohol, had significantly greater 

motivations to avoid alcohol and an overall lower alcohol risk score (all p<0.01). There were no 

differences between intervention and control students in community or commuter schools on the 

measures of influenceability, peer prevalence or expectancy beliefs. At 12 months follow-up, Project 

SPORT participants reported significantly more protective factors and fewer risk factors for alcohol 

use. Further analyses showed that Project SPORT participants had significantly better parent/child 

communication (p<0.01), and marginally more positive parent/child relationships (p=0.05), compared 

to controls who received generic alcohol prevention and health promotion materials, but less 

protection on perceived susceptibility (p<0.05). There was no significant difference between 

intervention and control students in intentions to drink in the next 6 months. 

Personal and social skills 

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

Health and social outcomes relating to alcohol use and sexual health 

One study (Werch et al., 2000b) examined the effect of the STARS programme at 6-months in a 

sample of students recruited from sports physical examinations. Compared to control students who 

received no intervention, fewer intervention students reported drinking during the previous month 

(p<0.05) and drinking heavily (p<0.05). There were no significant effects on drinking in the last 7 days. 

Two studies (Werch et al., 1998; Werch et al., 2003a) examined the effectiveness of the STARS for 

Families programme at 1 year. Neither version of the programme examined had significant effects on 

alcohol use behaviours in the medium-term, compared to an alcohol education booklet control. 

However, the analyses of 30-day heavy use showed an effect in favour of the 2-year version of the 

STARS for Families programme (Werch et al., 2003). The short-term effects of the Project SPORT 

programme had declined by the 1-year follow-up (Werch et al., 2005b), although the effects still 



PSHE Secondary school review Jones and colleagues (2009) 

106 
 

favoured the intervention, and intervention students reported using alcohol for a briefer period of time 

than control students (p<0.05). 

5.4.3.3 Long-term results (>12 months) 

None of the included studies reported long-term follow-up data. 

5.4.4 Summary and evidence statements 

Thirteen studies (Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a; 1996b; 1998; 2000a; 

2000b; 2003b; 2005a; 2005b; 2005c; 2008a; 2008b) were identified that examined seven brief 

behavioural or single session intervention approaches relevant to alcohol education. Eight studies 

(Werch et al., 1996a, 1996b, 1998, 2000a, 2000b, 2003b, 2005a, 2005b) examined interventions 

delivered by school nurses, of which three studies (Werch et al., 1996a, 2003b, 2005b) combined 

delivery with a physician, teacher or fitness professional. Three further studies (Dempster et al., 2006; 

Werch et al., 2005c; Argentos, 1991) were delivered by a consultant, trained research staff and a 

motivational speaker, respectively, and two studies (Werch et al., 2008a; 2008b were based on 

mailed intervention materials. 

5.4.4.1 Knowledge and understanding 

None of the studies examined intervention effects on knowledge or understanding. 

5.4.4.2 Attitudes and values 

Eleven studies (Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a; 1996b; 2000a; 2003b; 

2005a; 2005b; 2005c; 2008a) examined intervention effects on students‟ attitudes and values. Short-

term increases in negative views of alcohol and/or its consequences were found in six studies, which 

included evaluations of the one week Programme „Kickoff‟ (Argentos, 1991), a single session on the 

dangers of binge drinking (Dempster et al., 2006), Project SPORT (Werch et al., 2003b; 2005b), an 

alcohol beverage tailored programme (Werch et al., 2005c), and a brief behavioural intervention 

strategy addressing positive images (Werch et al., 2008a). Furthermore, a decrease in students‟ 

alcohol expectancies (their own or their views of their peers‟) was found for two studies of Project 

SPORT (Werch et al., 2003b; 2005b) and among students who attended specialist schools in one 

study of STARS for families (Werch et al., 2000a). Brief behavioural or single session intervention 

approaches appeared to have inconsistent short- and medium-term effects on student‟s intentions to 

drink. Across five studies (Werch et al., 1996a; 2000b; 2003a; 2005b; 2008a), which examined a 

range of brief behavioural intervention approaches, there were  decreases in students‟ intentions to 

drink alcohol However, two studies (Dempster et al., 2006; Werch et al., 1996b) reported no effects 

on intentions to stop binge drinking or drinking alcohol respectively. 

5.4.4.3 Personal and social skills 

Short-term intervention effects of the Project SPORT intervention on personal and social skills were 

examined in two studies (Werch et al., 2003b; 2005b). There was no impact of the intervention on 

self-control or parent-child relationships compared to no intervention, but relative to other versions of 

the programme, students who received additional parental components reported greater self-control. 
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5.4.4.4 Health and social outcomes relating to alcohol use and sexual health 

Six studies (Werch et al., 1996a; 1996b; 1998; 2000a; 2000b; 2005a) reported on the short- to 

medium-term effectiveness of various versions of the STARS for Families programme. The 

programme had inconsistent effects on the quantity and frequency of alcohol use, and alcohol use in 

the last 7- or 30-days in both the short- and medium-term. However, STARS for Families did have a 

positive effect on heavy drinking in the past month, and analyses of 30-day heavy use showed an 

effect in favour of the 2-year version of the STARS for Families programme (Werch et al., 2000a; 

2001; 2003a). Two studies (Werch et al., 2003b; 2005b) reported on the short-term effects of two 

sport-based brief behavioural intervention programmes. There were no differential intervention effects 

for a sports consultation when students received an additional preventive consultation on alcohol 

(Werch et al., 2003b), but compared to no intervention (Werch et al., 2005b), Project SPORT was 

shown to have short-term effects on frequency and quantity of alcohol use, and heavy alcohol use in 

the past month. By the 1-year follow-up, programme effects had declined although the direction of 

effect still favoured the intervention. An intervention based on brief image-based messages for 

adolescents and their parents had positive, short-term effects on alcohol use frequency and problems 

(Werch et al., 2008b). An alcohol tailored beverage programme (Werch et al., 2005c) and a brief 

behavioural intervention founded on the Behaviour-Image Model (Werch et al., 2008a) had 

inconsistent effects on alcohol use, and two further programmes, a single session on the dangers of 

binge drinking (Dempster et al., 2006), and the one week Programme “Kickoff” (Argentos, 1991), had 

no effects on alcohol use.  

Evidence statement 4 

4 (d) There is moderate evidence from nine RCTs, one NRCT and one CBA study
1
 to suggest that 

brief behavioural or single session intervention approaches relating to alcohol use may have 

mixed effects on attitudes and values relating to alcohol use. There is moderate evidence from 

four RCTs, one NRCT and one CBA study
2
 to suggest that these programmes may have 

positive short-term effects on how student‟s view alcohol use and its consequences and further 

evidence from five RCTs and one NRCT
3
 to suggest that brief behavioural intervention 

approaches have mixed or inconsistent effects on intentions to drink. Findings may only be 

partially applicable to the UK as the majority of studies were implemented in the USA and may 

not be generalisable beyond the populations studied. In addition, the emphasis of the STARS 

for Families and Project SPORT interventions on abstinence may be of limited relevance to 

PSHE delivery in secondary schools focusing on SRE and alcohol education. 

4 (e) There is inconsistent evidence from two studies
4
 to determine the effects of brief behavioural 

and single session intervention approaches on personal and social skills. 

4 (f) There is moderate evidence from five RCTs
5
 to suggest that brief behavioural intervention 

approaches based on nurse-led consultations, such as the STARS for Families and Project 

SPORT programmes, can produce short-term reductions in alcohol use, but further moderate 

evidence from three RCTs
6
 to suggest that these effects may not be sustained in the medium-

term. There is weak evidence from two RCTs, one NRCT and one CBA study
7
 to suggest that 
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other brief behavioural and single session intervention approaches may have a limited impact 

on alcohol consumption. These findings may only be partially applicable to the UK as the 

majority of studies were implemented in the USA and may not be generalisable beyond the 

populations studied. In addition, the emphasis of the STARS programme on abstinence may be 

of limited relevance to PSHE delivery in secondary schools focusing on SRE and alcohol 

education. 

 
1
 Argentos, 1991 (CBA -); Dempster et al., 2006 (NRCT -); Werch et al., 1996a (RCT +); Werch et al., 1996b ( 

RCT ++); Werch et al., 2000a (RCT +); Werch et al., 2000b (RCT +); Werch et al., 2003b (RCT ++); Werch et 

al., 2005a (RCT +); Werch et al., 2005b (RCT ++); Werch et al., 2005c (RCT +); Werch et al., 2008a (RCT +) 

2
 Argentos, 1991 (CBA -); Dempster et al., 2006 (NRCT -); Werch et al., 2003b (RCT ++); Werch et al., 2005b 

(RCT ++); Werch et al., 2005c (RCT +); Werch et al., 2008a (RCT +) 

3
 Dempster et al., 2006 (NRCT -); Werch et al., 1996a (RCT +); Werch et al., 1996b ( RCT ++); Werch et al., 

2000b (RCT +);Werch et al., 2003a (RCT +); Werch et al., 2005b (RCT ++); Werch et al., 2008a (RCT +) 

4
 Werch et al., 2003b (RCT ++); Werch et al., 2005b (RCT ++) 

5
 Werch et al., 1996a (RCT +); Werch et al., 1996b (RCT ++); Werch et al., 2000a; 2001; (RCT +); Werch et al., 

2005a (RCT +); Werch et al., 2005b (RCT ++) 

6
 Werch et al., 1998 (RCT +); Werch et al., 2003a (RCT +); Werch et al., 2005b (RCT ++) 

7
 Argentos, 1991 (CBA -); Dempster et al., 2006 (NRCT -); Werch et al., 2005c (RCT +); Werch et al., 2008a 

(RCT +);  
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Table 5.17. Brief behavioural and single session interventions: short-term programme effects on knowledge skills and attitudes 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Argentos, 
1991 

CBA - 
Programme 

Kickoff 
n=280 

No intervention 
n=70 

PT 
NR 

- 

 belief that their alcohol (and 
other drug) use might result in 

serious consequences** 
 understanding of popular 

myths regarding alcohol use and 
other drugs 

- 

Dempster et 
al., 2006 

NRCT - 
Alcohol brief 
intervention 

n=133 

No intervention 
n=49 

1 month 
n=NR 

- 

 negative appraisal binge 
drinking** 

 belief could control binge 
drinking behaviours* 

NS intentions to stop binge 
drinking 

- 

Werch et al., 
1996a 

RCT + 
STARS for 
Families 

n=52 

Alcohol education 
booklet 
n=52 

PT 
NR 

- 

 intentions to stop or reduce 
drinking* 

 perceived susceptibility to 
alcohol-related health problems 

(likely to get sick if drunk)* 
NS resistance self-efficacy 
NS perceived prevalence of 

drinking among peers or adults 

- 

10 weeks 
n=101 
(97%) 

- 

 perceived prevalence of 
drinking among adults** 

NS perceived prevalence of 
drinking among peers 

 perceived susceptibility to 
alcohol-related health problems 
(likely to become addicted by 

drinking often)* 
NS resistance self-efficacy 

- 

Werch et al., 
1996b 

RCT ++ 
STARS for 
Families 

n=68 

No intervention 
n=70 

3 months 
n=124 
(90%) 

- 
NS drinking consequences 

NS intentions for alcohol use 
- 

Werch et al., 
2000a; 2001 

RCT + 

STARS for 
Families 

Community 
n=107 

Specialist 
n=174 

Alcohol education 
booklet 

Community 
n=109 

Specialist 
n=175 

end of 6
th
 

grade 
n=569 
(88%) 

- 

NS alcohol risk factor measures 
(influenceability, peer 

prevalence, expectancy beliefs, 
motivations to avoid) 

- 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Werch et al., 
2000a; 2001 

RCT + 

STARS for 
Families 

Community, n=97 
Specialist, n=157 

Alcohol education 
booklet 

Community, 
n=100 

Specialist, n=161 

end of 7
th
 

grade 
n=515 
(79%) 

- 

NS influenceability 
NS peer prevalence 

 expectancy beliefs (specialist 
schools only*) 

 motivations to avoid alcohol 
use (specialist schools only**) 
 total alcohol risk (specialist 

schools only*) 

- 

Werch et al., 
2005a 

RCT + 

STARS for 
families, n=150 
STARS Plus, 

n=149 

Postcards only 
n=149 

3 months 
n=433 
(97%) 

- 

NS peer alcohol use 
 peer alcohol susceptibility 

(STARS only*) 
 alcohol incompatibility 

(STARS only*) 

- 

Werch et al., 
2003b 

RCT ++ 

Project SPORT 
Sport, n=152 

Sport Plus, n=150 
Sport Plus Parent, 

n=152 

NA 
3 months 

n=444 
(98%) 

- 

 negative expectancy beliefs 
(Sport Plus Parent)* 

 peer prevalence (control 
only*) 

 self-control (Sport 
Plus Parent*) 

Werch et al., 
2005b 

RCT ++ 

Project SPORT 
n=302 

 
 

No intervention 
n=302 

3 months 
n=584 
(97%) 

- 

 negative expectancy beliefs* 
 behavioural capability** 
 perceived susceptibility* 
 parental monitoring* 

 parent/child communication* 
NS resistance self-efficacy 

NS value incompatibility 
 intentions to drink in the 

future** 
 pro alcohol attitudes* 
 influenceability** 

NS expectancy beliefs 
NS subjective norms 

NS perceived peer prevalence 

NS positive parent child 
relationship 

NS self-control 
 



PSHE Secondary school review Jones and colleagues (2009) 

111 
 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Werch et al., 
2005c 

RCT + 

Alcohol beverage 
tailored 

programme 
n=115 

Alcohol education 
booklet 
n=117 

PT 
n=201 
(87%) 

- 

 influenceability for beer, wine, 
distilled spirits and malt liquor* 
 perceived peer prevalence for 

wine, flavoured coolers, and 
fortified wine* 

 perceived susceptibility for 
beer and wine consumption* 
 perceived severity for beer, 

wine and distilled spirits* 

- 

Werch et al., 
2008a 

RCT + 

Plan for Success 
(1) Planning, 
n=113; (2) 

planning + goal 
setting, n=113; (3) 
planning + career 

consultation, 
n=109 

NA 
PT 

n=335 
(93%) 

- 
 intention to use alcohol** 
 belief alcohol interferes with 

other behaviours** 
- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported   
a 
Adjusted for baseline substance use; 

b 
30-day heavy drinking, alcohol problems, alcohol use initiation declined over time in intervention and control groups

 
; 

c 
Adjusted for 

baseline alcohol use 

 

Table 5.18. Brief behavioural and single session interventions: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 
 

Alcohol use Heavy alcohol use Other 

Argentos, 
1991 

CBA - 
Programme Kickoff 

n=280 
No intervention 

n=70 
PT 

n=NR 
NS alcohol use - - 

Dempster et 
al., 2006 

NRCT - 
Alcohol brief 
intervention 

n=133 

No intervention 
n=49 

1 month 
n=NR 

- NS binge drinking 

NS number of 
units of alcohol 
consumed in a 
single session 

Werch et al., 
1996a 

RCT + 
STARS for Families 

n=52 

Alcohol education 
booklet 
n=52 

PT 
n=NR 

NS alcohol quantity last 
month 

NS 30-day alcohol 
frequency 

NS recent alcohol use 

NS heavy drinking - 
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Study Rating Intervention Comparator Follow-up 
 

Alcohol use Heavy alcohol use Other 

Werch et al., 
1996a 

RCT + 
STARS for Families 

n=52 

Alcohol education 
booklet 
n=52 

10 weeks 
n=101 
(97%) 

 alcohol quantity last 
month* 

 30-day alcohol 
frequency* 

NS recent alcohol use 

NS heavy drinking - 

Werch et al., 
1996b 

RCT ++ 
STARS for Families 

n=68 
No intervention 

n=70 

3 months 
n=124 
(90%) 

NS 7-day use 
NS 30-day use 

 30-day heavy use* - 

Werch et al., 
1998 

RCT + 
STARS for Families 

n=106 

Alcohol education 
booklet 
n=105 

PT 
n=187 
(89%) 

NS 30-day use 
NS 7-day use 

NS alcohol frequency 
NS alcohol quantity 

NS 30-day heavy use 
NS heavy alcohol use 

- 

Werch et al., 
2001; 2000a 

RCT + 

STARS for Families 

Community, n=107 
Specialist, n=174 

Alcohol education 
booklet 

Community, n=109 
Specialist, n=175 

end of 6
th
 grade 

n=569 
(88%) 

 initiation (community 
schools only*) 

 7-day use (community 
schools only*) 

 30-day use (community 
schools only*) 

 30-day heavy use 
(community schools only**) 

- 

STARS for Families 

Community, n=97 
Specialist, n=157 

Alcohol education 
booklet 

Community, n=100 
Specialist, n=161 

end of 7
th
 grade 

n=515 
(79%) 

 initiation (commuter 
schools only*) 
NS 7-day use 
NS 30-day use 

 

 30-day heavy use 
(commuter schools only*) 

- 

Werch et al., 
2005a 

RCT + 
STARS for families, 

n=150 
STARS Plus, n=149 

Postcards only 
n=149 

3 months 
n=433 
(97%) 

NS 30-day quantity 
 30-day frequency

c
 

(STARS only*) 
NS heavy alcohol use 

 alcohol-related 
use problems* 

Werch et al., 
2003b 

RCT ++ 

Project SPORT 
Sport, n=152 

Sport Plus, n=150 
Sport Plus Parent, 

n=152 

NA 
3 months 

n=444 
(98%) 

NS alcohol use measures
b
 - - 

Werch et al., 
2005b 

RCT ++ 
Project SPORT 

n=302 
No intervention 

n=302 

3 months 
n=584 
(97%) 

 30-day frequency*** 
 30-day quantity*** 

 length of alcohol use** 
 stage of alcohol 

initiation*** 

 3-day heavy use*** 
 

NS alcohol 
problems 

Werch et al., 
2005c 

RCT + 
Alcohol beverage 

tailored programme 
n=115 

Alcohol education 
booklet 
n=117 

PT 
n=201 
(87%) 

NS 30-day frequency 
NS 30-day quantity 

NS 30-day heavy use - 



PSHE Secondary school review Jones and colleagues (2009) 

113 
 

Study Rating Intervention Comparator Follow-up 
 

Alcohol use Heavy alcohol use Other 

Werch et al., 
2008a 

RCT + 

Plan for Success 
(1) Planning, n=113; 
(2) planning + goal 
setting, n=113; (3) 
planning + career 

consultation, n=109 

NA 
PT 

n=335 
(93%) 

 length of alcohol use* 
NS 30-day alcohol 

frequency 
NS 30-alcohol use quantity 

- - 

Werch et al., 
2008b 

RCT + 
Brief image based 

messages 
n=182 

Fitness flyers 
n=202 

4 months 
n=NR 
(94%) 

 alcohol use frequency* - 
 alcohol use 

problems* 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
Adjusted for baseline substance use; 

b 
30-day heavy drinking, alcohol problems, alcohol use initiation declined over time in intervention and control groups

 
; 

c 
Adjusted for 

baseline alcohol use 

 

 

Table 5.19. Brief behavioural and single session interventions: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Werch et al., 
2000b 

RCT + 
STARS for Families 

n=NR 
No intervention 

n=NR 

6 months 
n=163 
(92%) 

- 
 intentions to use alcohol in 
next 6 months (suburban and 

rural only*) 
- 

Werch et al., 
2003a 

RCT + 
STARS for Families 

n=325 

Alcohol education 
booklet 
n=325 

1 year 
n=507 
(78%) 

- 

NS influenceability 
NS peer prevalence 

NS expectancy beliefs 
 intentions to use alcohol 
(commuter schools only**) 

 motivations to avoid alcohol 
use (commuter schools only**) 
 total alcohol risk (commuter 

schools only**) 

- 

Werch et al., 
2005b 

RCT ++ 
Project SPORT 

n=302 
No intervention 

n=302 

12 months 
n=514 
(85%) 

- 
 alcohol protective factors** 
 alcohol risk factors* 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.20. Brief behavioural and single session interventions: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Werch et al., 
1998 

RCT + 
STARS for Families 

n=106 

Alcohol education 
booklet 
n=105 

1 year 
n=147 
(70%) 

NS 7-day use 
NS 30-day use 

NS alcohol frequency 

NS 30-day heavy use 
 

NS alcohol quantity 
NS heavy alcohol use 

Werch et al., 
2000b 

RCT + 
STARS for Families 

n=NR 
No intervention 

n=NR 

6 months 
n=163 
(92%) 

NS 7-day use  
 30-day use* 

 30-day heavy use * - 

Werch et al., 
2003a 

RCT + 
STARS for Families 

n=325 

Alcohol education 
booklet 
n=325 

1 year 
n=507 
(78%) 

NS lifetime alcohol use 
NS 30-day alcohol use 
NS length of drinking 

NS 7-day alcohol use - 

Werch et al., 
2005b 

RCT ++ 
Project SPORT 

n=302 
No intervention 

n=302 

1 year 
n=514 
(85%) 

NS 30-day frequency 
NS 30-day quantity 

 length of alcohol use* 
NS stage of alcohol 

initiation 

NS 30-day heavy use NS alcohol problems 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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5.5 Multicomponent school- and community-based programmes 

5.5.1 Overview of evidence identified 

Nine studies (Perry et al., 1996; Komro et al., 1999; 2001; 2008; Perry et al., 2002; Williams et al., 

1995; Toomey et al., 1996; Johnson et al., 1990; Chou et al., 1998) were identified that examined two 

multicomponent, school- and community-based programmes: Project Northland and the Midwest 

Prevention Project. Both programmes were based in communities in the USA and combined 

comprehensive school-based curriculums, with community-based activities and parental involvement 

components. A variety of stakeholders were involved in delivery of both programmes. 

The theoretical framework for the intervention was not reported for the Midwest Prevention project, 

but Project Northland was reported to be based on the theory of triadic influence, and Perry‟s planning 

model for adolescent health promotion. The sample size for both programmes exceeded 1,500 

students and both programme primarily targeted students in the sixth to the eighth grade. A second 

phase of the Project Northland programme targeted students in 11
th
 and 12

th
 grade. Both studies were 

delivered over a three year period but follow-up results were only reported at the end of the 

programme and medium and long-term follow-up results were not available for either study. 

5.5.2 Quality assessment 

All nine studies identified for inclusion were based on an RCT design. On the whole the quality of the 

studies was generally judged to be of moderate quality. Only one study (Chou et al., 1998) was rated 

poor quality, and this was because there were differences between intervention and control 

participants at baseline and the study suffered from a high level of attrition with almost 60% of 

participants failing to provide complete data at all follow-ups. Of the studies rated moderate quality, 

details were lacking regarding the method of randomisation and the authors did not always sufficiently 

report on baseline differences between intervention and control students. 
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Table 5.21. Alcohol education: multicomponent school and community programmes 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Perry et al., 1996; 
Komro et al., 2001 

RCT + 
USA 

n=2,351 
6th-8th grade 

School, 
community, 

family 

Project Northland (Phase I): Three year 
programme; parental involvement/educational 
curriculum, behavioural curricula, peer 
participation, community task force activities 

NR 
Peers, teachers, 
adult volunteers 

Perry et al., 2002 RCT + 
USA  

n=2953 
11-12

th
 grade 

School, 
community, 

family 

Project Northland (Phase II): interim 
curriculum (9

th
 grade); classroom curriculum 

(11
th
 grade), 11 postcards for parents, print 

media campaign, peer action teams, 
community action teams 

NR Teachers, Peers 

Williams et al., 
1995 

RCT + 
USA 

n=2,351 
6

th
 grade 

School, 
community, 

family 

Project Northland (Slick Tracey Home 
Team): 4 weekly sessions; activity story books, 
small group discussion, family fun night. 

NR Teachers, Peers 

Toomey et al., 
1996 

RCT + 
USA 

n=1,028 
7

th
 grade 

School, 
community, 

family 

Project Northland (Amazing Alternatives!): 
kickoff session for parent; 8-week peer led 
classroom curriculum; peer participation 
programme to create alcohol free alternative 
activities; home programme booklets mailed to 
parents; information for parents 

NR Teachers, Peers 

Komro et al., 1999 RCT + 
USA 

n=1,236 
6

th
 grade 

School, 
community, 

family 

Project Northland: peer leadership activities 
during Phase I  

NR Teachers, Peers 

Komro et al., 2008 RCT + 
USA 

N=4,259 
6

th
 grade 

School, 
community, 

family 

Project Northland (Chicago): Three year 
programme. See Perry et al., 1996 for details 

Theory of triadic influence, 
Perry‟s planning model for 
adolescent health 
promotion 

Teachers, peers 

Johnson et al., 
1990 

RCT + 
USA 

n=1,607 
age NR 

School, 
community 

Midwest Prevention Project (Kansas City): 
10 sessions; drug resistance skills, parent 
organisation programme, training for 
community leaders, mass media 

NR NR 

Chou et al., 1998 RCT -  
USA 

n=3,412 
7th grade 

School, 
community, 

family 

Midwest Prevention Project (Indianapolis): 
see Johnson et al., 1990 for details 

NR Teachers 
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5.5.3 Findings 

5.5.3.1 Short-term results (<6 months) 

All nine studies (Perry et al., 1996; Komro et al., 1999, 2001, 2008; Perry et al., 2002; Williams et al., 

1995; Toomey et al., 1996; Johnson et al., 1990; Chou et al., 1998) reported on the short-term effects 

of two long-term comprehensive multicomponent programmes.  

Knowledge and understanding 

None of the studies examined short-term intervention effects on knowledge. 

Attitudes and values 

Perry et al (1996) reported that students in the intervention district during Phase I of Project Northland 

had significantly lower scores on the peer influence scale at the end of the 8th grade compared to 

students in comparison districts. However, there were no significant differences between intervention 

and control communities on the self-efficacy or perceived access to alcohol scales. Among baseline 

non-users, students in the intervention districts had significantly lower scores at the end of 8th grade 

on the peer influence scale, and greater self-efficacy to refuse alcohol, relative to students in control 

districts. No difference was found between intervention and control baseline users. Perry et al (2002) 

reported that there were no differences in the trajectories of students‟ perceptions of peer influence to 

use alcohol or their perceived access to alcohol during phase two of Project Northland. During the 

interim phase when students were in ninth and tenth grade, students in intervention schools were 

significantly more likely to experience increased perceptions of peer influence to use alcohol and to 

decrease their self-efficacy to refuse alcohol. Komro et al (2008) examined a replication of Project 

Northland study among an urban, low-income population. Compared to the usual school curriculum, 

there were no effects of Project Northland on any of the measures of attitudes and values, including 

intentions, peer norms or self-efficacy. 

Personal and social skills 

None of the studies examined short-term intervention effects on personal and social skills 

Health and social outcomes relating to alcohol use and sexual health 

Perry et al (1996) reported that significant positive effects of Project Northland were found at the end 

of 8th grade (end of Phase one). Students in the intervention districts had significantly lower scores 

(p<0.05) on the tendency to use alcohol scale than students in control districts.  In addition, nonusers 

of alcohol at baseline in the intervention communities reported lower scores than nonusers in control 

communities at the end of 8th grade (p<0.01), but not at the end of 6
th
 or 7

th
 grade. In addition for all 

students, the percentages who reported alcohol use in the past month and past week were 

significantly lower in the intervention group at the end of 8th grade. For baseline nonusers, 

intervention students had significantly lower monthly and weekly alcohol use at the end of the 8th 

grade. The percentage of students who reported past year alcohol use were also significantly lower 

among baseline nonusers in the intervention districts at the end of the 7th grade (p<0.05) and 8
th
 

grades (p<0.01). Perry et al (2002) reported that students in the intervention schools were also 
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significantly less likely to increase their tendency to use alcohol and binge drinking during phase two 

of Project Northland. However, no differences were found on other measures, although intervention 

students were marginally less likely than control students to have increased their past month alcohol 

use during the 11
th
 and 12

th
 grades (p>0.05). During the interim phase (9

th
 and 10

th
 grades), students 

in the intervention schools were significantly more likely than control students to increase their alcohol 

use on all measures. Komro et al (1999) examined the effectiveness of two peer leadership 

components of the 7
th
 grade Project Northland intervention, „Amazing Alternatives!‟ programme. At the 

end of the 7
th
 grade, students who were elected peer leaders had higher scores on the Alcohol Use 

Tendency Scale
5
 than did those who had participated as volunteer peer leaders (p<0.01), students 

who did not participate as peer leaders (p<0.05) and (although not significant) students who 

participated as both elected and volunteer peer leaders (p>0.05). By the end of eighth grade no 

significant differences remained on the Alcohol Use Tendency Scale. Two studies examined the 

effects of Project Northland behavioural curricula. Williams and colleagues (1995; RCT +) found that 

at the end of the sixth grade the „Slick Tracy Home Team Programme‟, had no significant effects on 

alcohol use after controlling for baseline differences between intervention and control students. 

Toomey et al (1996) found that the „Amazing Alternatives! Home Programme‟ had no significant 

effects on any measure of alcohol use. 

Johnson et al (1990) reported that the MPP had no significant effects on alcohol use at the 3-year 

follow-up when students were in ninth and tenth grade. Chou et al (1998) reported the programme 

showed a secondary prevention effect on decreasing alcohol use at 6 months after the intervention. 

The effect was also marginally significant for alcohol use at the 1.5-year follow-up with results of the 

logistic regression analysis indicating that the secondary prevention effect diminished over time. 

5.5.3.2 Medium-term results (up to 12 months) 

None of the included studies reported medium-term follow-up data. 

5.5.3.3 Long-term results (>12 months) 

None of the included studies reported long-term follow-up data. 

5.5.4 Summary and evidence statements 

Eight studies (Perry et al., 1996; Komro et al., 2001; Perry et al., 2002; Williams et al., 1995; Toomey 

et al., 1996; Komro et al., 2008; Johnson et al., 1990; Chou et al., 1998) were identified that examined 

two multicomponent, school- and community-based programmes: Project Northland and the Midwest 

Prevention Project (MPP). Project Northland was a two phase community trial designed to prevent 

alcohol use and alcohol related problems among young adolescents. Risk factors for alcohol use 

were targeted through school-, home- and community-based intervention, including parental 

involvement/education programmes, behavioural curricula, peer leadership programmes, and 

community-wide task forces activities. The MPP consisted of four intervention components: (1) a 10 

                                                   
5
 A summary of alcohol use and intentions to use alcohol based on occasions of alcohol use (lifetime, last year, 

and last month), intentions to use alcohol (when 21 years or older, next year, month, and week). 
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session school-based programme focused on drug resistance skills training, additional homework 

sessions encouraging involvement with parents; (2) a parent organisation programme for reviewing 

school prevention policies and parent training in parent-child communication skills; (3) training of 

community leaders in organising a drug abuse prevention taskforce; and (4) mass media coverage. 

5.5.4.1 Knowledge and understanding 

None of the studies examined intervention effects on knowledge or understanding. 

5.5.4.2 Attitudes and values 

During Phase I of Project Northland (Perry et al., 1996; Komro et al., 2001), although there was 

evidence of positive intervention effects on peer influence, the intervention had no impact on self-

efficacy or perceived access to alcohol. In the interim phase of the project, students who participated 

in Project Northland were more likely than controls to experience increased perceptions of peer 

influence to use alcohol and to decrease their self-efficacy to refuse alcohol (Perry et al., 2002). 

5.5.4.3 Personal and social skills 

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

5.5.4.4 Health and social outcomes relating to alcohol use and sexual health 

Project Northland significantly reduced growth in binge drinking and tendency to use alcohol during 

Phase I and II of the programme (Perry et al., 1996; 2002; Komro et al., 2001), however, during the 

interim phase of the programme the growth in alcohol use was greater among intervention students 

than control students. The three-year MPP (Johnson et al., 1990; Chou et al., 1998) did not have 

significant effects on alcohol use in one cohort of ninth/tenth grade students, but a short-term 

secondary prevention effect was reported in a second cohort. 

Evidence statement 5 

5 (d) There is no evidence from eight RCTs
1 
to determine the impact of multicomponent, school- and 

community-based programmes on knowledge, or personal and social skills. 

5 (e) There is moderate evidence from three RCTs
2
 to suggest that Project Northland, a long-term 

multicomponent, school- and community-based programme, has no effects on attitudes and 

values related to alcohol consumption. 

5 (f) There is moderate evidence from two RCTs
3 

to suggest that the Midwest Prevention Project 

has no effects on alcohol consumption and inconsistent evidence from five RCTs
4
 to suggest 

that Project Northland may have mixed effects on alcohol consumption. Two RCTs
5
 showed 

reductions in alcohol consumption in a rural population, particularly among younger 

adolescents, but replication of the programme among an urban sample
6
 showed that the 

programme was not effective. Findings may only be partially applicable to the UK as studies 

were implemented in the USA and may not be generalisable beyond the populations studied. 

1
 Perry et al., 1996; Komro et al., 2001 (both RCT +); Perry et al., 2002 (RCT +); Williams et al., 1995 (RCT +); 

Toomey et al., 1996 (RCT +); Komro et al., 2008 (RCT +); Johnson et al., 1990 (RCT +); Chou et al., 1998 

(RCT -) 
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2
 Perry et al., 1996; Komro et al., 2001 (both RCT +); Perry et al., 2002 (RCT +); Komro et al., 2008 (RCT ++) 

3
 Johnson et al., 1990 (RCT +); Chou et al., 1998 (RCT -) 

4
 Perry et al., 1996; Komro et al., 2001 (both RCT +); Perry et al., 2002 (RCT +); Williams et al., 1995 (RCT +); 

Toomey et al., 1996 (RCT +); Komro et al., 2008 (RCT +) 
5
 Perry et al., 1996; Komro et al., 2001 (both RCT +); Perry et al., 2002 (RCT +) 

6
 Komro et al., 2008 (RCT ++) 
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Table 5.22. Multicomponent programmes: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Perry et al., 1996; 
Komro et al., 2001 

RCT + 

Project 
Northland 
(Phase 1) 

n=NR 

Usual 
curriculum 

n=NR 

up to end of 
8

th
 grade 

(81%) 
- 

 peer influence* 
NS self-efficacy 

NS perceived access to 
alcohol 

- 

Perry et al., 2002 RCT + 

Project 
Northland 
(Phase 2) 

n=NR 

Usual 
curriculum 

n=NR 

up to end of 
12

th
 grade 

(85%) 
- 

NS peer influence 
NS self-efficacy 

NS perceived access to 
alcohol 

- 

Komro et al., 2008 RCT ++ 

Project 
Northland 
(Chicago) 

n=29 schools 

Usual 
curriculum 

n=32 schools 
 

up to end of 
8

th
 grade 

n=3,802 
(95%) 

- 

NS alcohol intentions 
NS norms supportive of 

use  
NS perceived outcomes 

of supportive use 
NS resistance self-

efficacy 
NS access to alcohol 

- 
 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 5.23. Multicomponent programmes: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Perry et al., 1996; 
Komro et al., 2001 

RCT + 

Project 
Northland 
(Phase 1) 

n=NR 

Usual 
curriculum 

n=NR 

up to end of 
8

th
 grade 

(81%) 

 weekly alcohol use* 
 monthly weekly use* 

- 
 tendency to use 

alcohol* 

Perry et al., 2002 RCT + 

Project 
Northland 
(Phase 2) 

n=NR 

Usual 
curriculum 

n=NR 

up to end of 
12

th
 grade 

(85%) 

NS growth rate: weekly 
use 

NS growth rate: monthly 
use 

 growth rate: binge 
drinking* 

 growth rate: tendency 
to use alcohol* 

Williams et al., 1995 RCT + 

Project 
Northland 

(Slick Tracey 
Home Team) 

n=NR 

Usual 
curriculum 

n=NR 

end of 6
th
 

grade 
n=2,201 
(94%) 

NS alcohol use - - 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Toomey et al., 1996 RCT + 

Project 
Northland 
(Amazing 

Alternatives) 
n=521 

No 
intervention 

n=507 

up to end of 
8

th
 grade 

(83%) 
NS alcohol use - - 

Komro et al., 1999 RCT + 

Project 
Northland 

Peer leadership 
(elected or 
voluntary) 

n=NR 

Project 
Northland 
No peer 

leadership 
n=NR 

end of 7
th
 

grade 
n=NR 

- - 
 tendency to use 

alcohol (elected peer 
leaders*) 

end of 8
th
 

grade 
(78%) 

- - 
NS tendency to use 

alcohol 

Komro et al., 2008 RCT ++ 

Project 
Northland 
(Chicago) 

n=29 schools 

Usual 
curriculum 

n=32 schools 
 

up to end of 
8

th
 grade 

n=3,802 
(95%) 

NS alcohol use - - 

Johnson et al., 1990 RCT + 
MMP 

(Kansas City) 
n=NR 

Community 
components 

only 
n=NR 

PT (3 years) 
(84%) 

NS alcohol use - - 

Chou et al., 1998 RCT - 
MMP 

(Indianapolis) 
n=1,904 

Usual 
curriculum 
n=1,508 

PT (6 
months) 

NR 

 alcohol use (baseline 
users***) 

- - 

PT (1.5 
years) 

NR 

 alcohol use (baseline 
users**) 

- - 

2.5 years 
NR 

NS alcohol use - - 

3.5 years 
NR 

NS alcohol use - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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5.6 Peer support and counselling programmes 

5.6.1 Overview of evidence identified 

Five studies (Colnes, 2001; Padget et al., 2005; Webster et al., 2002; Bremberg & Arborelius, 1994; 

Valentine et al., 1998) examined five peer support and counselling programmes for students. Three 

studies (Colnes, 2001; Padget et al., 2005; Webster et al., 2002) examined peer support programmes. 

Colnes (2001) examined the effects of a four-day residential training retreat for peer leaders and 

Padget et al (2005) examined the impact of peer leadership training on high school students who 

taught the Protecting You/Protecting Me (PY/PM) curriculum to elementary students
6
. Webster et al 

(2002) examined the effects of participation in a peer support programme for year 7 students, who 

were supported by peers in year 11. Two studies (Bremberg & Arborelius, 1994; Valentine et al., 1998) 

examined counselling programmes, both of which included individual and group counselling sessions. 

Three studies were conducted in the USA, and one each in Australia and Sweden. All five 

programmes were school-based only and the provider for three peer support programmes (Colnes, 

2001; Padget et al., 2005; Webster et al., 2002) was peers alone. The two counselling programmes 

(Bremberg & Arborelius, 1994; Valentine et al., 1998) were delivered by health counsellors or 

educational psychology students, respectively. Only one study (Bremberg & Arborelius, 1994) 

reported the theoretical framework for intervention and was based on multiple theories (coping 

behaviour theory, self-efficacy theory, and social modelling). The sample size recruited across the 

included studies ranged from 76 to 428 and four of the five studies targeted older adolescents. 

Follow-up ranged from immediate post-test to a maximum of 6 months. 

5.6.2 Quality assessment 

Of the five studies identified for inclusion, one study (Colnes, 2001) was based on an RCT design; 

two studies (Padget et al., 2005; Valentine et al., 1998) were NRCTs; and two studies (Bremberg & 

Arborelius, 1994; Webster et al., 2002) were based on CBA designs. The RCT by Colnes (2000) 

appeared to have been adequately conducted, but the sample size for the study was small and the 

reported method of randomisation was inadequate. The two NRCTs differed in quality. Adequate 

details of the study methodology were reported for the study by Padget et al (2005) and overall the 

study was rated moderate quality, but there were differences in ethnicity and baseline alcohol use 

between intervention and comparison groups in the study by Valentine et al (1998). In addition, no 

data was reported on attrition of subjects and few methodological details were reported and the study 

was rated poorly. Neither CBA study (Bremberg & Arborelius, 1994; Webster et al., 2002) was of high 

quality nor was sufficient detail reported to adequately assess the methodological quality. Both 

studies were consequently rated poorly. 

                                                   
6
 The impact of this programme on its elementary school participants is discussed in Jones et al (2009). 
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Table 5.24. Alcohol education: peer support and counselling programmes 

Author 
Study design 

and rating 
Baseline 

population 
Setting Programme components Theoretical base Provider(s) 

Colnes, 2001 RCT + 

USA 
n=76 

mean 15.4 
years 

School 
Super Leaders: Four day residential 
training; after school peer leadership 
programme and activities  

Social skills training Peers 

Padget et al., 2005 NRCT + 
USA 

n=401 
High school 

School 
PYPM: One lesson per week for 8 weeks 
over 5 years; peer leader training 

NR Peers 

Webster et al., 
2002 

CBA - 
Australia 
n=428 

mean 12 years 
School 

10-16 sessions (45 minutes each); peer 
support programme, confidence and 
individuality development 

NR Peers 

Bremberg & 
Arborelius, 1994 

CBA - 
Sweden 
n=124 

15-16 years 
School 

It’s Your Decision: Six sessions; group 
discussions and individual counselling 

Coping behaviour, self-
efficacy theory, social 
modelling 

Health counsellor 
(teacher, school 
social worker, or 
school nurse) 

Valentine et al., 
1998 

NRCT - 

USA 
n=336 

mean 13; 15 
years 

School 
Urban Youth Connection: Individual, 
paired or group counselling 

NR 
Educational 
psychology 
students 
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5.6.3 Findings 

5.6.3.1 Short-term results (<6 months) 

Knowledge and understanding 

One study (Padget et al., 2005) examined the effects of a peer support prevention programme, which 

focused on reducing the dangers associated with drink driving. Students who taught the PY/PM 

programme to elementary school students demonstrated an increase in knowledge relating to the 

effects of alcohol (p<0.001) and the risks of high levels of alcohol use (p<0.05). 

Attitudes and values 

Two studies reported short-term intervention effects of two peer leadership programmes on attitudes 

and values. Colnes (2000) found that both intervention and control students had negative attitudes 

towards substance use at baseline and follow-up. There was no difference between intervention 

students who taught the PY/PM programme and controls (Padget et al., 2005) on any of the 

measures of attitudes and values including intentions or self-efficacy. At 4 months post baseline, 

intervention students who participated in the Its Your Decision counselling programme (Bremberg & 

Arborelius, 1994) reported a greater reduction in self attributed psychological problems related to 

alcohol (p<0.05). There was no difference in accidents related to alcohol, peer problems related to 

alcohol, parental problems related to alcohol or perceived lack of control of drinking. 

Personal and social skills 

Padget et al (2005) examined the effects of a peer support programme on the dangers of drinking and  

 driving. There was no evidence that the programme affected changes in riding with impaired drivers 

or driving after drinking. 

Health and social outcomes relating to alcohol use and sexual health 

Two studies reported short-term intervention effects of two peer support programmes on alcohol use. 

Colnes (2000) reported that there was no significant change in frequency of alcohol use in either peer 

leaders who participated in the Super Leaders programme or the control students between baseline 

and 4-months follow-up. Means for both the intervention and control groups at pre and post test 

indicated that students in both groups were largely abstinent from alcohol at baseline and follow-up. 

Padget et al (2005) found that students who taught the PY/PM programme reported lower levels of 

binge drinking at post-test relative to control students (p<0.05). However, there was no significant 

difference in the number of students reporting recent alcohol use at post-test. 

There were no short-term effects of the It‟s Your Decision counselling programme (Bremberg & 

Arborelius, 1994) on any measure of alcohol consumption (quantity, frequency, frequency of getting 

drunk) and Valentine et al (1998) found that there was no difference in use of different alcohol drinks 

in middle school students between intervention and comparison students. Among high school 

students, there was a greater proportion of users of liquor, beer, wine, and „alcopops‟ in the 

intervention group than the control group. 
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5.6.3.2 Medium-term results (up to 12 months) 

Knowledge and understanding 

None of the included studies examined medium-term intervention effects on knowledge and 

understanding. 

Attitudes and values 

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

Personal and social skills 

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

Health and social outcomes relating to alcohol use and sexual health 

One study (Webster et al., 2002) reported on the medium-term effects of a peer support programme 

on alcohol use. Webster et al (2002) found that the programme had no effects on the alcohol use. 

Over 6 months of follow-up, participants in both intervention and comparison schools showed an 

increase in the enjoyment and use of alcohol and there was no difference in the pattern of change 

between groups. 

5.6.3.3 Long-term results (>12 months) 

None of the included studies examined the long-term intervention effects of peer and counselling 

support programmes. 

5.6.4 Summary and evidence statements 

Five studies (Colnes, 2001; Padget et al., 2005; Webster et al., 2002; Bremberg & Arborelius, 1994; 

Valentine et al., 1998) examined peer support and counselling programmes for students. Three 

studies (Colnes, 2001; Padget et al., 2005; Webster et al., 2002) examined peer leadership or support 

programmes and two studies (Bremberg & Arborelius, 1994; Valentine et al., 1998) examined 

counselling programmes, both of which included individual and group counselling sessions. 

5.6.4.1 Knowledge and understanding 

None of the studies examined intervention effects on knowledge or understanding. 

5.6.4.2 Attitudes and values 

Three studies (Colnes, 2001; Padget et al., 2005; Bremberg & Arborelius, 1994) examined short-term 

intervention effects on attitudes and values. For two peer leadership programmes there appeared to 

be modest impacts on attitudes to alcohol. One study of peer leadership training (Colnes, 2001) found 

that both intervention and control students maintained negative attitudes towards substance use, but 

a second study (Padget et al., 2005) found positive intervention effects among students who taught 

the PY/PM programme on attitudes about the effects of alcohol use and the risks of high levels of 

alcohol use. One study of a counselling programme found that the programme had a positive impact 

on the number of psychological problems that students‟ attributed to their alcohol use (Bremberg & 

Arborelius, 1994). 
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5.6.4.3 Personal and social skills 

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

5.6.4.4 Health and social outcomes relating to alcohol use and sexual health 

Two studies (Bremberg & Arborelius, 1994; Valentine et al., 1998) reported on the short-term effects 

of in-school counselling programmes. Neither programme was shown to be consistently effective. In 

addition, one programme had potentially harmful effects on high school students‟ alcohol consumption. 

Three studies reported short-term data on the effectiveness of peer support programmes. Two of the 

programmes examined were shown to have no effects on the alcohol use of participants (Colnes, 

2000; Webster et al., 2002). However, peer leaders who taught the PY/PM programme reported lower 

levels of binge drinking (Padget et al., 2005). 

Evidence statement 6 

There is inconsistent evidence from one RCT, two NRCTs and two CBA studies
1
 to determine the 

effectiveness of counselling and peer support on attitudinal and behavioural outcomes related to 

alcohol use. Findings may only be partially applicable to the UK as studies were implemented in the 

USA and may not be generalisable beyond the populations studied. 

 
1
 Colnes, 2001 (RCT +); Padget et al., 2005 (NRCT +); Webster et al., 2002 (CBA -); Bremberg & Arborelius, 

1994 (CBA -); Valentine et al., 1998 (NRCT -) 
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Table 5.25. Peer support and counselling programmes: short-term programme effects on knowledge, attitudes and skills 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes Skills 

Colnes, 2001 RCT + 
Super Leaders 

n=38 

No 
intervention 

n=38 

PT 
n=66 
(87%) 

 NS attitudes  

Padget et al., 2005 NRCT + 
PY/PM 
n=218 

PAL only 
n=183 

PT 
n=329 
(82%) 

 effects of alcohol*** 
 risks of high levels of 

alcohol use* 
NS risks of low levels of 

alcohol use 

NS future intentions 
NS self-efficacy 

NS sources of alcohol 

NS riding with an 
impaired driver 

NS driving after drinking 

Bremberg & 
Arborelius, 1994 

CBA - 
It‟s Your 
Decision 

n=65 

No 
intervention 

n=59 

up to 2 
months 

87% 
- 

NS problems perceived 
to be related to alcohol 

use 
- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 5.26. Peer support and counselling programmes: short-term programme effects on health and social outcomes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Colnes, 2001 RCT + 
Super Leaders 

n=38 

No 
intervention 

n=38 

PT 
n=66 
(87%) 

NS frequency of alcohol 
use 

- - 

Padget et al., 2005 NRCT + 
PY/PM 
n=218 

PAL only 
n=183 

PT 
n=329 
(82%) 

NS recent alcohol use   binge drinking* - 

Bremberg & 
Arborelius, 1994 

CBA - 
It‟s Your 
Decision 

n=65 

No 
intervention 

n=59 

up to 2 
months 

87% 
NS alcohol consumption - - 

Valentine et al., 1998 NRCT - 
Urban Youth 
Connection 

n=187 

No 
intervention 

n=149 

PT 
NR 

 30-day beer use (high 
programme participation 

only) 
 30-day wine use (all 

students) 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 5.27. Peer support and counselling programmes: medium-term programme effects on health and social outcomes 

Author 
Study 
design 

Intervention Comparator Follow-up 
Outcomes 

Alcohol use Heavy alcohol use Other 

Webster et al., 2002 CBA - 
Peer support 

n=235 
Not reported 

n=193 

up to 6 
months 
n=326 

NS alcohol use - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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5.7 Review of published economic evaluations 

Two studies (Swisher et al., 2004; Pentz, 1998) were identified that met the criteria for inclusion in the 

review of published economic evaluations. Swisher et al (2004) assessed the cost-effectiveness of 

the standard Life Skills Training programme and infused Life Skills Training and Pentz (1998) 

assessed the costs, benefits and cost-effectiveness of the Midwestern Prevention Project.  

5.7.1 Review of Swisher et al (2004) 

5.7.1.1 Overview 

Swisher et al (2004) assessed the cost-effectiveness of the standard Life Skills Training programme 

and infused Life Skills Training. The study was conducted alongside the cluster RCT reported on by 

Smith and colleagues (2004) (see Section 5.3). The aim of the economic evaluation was to compare 

the costs and effects of Infused Life Skill Training (I-LST) with those of Life Skill Training (LST).  

5.7.1.2 Summary of effectiveness data 

Details of the effectiveness of LST and I-LST (Smith et al., 2004) are discussed in Section 5.3. Briefly, 

the study examined the standard LST curriculum compared to an infused approach to the curriculum, 

which had no set number of lessons and was incorporated across subject areas. Nine middle schools 

were randomly assigned to three conditions: LST; I-LST; or control. The setting for the study was 

schools of lower socio economic status in rural communities in Pennsylvania, USA. Effectiveness 

data was not clearly presented in the economic study.  

5.7.1.3 Summary of resource utilisation and cost data 

The authors only included additional costs required to implement either I-LST or LST. Therefore the 

cost elements included in the analysis broadly covered the costs of teacher training, lesson 

development and programme time and, student and teacher materials. The authors did not report how 

the cost data were obtained or the year in which costs were expressed. Total cost elements and 

associated cost data are presented for the programme in Table 5.28. 

Table 5.28. Cost elements (reproduced from Swisher et al., 2004) 

Cost elements Infused LST Standard LST Difference 

7
th

 grade 

Total 7
th
 grade $ 51384.32 $ 32041.25 19343.07 

Total 7
th
 grade by Student $ 129.11 $ 95.65 33.46 

      

8
th

 grade 

Total 8
th
 grade $ 46442.11 $ 20822.01 25620.10 

Total 8
th
 grade by Student $ 116.69 $ 62.16 54.33 

 

Total both grade $ 97826.43 $ 52863.26 44963.18 

Total both grades by Student $ 245.80 $ 157.80 87.99 
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5.7.1.4 Summary of cost-effectiveness data 

The authors describe a CEA with calculations of incremental costs of the LST and I-LST programmes 

per year per student. After one year, the authors reported that the standard LST programme was 

more cost-effective than I-LST by $33.46 per student. In the second year, the authors reported that 

LST had no effects and cost $62.16 per student, but that whereas I-LST was more costly at $116.69 

per student, it reduced smoking among females and was therefore more cost-effective. The authors 

undertook an analysis of the project costs of the programme over three years. In the third year, they 

projected that the cost per student for delivery of the programme over two school grades would be 

$91.65 for I-LST compared to $92.63 for LST. The 3-year total costs of the two programmes were 

estimated at $109,429.04 and $93,088.17, respectively. 

5.7.1.5 Comments 

The description of the interventions and their effects were not clearly reported. The description of 

resource use and unit costs of each alternative was adequately reported but not clearly tabulated. The 

authors refer indirectly to the use of marginal costs, considering the costs of both interventions as 

incremental compared to normal practice. No discount rate appears to have been applied although 

the authors refer to a time horizon. The authors report that the study design used is a cost-

effectiveness analysis (CEA), however no incremental cost-effective ratios (ICERs) are expressed or 

reported and it is unclear how costs were related to outcomes (effects). What the authors call a 

sensitivity analysis is in fact a continuation model projecting the results of year 2 to year 3. Given the 

poor methodological and reporting quality of the study, the lack of clarity as to the effects described, 

the setting and the considerable attrition of participants in the original trial, the results of the study are 

unlikely to be generalisble to a UK context. 

5.7.2 Review of Pentz (1998) 

5.7.2.1 Overview 

Pentz (1998) assessed the costs, benefits and cost-effectiveness of the Midwestern Prevention 

Project (MPP). Approximate costs, benefits, and cost-effectiveness were calculated from 5-year 

follow-up (6-year) outcome data and operational costs. 

5.7.2.2 Summary of effectiveness data 

As reported in the effectiveness review, the overall research design of the MPP included a quasi-

experimental trial in Kansas City, Kansas and Kansas City, Missouri, followed by an experimental trial 

in Indianapolis. Pentz (1998) reported on the whole sample of students who received the MPP, which 

included students based in 107 junior or middle schools and 62 senior schools (approximately 26,000 

adolescents entered the intervention each year). Follow-up was initially at 5 years but the text reports 

on the follow-up of a sub sample of 1,002 participants into adulthood. The programme described by 

Pentz (1998) consisted of five components: (1) mass media programming (31 programmes a year for 

the first 3 years); (2) a school programme (13 sessions in the sixth/seventh grade and 5 booster 

sessions the following year); (3) a parenting programme (education and coordination of parents with 
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school policy in years 2 and 3 and towards the end of middle school); (4) community organisation 

(community leader training, organisation, planning, and implementation of community prevention 

campaigns); and (5) local policy change in years 4  and 5
7
.  

The effects of the MPP were reported based on a random sample of 5,055 students from most of the 

Kansas City area. The author reported an accumulated 3-year net reduction of 9% in the incidence of 

monthly drunkenness, decreasing to approximately 2.5% by year 5. The effects on alcohol 

consumption appeared to be maintained into adulthood. 

5.7.2.3 Summary of resource utilisation and cost data 

Approximate costs for each prevention component of the MPP for each year of delivery are shown in 

Table 5.29. 

Table 5.29. Approximate direct costs of the MPP by component (in thousands of dollars) 

Prevention component 1984-85 1985-86 1986-87 1987-88 1988-89 1989-90 

Programme development 150 250 45 180 96 90 

Training 44 88 118 162 176 176 

Implementation 179 316 609 667 834 865 

Institutionalisation - 22 44 44 66 88 

Programme subtotal 373 676 816 1053 1166 1229 

Research/evaluation 246 470 565 776 879 925 

Total (research + 
programme) 

768 1146 1381 1829 2045 2144 

Dollars per family  (total) 102 51 37 36 34 30 

 

However, the author estimated that costs of delivering the MPP as a “packaged product” would be 

less than those presented. Therefore, the yearly cost of the MPP was estimated at $31 per family 

(year of costs was not reported) in a large city of over 1 million, although start-up costs were 

estimated to be more than treble this figure. However, the author cautions that this may be a 

conservative estimate of cost as it does not take into account constant development costs and the 

“ownership” of the programme by the community, which may impose further change on the design 

and content of the intervention. 

5.7.2.4 Summary of cost-effectiveness data 

The results of the cost-benefit analysis (CBA) presented by the author show a $700 net saving per 

family per year resulting from a reduction in monthly drunkenness. Cost benefits ratios are also 

favourable (ratio to $1 spent on prevention to saving is $1:1.69). Costs and benefits were based on 

26,000 new families being added per year to the prevention programme. 

                                                   
7
 This was an additional component not described in the study by Johnson and colleagues (1990) that was 

included in the review of effectiveness. 
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The authors also undertook a CEA. The MPP was compared to drug education “as usual”, which was 

estimated to cost $6 per student. Usual drug education programmes were assumed to have no effects 

on alcohol or other substance use behaviours. Results of the CEA are shown in Table 5.30. 

Table 5.30. Results from the cost-effectiveness analysis of the MPP 

Variables  MPP 
Traditional 

drug 
education 

Extra cost 
(ΔC) 

Extra effect 
(ΔE) 

Average cost C $31 $6 $25 - 

Reduction in monthly 
drunkenness 

E 2.5% 0 - 2.5% 

Incremental analysis 

ICER ΔC/ ΔE $25/2.5 = $10 - - 

 

Compared to “usual” drug education the ICER of the MPP was reported to be equal to the ratio of its 

incremental cost per incremental effects, equivalent to $10 per net reduction in the incidence of 

monthly drunkenness. The authors do not report whether discount rates were applied in the analyses. 

5.7.2.5 Comments  

The economic evaluation is based on effectiveness data presented in a conference abstract and was 

therefore not included in the review of effectiveness (Section 5). In addition, the authors made the 

assumption that “usual” drug education had little or no effect on alcohol use behaviours. However, 

given from the results presented that the intervention appears to be effective into adulthood, it is 

possible that the intervention may be exportable into a UK setting and the costs may represent value 

for money when compared to the benefits. 

5.7.3 Summary and evidence statements 

Two studies (Swisher et al., 2004; Pentz, 1998) were identified that met the criteria for inclusion in the 

review of published economic evaluations. Swisher et al (2004) assessed the cost-effectiveness of 

standard and infused LST, and Pentz (1998) assessed the costs, benefits and cost-effectiveness of 

the MPP. Evaluations of the effectiveness of these programmes were identified and included in 

Section 5.3. 

The standard LST programme was found to be more cost effective than I-LST by $33.46 per student 

after 1 year of intervention delivery. In the second year, however, standard LST had no effects and 

the authors conclude that I-LST is more cost-effective. The 3-year total costs of the two programmes 

were estimated at $109,429.04 and $93,088.17, respectively. 

The results of the cost-benefit analysis (CBA) of the MPP demonstrated a $700 net saving per family 

per year resulting from a reduction in the incidence of monthly drunkenness. Cost benefits ratios were 

also shown to be favourable (ratio to $1 spent on prevention to saving is $1:1.69). Compared to 

“usual” drug education the ICER of the MPP was reported to be equal to the ratio of its incremental 

cost per incremental effects, equivalent to $10 per net reduction in the incidence of monthly 

drunkenness.  
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Evidence statement 7 

There is inconsistent evidence from two economic evaluation studies
1
 to determine the cost-

effectiveness of school-based interventions that aim to prevent or reduce alcohol use in young people 

under 18 years old. 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. 

1
 Swisher et al., 2004 (CEA -); Pentz, 1998 (CBA/CEA +) 
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6 Sex and relationships education 

A total of 75 articles met the criteria for inclusion in the review of sex and relationships education 

programme. Nine articles were systematic reviews and meta-analyses, 65 articles reported on 

evaluations of sex and relationships education interventions, and one article was an economic 

evaluation study. 

6.1 Systematic reviews and meta-analyses 

Nine systematic reviews and meta-analyses were identified that examined the effectiveness of sex 

and relationships education interventions aimed at children aged 11-19 years, including abstinence 

and abstinence plus safer-sex programmes, safer-sex promotion and sexuality interventions. 

6.1.1 Quality assessment 

The reviews undertaken by Oakley et al (1995), Sales et al (2006) and Underhill et al  (2007; 2008) 

were all rated „SR ++‟. These reviews were well conducted and included clearly reported methodology, 

which detailed a sufficiently rigorous search of the literature, and demonstrated how study quality was 

considered during analysis of the results. The quality of the meta-analysis by Franklin et al (1997) was 

judged to be adequate, but details around whether studies were similar enough to combine were 

poorly addressed by the authors and the article was rated „SR +‟. The review undertaken by Bennett 

and Assefi (2005) did not include a quality assessment of included studies, but the study was judged 

to be generally well-conducted and rated „SR +‟. Similarly, study quality was not reported by Robin et 

al (2004) or Pedlow and Carey (2003), but other aspects of the reviews were adequately covered and 

these were rated „SR +‟. The review undertaken by Kirby and colleagues (1994) was rated „SR +‟. The 

review addressed an appropriate and clearly focused question but did not assess quality of the 

included studies and the description of the literature search was not reported in sufficient detail to 

ascertain whether it was sufficiently rigorous. 

6.1.2 Findings 

Nine systematic reviews evaluated abstinence only and abstinence plus safer-sex promotion 

programmes (Underhill et al., 2007, 2008; Bennett & Assefi, 2005), safer-sex promotion (Oakley et al., 

1995; Franklin et al., 2007; Kirby et al.,1994; Pedlow and Carey, 2003; Robin et al., 2004) and sexual 

behaviour-focused interventions (Sales et al., 2006). Findings from three reviews that examined 

abstinence-only and abstinence-plus programmes (Underhill et al., 2007, 2008; Bennett and Assefi, 

2005) indicated that there is no evidence that these interventions cause harmful or adverse effects on 

relevant behavioural outcomes such as sexual activity. Underhill et al (2007) reported that abstinence-

only programmes were ineffective at reducing sexual-risk behaviour, pregnancy and STI incidence 

and Bennett and Assefi (2005) suggested that any positive abstinence programme effects were only 

modest and short-term. Regarding abstinence-plus programmes, Bennett and Assefi (2005) reported 

that studies that included education about contraception significantly influenced knowledge and use of 

contraception. Underhill et al (2008) indicated that evidence for abstinence-plus programmes reducing 

HIV risk behaviours was limited, but that results consistently favoured abstinence-plus groups over 

controls for a range of behavioural outcomes including sexual activity, number of partners, sexual 
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initiation and condom use and significantly improved knowledge about AIDS/HIV. Additionally, Kirby 

et al (1994) concluded that there was insufficient evidence to draw conclusions about the 

effectiveness of abstinence-only programmes on sexual or contraceptive behaviours. The suggestion 

therefore is that abstinence-only programmes have limited effects or are ineffective for preventing or 

reducing sexual risk behaviours. Oakley et al (1995) also found evidence that abstinence only 

education may have an adverse effect and actually increase sexual experimentation among students. 

For abstinence-plus programmes, which incorporate information on safer sex, there is evidence of 

positive effects on sexual-risk behaviours, and knowledge and use of contraceptives (Bennett & 

Assefi, 2005).  

Franklin et al (1997) reported that pregnancy prevention interventions were more effective at 

impacting upon contraception use and pregnancy rates than on sexual activity and that contraception 

knowledge-building or distribution programmes were more effective than interventions such as 

abstinence programmes. Positive results of HIV prevention interventions were noted by Pedlow and 

Carey (2003), but effective programmes produced small effect sizes. Oakley et al (1995) reported that 

there is no evidence that providing young people with information or contraception results in increases 

in risky sexual behaviours and similarly Kirby et al (1994) reported finding no evidence that sexuality 

and AIDS education increases sexual activity. The implications are that evidence points towards 

safer-sex interventions having some limited effects for preventing unwanted behaviours, but that they 

do not appear to increase the risk of these behaviours occurring. 

Four reviews (Kirby et al., 1994; Pedlow and Carey, 2003; Robin et al., 2004; Sales et al., 2006) 

identified characteristics of interventions that were effective. Evidence suggests that more effective 

studies were theoretically based with social cognitive theory the most successfully applied theory, 

(Kirby et al., 1994; Pedlow and Carey, 2003; Sales et al., 2006) and used trained adult educators 

(Robin et al., 2004; Sales et al., 2006), although it was recognised that trained peer providers could 

also be effective (Robin et al., 2004). Two reviews reported that successful interventions applied 

interactive strategies (Robin et al., 2004; Sales et al., 2006) and two highlighted the importance of 

including highly specific content focusing on reducing sexual risk behaviour such as skills about 

condom use or refusing sex (Kirby et al., 1994; Robin et al., 2004). 

6.1.3 Summary and evidence statements 

Nine systematic reviews evaluated abstinence only and abstinence plus safer-sex promotion 

programmes (Underhill et al., 2007, 2008; Bennett & Assefi, 2005), safer-sex promotion (Oakley et al., 

1995; Franklin et al., 2007; Kirby et al.,1994; Pedlow and Carey, 2003; Robin et al., 2004) and sexual 

behaviour-focused interventions (Sales et al., 2006). Findings from three reviews that examined 

abstinence-only and abstinence-plus programmes (Underhill et al., 2007, 2008; Bennett and Assefi, 

2005) indicated that abstinence-only programmes have limited effects or are ineffective for preventing 

or reducing sexual risk behaviours. In addition, Oakley et al (1995) found evidence to suggest that 

abstinence only education may have an adverse effect and actually increase sexual experimentation 

among students. For programmes that incorporated information on safe sex and use of contraception, 

there was evidence from five reviews (Underhill et al., 2008; Pedlow & Carey, 2003; Franklin et al., 
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1997; Kirby et al., 1994; Oakley et al., 1995) to suggest that interventions may have effects on 

preventing sexual risk behaviours, but that these effects tend to be modest. There was no evidence 

that sexuality and AIDS education increased sexual activity. 

Evidence statement 8 

8 (d) There is strong evidence from three systematic reviews
1
 to suggest that abstinence-only 

programmes have limited effects or are ineffective for preventing or reducing sexual risk 

behaviours. 

8 (e) There is moderate evidence from five systematic reviews
2
 to suggest that interventions 

incorporating information on safer sex and contraceptive use may have positive, but limited 

effects on preventing sexual risk behaviours. There is no evidence that such programmes 

increase the occurrence of sexual activity among young people. 

8 (f) There is moderate evidence from four systematic reviews
3
 to suggest that effective 

characteristics of sexual risk reduction interventions include: (1) a theoretical basis; (2) use of 

trained adult health educators as providers; and (3) provision of highly specific content focusing 

on sexual risk reduction. 

1
 Underhill et al., 2007, 2008 (both SR ++); Bennett and Assefi, 2005 (SR +); Kirby et al., 1994 (SR +); Oakley et 

al., 1995 (SR ++) 

2
 Pedlow & Carey, 2003 (SR +); Franklin et al., 1997 (SR +); Kirby et al., 1994 (SR +); Oakley et al., 1995 (SR 

++); Underhill et al., 2008 

3
 Kirby et al., 1994 (SR +); Pedlow and Carey, 2003 (SR +); Robin et al., 2004 (SR +); Sales et al., 2006 (SR ++)
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Table 6.1. Sex and relationships education: systematic reviews and meta-analyses 

Author (Year) Design Inclusion/exclusion 
Number of 

studies 
Findings 

Franklin et al., 1997 SR + 

Studies with a primary 
focus on the primary 
prevention of adolescent 
pregnancy 

32 studies 

Programmes had a greater effect on contraceptive use and pregnancy rates, than on 
sexual activity. 

Contraceptive knowledge building programmes and contraceptive distribution 
programmes are more effective than other sex education programmes (e.g. abstinence-
only programmes).  

Bennett & Assefi, 
2005 

SR + 

School-based 
programmes reporting 
intervention impact on 
sexual and contraceptive 
behaviour. USA only. 

16 studies 

Some abstinence-only and abstinence-plus programmes can change sexual 
behaviours, however effects relatively modest and only lasted short-term. No evidence 
that abstinence-plus programmes increased sexual activity. 

Programmes that offered contraceptive education significantly influenced students' 
knowledge and use of contraception. 

Kirby et al., 1994 SR + 

School-based 
interventions, impact on 
sexual or contraceptive 
behaviours measured 

16 studies 

Insufficient evidence to determine if school-based abstinence-only programmes delay 
the onset of intercourse or affect other sexual or contraceptive behaviours. 
 
Two curriculums that specified delaying the onset of sexual intercourse as a clear goal - 
Postponing Sexual Involvement and Reducing the Risk - delayed the initiation of sex. 
Postponing Sexual Involvement significantly reduced the frequency of intercourse. Only 
two of the eight programmes (AIDS Prevention for Adolescents in School and an 
untitled curriculum by Schinke et al) included significantly increased contraceptive use 
among all experienced youths, but two additional programmes (Postponing Sexual 
Involvement and Reducing the Risk) increased contraceptive use among specific 
groups of students. 

Oakley et al., 1995 SR ++ 
Sexual health 
interventions for young 
people aged 0-19 years 

65 studies; 
48 school-

based 

No evidence that providing practical information and contraception leads to sexual risk 
taking behaviour, but there is evidence that chastity education may encourage sexual 
experimentation. 

Underhill et al., 2007 SR ++ 
Abstinence-only 
interventions with HIV 
prevention as stated goal 

8 studies 
No evidence that abstinence-only programs can effectively encourage abstinent 
behaviour; although programs did not appear to cause harm.  Overall, programmes 
were ineffective for preventing or decreasing sexual activity. 

Underhill et al., 2008 SR ++ 

Abstinence-plus programs 
designed to influence 
behaviour change on at 
least one  outcome 
measure related to HIV 
transmission 

37 studies 

No evidence that abstinence-plus programmes increase HIV risk among youth 
participants in high-income countries and multiple evaluations found that the 
programmes can decrease HIV risk.  

No conclusive evidence that abstinence-plus programmes can reduce STI incidence 
and limited evidence that abstinence-plus programmes can reduce pregnancy 
incidence; however, direction of effects consistently favoured abstinence-plus programs. 
Programmes had mixed effects on sexual behaviour 
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Author (Year) Design Inclusion/exclusion 
Number of 

studies 
Findings 

Sales et al., 2006 SR ++ 

School, community or 
clinic based interventions 
or interventions 
developed for special 
populations 

39 studies; 
13 school-

based 

Successful school-based interventions appeared to be theoretically based, implemented 
by trained teachers or health educators, and include a variety of skills and knowledge 
building didactic and interactive activities. 

Pedlow & Carey, 
2003 

SR + 
HIV risk reduction 
interventions targeting 
teenagers 

22 studies 

HIV risk reduction interventions have been shown to be effective but are associated with 
small effect sizes. Most effective studies emphasised a theoretical framework, most 
often Social Cognitive Theory. Interventions with multiple sessions or long doses have 
been no more successful than those with shorter doses. 

Robin et al., 2004 SR + 

Behavioural interventions 
targeting HIV, STD, and 
pregnancy for young 
people aged 13 years or 
younger 

24 studies; 9 
school-based 

Programmes that produced positive effects: (1) used trained adult facilitators, and two 
other programmes with positive effects also used trained peer facilitators; (2) included 
content that was specific to reducing sexual risk behaviour such as refusal of unwanted 
sex and condom-use skills; and (3) commonly employed interactive and participatory 
educational strategies. 
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6.2 UK-based studies 

6.2.1 Overview of evidence identified 

Twelve UK studies, evaluating seven programmes, were identified that could be defined as 

predominantly sex and relationships education. Typically these programmes focused on areas of 

sexual health including contraception, sexually transmitted infections, sexual health services and 

relationships. Seven studies (Henderson et al., 2007; Mellanby et al., 1995; 2001; Stephenson et al., 

2004; 2008; Tucker et al., 2007; Wight et al., 2002) reported on evaluations of three comprehensive 

school-based programmes, A PAUSE, RIPPLE and SHARE (Sexual Health and Relationships: Safe, 

Happy and Responsible). Two studies (Mellanby et al., 1995; 2001) examined the A PAUSE sex 

education programme. Mellanby et al (2001) conducted a follow-on study of the original controlled, 

repeat cross-sectional study by Mellanby et al (1995). The follow-on study (Mellanby et al., 2001) 

compared the effects of the peer-led elements of the programme to adult delivery of the same 

material. The RIPPLE study (Stephenson et al., 2004; 2008) examined the effectiveness of a peer-led 

sex education programme compared to teacher-led SRE. Three studies (Wight et al., 2002; 

Henderson et al., 2007; Tucker et al., 2007) examined the effectiveness of the SHARE programme. 

Two studies (Wight et al., 2002; Henderson et al., 2007) examined the medium- to long-term effects 

of the programme in the same sample of studies and Tucker et al (2007) undertook a replication study 

of the programme. Two studies (Gillies et al., 1990; Bellingham et al., 1993) reported on evaluations 

of the Streetwize UK AIDS education comic and Denman et al (1995) examined a theatre in education 

programme. Two studies (Graham et al., 2002; Magnusson et al., 2004) examined single lessons 

focusing on emergency contraception and contraceptive services, respectively. The majority of 

studies took place within normal school hours while one evaluation of the Streetwize programme 

(Bellingham and Gillies, 1993) was set within youth training centres (YTCs) that catered for young 

people who had just left school. 

For 11 studies, no detail of the theory that the programme was based on was provided. The 

theoretical basis for the A PAUSE programme (Mellanby et al., 1995) was applied social learning 

theory. Teachers were the programme provider for three programmes (an emergency contraception 

education programme [Graham et al., 2002]; SHARE [Henderson et al., 2007; Tucker et al., 2007; 

Wight et al., 2002]) and one evaluation of the Streetwize programme (Gillies et al., 1990), with centre 

trainers providing the intervention in the second evaluation (Bellingham and Gillies, 1993). 
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Table 6.2. Sex and relationships education: UK studies 

Author 
Study 
design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Gillies et al., 
1990 

CBA - School 
n=284 students, 

14 years 

Streetwize UK: HIV comic, containing 'real life' 
stories about HIV transmission, quizzes, information 
and useful contact numbers; accompanied by 
teachers guide and suggestions for role play and peer 
group approaches 

Not reported Teachers 

Bellingham & 
Gillies, 1993  

RCT + 
Youth Training 
Centres 

n=337, 16-19 
years 

Streetwize comic: one session in youth training 
centres; information about HIV, AIDS, body fluids and 
transmission, sex and risk, sexual relationships, and 
social and sexual behaviour and attitudes. 

Not reported Other: trainers 

Denman et al., 
1995 

CBA - School 
n=807 students; 

13-14 years 
Theatre in HIV and AIDS education: 30 minute play 
and 1.5 hour workshop; HIV/AIDS prevention 

Not reported External: theatre group 

Graham et al., 
2002 

RCT ++ School 
n=3,234 year 10 

students 
One two-hour lesson for pupils; in-service teacher 
training about emergency contraception 

Not reported Teachers 

Magnusson et 
al., 2004 

NRCT - School 
n=589 students, 

13-14 years 

One lesson promotion of contraceptive services; 
location, opening hours, service provided and 
confidentiality policy. 

Not reported Health professional 

Mellanby et al., 
1995 

NRCT + School 
n=6,573 

students; 15-16 
years 

A PAUSE Program: 25-30 one-hour lessons over 
three years; puberty, contraception, reproductive 
health, assertiveness training, and negotiation in 
relationships. 

Not reported 
Doctor, Teacher, Peer 
led 

Mellanby et al., 
2001 

CBA + School 
n=1,675 year 9 

students 

A PAUSE Program: 10 sessions; puberty, 
contraception, reproductive health, assertiveness 
training, and negotiation in relationships. 

Social learning 
theory 

Other: teacher and 
nurse; peers 

Stephenson et 
al., 2004; 2008 

RCT ++ School 
n=8,766 year 9 
students, mean 

13.7 years 

RIPPLE: Three one-hour sessions; relationships, 
STIs, condoms, contraception, sexual health services 
and sexual communication 

Not reported Peer led 

Wight et al., 
2002 

RCT ++ School 
n=7,616 

students, 13-15 
years 

SHARE (Sexual Health and Relationships: Safe, 
Happy and Responsible): 20 sessions over two 
years (10 in year 9, 10 in year 10) aimed at reducing 
unsafe sexual behaviour and unwanted pregnancy 
and improving the quality of relationships 

Not reported Teachers 
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Author 
Study 
design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Henderson et 
al., 2007 

RCT ++ School 
n=4,215 female 
students, 13-15 

years 

SHARE (Sexual Health and Relationships: Safe, 
Happy and Responsible): 20 sessions over 2 years 
(10 in year 9, 10 in year 10) aimed at reducing unsafe 
sexual behaviour and unwanted pregnancy and 
improving the quality of relationships 

Not reported Teachers 

Tucker et al., 
2007 

CBA - School 
n=4,324 

students, median 
14.5 years 

SHARE (Sexual Health and Relationships: Safe, 
Happy and Responsible): Revised teaching 
materials, multidisciplinary staff training, planned 
multidisciplinary classroom delivery by teachers and 
nurses, and access to sexual health services at drop-
in centres for pupils. 

Not reported Teachers 
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The RIPPLE programme (Stephenson et al., 2004; 2008) was led by peers and an intervention based 

on a single lesson about contraceptive services (Magnusson et al., 2004) was provided by external 

health professionals, while the A PAUSE programme (Mellanby et al., 1995; 2001) involved doctor-, 

nurse-, teacher- and peer-led sessions. 

The studies varied greatly in the number of participants recruited, from 284 to 7,616, with seven of the 

evaluations (Graham et al., 2002; Henderson et al., 2007; Mellanby et al., 2004; Mellanby et al., 2001; 

Stephenson et al., 2004; 2008; Tucker et al., 2007) involving more than 1,500 participants. Six studies 

(Graham et al., 2002; Henderson et al., 2007; Stephenson et al., 2004; 2008; Tucker et al., 2007 and 

Wight et al., 2002) discussed the use of power calculations to ensure that an appropriate sample size 

required to detect a significant effect was selected. 

Eleven studies (Denman et al., 1995; Graham et al., 2002; Magnusson et al., 2004; Henderson et al., 

2007; Tucker et al., 2007; Wight et al., 2002; Gillies et al., 1990 Stephenson 2004; 2008; Mellanby et 

al., 1995; 2001) evaluated programmes that targeted adolescents aged between 13 and 15 years. A 

second evaluation of the Streetwize comic programme was set in youth training centres (YTCs) 

(Bellingham and Gillies, 1993) and involved older adolescents aged 16-19 years. 

Length of follow-up varied greatly across studies, from immediate post-test to over four years. 

Evaluation of the Theatre in HIV and AIDS education programme (Denman et al., 1995), the 

Streetwize UK comic (Gillies et al., 1990; Bellingham & Gillies, 1993) and an intervention based on a 

single lesson on emergency contraception (Magnusson et al., 2004) were based on immediate post-

test or short-term follow-up only. Effects of two interventions, the A PAUSE programme (Mellanby et 

al., 1995; 2001) and an intervention based on a single lesson on emergency contraception (Graham 

et al., 2002) were examined over the medium-term. Evaluation of the A PAUSE programme was 

based on follow-up at both immediate post-test (Mellanby et al., 2001) and 1-year (Mellanby et al., 

1995). Evaluation of the RIPPLE and SHARE programmes included both medium- and long-term 

follow-up, at 6-, 12- and 18-months (Stephenson et al., 2004; Tucker et al., 2007), and over four years 

after intervention (Henderson et al., 2007; Stephenson et al., 2008). Two medium-term evaluations of 

SHARE (Tucker et al., 2007) and the A PAUSE programme (Mellanby et al., 1995) were based on 

cross-sectional surveys. 

6.2.2 Quality assessment 

Of the 12 studies, six (Bellingham and Gillies, 1993; Graham et al., 2002; Henderson et al., 2007; 

Stephenson et al., 2004; 2008; Wight et al., 2002) were RCTs; two studies were based on an NRCT 

design (Magnusson et al., 2004; Mellanby et al., 1995) and five studies were CBA studies (Denman et 

al., 1995; Gillies et al., 1990; Mellanby et al., 2001; Tucker et al., 2007). All RCT and NRCTs were 

based on cluster randomisation conducted at the organisational level (school: Graham et al., 2002; 

Henderson et al., 2007; Magnusson et al., 2004; Mellanby et al., 1995; Stephenson et al., 2004; 2008; 

Wight et al., 2002; training centre: Bellingham & Gillies, 1993). For one study (Magnusson et al., 2004) 

it was not possible to determine the unit of analysis, but for six RCTs the unit of analysis was not 

matched to unit of randomisation. Five studies including the emergency contraception education 

programme (Graham et al., 2002), RIPPLE (Stephenson et al., 2004; 2008) and two evaluations of 
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the SHARE programme (Henderson et al., 2007; Wight et al., 2002) were rated good quality (++ 

rating). Graham et al (2002) and Stephenson et al (2004; 2008) provided details of randomisation, 

using computer generated methods so were rated good quality (++) on this criteria, whereas all other 

RCTs did not report details about their methods of randomisation, making it impossible to judge 

whether selection bias had been adequately minimised. Outcomes were generally well reported, but 

did not always include behavioural outcomes (Denman et al., 1995; Gillies et al., 1990; Mellanby et al., 

2001). The analysis undertaken was also well reported in general although effect sizes or significance 

values were not able to be determined in one study (Denman et al., 1995). One RCT (Stephenson et 

al., 2004) reported intention to treat analysis. One study, an NRCT (Magnusson et al., 2004), was 

rated poor quality (- rating) because of poor analyses, short-term follow-up and a lack of details 

regarding the method of allocation to intervention and control groups. 

6.2.3 Findings 

6.2.3.1 Short-term results (<6 months) 

Five studies (Bellingham and Gillies, 1993; Denman et al., 1995; Gillies et al., 1990; Magnusson et al., 

2004; Mellanby et al., 2001) evaluated short-term outcomes for four interventions: the Streetwize UK 

comic; a Theatre in HIV and AIDS education programme; an intervention based on a single lesson 

about contraceptive services; and the A PAUSE programme. 

Knowledge and understanding 

Four studies (Bellingham and Gillies, 1993; Denman et al., 1995; Gillies et al., 1990; Mellanby et al., 

2001) examined short-term knowledge outcomes with generally positive results. Three studies 

(Bellingham and Gillies, 1993; Denman et al., 1995; Gillies et al., 1990) examined the impact of two 

programmes (Streetwize comic; Theatre in HIV and AIDS) on knowledge relating to HIV and AIDS. A 

study of a theatre in HIV and AIDS production (Denman et al., 1995), and two studies of the 

Streetwize comic intervention, one with young people attending YTCs (Bellingham and Gillies, 1993) 

and a second with school pupils (Gillies et al., 1990), reported positive intervention effects on HIV and 

AIDS knowledge (both p<0.001). The peer-led version of the A PAUSE Programme (Mellanby et al., 

2001) was found to have had a lesser impact on knowledge related to STIs in comparison to the 

adult-led version (p<0.01). 

Attitudes and values 

All five studies evaluated outcomes relating to attitudes and results indicated that programmes were 

less effective at influencing participants‟ attitudes than knowledge. One evaluation of the Streetwize 

comic with young people attending YTCs (Bellingham and Gillies, 1993) measured behavioural 

intentions relating to contraception and reported no significant differences between the intervention 

and comparison groups. This evaluation of the Streetwize comic programme also found that the 

intervention did not influence attitudes to HIV and AIDS, although a second study of the Streetwize 

comic with school pupils (Gillies et al., 1990) reported that the programme positively affected attitudes 

to HIV prevention through only having one partner (p<0.01). Denman et al (1995) reported on ten 

measures of attitude, but only found significant positive programme effects for three outcomes relating 
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to risk perceptions of AIDS (p<0.001); children with HIV (p<0.05) and condom use showing people 

care for each other (p<0.001) and not for attitudes about condoms reducing the risk of HIV, condom 

responsibility or confidence in using condoms. An intervention based on a single lesson about 

contraceptive services (Magnusson et al., 2004) positively affected student‟s perceptions of 

contraception and health clinic availability (p<0.001). Short-term evaluation of the A PAUSE 

Programme (Mellanby et al., 2001), a peer- and adult-led sex education programme for Year 9 pupils, 

indicated positive effects of the programme on participants‟ beliefs about males and females who 

have sex, and perceptions of sexual prevalence amongst peers in the peer-led arm of the programme 

(p<0.01) in comparison to the adult-led group. However, the programme had a less of an influence on 

attitudes towards the benefits of having sex, with no difference between the peer- and adult-led 

groups in their perceptions in the beneficial effects of sex. 

Personal and social skills 

Two studies (Bellingham and Gillies, 1993; Mellanby et al., 2001) reported on short-term outcomes 

relating to skills including communication and assertiveness for the Streetwize UK comic and A 

PAUSE programme, respectively. Bellingham and Gillies (1993) reported that the Streetwize UK 

comic had no significant effects on HIV communication among young people attending YTCs. 

Evaluation of the A PAUSE programme (Mellanby et al., 2001) revealed programme effects on 

assertiveness among females (p<0.05), but not males. However, there were no differences in 

assertiveness skills between students in the peer- and adult-led versions of the programme.  

Health and social outcomes relating to alcohol use and sexual health 

Two studies (Magnusson et al., 2004, Bellingham and Gillies, 1993) reported short-term health 

outcomes for the intervention based on a single lesson about contraceptive services and an 

evaluation of the Streetwize UK comic with young people attending YTCs, respectively. Both studies 

reported that the interventions examined had no significant effects on condom or contraception use at 

last sex (Bellingham and Gillies, 1993) or in general (Magnusson et al., 2004). Bellingham and Gillies 

(1993) also reported that Streetwize UK comic had no effect on the participants‟ number of sexual 

partners.  

6.2.3.2 Medium-term results (up to 12 months)  

Five studies (Graham et al., 2002; Mellanby et al., 1995; Stephenson et al., 2004; Tucker et al., 2007; 

Wight et al., 2002) reported medium-term follow-up data for four interventions including a teacher-led 

intervention about emergency contraception (Graham et al., 2002) and three comprehensive sex 

education programmes, RIPPLE (Stephenson et al., 2004), SHARE (Wight et al., 2002; Tucker et al., 

2007) and A PAUSE (Mellanby et al., 1995). Evaluation of the A PAUSE programme (Mellanby et al., 

1995) and one study of the SHARE programme (Tucker et al., 2007) utilised a repeated cross-

sectional design and followed up different cohorts of students at each survey point. 

Knowledge and understanding 

All five studies reported on knowledge outcomes. A teacher-led intervention about emergency 

contraception (Graham et al., 2002) was effective at increasing knowledge about emergency 
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contraception, six months after delivery (p<0.01). The effects of the peer-led RIPPLE programme 

(Stephenson et al., 2004) were examined with regard to the programme‟s effects on students‟ 

knowledge of methods to prevent STIs, local sexual health services and of the emergency 

contraceptive pill. There were no significant effects of the programme on student‟s knowledge of 

emergency contraception or local health services, but compared to students who received teacher-led 

sex education, there was an increase in knowledge of methods to prevent STIs among intervention 

females, but not males. An evaluation of the effects of the RIPPLE programme on the peer-leaders 

themselves (Strange et al., 2002) found that they gained knowledge on emergency contraception 

(p<0.05), as well as improving their awareness of STI prevention (p<0.001). Two evaluations of the 

SHARE sex education programme found that the programme had significant and positive effects on 

knowledge about sexual health (p<0.01; Wight et al., 2002) and STIs (p<0.001; Tucker et al., 2007). 

The A PAUSE Programme (Mellanby et al., 1995) had a strong positive effect on the accuracy of 

participants‟ perceptions about sexual activity amongst their peers (p<0.001). 

Attitudes and values 

Four studies (Graham et al., 2002; Mellanby et al., 1995; Stephenson et al., 2004; Tucker et al., 2007) 

examined medium-term intervention effects on attitudes and values for four interventions: a teacher-

led intervention about emergency contraception (Graham et al., 2002), and three sex education 

programmes RIPPLE (Stephenson et al., 2004), SHARE (Tucker et al., 2007) and A PAUSE 

(Mellanby et al., 1995). Graham et al (2002) reported that there were no effects of a teacher-led 

intervention about emergency contraception on behavioural intentions to use emergency 

contraception and Stephenson et al (2004) found no significant differences between students who 

participated in the peer-led RIPPLE programme and control students in terms of their intentions about 

sex or condom use. In addition, there were no effects of the RIPPLE programme on perceptions 

about condom or contraceptive availability, or on peer leaders‟ attitudes about condoms or sex 

(Strange et al., 2002), although providers did gain more positive attitudes about homosexual 

relationships. The evaluation of the SHARE programme (Tucker et al., 2007) found positive effects on 

many attitudes to condom use including those concerning price (p<0.05); sexual enjoyment (p<0.001); 

embarrassment (p<0.001) and their ability to prevent AIDS (p<0.001); and STIs (p<0.01). Tucker et al 

(2007) also reported that the SHARE programme had positive effects on behavioural intentions to 

discuss condoms with a partner (p<0.05), intentions to own condoms (p<0.001), and on confidence in 

condom acquisition and use (p<0.001). There were no significant effects on of the A PAUSE 

programme (Mellanby et al., 1995) on students‟ beliefs towards sex. 

Personal and social skills 

One study (Stephenson et al., 2004), of the RIPPLE sex education programme, examined participants‟ 

confidence in discussing contraception or sex with a partner, but found no significant intervention 

effects. The RIPPLE programme was reported to have a large and positive effect upon peer-leaders‟ 

confidence to deliver sex education lessons to peers (Strange et al., 2002).  
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Health and social outcomes relating to alcohol use and sexual health 

Three studies (Graham et al., 2002; Mellanby et al., 1995; Wight et al., 2002) of a teacher-led 

intervention about emergency contraception and the A PAUSE and SHARE sex education 

programmes, respectively, examined medium-term programme effects on outcomes related to sexual 

health. Graham et al (2002) found that a teacher-led intervention on emergency contraception had no 

effects on emergency contraception use or sexual experience. Wight et al (2002) reported that the 

SHARE sex education programme had no effects on condom use overall or at first sex, or on 

contraception or condom use at last sex. Participation in SHARE (Wight et al., 2002) did not 

significantly influence the number of unwanted pregnancies, or feelings of regret or pressure at first 

sex, although a small positive programme effect on regret at first sex with most recent partner (p<0.05) 

was reported for males. Tucker et al (2007) found that, based on a cross-sectional survey of students 

who participated in the SHARE programme in 2003 compared to control students, there were no 

effects of the programme on the number of students who reported having sex. One study of the A 

PAUSE programme, based on cross-sectional follow-up (Mellanby et al., 1995), indicated a positive 

effect of the programme on whether participants had ever had sex (OR 1.45; 95% CI 1.13, 1.87). 

6.2.3.3 Long-term results (>12 months) 

Three studies (Henderson et al., 2007; Stephenson et al., 2004; 2008), which evaluated two 

comprehensive sex education programmes, SHARE and RIPPLE, respectively, reported long-term 

follow-up data. Follow-up ranged from 18 months to over four years. 

Knowledge and understanding 

Only the RIPPLE programme was examined in terms of its impact on outcomes related to knowledge. 

At 18-months follow-up (Stephenson et al., 2004), the programme had positive effects on participants‟ 

knowledge relating to STIs (p<0.001), although this effect was only apparent for males. This was in 

contrast to the 6-month follow-up, where a positive effect had been seen for females (p<0.01) but not 

males. As at 6-month follow-up, there were no long-term effects of the peer-led RIPPLE programme 

on knowledge about emergency contraception or local sexual health services, at 18 months 

(Stephenson et al., 2004) or four years (Stephenson et al., 2008).  

Attitudes and values 

Only the RIPPLE programme was examined in terms of its impact on outcomes related to attitudes 

and values. At 18-months follow-up (Stephenson et al., 2004), there were no significant effects of the 

RIPPLE programme on students‟ attitudes or beliefs towards sex, or on perceptions concerning the 

availability of contraception (Stephenson et al., 2004). 

Personal and social skills 

One study (Stephenson et al., 2004) reported on long-term skills outcomes for the RIPPLE sex 

education programme. At 18-month follow-up, (Stephenson et al (2004) reported that the programme 

had positively affected confidence in condom use amongst females (p<0.001) but not males. However, 

at 18 month follow-up, RIPPLE (Stephenson et al., 2004) also had a negative effect on girls‟ 



PSHE Secondary school review Jones and colleagues (2009) 

148 
 

confidence in refusing sex (p<0.05). There was no effect of the RIPPLE programme on quality of 

relationships or confidence in discussing sex or contraception. 

Health and social outcomes relating to alcohol use and sexual health 

Both the RIPPLE and SHARE sex education programmes were evaluated in terms of their long-term 

effects on outcomes related to sexual health (Stephenson et al., 2004; 2008; Henderson et al., 2007). 

The results generally indicated that these programmes were not consistently effective at improving 

health outcomes relating to sexual activity, conceptions and contraception in the longer term.  

At the 18-month follow-up (Stephenson et al., 2004), females who received the peer-led RIPPLE 

programme were significantly less likely to report having sex by age 16 years compared to females in 

the control group (p<0.001). There was no difference between intervention and control males. Based 

on a 4-year evaluation of the RIPPLE programme, at age 18 there was no difference in the proportion 

of males or females who had had sex (Stephenson et al., 2008).  

Based on long-term follow-up at 18-months and four years (Stephenson et al., 2004; 2008), 

respectively, there appeared to be no effects of the RIPPLE on contraception use or STI diagnosis. 

The long-term effect of the programme on unintended pregnancies was less clear. At 18 months 

follow-up (Stephenson et al., 2004), the programme was found to have had no effect on unintended 

pregnancies, but at the four-year follow-up (Stephenson et al., 2008), fewer pregnancies were 

reported amongst intervention students compared to control students (OR 0.62; 95% CI: 0.42, 0.91). 

There were no effects of the RIPPLE programme on abortion or birth rates (Stephenson et al., 2008). 

Long-term evaluation of the SHARE programme (Henderson et al., 2007) found that at four and a half 

year follow-up, there were no programme effects on termination and conception rates.  

6.2.4 Summary and evidence statements 

The 12 UK studies that were identified included three brief HIV prevention interventions (Denman et 

al., 1995; Bellingham and Gillies, 1993; Gillies et al., 1990), two interventions based on a single 

lesson about emergency contraception (Graham et al., 2002) and contraceptive services (Magnusson 

et al., 2004), and seven studies evaluating three comprehensive SRE programmes: A PAUSE 

(Mellanby et al., 1995; 2001); RIPPLE (Stephenson et al., 2004; 2008); and SHARE (Henderson et al., 

2007; Tucker et al., 2007; Wight et al., 2002).  

6.2.4.1 Knowledge and understanding 

Two studies (Tucker et al., 2007, Wight et al., 2002) that evaluated SHARE reported positive effects 

of the programme on knowledge about STIs (Tucker et al., 2007) and sexual health (Wight et al., 

2002). The peer-led RIPPLE programme had non-significant effects on knowledge relating to 

emergency contraception and sexual health services, but had positive effects on students‟ medium- 

and long-term knowledge of STIs for females and males, respectively (Stephenson et al., 2004). The 

adult-led version of the A PAUSE programme was found to have had a greater impact on students‟ 

knowledge of STIs than the peer-led version of the programme (Mellanby et al., 2001). Three studies 

(Denman et al., 1995; Bellingham and Gillies, 1993; Gillies et al., 1990), including one of a theatre in 

AIDS/HIV education programme (Denman et al., 1995) and two evaluations of the Streetwize UK 
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comic (Bellingham and Gillies, 1993; Gillies et al., 1990) reported beneficial short-term intervention 

effects on knowledge of HIV and AIDS. Graham et al (2002) reported positive effects of a teacher-led 

intervention about emergency contraception on knowledge of contraception and intrauterine 

contraceptive devices.  

6.2.4.2 Attitudes and values 

The effects of three comprehensive SRE programmes on attitudes were mixed. Compared to teacher-

led SRE, the peer-led RIPPLE programme (Stephenson et al., 2004; 2008) was found to have had no 

effects on attitudes about using condoms or sex at medium- or long-term follow-up. However, positive 

programme effects of the SHARE programme (Tucker et al., 2007) were found on attitudes 

concerning condom use and preventing STIs. Both evaluations of the A PAUSE programme 

(Mellanby et al., 1995; 2001) indicated positive short- and medium-term effects of the programme on 

perceptions around sexual activity amongst peers. Mellanby et al (1995) found no effects of the 

programme on beliefs about sexual intercourse, but Mellanby et al (2001) reported that relative to the 

adult-led version of the programme, the peer-led version had positive on students‟ short-term attitudes 

towards the beneficial effects of sex. Results relating to confidence using condoms were mixed. 

Positive medium-term effects of the peer-led RIPPLE programme (Stephenson et al., 2004) were 

reported for females but not males, and there were no significant effects of the programme on 

whether students had discussed contraception with a partner at short- or long-term follow-up. Tucker 

et al (2007) reported positive programme effects of the SHARE programme on self-efficacy to use 

condoms, but not on condom acquisition.  

Two brief HIV interventions, the Streetwize UK comic and a Theatre in HIV and AIDS education 

programme, had limited effects on short-term attitudes towards HIV and contraception. Gillies et al 

(1990) reported a positive effect on attitudes towards having one partner to prevent HIV among 

school pupils who received the Streetwize UK comic, but among young people in YTCs, Bellingham 

and Gilles (1993) found no effect of the comic on attitudes about HIV or intentions towards condom 

use. Denman et al. (1995) also examined attitudes concerning HIV and condoms and reported mainly 

non-significant findings. There were no significant effects of a teacher-led intervention (Graham et al., 

2002) on emergency contraception on intentions to use emergency contraception, but an intervention 

based on a single lesson about contraceptive services (Magnusson et al., 2004) found that the 

intervention had a positive effect on perceptions of contraception and health clinic availability. 

6.2.4.3 Personal and social skills 

Results for skills outcomes were limited with few studies reporting on these outcomes. Two studies 

(Stephenson et al., 2004; Mellanby et al., 2001) of the RIPPLE and A PAUSE programmes, 

respectively, evaluated effects on personal and social skills. Stephenson et al (2004) found no 

medium-term intervention effects of RIPPLE on relationship quality and although Mellanby et al (2001) 

found no effect of the A PAUSE programme on assertiveness in boys, there was a positive short-term 

effect of the programme on assertiveness in girls. Bellingham and Gillies (1990) reported no effects of 

the Streetwize UK comic on short-term communication about HIV. 
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6.2.4.4 Health and social outcomes relating to alcohol use and sexual health 

Few of the studies found significant programme effects on health outcomes related to sexual health. 

All three of the SRE programmes, A PAUSE (Mellanby et al., 1995), RIPPLE (Stephenson et al., 2008) 

and SHARE (Tucker et al., 2007), were evaluated in terms of their effects on sexual initiation. There 

were positive medium- and long-term effects of the A PAUSE (Mellanby et al., 1995) and RIPPLE 

(Stephenson et al., 2004) programmes on the number of students who reported ever having had sex, 

although for RIPPLE this effects was only apparent among females at the 18-month follow-up. Tucker 

et al (2007) found no effect of SHARE on the number of students who reported having had sex. There 

were no effects of either the RIPPLE (Stephenson et al., 2004; 2008) or SHARE (Wight et al., 2002) 

programmes on use of condoms or other forms of contraception. There were no medium-term effects 

of the SHARE (Wight et al., 2002) or RIPPLE (Stephenson et al., 2004) programmes on rates of 

unintended pregnancies, however, Stephenson et al (2008) found that at age 20, students who 

participated in the peer-led RIPPLE programme were less likely to have been pregnant. However, 

only 49% of the original sample was followed up at age 20. There were no long-term effects of the 

RIPPLE (Stephenson et al., 2008) or SHARE (Henderson et al., 2007) programmes on termination 

rates.  

Bellingham and Gillies (1993) found no effects of the Streetwize UK comic on students‟ number of 

sexual partners or condom use at last sex, among young people attending YTCs.  In addition, there 

were no effects of two interventions based on a single lesson about emergency contraception 

(Graham et al., 2002) and contraceptive services (Magnusson et al., 2004), respectively, on 

contraception use at follow up. The teacher-led intervention about emergency contraception (Graham 

et al., 2002) also had no effects on sexual experience.  

Evidence statement 9 

9 (f) There is moderate evidence from two RCTs and two CBA studies
1
 to suggest that 

comprehensive sex education programmes may be effective at increasing students‟ knowledge 

about STIs in the short- to long-term. In addition, there is weak evidence from one RCT and two 

CBA studies
2
 to suggest that brief interventions focusing on HIV prevention, such as Theatre in 

Education or a comic-based intervention, may have short-term positive effects on knowledge 

about HIV/AIDs. This evidence is directly applicable as these studies were conducted in the UK. 

9 (g) Overall, there is inconsistent evidence from two RCTs and two CBA studies
3
 to determine the 

effects of comprehensive sex education programmes on attitudes and values relating to sexual 

health. However, there is weak evidence from one CBA study
4 

to suggest that a two-year sex 

education programme aimed at reducing unsafe sexual behaviour and unwanted pregnancy 

(SHARE) may have positive effects on long-term attitudes and intentions regarding condoms. 

There is moderate evidence from two RCTs, one NRCT and two CBA studies
5
 to suggest that 

brief or single session interventions focusing on HIV prevention or contraceptives and 

contraceptive services may have a limited impact on students‟ attitudes and values. This 

evidence is directly applicable as the study was conducted in the UK.  



PSHE Secondary school review Jones and colleagues (2009) 

151 
 

9 (h) There is inconsistent evidence from two RCTs and one CBA study
6
 to determine the effects of 

UK-based SRE approaches on personal and social skills.  

9 (i) There is moderate evidence from one RCT and one NRCT
7
 to suggest that comprehensive 

SRE programmes, that include peer-led sessions such as RIPPLE and A PAUSE, may delay 

sexual initiation, but strong evidence from three RCTs and one NRCT
8 

to suggest that SRE 

programmes and single session interventions focusing on contraceptives and contraceptive 

services may have no impacts on condom or contraceptive use. This evidence is directly 

applicable as the studies were conducted in the UK. 

9 (j) There is mixed evidence from three RCTs
9
 on the effects of comprehensive SRE programmes 

on outcomes relating to pregnancy. There is moderate evidence from one RCT
10

 of the peer-

led RIPPLE programme to suggest that this programme may reduce teenage pregnancy, but 

not abortion, rates in the long-term and strong evidence from one RCT
11

 of the teacher-led 

SHARE programme to suggest that this programme has no long-term effects on conceptions or 

terminations. This evidence is directly applicable as the studies were conducted in the UK. 

1
 Mellanby et al., 2001 (CBA +); Stephenson et al., 2004 (RCT ++); Tucker et al., 2007 (CBA -); Wight et al., 

2002 (RCT ++) 

2
 Denman et al., 1995 (CBA -); Bellingham and Gillies, 1993 (RCT +); Gillies et al., 1990 (CBA -) 

3
 Mellanby et al., 1995 (NRCT +); Mellanby et al., 2001 (CBA +); Stephenson et al., 2004; 2008 (RCT ++); 

Tucker et al., 2007 (CBA -) 

4
 Tucker et al., 2007 (CBA -) 

5
 Bellingham and Gillies, 1993 (RCT +); Denman et al., 1995 (CBA -); Gillies et al., 1990 (CBA -); Graham et al., 

2002 (RCT ++); Magnusson et al., 2004 (NRCT -) 

6
 Bellingham and Gillies, 1993 (RCT +); Mellanby et al., 2001 (CBA +); Stephenson et al., 2004 (RCT ++) 

7
 Mellanby et al., 1995 (NRCT +); Stephenson et al., 2004 (RCT ++) 

8
 Stephenson et al., 2004; 2008 (both RCT ++); Wight et al., 2002 (RCT ++); Graham et al., 2002 (RCT ++); 

Magnusson et al., 2004 (NRCT -) 

9
 Henderson et al., 2007 (RCT ++); Stephenson et al., 2004; 2008 (both RCT ++); Wight et al., 2002 (RCT ++) 

10
  Stephenson et al., 2008 (RCT ++) 

11
 Henderson et al., 2007 (RCT ++) 
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Table 6.3. UK SRE studies: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Bellingham & 
Gillies, 1993  

RCT + 
Streetwize 

comic 
n=173 

No intervention 
n=164 

2 weeks 
n=241 
(72%) 

 HIV/AIDS*** 
NS HIV/AIDS 

NS condom intentions 
NS HIV communication 

with partner 

Gillies et al., 
1990 

CBA - 
Streetwize UK 

n=122 
No intervention 

n=162 

2 weeks 
n=227 
(80%) 

 HIV/AIDS*** 
 HIV prevention through 

having one partner**  
- 

Denman et 
al., 1995 

CBA - 

Theatre in HIV 
and AIDS 
education 

n=276 

Did not take part 
in the 

performance or 
workshop 

n=531 

PT (1 day) 
n=680 
(84%) 

 HIV/AIDS*** 

 everybody is at risk from 
AIDS*** 

 other perceptions of the risk 
of AIDS 

NS attitudes towards condom 
use 

- 

Magnusson et 
al., 2004 

NRCT - 
Contraceptive 

services 
n=NR  

Normal sex 
education 

n=NR 

up to 6 months 
n=512 
(87%) 

- 
 contraception availability 

and clinic location***  
- 

Mellanby et 
al., 2001 

CBA + 
A PAUSE 
Peer-led 
n=1,064 

A PAUSE 
Adult-led  
n=611 

PT (1 week) 
n=1,320 
(79%) 

 STDs*** 

 perceived sex prevalence*** 
 beneficial effects of sex* 
 stereotypes about females 

having sex** 
 stereotypes about males 

having sex** 

 assertiveness 
(females)* 

NS assertiveness 
(males) 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported   

 

Table 6.4. UK SRE studies: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Bellingham & 
Gillies, 1993  

RCT + 
Streetwize UK 

comic 
n=173 

No 
intervention 

n=164 

2 weeks 
n=241 (72%) 

- 
NS number of 

partners 
NS condom use 

at last sex 
- - 

Magnusson 
et al., 2004 

NRCT - 
Contraceptive 

services 
n=NR  

Normal sex 
education 

n=NR 

~ 6 months 
n=512 (87%) 

- - 
NS 

contraception 
use 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 6.5. UK SRE studies: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Graham et al., 
2002 

RCT ++ 
Emergency 

contraception 
n=1,552 

Teachers did not 
receive training 

N=1,682 

6 months 
n=2,632 (81%) 

 emergency 
contraception** 

 intrauterine device* 

NS intention to use 
emergency contraception 

- 

Mellanby et 
al., 1995 

NRCT + 
A PAUSE 
n=1,175 

Normal 
education 
n=5,398 

1 year
a
 

NA 
- 

NS beliefs about sexual 
intercourse 

 perceived sex 
prevalence*** 

- 

Stephenson et 
al., 2004 

RCT ++ 
RIPPLE 
n=4,516 

Teacher-led 
SRE 
4,050 

6 months 
n=7,770 
(88%) 

 methods to prevent 
STIs (girls only**) 
NS emergency 
contraception 

NS local sexual health 
services 

NS availability of condoms or 
contraceptives 

NS condom use 
NS sex 

NS confidence in 
discussing 

contraception or sex 
with partner 

Tucker et al., 
2007 

CBA - 
SHARE 
n=2,760 

Non-SHARE 
programs 
n=1,564 

1 year
a
 

NA 
STIs*** 

 condoms: 
embarrassment***; reduce 

sexual enjoyment***; to 
discuss condoms with 

partner*; prevent AIDS***; 
condom use prevents STIs**; 

price*; intention to own*** 
 belief in planning to protect 

from STIs* 
self-efficacy condom use*** 

NS self-efficacy condom 
acquisition*** 

- 

Wight et al., 
2002 

RCT ++ 
SHARE 
n=3,616 

Normal sex 
education 
n=6,000 

6 months 
n=5,854 (87%) 

 sexual health** - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported  
a
cross-sectional follow-up survey 
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Table 6.6. UK SRE studies: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Graham et 
al., 2002 

RCT ++ 
Emergency 

contraception 
n=1,552 

Teachers did 
not receive 

training 
N=1,682 

6 months 
n=2,632 
(81%) 

NS sexual 
experience 

- 
NS use of 
emergency 

contraception 
- - 

Mellanby et 
al., 1995 

NRCT + 
A PAUSE 
n=1,175 

Normal 
education 
n=5,398 

1 year
a 

NA  
 ever had 

sex*  
- - - - 

Tucker et al., 
2007 

CBA - 
SHARE 
n=2,760 

Non-SHARE 
programs 
n=1,564 

1 year
a
  

NA 
NS reported 

sex 
- - - - 

Wight et al., 
2002 

RCT ++ 
SHARE 
n=3,616 

Normal sex 
education 
n=6,000 

6 months 
n=5,854 
(87%) 

NS regret at 
first sex  

NS pressure at 
first sex  

 regret at first 
sex with most 
recent partner 
(males only*) 

 

- 

NS condom use: 
mean score; first 

sex; last sex 
NS contraception 

at last sex 

- 
NS unwanted 
pregnancies 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
Based on cross-sectional follow-up survey 
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Table 6.7. UK SRE studies: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Stephenson et 
al., 2004  

RCT ++ 
RIPPLE 
n=4,516  

Teacher-led 
SRE 

n=4,050 

18 months 
n=6,656 
(76%) 

 STIs (boys only***) 
NS emergency 
contraception 

NS local sexual health 
services 

NS availability of condoms 
or contraceptives 
NS condom use 

NS sex 

 confidence condom use 
(girls only**) 

 sex refusal-efficacy 
(girls only*) 

NS confidence in 
discussing contraception 

or sex with partner 
NS quality of relationship 

Stephenson et 
al., 2008 

RCT ++ 
RIPPLE 
n=4,516  

Teacher-led 
SRE 

n=4,050 

4 years 
n=4,310 
(49%) 

NS emergency 
contraception 

NS sexual health 
services 

NS - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.8. UK SRE studies: long-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of initiation 
Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Stephenson 
et al., 2004 

RCT ++ 
RIPPLE 
n=4,516  

Teacher-led 
SRE 

n=4,050 

18 months 
n=6,656 
(76%) 

 ever had sex 
(girls only***) 
NS same sex 
experience 

- 
NS 

contraception 
use at last sex 

- 
NS unintended 

pregnancies 

Stephenson 
et al., 2008 

RCT ++ 
RIPPLE 
n=4,516  

Teacher-led 
SRE 

n=4,050 

4 years 
n=4,310 
(49%) 

NS ever had sex 
NS regret or 

pressure at first 
or last sex 

- 

NS use of 
contraception 

NS unprotected 
first sex 

NS STI 
diagnosis 

 pregnancies 
NS abortion 

rates 
NS birth rates 

Henderson et 
al., 2007 

RCT ++ 
SHARE 
n=2,080  

Normal sex 
education 
n=2,135 

4.5 years 
N=4196 
(99.5%) 

- - - - 
NS termination 
and conception 

rates 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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6.3 Abstinence-only programmes 

6.3.1 Overview of evidence identified 

Ten articles (Blake et al., 2001; Borawski et al., 2005; Christopher & Roosa, 1990; Denny et al., 1999; 

2002; 2006; Donnelly et al., 2001; Jorgensen et al., 1993; Roosa & Christopher, 1990; Trenholm et al., 

2008) were identified that evaluated eight programmes defined as abstinence only programmes 

across nine studies. These programmes encouraged and promoted abstinence as the best and only 

way to prevent pregnancy, HIV and other STIs. All nine studies were conducted in the USA and were 

delivered within schools during normal lesson hours. Additionally, one study reported on a replication 

of the Success Express Programme (Roosa and Christopher, 1990), which was offered in schools 

and community centres. In addition, Project Taking Charge (Jorgensen et al., 1993) included three 

evening sessions for parents.  

Four programmes were teacher-led (For Keeps [Borawski et al., 2005]; Sex Can Wait [Denny et al., 

1999; Denny and Young, 2006]; Project Taking Charge [Jorgensen et al., 1993] and Project C.A.R.E. 

[Donnelly et al., 2001]) and one programme, Managing the Pressures before Marriage (MPM; Blake 

et al., 2001), was peer-led. Three studies did not report details of the providers for three programmes 

(Success Express Programme [Christopher and Roosa, 1990; Roosa and Christopher, 1990] and My 

Choice, My Future!/Recapturing the Vision (MCMF/RTV) [Trenholm et al., 2008]). For five 

programmes no theoretical base was reported (For Keeps; Success Express Programme; Sex Can 

Wait; Project Taking Charge; MCMF, RTV). Project C.A.R.E (Donnelly et al., 2001) applied social 

learning theory and one programme, MPM (Blake et al., 2001) applied social learning and social 

cognitive theories.  

Where reported, sample size varied greatly amongst the included studies from 91 to 1,715 students. 

One study evaluating Sex Can Wait (Denny et al., 1999) did not describe the number of students, 

instead reporting that the sample consisted of students from 15 schools. No authors reported whether 

their study was sufficiently powered to detect an intervention effect. However, two studies discussed 

that the small sample size of sexually inexperienced students (Borawski et al., 2005) and high non-

participation in the programme (Trenholm et al., 2008) might have reduced power. 

Five programmes targeted adolescents between the ages of 11 to 14 years (MPM; For Keeps; 

Success Express Programme; Project C.A.R.E.; MCMF/ RTV). Additionally, the Sex Can Wait 

programme (Denny et al., 1999; 2002; Denny & Young, 2006) targeted students in middle (aged 11-

14 years) and high school (aged 14-18 years). Project Taking Charge (Jorgensen et al., 1993), also 

targeted older adolescents aged over 14 years. The length of follow-up varied between studies. 

Evaluation of three programmes (Success Express Programme; Project C.A.R.E; MPM) and one 

evaluation of the Sex Can Wait programme (Denny et al., 1999) was based on immediate post-test 

only. Evaluation of one programme, Project Taking Charge (Jorgensen et al., 1993) was based on 

follow-up at six months and evaluation of the three-year MCMF and RTV programmes took place 

between 42 and 78 months after baseline data was collected. A second evaluation of Sex Can Wait 

(Denny and Young, 2006) followed up participants at 18 months. 
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Table 6.9. Sex and relationships education: abstinence-only programmes 

Author 
Study 

design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Blake et al., 
2001 

RCT + School 
USA 

n=351 8
th
 grade 

students 

Managing the Pressures before Marriage (MPM): five 
one-hour sessions plus homework aiming to increase 
parent-child communication about sex 

Skills based Peer led 

Borawski et al., 
2005 

NRCT + School 
USA 

n=1,096 students, 
12-13 years 

For Keeps: five 40-minute sessions emphasising the 
benefits of abstinence and consequences of early sexual 
activity; how condoms and contraception does not protect 
against the emotional consequences of sex; the need for 
development of resistance skills 

Not reported Teachers 

Christopher & 
Roosa, 1990 

NRCT - School 

USA 
n=320 students, 
mean age 12.8 

years 

Success Express: 6 sessions designed to teach 
behaviours, attitudes and skills consistent with abstinence; 
graduation ceremony 

Not reported NR 

Roosa & 
Christopher, 
1990 

NRCT - 
School + 

community 

USA 
n=339 students, 

mean age 13 
years 

Success Express: six sessions over six weeks focusing 
on self-esteem and family values, growth and development 
that occur during puberty, media and peer pressures, 
assertiveness training, and goal-setting skills. 

No reported NR 

Denny et al., 
1999, 2002 

NRCT - School 

USA 
Students from 15 
middle and high 

schools 

Sex Can Wait: 5 weeks curriculum on self-esteem, 
reproductive anatomy, physiology, changes associated 
with puberty, values and decision making skills; 
development and enhancement of communication skills; 
and goal setting and life planning 

Not reported Teachers 

Denny & 
Young, 2006 

NRCT - School 

USA  
Middle school 

n=698 students 
High school 

n=337 students 

Sex Can Wait: Five weeks, 24 lessons on self-esteem, 
reproductive anatomy, physiology, changes associated 
with puberty, values and decision making skills; 
development and enhancement of communication skills; 
and goal setting and life planning 

Not reported Teachers 

Donnelly et al., 
2001 

NRCT - School 
USA 

n=839 students, 
6

th
-8

th
 grade 

Project C.A.R.E./Sex Can Wait: 23 sessions over 1 year 
to promote abstinence until marriage; Goal setting, 
decision making, communication skills, self esteem 
enhancement 

Social learning 
theory 

Teachers 

Jorgensen et 
al, 1993 

NRCT + School 

USA 
n=91 students, 
mean age 14.4 

years 

Project Taking Charge: 6 weeks abstinence promotion 
with classroom and parental components 

Not reported Teachers 

Trenholm et al., 
2008 

RCT - School 
USA 

n=448 Middle 
School students 

My Choice, My Future! (MCMF) 52 lessons over three 
years; abstinence education 

Not reported Not reported 
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Author 
Study 

design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Trenholm et al., 
2008 

RCT - School 
USA 

n=480 middle 
school students 

ReCapturing the Vision (RCV): One year daily class; 
abstinence education 

NR 
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6.3.2 Quality assessment 

Of the nine studies, two were RCTs (Trenholm et al., 2008; Blake et al., 2001) and seven were 

NRCTs (Borawski et al., 2005; Christopher and Roosa, 1990; Denny et al., 1999; Denny and Young, 

2006; Donnelly et al., 2001; Jorgensen et al., 1993; Roosa and Christopher, 1990). The RCT by 

Trenholm et al (2008) was based on individual randomisation of students and Blake et al (2001) 

randomised at the level of the classroom taking into consideration the probability of type I errors. The 

study by Blake et al (2001) did not include a „no intervention‟ control; rather they compared the effects 

of the MPM curriculum with and without five homework assignments. Of the two RCT, one study was 

rated moderate for quality (Blake et al., 2001; RCT +) and one study was rated poor (Trenholm et al., 

2008; RCT –). Neither RCT provided details of the method of randomisation so it was difficult to judge 

whether selection bias was minimised, although both studies stated that random methods were 

applied. Blake et al (2001) reported outcomes to be reliable, and outcomes and analysis were 

reported to a high standard. Trenholm et al (2008) did not report on reliability of outcomes and it was 

not always possible to determine which programme (MCMF or RCV) outcomes were attributable to. 

Follow up was inadequate in Blake et al (2001) at one week and was unclear and variable in 

Trenholm et al (2008) at between 42 and 78 months from baseline. Neither study provided the initial 

sample size so it was impossible to determine attrition rates.  

Five of the NRCTs were rated poor (NRCT -) for quality (Christopher and Roosa, 1990; Denny et al., 

1990; Denny and Young, 2006; Donnelly et al., 2001; Roosa and Christopher, 1990) and two were 

rated moderate (NRCT +) for quality (Borawski et al., 2005; Jorgensen et al., 1993). Follow up times 

were generally inadequate (Borawski et al., 2005; Christopher and Roosa, 1990; Denny et al., 1999; 

Donnelly et al., 2001; Roosa and Christopher, 1990) and in one study with long-term outcomes 

(Denny and Young, 2006) attrition was very high at 50%. Attrition was a concern in two other studies, 

being either high (Christopher and Roosa, 1990) or not calculable due to post-test numbers only 

being presented (Denny et al., 1999). Analysis and outcomes were reasonably reported across 

studies except in three studies (Christopher and Roosa, 1990; Donnelly et al., 2001; Roosa and 

Christopher, 1990) with inadequate reporting of significance levels or effect sizes. Methodology was 

generally well reported, but lacked detail in three studies (Donnelly et al., 2001; Jorgensen et al., 1993; 

Roosa and Christopher, 1990). 

6.3.3 Findings 

6.3.3.1 Short-term results (<6 months) 

Seven studies (Blake et al., 2001; Borawski et al., 2005; Christopher and Roosa, 1990; Denny et al., 

1999; Denny and Young, 2006; Donnelly et al., 2001; Roosa and Christopher, 1990) reported short-

term data for five programmes: MPM; For Keeps; Sex Can Wait, Project C.A.R.E., MPM and the 

Success Express Programme. 

Knowledge and understanding 

Four studies (Blake et al., 2001; Borawski et al., 2005; Denny et al., 1999; Denny and Young, 2006) 

examined short-term impacts on knowledge. One study (Blake et al., 2001) that examined MPM and 
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two studies of Sex Can Wait (Denny et al., 1999; Denny and Young, 2006) reported that there were 

no intervention effects on knowledge about abstinence or the curriculum. One study (Borawski et al., 

2005) of the For Keeps programme reported significant positive effects on knowledge about HIV and 

STDs (p<0.001).  

Attitudes and values 

All seven studies that evaluated short-term outcomes reported on attitudes and values. Denny et al 

(1999) reported significant, positive effects of the Sex Can Wait curriculum on attitudes towards 

abstention (p<0.01) among high school students but not among middle school students. However, 

high school students reported a corresponding increase in hopelessness. Five studies (Blake et al., 

2001; Borawski et al., 2005; Denny et al., 1999; Denny & Young, 2006; Roosa & Christopher, 1990) 

examined behavioural intentions and beliefs regarding sex and abstinence. There was no difference 

in beliefs supporting delayed sex between MPM only students and students who received the 

enhanced MPM (Blake et al., 2001), however, students who received the enhanced curriculum were 

less likely to report intentions to have sex before finishing high school (p<0.01). Students who 

participated in For Keeps (Borawski et al., 2005) were more likely than control students to report a 

belief in abstinence until marriage (p<0.001) and until older (p<0.01), and were less likely to report 

intentions to have sex in the next three months (p<0.05) or the next year (p<0.01). However, For 

Keeps participants also reported fewer intentions than control students to use condoms in the future 

(p<0.001). Two studies of the Sex Can Wait programme (Denny et al., 1999; Denny and Young, 2006) 

found significant, positive effects of the Sex Can Wait curriculum on intentions to remain abstinent 

among high school students (both p<0.001), but not middle school students. There was no difference 

in the pre-marital sexual beliefs or sexual behaviours of intervention and control participants in the 

replication study of the Success Express programme (Roosa & Christopher, 1990). Three studies 

(Donnelly et al., 2001; Christopher & Roosa, 1990; Roosa & Christopher, 1990) examined programme 

effects on self-esteem, for the Project CARE and Success Express programmes, respectively, finding 

no effects on this measure. 

Blake et al (2001) also examined the effects of the enhanced MPM on refusal efficacy, finding 

significant positive effects of the enhanced programme compared to the MPM only curriculum on 

sexual (p<0.01) and substance use (p<0.001) refusal efficacy. There were no significant effects of the 

Sex Can Wait programme (Denny et al., 1999; Denny and Young, 2006) on decision making. 

Additionally one study (Borawski et al., 2005) examined the short-term impact of the For Keeps 

programme on condom use self-efficacy and sexual impulse control but found no significant 

differences between intervention and control groups. 

Personal and social skills 

Four studies (Blake et al., 2001; Christopher and Roosa, 1990; Roosa and Christopher, 1990; 

Donnelly et al., 2001) reported mainly non-significant short-term outcomes relating to student-family 

communications for three programmes (Success Express; MPM; Project C.A.R.E). Parent-child 

communication about sex (p<0.05) and school (p<0.001) was significantly higher among students 

who received the enhanced MPM relative to the curriculum only version of the programme (Blake et 
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al., 2001). No significant programme effects on family communication were reported in either study 

evaluating the Success Express programme (Christopher and Roosa, 1990; Roosa & Christopher, 

1990) and there were no differences in family support between intervention and control students who 

participated in Project C.A.R.E (Donnelly et al., 2001).  

Health and social outcomes relating to alcohol use and sexual health 

Short-term outcomes related to sexual health were reported by six of the seven studies. The purpose 

of one study (Donnelly et al., 2001) was to examine the effects of an abstinence-only programme, 

Project CARE, on substance use outcomes and therefore only reported health outcomes relating to 

substance use.  

Four studies (Christopher and Roosa, 1990; Denny et al., 1999; Denny and Young, 2006; Jorgensen 

et al., 1993) of three programmes, Success Express Programme; Sex Can Wait; Project Taking 

Charge, reported outcomes relating to initiation of sex and presented mixed findings. One study 

(Christopher and Roosa, 1990) that evaluated the Success Express programme found that 

intervention students reported more lifetime sexual experience than control students (p<0.05), an 

outcome found to be non-significant in a second evaluation of this programme (Roosa and 

Christopher, 1990). Both evaluations of Sex Can Wait (Denny et al., 1999; Denny & Young, 2006) 

found no effect of the programme on sexual initiation among middle school students. However, 

among high school students a positive effect of the intervention on whether students had ever been 

sexually activity was found (both p<0.001). The same pattern of results was apparent for the impact of 

Sex Can Wait on past month sexual activity, with non-significant results for middle school students but 

significant and positive outcomes for high school students (both p<0.01). Two studies (Blake et al., 

2001; Borawski et al., 2005) of the MPM and For Keeps programmes, respectively, examined 

intervention effects on recent sexual activity finding no significant effects of either intervention. 

Borawski et al (2005), however, found significant positive effects of the For Keeps programme on 

frequency of sex (p<0.05), having two or more partners (p<0.01) and multiple episodes of sex 

(p<0.05). 

Donnelly et al (2001) reported that Project C.A.R.E, an abstinence only intervention based on Sex 

Can Wait, had no effects on alcohol use or substance use, except for use of crack or 

methamphetamines for which negative effects were demonstrated (p<0.05). One further study (Blake 

et al., 2001) of MPM examined alcohol related outcomes and reported a small, but significant positive 

effect of the enhanced curriculum compared to MPM only, on lifetime (p≤0.05) and recent (p≤0.05) 

alcohol use. 

6.3.3.2 Medium-term results (up to 12 months) 

One study (Jorgensen et al., 1993), which examined the effects of Project Taking Charge reported 

medium-term follow-up results.  

Knowledge and understanding 

Jorgensen et al (1993) reported that Project Taking Charge had positive effects on knowledge of 

sexual development (p<0.05) and sexually anatomy (p<0.001), along with knowledge about STIs 
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(p<0.05). No medium-term programme effects were found for knowledge about pregnancy 

complications. 

Attitudes and values 

There were no effects of Project Taking Charge (Jorgensen et al., 1993) on the following measures 

related to attitudes and values: sexual values, attitudes or intentions and educational aspirations. 

Personal and social skills 

There were no effects of Project Taking Charge (Jorgensen et al., 1993) on participants‟ self-esteem 

or communication with parents. 

Health and social outcomes relating to alcohol use and sexual health 

Jorgensen et al (1993) examined whether participation in Project Taking Charge was associated with 

delays in the initiation of sex intercourse. Among participants who were sexually inexperienced at 

baseline, intervention students were less likely than control students to report the initiation of sexual 

activity at the 6-month follow-up (p=0.05). However, the authors caution that the sample size for 

analysis was small (n=50) and that the results should be interpreted with caution. 

6.3.3.3 Long-term results (>12 months) 

Two studies (Denny and Young, 2006; Trenholm et al., 2008), reporting on evaluations of three 

programmes (Sex Can Wait, MCMF and RTV), reported long-term follow-up data. Trenholm et al 

(2008) described follow-up at 42-78 months past baseline, equivalent to six months to three and a half 

years post-test for participants who took part in the three year programme. 

Knowledge and understanding 

There were positive long-term effects on knowledge reported in both studies (Denny and Young, 2006; 

Trenholm et al., 2008). Middle and high school students who participated in Sex Can Wait (Denny and 

Young, 2006) demonstrated significantly better knowledge of topics covered in the curriculum than 

controls (p<0.001), an outcome that had been non-significant at previous post-test evaluations (Denny 

et al., 1999; Denny and Young, 2006). Outcomes for knowledge about sexually transmitted infections 

(p<0.001) and the risks of having unprotected sex (p<0.01) were significantly greater amongst 

students in MCMF (Trenholm et al., 2008) than controls. However, there were no significant 

differences in knowledge for RTV students and controls.  

Attitudes and values 

Denny and Young (2006) reported on the long-term effects of Sex Can Wait on students‟ attitudes 

and found no significant programme effects on middle school students‟ intentions to remain abstinent. 

For high school students however, intervention students remained significantly more likely to 

demonstrate favourable intentions (p<0.05) as they had done at post-test.  

Personal and social skills 

None of the studies examined long-term programme effects on personal and social skills. 
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Health and social outcomes relating to alcohol use and sexual health 

Both studies reported long-term intervention effects on sexual behaviours. At the 18-month follow-up, 

middle school students who participated in Sex Can Wait (Denny and Young, 2006) were significantly 

less likely have initiated sexual activity (p<0.05) and were less likely to report sexual intercourse in the 

last 30 days (p<0.001), compared to control students. For high school students however there were 

no significant differences between intervention and control students on either of these measures 

(Denny & Young, 2006). This is in contrast to the immediate post-test results reported in both Sex 

Can Wait evaluations which showed positive behavioural outcomes for high school, but not middle 

school, students. No significant effects on student abstinence at six months to three and a half years 

were reported following MCMF or RTV (Trenholm et al., 2008) and neither of these interventions 

demonstrated any effects on pregnancy rates or condom use. 

6.3.4 Summary and evidence statements 

The nine studies evaluating abstinence only programmes were similar in population, including mainly 

younger adolescents aged 12-14 years. Three studies (Denny et al., 1999; Denny and Young, 2006; 

Jorgensen et al., 1993) included older populations of adolescents (aged >14 years) 

6.3.4.1 Knowledge and understanding 

Knowledge outcomes were reported in six studies (Blake et al., 2001; Borawski et al., 2005; Denny et 

al., 1999; Denny and Young, 2006; Jorgensen et al., 1993; Trenholm et al., 2008). The most 

commonly reported knowledge outcome was concerning knowledge of STIs, for which two studies 

(Borawski et al., 2005; Jorgensen et al., 1993) reported positive short- and medium-term programme 

effects, respectively. A third study, Trenholm et al (2008), evaluated two programmes and found that 

only MCMF and not RTV affected participants‟ long-term STI knowledge. Neither study evaluating 

Sex Can Wait (Denny et al., 1999; Denny and Young, 2006) found short-term differences between 

programme and control high and middle school students on knowledge of topics covered in the 

curriculum, but Denny and Young (2006) reported positive long-term effects amongst high school 

students only. There was no difference in knowledge relating to abstinence among students who 

received an enhanced version of the MPM compared to those who received the curriculum only 

version of the programme (Blake et al., 2001). 

6.3.4.2 Attitudes and values 

Eight studies examined attitudes and values, and abstinence-only programmes were generally found 

to have had a positive effect on participants‟ beliefs and attitudes towards abstinence. Seven studies 

(Blake et al., 2001; Borawski et al., 2005; Christopher and Roosa, 1990; Denny et al., 1999; Denny 

and Young, 2006; Jorgensen et al., 1993; Roosa and Christopher, 1990) reported on attitudes 

towards abstinence or around age of first sex and found mostly positive programme effects. The 

Success Express programme (Christopher and Roosa, 1990; Roosa and Christopher, 1990) reported 

mainly non-significant programme effects on attitudes. Borawski et al (2005) reported finding positive 

effects of For Keeps on intentions to remain abstinent until marriage, until older and in the next three 

months and both evaluations of Sex Can Wait found positive programme effects on abstinence 
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intentions for high school, but not middle school students. Jorgensen et al (1993) however reported 

no effect of Project Taking Charge on intentions to have sex. No programmes reported an adverse 

programme effect on attitudes towards abstinence or intentions to have sex. 

6.3.4.3 Personal and social skills 

Eight studies (Blake et al., 2001; Borawski et al., 2005; Christopher and Roosa, 1990; Denny et al., 

1999; Denny and Young, 2006; Donnelly et al., 2001; Jorgensen et al., 1993; Roosa and Christopher, 

1990) examined outcomes relating to personal and social skills and generally reported no significant 

differences between intervention and control participants at follow-up. Just one study (Blake et al., 

2001) found positive programme effects for skills outcomes: reporting students who had received the 

MPM programme had more favourable results for parent-child communication outcomes. Results from 

the other studies indicated that abstinence-only programmes did not affect communication. 

6.3.4.4 Health and social outcomes relating to alcohol use and sexual health 

Eight studies (Christopher & Roosa, 1990; Blake et al., 2001; Borawski et al., 2005; Denny et al., 

1999; Denny & Young, 2006; Jorgensen et al., 1993; Roosa & Christopher, 1990; Trenholm et al., 

2008) examined effects on health outcomes related to sexual health and two studies (Blake et al., 

2001; Donnelly et al., 2001) examined effects on health outcomes related to substance use. These 

studies demonstrated that abstinence-only programmes generally had no significant effects on the 

initiation of sexual activity, with the exception of the Sex Can Wait programme (Denny et al., 1999; 

Denny & Young, 2006). Two studies of Sex Can Wait (Denny et al., 1999; Denny and Young, 2006) 

reported positive short-term programme effects on whether high school, but not middle school 

students, reported sexual intercourse, ever or in the last 30 days. However at long-term follow-up, 18-

months after intervention, Denny and Young (2006) found positive programme effects for middle 

school, but not high school students, on these measures. Jorgensen et al (1993) reported a positive 

impact of Project Taking Charge on the initiation of sexual activity, but as the sample size for the 

analyses was small the results are unlikely to be generalisable beyond the study. Based on short-term 

follow-up, Blake et al (2001) found no differences in sexual behaviour among students who received 

an enhanced version of the MPM programme compared to the curriculum only version. Borawski et al 

(2005) also reported a lack of programme effects of the For Keeps on recent sexual intercourse at 

short-term follow-up, but noted reductions in the frequency of sexual intercourse, number of sexual 

partners and multiple episodes of sex. Only one abstinence-only programme, Success Express 

(Christopher and Roosa, 1990), had a negative effect on health outcomes. Intervention students 

reported greater lifetime sexual experience than controls. However, in a replication study of this 

programme (Roosa & Christopher, 1990) there was no difference between intervention and control 

students on this measure. No significant long-differences differences between programme and control 

participants were reported for number of pregnancies following the MCMF and RTV programmes 

(Trenholm et al., 2008). Two studies (Borawski et al., 2005; Trenholm et al., 2008) reported outcomes 

relating to contraception and reported that abstinence programme participants were no more or less 

likely to use contraception than controls. 
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Two studies (Donnelly et al., 2001; Blake et al., 2001) examined the effects of abstinence only 

programmes and alcohol and other substance use. There was no impact of the Project CARE 

intervention (Donnelly et al., 2001), but students who received the enhanced version of the MPM 

programme reported less lifetime and recent alcohol use than students who received the curriculum 

only version of the programme. 

Evidence statement 10 

10 (e) There is moderate evidence from one RCT and two NRCTs
1
 to suggest that abstinence only 

programmes may have positive short- to long-term effects on knowledge relating to STIs. This 

evidence may only be partially applicable because the programme‟s emphasis on abstinence 

is of limited relevance to PSHE delivery in secondary schools focusing on SRE and alcohol 

education. 

10 (f) There is weak evidence from four NRCTs
2
 to suggest that abstinence only programmes may 

have short-term positive effects on attitudes and intentions towards sexual activity. There is 

weak evidence from one NRCT
3
 to judge the impact of abstinence programs on long-term 

intentions. This evidence may only be partially applicable because the programme‟s emphasis 

on abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 

10 (g) There is moderate evidence from four NRCTs and two RCTs
4
 to suggest that abstinence only 

programmes may have no impact on the initiation of sexual behaviours or the maintenance of 

sexual abstinence. In addition, there is moderate evidence from one RCT and three NRCTs
5
 

to suggest that abstinence only programmes may have no impact on or increase sexual 

activity. This evidence may only be partially applicable because the programme‟s emphasis 

on abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 

10 (h) There is weak evidence from one RCT
6
 to suggest that abstinence only education 

programmes may have no impact on long-term pregnancy rates and contraception use. This 

evidence may only be partially applicable because the programme‟s emphasis on abstinence 

is of limited relevance to PSHE delivery in secondary schools focusing on SRE and alcohol 

education.  

1
 Borawski et al., 2005 (NRCT +); Jorgensen et al, 1993 (NRCT +); Trenholm et al., 2008 (RCT -) 

2
 Borawski et al., 2005 (NRCT +); Denny et al., 1999 (NRCT -); Denny and Young, 2006 (NRCT -); Roosa and 

Christopher, 1990 (NRCT -) 

3
 Denny et al., 2006 (NRCT -)

 

4
 Blake et al., 2001 (RCT +); Borawski et al., 2005 (NRCT +); Denny et al., 1999 (NRCT -); Jorgensen et al, 1993 

(NRCT +); Roosa and Christopher, 1990 (NRCT -); Trenholm et al., 2008 (RCT -) 

5
 Blake et al., 2001 (RCT +); Borawski et al., 2005 (NRCT +); Denny et al., 1999 (NRCT -); Denny and Young, 

2006 (NRCT -) 

6
 Trenholm et al., 2008 (RCT -) 
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Table 6.10. Abstinence-only programmes: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Blake et al., 
2001 

RCT + 
MPM curriculum 

+ homework 
n=190 

MPM curriculum 
only 

n=161 
1 week NS abstinence 

 belief that should expect sex if 
had sex before* 

 belief would have sex before 
finishing high school** 

 sexual refusal efficacy** 
  substance use refusal 

efficacy*** 

 frequency of parent-child 
communication 

 parent-child communication 
about prevention strategies** 
 parent-child communication 
about consequences of sex* 
 parent-child communication 

about school*** 
NS parent-child communication 

about puberty and sexual 
expectations 

Borawski et 
al., 2005 

NRCT + 
For Keeps 
n=1,096 

NR 
n=973 

16-25 weeks 
(66%) 

 HIV/STDs*** 

 belief in abstinence until older 
** 

 belief in abstinence until 
marriage*** 

 intentions to have sex, next 3 
months* 

 intentions to have sex, next 
year** 

 intentions to use condoms***  
NS condom-use efficacy  

NS sexual impulse control 

- 

Christopher 
and Roosa, 
1990 

NRCT - 

Success 
Express 
n=191 

 

No intervention 
n=129 

PT - 

NS perceived: best age for first 
sex; age expected for first sex; 

best age for marriage; lifetime or 
friends lifetime sexual 

involvement NS self-esteem 

NS family communication 

Denny et al., 
1999 

NRCT - 

Sex Can Wait 
Middle school, 

n=287 

Regular 
curriculum 

n=320 
PT 

 NS curriculum 
 

NS attitudes 
NS hopelessness 

NS abstinence intentions  
NS self-efficacy  

NS decision making 

- 

Sex Can Wait 
High school, 

n=195 

Regular 
curriculum 

n=92 
PT NS curriculum 

 attitudes** 
 hopelessness** 

 abstinence intentions*** 
NS self-efficacy 

NS decision making 

- 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Denny and 
Young, 2006 

NRCT - 
Sex Can Wait 
Middle school, 

n=326 
n=372 PT (87%) NS curriculum 

NS abstinence intentions 
NS hopelessness 
NS self efficacy  

NS decision making 

- 

Denny and 
Young, 2006 

NRCT - 
Sex Can Wait 
High school, 

n=226 

 
n=111  

PT (85%),  NS curriculum 

 beliefs about abstinence** 
 intention to remain 

abstinent***  
NS self efficacy 

NS decision making 

- 

Donnelly et 
al., 2001 

NRCT - 
Project C.A.R.E. 

n=413 

Regular 
education 

n=426 
PT - NS self-esteem NS social support from families 

Roosa and 
Christopher, 
1990 

NRCT - 
Success 
Express 
n=339 

No intervention 
n=129 

PT - 

 expected age to have first 
sex*  

NS pre-marital sex beliefs 
NS attitude to abstinence 

NS self-esteem 

NS family communication 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.11. Abstinence-only programmes: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Conceptions Substance Use 

Blake et al., 
2001 

RCT + 

MPM 
curriculum + 
homework 

n=190 

MPM 
curriculum 

only 
n=161 

1 week 
NS sexual 

intercourse, 
ever 

NS recent sexual 
intercourse 

  
- - 

 lifetime alcohol 
use* 

 recent alcohol 
use 

Borawski et 
al., 2005 

NRCT + 
For Keeps 
n=1,096 

NR 
n=973 

16-25 weeks 
(66%) 

- 

NS recent sexual 
intercourse 

 frequency of 
sexual 

intercourse* 
 2+ sexual 
partners** 
 multiple 

episodes of sex* 

NS consistent 
condom use 

- - 
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Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Conceptions Substance Use 

Christopher & 
Roosa, 1990 

NRCT - 
Success 
Express 
n=191 

No 
intervention 

n=129 
PT 

 lifetime 
sexual 

behaviour* 
- - - - 

Roosa & 
Christopher, 
1990 

NRCT - 
Success 
Express 
n=339 

No 
intervention 

n=129 
PT 

NS lifetime 
sexual 

behaviour 
- - - - 

Denny et al., 
1999 

NRCT - 

Sex Can Wait 
Middle school, 

n=287 

Regular 
curriculum 

n=320 
PT 

NS sexual 
intercourse, 

ever 

NS sexual 
intercourse, last 

30 days 
- - - 

Sex Can Wait 
High school, 

n=195 

Regular 
curriculum 

n=92 
PT 

 sexual 
intercourse, 

ever*** 

 sexual 
intercourse, last 

30 days** 
- - - 

Denny & 
Young, 2006 

NRCT - 

Sex Can Wait 
n=326 (Middle 

School) 
n=372 

PT 
(87%) 

NS sexual 
intercourse, 

ever 

NS sexual 
intercourse, last 

30 days 
- - - 

Sex Can Wait 
n=226 (High 

School) 

 
n=111 

PT 
(85%) 

 sexual 
intercourse, 

ever*** 

 sexual 
intercourse, last 

30 days** 
- - - 

Donnelly et 
al., 2001 

NRCT - 
Project 

C.A.R.E. 
n=413 

Regular 
education 

n=426 
PT - - - - 

 crack; 
methamphetamines 

use* 
NS alcohol; 

tobacco; cannabis; 
inhalants; crack; 

heroin use 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 6.12. Abstinence-only programmes: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Jorgensen et 
al, 1993 

NRCT + 
Project Taking 

Charge 
n=52 

No intervention 
n=39 

6 months 
NR 

 sexual development* 
 STDs* 

 sexual anatomy*** 
NS pregnancy 
complications 

NS sexual values 
NS sexual attitudes and 

intentions 
NS educational aspirations 

NS self-esteem 

NS parent-child sex or 
vocational communication 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.13. Abstinence-only programmes: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Conceptions Substance Use 

Jorgensen et 
al, 1993 

NRCT + 
Project Taking 

Charge 
n=52 

No 
intervention 

n=39 

6 months 
NR 

 sexual 
initiation*

a
 

- - -  

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
Based on small sample (n=50) 

 

Table 6.14. Abstinence-only programmes: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Denny and 
Young, 2006 
 

NRCT - 
 

Sex Can Wait 
Middle school, 

n=326 
n=372 

18 months 
(34%) 

NS curriculum 

NS abstinence intentions 
NS hopelessness  

NS decision making 
NS self efficacy 

- 

Sex Can Wait 
High school, 

n=226 

 
n=111 

18 months 
(72%) 

 curriculum*** 

NS beliefs about abstinence 
 intention to remain 

abstinent* 
NS decision making 

NS self efficacy 

- 

Trenholm et 
al., 2008 

RCT - 
My Choice, My 

Future! 
n=286 (FU) 

No sex 
education 

n=162 

42-78 
months 

 STDs*** 
 unprotected sex risks** 

- - 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Trenholm et 
al., 2008 

RCT - 
ReCapturing the 

Vision 
n=275 

No sex 
education 

n=205 

42-78 
months 

NS STDs 
NS unprotected sex risks 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.15. Abstinence-only programmes: long-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Conceptions Substance Use 

Denny and 
Young, 2006 

NRCT - 
Sex Can Wait 
n=326 (Middle 

School) 
n=372 

18 months 
(34%) 

 sexual 
intercourse, 

ever* 

 sexual 
intercourse, last 

30 days*** 
- - - 

Denny and 
Young, 2006 

NRCT - 
Sex Can Wait 
n=226 (High 

School) 

 
n=111  

18 months 
(72%) 

NS sexual 
intercourse, 

ever 

NS sexual activity, 
last 30 days 

- - - 

Trenholm et 
al., 2008 

RCT - 

My Choice, My 
Future! 
n=286 

No sex 
education 

n=162 

42-78 months 
(82%) 

NS 
abstinence 

- 
NS condom 

use 
NS 

pregnancies 
- 

ReCapturing 
the Vision 

n=275 

No sex 
education 

n=205 

42-78 months 
(82%) 

NS 
abstinence 

- 
NS condom 

use 
NS 

pregnancies 
- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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6.4 Abstinence-plus programmes 

6.4.1 Overview of evidence identified 

A total of 24 articles were identified that reported on the evaluation of 15 abstinence plus programmes 

across 18 studies. Abstinence plus programmes were defined as those that reported an emphasis on 

abstinence as the safest way to avoid HIV/STI infection and pregnancy, but also promoted safer sex 

through the use of contraceptives. Four articles (Coyle et al., 1999; 2001; Basen-Enquist et al., 2001; 

Kirby et al., 2004) reported on evaluations of the Safer Choices programme across the same sample 

of students and were grouped as a single study (Coyle et al., 1999). Three articles (Aten et al., 2002; 

Siegel et al., 1998; 2001) reported on evaluations of the Rochester AIDS Prevention Project for Youth, 

although both evaluations appeared to report on largely the same sample of students an additional 

school was included in the study reported on by Siegel et al (2001) and Aten et al (2002).  

All 24 studies were conducted in North America, in the USA (n=22) and Canada (n=2). All 15 

programmes were primarily delivered in school during scheduled lesson time. Two programmes, 

Safer Choices (Coyle et al., 1999) and the Youth AIDS Prevention Project (YAPP; Levy et al., 1995), 

combined school-based curriculums with activities for parents, and two programmes, a sex education 

programme based on Health Belief Model and Social learning Theory (HBM-SLT; Eisen et al., 1990) 

and Focus on Kids (Stanton et al., 2006), were designed to be delivered in schools or in the 

community. Five programmes were solely taught by teachers (an AIDS prevention programme [Walter 

& Vaughan, 1993]; HBM-SLT curriculum [Eisen et al., 1990], Positive Prevention [LaChausse, 2006], 

Reducing the Risk [Kirby et al., 1991] and Safer Choices [Coyle et al., 1999; 2001]) or peers 

(Protection Express [Caron et al., 2004]). Four programmes, Be Proud! Be Responsible! (BPBR; 

Borawski et al., 2009), a modified version of Reducing the Risk (Zimmerman et al., 2008), the 

Rochester AIDS Prevention Project for Youth (RAPP; Siegel et al., 1998; 2001), and Skills for Healthy 

Relationships (Wright, 1998), were taught by teachers in combination with other providers including 

adult educators, peers and school nurses. Four programmes, Draw the Line/Respect the Line (Coyle 

et al., 2004), Focus on Kids (Stanton et al., 2005), Postponing Sexual Involvement (Aarons et al., 

2000), and YAPP (Levy et al., 1995), were taught by external health educators and for two 

programmes, Teen Incentives (Smith, 1994) and an STI prevention curriculum (Boyer & Shafer, 1997), 

it was not clear who the provider was. 

The theoretical base for the curriculum or programme was not reported for three programmes: an STI 

prevention programme (Boyer & Shafer, 1997), Teen Incentives (Smith, 1994), and an AIDS 

prevention programme (Walter & Vaughan, 1993). Eight programmes (Be Proud! Be Responsible!, 

Safer Choices, Draw the Line/Respect the Line, Health Belief Model and Social learning Theory 

curriculum, Reducing the Risk, Positive Prevention, Focus on Kids, and Skills for Healthy 

Relationships) were based on a combination of theories. The theories applied most often were social 

cognitive theory (n=7 programmes), social learning theory and the theory of reasoned action (both 

n=3 programmes). 
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Table 6.16. Sex and relationships education: abstinence-plus programmes 

Author 

Study 
design 

and 
rating 

Baseline 
population 

Setting Programme components Theoretical base Provider 

Aarons et al., 
2000 

RCT + 
USA 

n=522 students; 
mean 12.8 years 

School 

Postponing Sexual Involvement: Eight lessons over two 
month in 7

th
 grade and booster sessions in 8

th
 grade; 

reproductive health, postponing sexual involvement peer-led 
curriculum, voluntary booster sessions covering a range of 
health issues. 

Social cognitive 
theory 

Peer led and health 
professional 

Borawski et 
al., 2009 

RCT + 
USA 

n=1,357 students; 
mean 15 years 

School 
Be Proud! Be Responsible: Six, 50-minute modules, booster 
session; abstinence promotion, information and skill building 
about safer sex practices.  

Social cognitive 
theory, theory of 
reasoned action, 
theory of planned 
behaviour 

Predominantly, health 
education teachers, 
but in three pairs of 
schools, 
approximately a 
quarter of the classes 
were taught by school 
nurses 

Boyer & 
Shafer, 1997 

NRCT - 

USA 
n=695 students; 
mean 14.4 years 

(range 13-17 
years) 

School 
Three sessions over three days on STI prevention; didactic 
knowledge and skills building sessions 

Not reported Not reported 

Caron et al., 
2004 

NRCT + 

Canada 
n=945 junior high 
school students; 

n=477 senior high 
school students 

School 

Protection Express: HIV/STI prevention; Peer training 
programme for senior high school students, developed 
educational presentation on one of five topics: postponing 
sexual intercourse, communication and assertiveness in 
relationships, equality in relationships, conditions to a healthy 
relationship, and condom use. Peer presentations 
subsequently presented to junior students 

Social cognitive 
theory 

Peer led 

Coyle et al., 
1999; 2001 

RCT + 
USA 

n=4,310 9
th
 grade 

students 

School, 
family 

Safer Choices: 20 sessions over 2 school years (10 sessions 
per year); HIV/STI and pregnancy prevention curriculum, role 
playing, role model stories, parent newsletters, homework 
assignments, school-community linkages 

Social cognitive 
theory, social 
influence theory 

Teachers 

Coyle et al., 
2004 

RCT + 
USA 

n=2,829 students; 
mean 11.5 years 

School 
Draw the Line/Respect the Line: 20 sessions; HIV/AIDS and 
pregnancy prevention, limit setting and refusal skills 

Social cognitive 
theory, social 
inoculation theory 

Teachers 

Eisen et al., 
1990; 1992 

RCT + 
USA 

n=1,444 students; 
13-19 years 

School or 
community 

8-12 hour sex education programme based on Health Belief 
Model and Social learning Theory; information, discussion of 
emotions, decision-making, and personal responsibility. 

Health belief 
model, social 
learning theory 

Teachers 
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Author 

Study 
design 

and 
rating 

Baseline 
population 

Setting Programme components Theoretical base Provider 

Hubbard et 
al., 1998 

NRCT + 
USA 

n=532 students; 
grades 9-12 

School 

Reducing the Risk: Sixteen lesson sexuality curriculum; skill 
development, setting behavioural goals, activities to 
personalise information on the risks of unprotected sex, 
support for personal values and groups norms against 
unprotected intercourse.  

Social learning 
theory, social 
influence theory 

Teachers 

Kirby et al., 
1991 

NRCT + 
USA 

n=1,033 students; 
mean 15.3 years 

School 
Reducing the Risk: 15 classes over one school year; 
abstinence and safer sex promotion; promotion of parent/child 
discussions. 

Social learning 
theory, social 
inoculation 
theory, cognitive 
behaviour theory 

Teachers 

LaChausse, 
2006 

RCT - 
USA 

n=353 9
th
 grade 

students 
School 

Positive Prevention: Six lessons, 45 minutes each; 
interactive activities regarding HIV/STIs, risks or early sexual 
involvement, resisting social pressures for sexual involvement. 

Social learning 
theory, cognitive 
behavioural 
theory 

Teachers 

Levy et al., 
1995; Weeks 
et al 1995 

RCT + 
USA 

n=2,392 7
th
 grade 

students 

School, 
family 

Youth AIDS Prevention Project: 10 sessions in 7
th
 grade (1 

day/2 weeks) and 5 additional sessions (over 1 week) in 8
th
 

grade; HIV/AIDS, pregnancy and STI prevention, decision-
making skills and resistance/negotiation skills, homework 
assignment, orientation meeting for parents.  

Social cognitive 
theory 

Master's level health 
educators 

Siegel et al., 
1998 

NRCT + 

USA 
n=3,696 students; 

mean 13 years 
(middle school 

students); mean 
17 years (high 

school students) 

School 

Rochester AIDS Prevention Project for Youth: 12 sessions 
for middle school students (in 7

th
 grade), 12 sessions for high 

school students (10
th
, 11

th
 or 12

th
 grade); Curriculum 

emphasised self-esteem and decision-making, discussion and 
skills-based activities on sexuality, STIs, pregnancy and 
HIV/AIDS. 

Theory of 
reasoned action 

Teacher, Adult Health 
Educator or Peer led 

Siegel et al., 
2001; Aten et 
al., 2002 

NRCT + 

USA 
n=4,001 students; 

mean 13 years 
(middle school 

students); mean 
17 years (high 

school students) 

School 
Rochester AIDS Prevention Project for Youth: See Siegel 
et al., 1998 for intervention details 

Theory of 
reasoned action 

Teacher, Adult Health 
Educator or Peer led 

Smith, 1994 RCT - 
USA 

n=120 students; 
mean 15.1 years 

School 
Teen Incentives Program: Once weekly sessions for eight 
weeks; interpersonal skills training, career mentorship, role 
playing, writing and acting out skits  

Not reported Not reported 
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Author 

Study 
design 

and 
rating 

Baseline 
population 

Setting Programme components Theoretical base Provider 

Stanton et al., 
2006 

RCT + 
USA 

n=1,131 students; 
12-16 years 

School or 
community 

Focus on Kids: Eight sessions, 1½ hours each, 1-2 day 
community; decision-making, goal setting, communication, 
negotiating, consensual relationships, and information 
regarding abstinence, safer sex, drugs, alcohol and drug 
selling. 

Social cognitive 
theory, protection 
motivation theory 

Sex education 
specialists 

Walter & 
Vaughan, 
1993 

NRCT + 
USA 

n=1,201 students; 
mean 15.7 years 

School 

Six session AIDS prevention programme; facts about AIDS 
transmission and prevention, correcting misrepresentations 
regarding AIDS risk behaviours, negotiation skills associated 
with delaying sex and condom use, knowledge and skills 
around obtaining and using condoms. 

Not reported Teachers 

Wright 1998 NRCT + 
Canada 

n=4,512 students; 
13-16 years 

School 
Skills for Healthy Relationships: Twenty hours of skills 
building activities (31 activities); knowledge acquisition, skills 
development, motivational supports, attitudes development. 

Theory of 
reasoned action, 
theory of planned 
behaviour, self-
efficacy theory 

Teachers, Peer 
leaders 

Zimmerman 
et al., 2008 

RCT + 
USA 

n=1,944 students; 
13-16 years 

School 
Reducing the Risk: 16-17 sessions; modified RTR curriculum 
to include videos with music, peer facilitation, role playing, 
games and prizes 

Not reported Teacher, Peer led 
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The overall number of students recruited to participate in the included studies ranged from 120 

students to over 4,500 students. Evaluation of six programmes (Reducing the Risk, Youth AID 

Prevention Project, Draw the Line/Respect the Line, RAPP, Safer Choices and Skills for Healthy 

Relationships) was based on a sample size of more than 1,500 students. Power calculations or 

mention of sample size needed to detect significant effect was only discussed in four studies (Caron 

et al., 2004; Coyle et al 2004; LaChausse, 2006; Walter & Vaughan, 1993). 

The programmes examined in the included studies targeted a range of age groups and school year 

levels. Three programmes, Draw the Line/Respect the Line, Postponing Sexual Involvement and 

YAPP, targeted students aged between 11 and 13 years. Six programmes (RAPP, Focus on Kids, 

Protection Express, Skills for Healthy Relationships, an unnamed STI prevention programme and the 

HBM-SLT curriculum) targeted students across a range of ages, from approximately 12-13 years up 

to age 16-17, and six programmes (Safer Choices, Positive Prevention, Teen Incentives Programme, 

Be Proud! Be Responsible!, an unnamed AIDS prevention programme, Reducing the Risk) targeted 

older adolescents (>14 years). 

Programmes were evaluated over a range of follow-up periods. Three studies (Boyer & Shafer, 1997; 

Smith, 1994; Levy et al., 1995) reported immediate post-test results only, and the majority of studies 

reported follow-up periods of less than 12 months. Evaluations of three programmes, Reducing the 

Risk (Hubbard et al., 1998; Kirby et al., 1991), Skills for Healthy Relationships (Wright, 1998) and 

Safer Choices (Coyle et al., 2001), were based on long-term follow-up greater than 12 months, at 18-, 

24- and 31-months respectively. 

6.4.2 Quality assessment 

Of the 18 studies identified, ten were RCTs and eight were NRCTs. Nine RCTs (Aarons et al., 2000; 

Borawski et al., 2009; Coyle et al., 1999; 2004; Eisen et al., 1990; LaChausse, 2006; Levy et al., 1995; 

Stanton et al., 2006; Zimmerman et al., 2008) were based on cluster randomisation and one study 

involved individual randomisation of students (Smith, 1994). Cluster randomisation was conducted at 

school district (Levy et al., 1995), school (Aarons et al., 2000; Borawski et al., 2009; Coyle et al., 1999; 

2004; Zimmerman et al., 2008) and classroom level (Eisen et al., 1990; LaChausse, 2006; Stanton et 

al., 2006). For five of the cluster RCTs (Aarons et al., 2000; Eisen et al., 1990; LaChausse, 2006; 

Levy et al., 1995; Stanton et al., 2006) the unit of analysis was not matched to the unit of 

randomisation or authors did not report methods for adjusting for intraclass correlations. Study quality 

was rated moderate (+ rating) across the majority of the studies and only one study, an RCT, was 

rated poor (- rating). Although all of the RCTs were reported as randomised, no further details were 

reported about the method of randomisation, with the exception of Borawski et al (2009), so it was not 

possible to judge whether selection bias had been adequately minimised. Borawski et al (2009) 

reported using a two-stage, double-blinded randomisation procedure, and was rated good quality (++ 

rating) on this particular design aspect. Details on outcomes were generally well reported across the 

included RCTs and NRCTs. Outcomes measures were reported to be reliable in seven RCTs 

(Borawski et al., 2009; Coyle et al., 1999; 2004; Eisen et al., 1990; LaChausse, 2006; Stanton et al., 

2006; Zimmerman et al., 2008) and three NRCTs (Boyer & Schaffer, 1997; Caron et al., 2004; Wright, 
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1998), and relevant outcomes were judged to have been reported across all studies. The quality of 

the analyses conducted was also generally good, but only one RCT (Stanton et al., 2006) reported 

that an intention-to-treat analysis had been undertaken. The majority of studies based their analysis 

on students who had completed both baseline and follow-up surveys. One study, RCT (Smith, 1994), 

was rated poor quality (- rating) because the reporting quality of the study was poor and it was difficult 

to interpret the statistical results presented. 

6.4.3 Findings 

6.4.3.1 Short-term results (<6 months) 

Eleven studies (Aarons et al., 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 

Eisen et al., 1990; Levy et al., 1995; Siegel et al., 1998; Smith, 1994; Stanton et al., 2006; Walter & 

Vaughan, 1993; Wright, 1998) reported short-term data on the effects of 11 programmes: a 

postponing sexual involvement curriculum, BPBR, an STI/HIV prevention curriculum, Safer Choices, 

HBM-SLT curriculum, YAPP, RAPP, Teen Incentives, Focus on Kids, an AIDS-preventive curriculum, 

and Skills for Healthy Relationships. 

Knowledge and understanding 

Nine studies (Aarons et al., 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 

Eisen et al., 1990; LaChausse, 2006; Siegel et al., 1998; Walter & Vaughan, 1993; Wright, 1998) 

examined short-term intervention effects on sexual health knowledge, five of which reported positive 

effects. Aarons et al (2006) found that the Postponing Sexual Involvement curriculum was only 

effective at increasing contraceptive knowledge among male intervention students, and had no short-

term effects on knowledge related to reproductive sexual services among males or females. 

Attitudes and values 

Ten studies (Aarons et al., 2000; Borawski et al., 2009; Coyle et al., 1999; Eisen et al., 1990; Levy et 

al., 1995; LaChausse, 2006; Siegel et al., 1998; Stanton et al., 2006; Walter & Vaughan, 1993; Wright, 

1998) examined short-term intervention effects on attitudes and values.  

Six studies (Aarons et al., 2006; Borawski et al., 2009; Levy et al., 1995; Siegel et al., 1998; Stanton 

et al., 2006; Wright, 1998) reported on changes in behavioural intentions. Four studies (Aarons et al., 

2006; Borawski et al., 2009; Levy et al., 1995; Stanton et al., 2006) found no intervention effects on 

behavioural intentions, including intentions to have sex and intentions for condom use, for four 

programmes (a postponing sexual involvement curriculum, BPBR, YAPP and Focus on Kids). Female 

students who received the Postponing Sexual Involvement curriculum (Aarons et al., 2000) reported 

greater intentions to not have sex in the next six months, compared to control students at the end of 

seventh grade. However, less than six months later at the beginning of eighth grade, there was no 

difference in intentions between male or female intervention students and controls. Although Levy et 

al (1995) found that students in the intervention and control groups did not differ in their intentions to 

have sex or use condoms; intervention students were more likely to consider using condoms with 

foam if they planned on being sexually active in the next 12 months. For students who participated in 
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the RAPP (Siegel et al., 1998), only high school intervention students demonstrated significantly 

greater behavioural intentions than control students. In the study by Wright (1998), there were 

significantly higher levels of intentions to engage in preventive behaviours in the intervention group 

compared to the control group (p<0.0001). 

Seven studies (Aarons et al., 2006; Borawski et al., 2009; Coyle et al., 1999; Eisen et al., 1990; 

LaChausse, 2006; Walter & Vaughan, 1993; Wright, 1998) examined impact on attitudes and beliefs 

related to sexual behaviour. There were no significant differences between female intervention 

students who received the Postponing Sexual Involvement curriculum (Aarons et al., 2006) and 

control students on attitudes toward delayed initiation of sex or delayed childbearing, but among 

males, intervention students reported more positive attitudes towards delayed childbearing, but not 

delayed sex, at the end of seventh grade and the beginning of eighth grade. Males and females who 

participated in Be Proud! Be Responsible! (Borawski et al., 2009) reported significantly higher condom 

use prevention beliefs, but there were no intervention effects on other beliefs related to condom use, 

whether condom use was hedonistic, and towards abstinence. Coyle et al (1999) reported short-term 

intervention effects of the Safer Choices programme on students‟ attitudes toward condom use, but 

there were no intervention effects on attitudes about sex. Intervention students expressed more 

positive attitudes toward condom use and decreased barriers toward condom use, higher self-efficacy 

for condom use, and higher levels of risk perception than control students. Eisen et al (1990) found 

that there was no difference in health beliefs between intervention and control students following 

delivery of a curriculum based on the Health Belief Model and Social Learning Theory. At the 1-month 

post-test, there were no effects of the Positive Prevention curriculum (LaChausse, 2006) on attitudes 

towards abstention, or self-efficacy for abstinence or condom use. Walter and Vaughan (1993) found 

significant improvements on four of five belief outcomes for students who received a special AIDS-

preventive curriculum compared to controls: perceived susceptibility of acquiring AIDS (p<0.01); 

perceived benefits and barriers for engaging in AIDS preventive behaviour (p<0.01 and p<0.05, 

respectively); and perceptions about the commonness of involvement in AIDS prevention (p<0.01). 

There was no difference in participants‟ perceptions about the acceptability of involvement of AIDS 

preventive behaviour but significant improvements were found among intervention students on the 

measure of self-efficacy, which assessed participants‟ degree of certainty regarding their ability to 

success fully perform AIDS-preventive actions (p<0.01). Intervention group students who received the 

Skills for Healthy Relationships curriculum (Wright, 1998) reported significantly more positive attitudes 

towards homosexuals and people living with AIDS/HIV than control group students at the end of the 

programme (p<0.0001).  

Personal and social skills 

Three studies (Borawski et al., 2009; Boyer & Shafer, 1997; Wright, 1998) examined short-term 

intervention effects on personal and social skills related to sexual risk behaviours. Borawski et al 

(2009) reported a significant difference between male intervention who participated in BPBR, and 

control students on the following efficacy outcomes: impulse control, condom negotiation skills, and 

condom technical skills. A knowledge-and cognitive-behavioural skills-building intervention to prevent 
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STIs (Boyer & Shafer, 1997) had a significant short-term impact on sexual risk prevention skills (p 

<0.05) and substance use prevention skills (p<0.001). Intervention group students who participated in 

Skills for Healthy Relationships (Wright, 1998) reported higher levels of prevention skills
8
 than the 

control group (p<0.0001). 

Health and social outcomes relating to alcohol use and sexual health 

Six studies reported short-term programme effects on the initiation of sexual involvement. Of these, 

five studies (Borawski et al., 2009; Coyle et al., 1999; Eisen et al., 1990; Walter & Vaughan, 1993; 

Wright, 1998) found no intervention effects for the following five programmes: BPBR; Safer Choices; 

HBM-SLT curriculum; an AIDS-preventive curriculum, Skills for Healthy Relationships. Aarons et al 

(2000) evaluated an intervention that included reproductive health classes, health risk screening and 

the Postponing Sexual Involvement curriculum. At the end of the seventh grade, female (but not male) 

students had significantly higher virginity rates than control students. However, less than six months 

later at the beginning of eighth grade, there was no difference in virginity rates between intervention 

and control students of either gender. 

Intervention effects on frequency of sexual intercourse and/or number of partners were examined in 

seven studies (Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; Levy et al., 1995; 

Smith, 1994; Stanton et al., 2006; Walter & Vaughan, 1993). Four studies (Borawski et al., 2009; 

Coyle et al., 1999; Levy et al., 1995; Stanton et al., 2006) reported no intervention effects on 

frequency of sexual intercourse. Smith (1994) reported that students who participated in the Teen 

Incentives programme decreased their sexual activity (absolute and relative frequency) compared to 

control students who received written materials on contraception and decision-making. Boyer and 

Shafer (1997) found no effects of an STI/HIV prevention curriculum on number of sexual partners but 

Walter and Vaughan (1993) found that an AIDS-preventive curriculum had short-term effects (up to 3 

months) on sexual risk behaviours. Compared to control students, students who participated in the 

curriculum in 9
th
 or 11

th
 grade reported less involvement in sexual intercourse with high-risk sexual 

partners (p<0.05) and were more likely to be sexually monogamous (p<0.05). 

Eight studies (Aarons et al., 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 

Levy et al., 1995; Smith, 1994; Stanton et al., 2006; Walter & Vaughan, 1993) examined intervention 

effects on contraceptive use; four studies (Borawski et al., 2009; Boyer & Shafer, 1997; Levy et al., 

1995; Stanton et al., 2006) found no intervention effects for the following programmes: BPBR, an 

STI/HIV prevention curriculum, and Focus on Kids. Aarons et al (2000) found that female intervention 

students who participated in a two-year curriculum reported greater use of contraception at the end of 

the programme compared to control students, both at the post-test at the end of seventh grade and at 

the beginning of eighth grade. Among sexually experienced students, those who participated in Safer 

Choices (Coyle et al., 1999) reported fewer acts of sexual intercourse without a condom in the past 3 

months compared to the control group (mean difference [SE] 0.50 [0.31]; p=0.03) and were more 

likely to have used condoms or protection against pregnancy at last intercourse (condoms: OR 1.91; 

                                                   
8
 Communication and behavioural skills relevant to prevention 
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95% CI 1.13, 3.21; other contraception: OR 1.62; 95% CI 1.05, 2.50). Two other studies reported 

intervention effects on contraceptive use. Smith (1994) reported that students who participated in the 

Teen Incentives programme increased their use of contraceptives relative to control students (p<0.05) 

and students who participated in an AIDS-preventive curriculum (Walter and Vaughan, 1993) were 

more likely to use condoms (p<0.05) than control students. 

Coyle et al (1999) also found that there was no difference between students who received Safer 

Choices and control students in their use of alcohol and other drugs before sex in the past 3 months, 

and whether they had been tested for HIV or other STIs. Walter and Vaughan (1993) reported that 

participation in an AIDS-preventive curriculum was associated with a favourable trend for STI 

incidence, but the difference between intervention and control students did not reach significance. 

6.4.3.2 Medium-term results (up to 12 months) 

Eleven studies (Aarons et al., 2000; Borawski et al., 2009; Caron et al., 2004; Coyle et al., 2004; 

Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Siegel et al., 2001; Stanton et al., 2006; 

Wright, 1998; Zimmerman et al., 2008) reported medium-term follow-up data for 11 programmes: 

Postponing Sexual Involvement, Be Proud! Be Responsible!, Protection Express, Draw the 

Line/Respect the Line, HBM-SLT curriculum, Reducing the Risk (standard and modified), Positive 

Prevention, RAPP, Focus on Kids, and Skills for Healthy Relationship. 

Knowledge and understanding 

Eight studies (Aarons et al., 2000; Borawski et al., 2009; Coyle et al., 2004; Kirby et al., 1991; 

LaChausse, 2006; Siegel et al., 2001; Wright, 1998; Zimmerman et al., 2008) examined medium-term 

programme effects on knowledge. Five studies (Borawski et al., 2009; Coyle et al., 2004; Kirby et al., 

1991; Siegel et al., 2001; Wright, 1998) reported that significant increases in knowledge were 

sustained among intervention students at medium-term follow-up for five programmes: BPBR, Draw 

the Line/Respect the Line, Reducing the Risk, RAPP, and Skills for Healthy Relationships. Aarons et 

al (2000) found programme effects on knowledge related to contraceptives among males intervention 

students only. Furthermore, there were no programme effects on knowledge related to reproductive 

health services among either gender. Two studies (LaChausse, 2006; Zimmerman et al., 2008) 

reported no medium-term intervention effects on knowledge.  

Attitudes and values 

Nine studies (Aarons et al., 2000; Caron et al., 2004; Coyle et al., 2004; Kirby et al., 1991; LaChausse, 

2006; Siegel et al., 2001; Stanton et al., 2006; Wright, 1998; Zimmerman et al., 2008) examined 

medium-term programme effects on attitudes.  

Six studies (Aarons et al., 2000; Caron et al., 2004; Siegel et al., 2001; Stanton et al., 2006; Wright, 

1998) examined programme impact on behavioural intentions. There were no medium-term effects of 

the Postponing Sexual Involvement curriculum (Aarons et al., 2000) on intentions to not have sex in 

the next six months among females and among males, intentions to not have sex were significantly 

lower among intervention students (OR 0.32; 95% CI 0.13, 0.80). Junior high students who 

participated in Protection Express were more likely than control students to report intentions to remain 
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abstinent and to use condoms (both p<0.001). However, among senior high students who participated 

in the programme as peer leaders there were no intervention effects on behavioural intentions. 

Among middle school who participated in RAPP (Siegel et al., 2001), intervention students reported 

safer behavioural intentions regarding sexual behaviour and substance use than controls (females, 

p<0.05; males, p<0.01), but there was no difference among high school students who received the 

programme. Stanton et al (2006) found no differences in intentions to engage in sex among students 

who participated in Focus on Kids and control students who received an environmental health 

intervention. Compared to the control group, students who participated in the Skills for Healthy 

Relationships programme (Wright, 1998) reported significantly higher levels of intentions to engage in 

preventive behaviours in the intervention group.  

Nine studies (Aarons et al., 2000; Caron et al., 2004; Coyle et al., 2004; Kirby et al., 1991; LaChausse, 

2006; Siegel et al., 2001; Stanton et al., 2006; Zimmerman et al., 2008) examined medium-term 

intervention effects on attitudes, beliefs and/or self-efficacy. Following delivery of booster sessions in 

the eighth grade, there were no medium-term effects of the Postponing Sexual Involvement 

curriculum on attitudes to delaying sex or childbearing, or self-efficacy to refuse sex. Caron et al 

(2004) reported that the Protection Express curriculum had positive effects on junior high intervention 

students‟ attitudes to abstinence, and role beliefs and perceived self-efficacy for abstention and 

condom use. Senior high students, who acted as peer leaders, also reported changes in attitudes and 

beliefs in relation to abstinence and condom use after participation in the programme relative to the 

control group. Coyle et al (2004) found that boys who received the Draw the Line/Respect the Line 

programme had more positive attitudes toward not having sex than control students (p<0.01), 

however two studies (LaChausse, 2006; Zimmerman et al., 2008) reported no programme effects on 

attitudes towards delaying sexual involvement for Positive Prevention and Reducing the Risk, 

respectively. Students who participated in Skills for Healthy Relationships (Wright, 1998) reported 

significantly more positive attitudes towards homosexuals and people living with AIDS/HIV than 

control group students. Of three studies (Coyle et al., 2004; Kirby et al., 1991; Zimmerman et al., 2008) 

that examined students‟ perceptions or beliefs toward peer norms for sexual involvement, significant 

positive programme effects were reported in two studies (Coyle et al., 2004; Kirby et al., 1991) for 

Draw the Line/Respect the Line and the original evaluation of Reducing the Risk, respectively, but not 

for a modified version of Reducing the Risk (Zimmerman et al., 2008). Coyle et al (2004) also found 

that male students who participated in Draw the Line/Respect the Line had stronger sexual limits 

(p<0.01), and were less likely to place themselves in situations that could lead to sexual behaviours 

(p<0.001), than control students. Four studies (LaChausse, 2006; Siegel et al., 2001; Stanton et al., 

2006; Zimmerman et al., 2008) examined intervention effects on self-efficacy. LaChausse (2006) 

reported that there were no significant differences between intervention and control students in self-

efficacy to abstain from sexual intercourse, but that intervention students reported a higher self-

efficacy to use condoms (mean [SD]: 7.41 [0.90] vs. 6.74 [1.26]; p=0.001). In the study by Siegel et al 

(2001), compared to control students, self-efficacy was significantly higher among middle school and 

high school female students who participated in the RAPP (p<0.05 and p<0.01, respectively). Stanton 

et al (2006) reported higher perceptions of self efficacy and response efficacy regarding abstinence 
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among participants in Focus on Kids compared to control students. Intervention students also 

demonstrated significantly higher perceptions of self efficacy to use condoms. Zimmerman et al (2008) 

found no significant differences between intervention and control students on three measures of self-

efficacy (refusal, condom and situational). 

Personal and social skills 

Two studies (Kirby et al., 1991; Wright, 1998) examined medium-term programme effects on personal 

and social skills related to sexual risk reduction. Kirby et al (1991) found that the Reducing the Risk 

curriculum impacted on student‟s communication with their parents at 6-months; intervention 

participants and their parents were more likely than control students to have ever discussed 

abstinence (p<0.01) and contraception (p<0.01). However, there was no difference between group in 

their level of communication with their parents about pregnancy and STIs. Students who participated 

in the Skills for Healthy Relationships curriculum (Wright, 1998) reported higher levels of prevention 

skills compared to the control group. 

Health and social outcomes relating to alcohol use and sexual health 

Nine studies examined medium-term programme effects on initiation of sexual intercourse. Four 

studies (Borawski et al., 2009; Caron et al., 2004; Kirby et al., 1991; Wright, 1998) found that there 

were no medium-term effects of the following curriculums on initiation of sexual intercourse: BPBR, 

Protection Express, Reducing the Risk and Skills for Healthy Relationships. Aarons et al (2000) 

reported that, at the end of 8
th
 grade, female students who had participated in the Postponing Sexual 

Involvement curriculum had significantly higher virginity rates than control students (OR 1.88; 95% CI 

1.02, 3.47). Coyle et al (2004) found that young men, but not young women, who received the Draw 

the Line/Respect the Line curriculum were significantly less likely than control students to report ever 

having sex, at the end of 9
th
 grade (age 14-15 years) one year after receiving the intervention. At 6-

months follow-up, students who received the Positive Prevention curriculum (LaChausse, 2006) were 

also significantly less likely to have had sex compared to control students (OR 0.19, 95% CI 0.07, 

0.51) Based on a composite measure of initiation or onset of sexual experience, Siegel et al (2001) 

found that rates of initiation were lower among middle school females who received the RAPP 

curriculum in the medium-term than among control groups (p<0.01). Zimmerman et al (2008) found 

that when combined, participants who received the traditional or modified version of Reducing the 

Risk were significantly less like to have initiated sexual activity at the end of 10
th
 grade (age 15-16 

years; one year after intervention) than control participants (p<0.05). 

Programme effects on frequency of sexual intercourse and/or number of partners were examined in 

six studies (Borawski et al., 2009; Coyle et al., 2004; Kirby et al., 1991; LaChausse, 2006; Siegel et 

al., 2001; Stanton et al., 2006). These studies found that none of the programmes examined (BPBR, 

Draw the Line/Respect the Line, Reducing the Risk, Positive Prevention, RAPP and Focus on Kids) 

had any effect on these outcomes at the medium-term follow-up. 

Nine studies (Aarons et al., 2000; Borawski et al., 2009; Caron et al., 2004; Coyle et al., 2004; Eisen 

et al., 1990; Kirby et al., 1991; LaChausse, 2006; Stanton et al., 2006; Zimmerman et al., 2008) 
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examined medium-term programme effects on contraceptive use, of which seven studies (Borawski et 

al., 2009; Coyle et al., 2004; Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Stanton et al., 

2006; Zimmerman et al., 2008) found no effects for the following programmes: BPBR, Draw the 

Line/Respect the Line, HBM-SLT curriculum, Reducing the Risk (standard and modified), Positive 

Prevention, and Focus on Kids. Aarons et al (2000) found that female, but not male, intervention 

students who received the Postponing Sexual Involvement curriculum, in addition to health risk 

screening and reproductive health classes reported greater use of contraception at the end of eighth 

grade compared to control students. Caron et al (2004) reported that at 9-months follow-up, senior 

high intervention students who acted as peers were more likely than control students to report using a 

condom consistently with their regular or occasional sexual partner (p<0.01). However, junior high 

intervention and control students did not differ with respect to condom use. 

Two studies (Eisen et al., 1990; Kirby et al., 1991) examined the medium-term effects of a HLM-SLT 

curriculum and Reducing the Risk, respectively, on pregnancy. Neither study identified significant 

programme effects on this outcome. 

6.4.3.3 Long-term results (>12 months) 

Four studies (Coyle et al., 2001; Kirby et al., 1991; Hubbard et al., 1998; Wright, 1998) reported long-

term follow-up data for three programmes: Safer Choices, Reducing the Risk and Skills for Healthy 

Relationships.  

Knowledge and understanding 

Three studies (Coyle et al., 2001; Kirby et al., 1991; Wright, 1998) examined long-term programme 

effects on sexual health knowledge. After 31-months follow-up, Coyle et al (2001) reported that 

effects on knowledge of HIV and STDs remained significantly higher for intervention students who 

participated in Safer Choices compared to control students (mean difference [SE] HIV 0.11 [0.02]; 

STIs 0.09 [0.02]; both p=0.00). Kirby et al (1991) and Wright (1998) also reported sustained long-term 

increases in knowledge among students exposed to abstinence plus programmes compared to 

controls. 

Attitudes and values 

At 31-months follow-up, Coyle et al (2001) found that Safer Choices students expressed significantly 

more positive attitudes than comparison students about condoms (mean difference [SE] 0.07 [0.02]; 

p=.01) and reported significantly fewer barriers to condom use (mean difference [SE] -0.11 [0.04]; 

p=0.01), greater self-efficacy for condom use (mean difference [SE] 0.11 [0.03]; p=0.00) and 

perceived HIV and STD risks to be higher (mean difference [SE] HIV 0.11 [0.05]; p<0.05; STIs 0.09 

[0.04]; p<0.05). However, there was no difference between intervention and control students on the 

following measures: attitudes about sex; normative beliefs about condoms; self efficacy for refusing 

sex; and self efficacy for communication. Despite medium-term effects on beliefs about the sexual 

involvement of peers, at 18-months follow-up (Kirby et al., 1999) there was no difference between 

intervention students who participated in Reducing the Risk and control students on this outcome. 

Wright (1998) reported that both short- and medium-term effects on attitudes and intentions were 
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maintained at the end of 11
th
 grade. Intervention group students reported significantly more positive 

attitudes towards homosexuals and people living with AIDS/HIV than control group students, and 

significantly higher levels of intentions to engage in preventive behaviours in the intervention group 

compared to the control group. 

Personal and social skills 

Despite a short-term impact on communication with parents (Coyle et al., 1999), there were no long-

term effects of the Safer Choices curriculum (Coyle et al., 2001) on students‟ level of communication 

with their parents. Kirby et al (1991) found that medium-term effects on parental communication were 

sustained long-term for abstinence (p<0.05) but not for contraception. As at previous follow-ups (Kirby 

et al., 1991), there was no difference between Reducing the Risk and control students in 

communication with parents about pregnancy and STDs, or in intentions to use skills for avoiding 

unprotected intercourse. Wright (1998) found that short- and medium-term intervention effects on 

prevention skills were sustained at the long-term follow-up among students who participated in the 

Skills for Healthy Relationship programme, compared to controls. However, there was no difference in 

self-esteem between intervention and control students. 

Health and social outcomes relating to alcohol use and sexual health 

Two studies (Kirby et al., 1991; Hubbard et al., 1998) demonstrated that the Reducing the Risk 

curriculum was partially effective at reducing the age of initiation over the long-term. At 18-months, 

Kirby et al (1991) found that fewer students in the intervention group had initiated intercourse 

compared to the control group (29% vs. 38%; p<0.05). However, the results of the logistic regression 

analysis of the proportions initiating intercourse did not reach significance (p=0.13). In a replication of 

the Reducing the Risk curriculum, Hubbard et al (1998) also found that fewer intervention students 

than control students were sexually active at 18-months follow-up (28% vs. 43%; p<0.05). However, 

this study experienced large losses to follow-up (only 36% of students were followed up) and 

consequently students followed up at 18 months were unlikely to be representative of the baseline 

sample. For the other programmes with long-term follow-up, Safer Choices and Skills for Healthy 

Relationships, there were no intervention effects on initiation of sexual intercourse.  

Kirby et al (1991) examined the long-term effects of the Reducing the Risk curriculum on frequency of 

sexual intercourse, finding that there were no statistically significant differences between the 

intervention and control group. Kirby et al (1991) also found that there was no long-term effects of the 

Reducing the Risk curriculum on contraceptive use or pregnancy. Hubbard et al (1998) reported that 

the curriculum had a long-term impact on use of contraception by new initiates, but as previously 

stated the results of this study were confounded by large losses to follow-up. There appeared to be 

long-term effects of the Safer Choices curriculum at long-term follow-up. At 31 months, compared to 

control students, intervention students reported fewer acts of sexual intercourse without a condom in 

the last 3 months (mean difference [SE] 0.63 [0.23]; p=0.05) and fewer sexual partners without a 

condom in the last 3 months (mean difference [SE] 0.73 [0.14]; p=0.02). Intervention students were 

also significantly more likely to have used condoms (OR 1.68; 95% CI 1.02, 2.76) or other pregnancy 

prevention methods at last intercourse (OR 1.76; 95% CI 1.01, 30.7). 
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6.4.4 Summary and evidence statements 

A total of 18 studies were identified that evaluated 15 sex and relationships education programmes 

based on an abstinence-plus approach. Abstinence plus programmes were defined as those that 

reported an emphasis on abstinence as the safest way to avoid HIV/STI infection and pregnancy, but 

also promoted safer sex through the use of contraceptives. All 15 programmes were developed and 

evaluated in North America; 13 programmes were developed in the USA and two programmes were 

developed in Canada. Two programmes, Safer Choices and YAPP, incorporated activities for parents 

and one programme, Protection Express, was exclusively peer-led. The programmes identified 

tended to target older adolescents (>14 years) or students across a range of ages, from the age of 13 

upwards. 

6.4.4.1 Knowledge and understanding 

Thirteen studies (Aarons et al 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 

2001; Coyle et al., 2004; Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Siegel et al., 1998; 

2001; Walter & Vaughan, 1993; Wright, 1998; Zimmerman et al., 2008) examined intervention effects 

on sexual health knowledge. These studies found that abstinence-plus programmes were generally 

effective in improving sexual health knowledge in the short- and medium-term. In addition, three 

studies (Coyle et al., 2001; Kirby et al., 1991; Wright, 1998) examined long-term programme effects 

on knowledge for three programmes, Safer Choices, Reducing the Risk and Skills for Healthy 

Relationships. All three studies reported sustained long-term increases in knowledge among students 

exposed to abstinence plus programmes compared to controls. 

6.4.4.2 Attitudes and values 

Fourteen studies (Aarons et al., 2000; Borawski et al., 2009; Coyle et al., 1999; Coyle et al., 2004; 

Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Levy et al., 1995; Siegel et al., 1998; 2001; 

Stanton et al., 2006; Walter & Vaughan, 1993; Wright, 1998; Zimmerman et al., 2008) examined 

short- and medium-term intervention effects on attitudes and values. The results of these studies 

demonstrated that intervention effects on behavioural intentions, attitudes to sexual behaviour, and 

self-efficacy were inconsistent and there was no clear indication of the direction of effects. In addition, 

some programmes, such as Draw the Line/Respect the Line, had differing effects on male and female 

students. Two studies (Coyle et al., 2001; Wright, 1998) examined long-term effects on attitudes and 

values for Safer Choices, Reducing the Risk and Skills for Healthy Relationships, respectively. Safer 

Choices had long-term positive effects on students‟ attitudes to and self-efficacy for condom use, but 

did not impact attitudes or self-efficacy related to sex.  Wright (1998) found that positive effects of the 

Skills for Healthy Relationships programme on attitudes and intentions related to HIV prevention were 

sustained long-term.  

6.4.4.3 Personal and social skills 

Six studies (Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 2001; Kirby et al., 1991; 

Wright, 1998) examined intervention effects on personal and social skills related to sexual risk 

behaviours for five programmes that incorporated skills building activities (BPBR, an STI/HIV 
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prevention curriculum, Safer Choices, Reducing the Risk and Skills for Healthy Relationships). All five 

programmes had some positive short- or medium-term effects on skills relating to sexual risk 

prevention. Two studies (Kirby et al., 1991; Coyle et al., 1999; 2001) examined effects on 

communication with parents for Reducing the Risk and Safer Choices, respectively. Despite a short-

term impact on communication with parents (Coyle et al., 1999), there were no long-term effects of 

the Safer Choices curriculum (Coyle et al., 2001) on students‟ level of communication with their 

parents. There were mixed effects of Reducing the Risk on communication, there were medium- to 

long-term positive effects on students‟ communication with their parents about abstinence, but 

positive medium-term effects on communication about  contraception were not sustained. There was 

no difference between Reducing the Risk and control students in communication with parents about 

pregnancy and STDs, or in intentions to use skills for avoiding unprotected intercourse in the long-

term.  

6.4.4.4 Health and social outcomes relating to alcohol use and sexual health 

All 18 studies examined intervention effects on a range of health outcome measures relating to sexual 

health. Across these studies there was no indication of short-term programme effects on the initiation 

of sexual involvement and at the medium-term follow-up, programme effects were largely inconsistent 

with four studies (Borawski et al., 2009; Caron et al., 2004; Kirby et al., 1991; Wright, 1998) reporting 

no programme effects on initiation of sexual intercourse. There was some evidence of a positive 

impact for five studies (Aarons et al., 2000; Coyle et al., 2004; LaChausse, 2006; Siegel et al., 2001; 

Zimmerman et al., 2008), although for three studies (Aaron et al., 2000; Coyle et al., 2004; Siegel et 

al., 2001) there were contrasting outcomes among intervention males and females. Two studies 

(Kirby et al., 1991; Hubbard et al., 1998) demonstrated that the Reducing the Risk curriculum was 

partially effective at reducing the age of initiation over the long-term, but methodological limitations of 

the study by Hubbard et al (1998) and lack of statistical significance in logistic regression analyses in 

the study by Kirby et al (1991) limited the interpretation of this finding. For two further programmes 

with long-term follow-up, Safer Choices (Coyle et al., 2001) and Skills for Healthy Relationships 

(Wright, 1998), there were no intervention effects on initiation of sexual intercourse. Programme 

effects on frequency of sexual intercourse and number of sexual partners were found to be 

inconsistent or non-existent in the short-, medium- and long-term across 11 studies (Borawski et al., 

2009; Boyer & Shafer, 1997; Coyle et al., 1999; 2004; Levy et al., 1995; Kirby et al., 1991; LaChausse, 

2006; Siegel et al., 2001; Smith, 1994; Stanton et al., 2006; Walter & Vaughan, 1993).  

Short- and medium-term intervention effects on contraceptive use were found to be inconsistent 

across 14 studies (Aarons et al., 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Caron et al., 

2004; Coyle et al., 1999; 2004; Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Levy et al., 

1995; Stanton et al., 2006; Smith, 1994; Walter & Vaughan, 1993; Zimmerman et al., 2008). Of these 

studies, six studies (Aarons et al., 2000; Caron et al., 2004; Coyle et al., 1999; Smith, 1994; Walter & 

Vaughan, 1993) reported short- to medium-term effects on condom use, with increased use of 

condoms and contraceptives among intervention students relative to controls. Kirby et al (1991) 

reported that there was no long-term effects of the Reducing the Risk curriculum on contraceptive use, 
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but in a replication study of Reducing the Risk, Hubbard et al (1998) reported that the curriculum had 

a long-term impact on use of contraception by new initiates. However, the results of this study were 

confounded by large losses to follow-up. There appeared to be long-term effects of the Safer Choices 

curriculum on contraceptive use. At long-term follow-up, compared to control students, intervention 

students reported fewer acts of sexual intercourse without a condom and fewer sexual partners 

without a condom in the last 3 months. Intervention students were also significantly more likely to 

have used condoms or other pregnancy prevention methods at last intercourse, than controls 

Two studies (Eisen et al., 1990; Kirby et al., 1991) examined the medium- to long-term effects of a 

HLM-SLT curriculum and Reducing the Risk, respectively, on pregnancy. Neither study identified 

significant programme effects on this outcome. 

Evidence statement 11 

11 (f) There is moderate evidence from three RCTs and three NRCTs
1
 to suggest that programmes 

that emphasise abstinence but that also promote safer sex, may produce short- to long-term 

term improvements in sexual health-related knowledge. This evidence may only be partially 

applicable because as these studies were conducted in the USA and may not be 

generalisable beyond the populations studied. In addition, the programme‟s emphasis on 

abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 

11 (g) There is inconsistent evidence from four RCTs and four NRCTs
2
 to determine the effects of 

abstinence-plus programmes on attitudes, behavioural intentions and self-efficacy relating to 

sexual behaviour.   

11 (h) There is inconsistent evidence from one RCT and two NRCTs
3
 to determine the long-term 

effects of abstinence-plus programmes on communication with parents. There is moderate 

evidence from one RCT and one NRCT
4
 to suggest abstinence-plus programmes that 

incorporate skills building activities may have positive, short and medium- to long-term effects 

on skills relevant to prevention. This evidence may only be partially applicable because as 

these studies were conducted in the USA and may not be generalisable beyond the 

populations studied. In addition, the programme‟s emphasis on abstinence is of limited 

relevance to PSHE delivery in secondary schools focusing on SRE and alcohol education. 

11 (i) There is moderate evidence from five RCTs and five NRCTs
5
 to suggest that abstinence-plus 

programmes may not have a consistent short-, medium- or long-term impact on the initiation 

of sexual activity or the maintenance of abstinence. In addition, there is moderate evidence 

from four RCTs and two NRCTs
6
 to suggest that abstinence plus programmes may not have 

an impact on frequency of sexual activity and risky sexual behaviours. This evidence may 

only be partially applicable because as these studies were conducted in the USA and may not 

be generalisable beyond the populations studied. In addition, the programme‟s emphasis on 

abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 
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11 (j) There is moderate evidence from six RCTs and three NRCTs
7
 to suggest that abstinence-plus 

programmes may not have a consistent impact on condom and other contraceptive use, and 

moderate evidence from one RCT and one NRCT
8
 to suggest that

 
abstinence-plus 

programmes have no medium- to long-term impact on pregnancy rates. This evidence may 

only be partially applicable because as these studies were conducted in the USA and may not 

be generalisable beyond the populations studied. In addition, the programme‟s emphasis on 

abstinence is of limited relevance to PSHE delivery in secondary schools focusing on SRE 

and alcohol education. 

1
 Borawski et al., 2009 (RCT +); Coyle et al., 2001 (RCT +);  Coyle et al., 2004 (RCT +); Kirby et al., 1991 (NRCT 

+); Siegel et al., 2001 (NRCT +); Wright 1998 (NRCT +) 

2
 Borawski et al., 2009 (RCT +); Caron et al., 2004 (NRCT +); Coyle et al., 2004 (RCT +); Kirby et al., 1991 

(NRCT +); LaChausse, 2006 (RCT +); Siegel et al., 2001 (NRCT +); Wright, 1998 (NRCT +); Zimmerman et al., 

2008 (RCT +) 

3
 Coyle et al., 2001 (RCT +); Hubbard et al., 1998 (NRCT +); Kirby et al., 1991 (NRCT +) 

4
 Borawski et al., 2009 (RCT +); Wright, 1998 (NRCT +) 

5
 Borawski et al., 2009 (RCT +); Caron et al., 2004 (NRCT +); Coyle et al., 2001 (RCT +); Coyle et al., 2004 

(RCT +); Hubbard et al., 1998 (NRCT +); Kirby et al., 1991 (NRCT +); LaChausse, 2006 (RCT +); Siegel et al., 

2001 (NRCT +); Wright 1998 (NRCT +); Zimmerman et al., 2008 (RCT +) 

6
 Borawski et al., 2009 (RCT +); Coyle et al., 2004 (RCT +); Kirby et al., 1991 (NRCT +); LaChausse, 2006 (RCT 

+); Siegel et al., 2001 (NRCT +); Stanton et al., 2006 (RCT +) 

7
 Caron et al., 2004 (NRCT +); Coyle et al., 2001 (RCT +); Coyle et al., 2004 (RCT +); Eisen et al., 1990 (RCT +); 

Kirby et al., 1991 (NRCT +); Hubbard et al., 1998 (NRCT +); LaChausse, 2006 (RCT +); Stanton et al., 2006 

(RCT +); Zimmerman et al., 2008 (RCT +) 

8
 Eisen et al., 1990 (RCT +); Kirby et al., 1991 (NRCT +) 
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Table 6.17. Abstinence-plus programmes: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Aarons et al., 
2000 

RCT + 

Postponing 
Sexual 

Involvement 
n=262 

No intervention 
n=260 

PT 

 contraception (males 
only*) 

NS reproductive health 
services 

 intentions to not 
have sex (females only*) 
 self-efficacy to refuse 

sex (females only*) 
NS attitudes: delayed sex 
 attitudes: delayed 

childbearing (boys only*) 

NS parent or boy/girlfriend 
communication 

<6 months 

 contraception (males 
only*) 

NS reproductive health 
services 

NS intentions to not 
have sex 

NS self-efficacy to refuse 
sex 

NS attitudes: delayed sex 
 attitudes: delayed 

childbearing (boys only*) 

NS parent or boy/girlfriend 
communication 

Borawski et 
al., 2009 

RCT + 
BPBR 
n=631 

Usual curriculum 
n=726 

PT 
 STIs*** 

 condoms*** 

 beliefs: condom use 
prevention** 

NS beliefs: condom use 
NS beliefs condom use 

hedonistic 
NS beliefs: abstinence 

NS intentions to have sex 
 intentions to use a 

condom* 

 condom technical 
skills***  

 impulse control** 
condom negotiation 

skills** 

4-months 
(97%) 

 STIs** 
 condoms*** 

NS beliefs: condom use 
prevention 

 beliefs: condom use 
NS beliefs condom use 

hedonistic 
NS beliefs: abstinence 
 intentions to have sex* 

NS intentions to use a 
condom 

NS perceived peer beliefs: 
sex/condom use 

 condom negotiation 
skills** 

 condom technical 
skills** 

NS impulse control 

Boyer & 
Shafer, 1997 

NRCT + 
STI/HIV 

prevention 
n=210 

Didactic 
education 

n=303 

PT 
n=513 (74%) 

 STIs* - 

 sexual risk prevention 
skills* 

 substance use 
prevention skills*** 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Coyle et al., 
1999; Coyle et 
al., 2001 

RCT + 
Safer Choices 

n=NR 

Knowledge-
based HIV 
prevention 
curriculum 

n=NR 

End of first 
year 

n=3,677 
(85%) 

 HIV*** 
 other STIs*** 

 condom positive 
attitudes* 

 condom use barriers*** 
 risk perception 
HIV***/other STIs* 

 self-efficacy: condom 
use*** 

NS attitudes about sex 
NS self-efficacy: refusing 

sex 
NS self-efficacy: 
communication 

parent communication* 

Eisen et al., 
1990 

RCT + 
HBM-SLT 
curriculum 

N=722 

Community-
based 

programmes 
N=722 

PT 
N=1,328 
(92%) 

 sexual knowledge* NS health beliefs - 

LaChausse, 
2006 

RCT + 
Positive 

Prevention 
N=216 

Usual curriculum 
N=137 

1 month NS HIV infection and AIDS 

NS attitudes towards 
abstention 

NS self-efficacy: 
abstinence 

NS self-efficacy: condoms 

- 

Levy et al., 
1995; Weeks 
et al., 1995 

RCT + 
YAPP 

N=1,459 

Basic AIDS 
education 

N=933 

PT 
N=1,669 
(70%) 

- 

 consider using condoms 
with foam*** 

NS intentions to have sex 
NS intentions to use 

condoms 

- 

Siegel et al., 
1998 

NRCT + 

RAPP 
n=2,437 (1,402 
health educator; 

1,035 peer 
educator) 

Usual curriculum 
n=1,259 

PT 
N=2758 
(75%) 

 knowledge
a
** 

 behavioural intentions 
(high school only; 
females*/males**) 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Stanton et al., 
2006 

RCT + 
Focus on Kids 

N=870 

Environmental 
health 

intervention 
N=261 

3 months 
N=898 
(79%) 

- 

NS abstinence: self-
efficacy, response 

efficacy, response costs; 
extrinsic/intrinsic rewards; 

severity; vulnerability 
NS intentions to be 

abstinent 
NS condoms: self-efficacy, 

response efficacy, 
extrinsic/intrinsic rewards; 

severity; vulnerability 
 response costs* 

NS intentions to be use 
condoms 

- 

Walter & 
Vaughan, 
1993 

RCT + 
AIDS-preventive 

curriculum 
n= 667 

No intervention 
n= 534 

3 months 
 AIDS transmission and 

prevention*** 

perceived susceptibility 
of acquiring AIDS** 

perceived benefits for 
engaging in AIDS 

preventive behaviour** 
 perceived barriers for 

engaging in AIDS 
preventive behaviour* 
 perceptions about the 

commonness of 
involvement in AIDS 

prevention** 
 self-efficacy to perform 
AIDS-preventive actions** 

- 

Wright 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual curriculum 
N=1906 

PT  HIV/AIDS*** 

 positive attitudes 
towards homosexuals and 

people living with 
AIDS/HIV*** 

 intentions to engage in 
preventive behaviours*** 

 prevention skills*** 
 self-esteem** 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a
 Significance not reported 
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Table 6.18. Abstinence-plus programmes: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Aarons et al., 
2000 

RCT + 

Postponing 
Sexual 

Involvement 
n=262 

No 
intervention 

n=260 

PT 
n=503

a
 

 virginity 
(females only)* 

- 

 used 
contraceptives/ 
condoms last 
time had sex 
(female only)* 

- - 

<6 months 
n=564

a
 

NS virginity - 

 used 
contraceptives/ 
condoms last 
time had sex 
(female only)* 

- - 

Borawski et 
al., 2009 

RCT + 
BPBR 
N=631 

Usual 
curriculum 

N=726 

PT, 4 
months 

NS ever had 
intercourse 

NS frequency 
NS frequency of 

unprotected 
intercourse 

- - 

Boyer & 
Shafer, 1997 

NRCT + 
STI/HIV 

prevention 
N=210 

Didactic 
education 

N=303 

PT 
n=513 (74%) 

- 
NS number of 

sexual partners 
NS condom use - - 

Coyle et al., 
1999; Coyle 
et al., 2001 

RCT + 
Safer Choices 

n=NR 

Normal 
education 

n=NR 

End of first 
year 

n=3,677 
(85%) 

NS 

 without a 
condom (past 3 

months)* 
NS number of 

times had 
intercourse (past 

3 months) 

 condom use 
at first 

intercourse* 
 condom use 

at last 
intercourse* 

NS tested for 
HIV/STI 

- 

Eisen et al., 
1990; Eisen 
et al., 1992 

RCT + 
HBM-SLT 
curriculum 

N=722 

Community-
based 

programmes 
N=722 

PT 
N=1,328 

(92%) 

NS abstinence 
maintenance 

- - - - 

Levy et al., 
1995; Weeks 
et al., 1995 

RCT + 
YAPP 

N=1,459 

Basic AIDS 
education 

N=933 

PT 
N=1,669 

(70%) 
- 

NS sex in last 30 
days 

 condoms with 
foam** 

NS engaged in 
protective 
behaviours 

- - 

Smith, 1994 RCT - 
Teen Incentives 

N=60 

Written 
materials 

N=60 

PT 
N=95 (79%) 

-  frequency*  contraception* - - 
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Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Stanton et 
al., 2006 

RCT + 
Focus on Kids 

N=870 

Environmental 
health 

intervention 
N=261 

3 months - 

NS rates of 
sexual 

intercourse (past 
6 months) 

NS condom use - - 

Walter & 
Vaughan, 
1993 

RCT + 
AIDS-preventive 

curriculum 
n= 667 

No 
intervention 

n= 534 
3 months NS abstinence 

 involvement in 
sexual 

intercourse with 
high-risk 
partners* 
 sexual 

monogamy* 

 condom use* 
NS STI 

incidence 
- 

Wright 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual 
curriculum 
N=1906 

PT 
NS sexual 
experience 

- - - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
follow-up based on cross-sectional samples 

 
 

Table 6.19. Abstinence-plus programmes: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Aarons et al., 
2000 

RCT + 

Postponing 
Sexual 

Involvement 
n=262 

No intervention 
n=260 

12-months 
n=510 

 contraceptives 
(males only*) 

NS reproductive health 
services 

NS intentions to not 
have sex 

NS self-efficacy to refuse sex 
NS attitudes: delayed sex 

NS attitudes: delayed 
childbearing 

NS parent or 
boy/girlfriend 

communication 

Borawski et 
al., 2009 

RCT + 
BPBR 
n=631 

Usual curriculum 
n=726 

12-months 
(92%) 

 STIs*** 
 condoms* 

NS beliefs: condom use 
prevention; condom use; 
condom use hedonistic; 

abstinence 
NS intentions to have sex or use 

a condom 
NS perceived peer beliefs: 

sex/condom use 

 condom negotiation 
skills (male only**) 
NS impulse control 

NS condom negotiation 
skills 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Caron et al., 
2004 

NRCT + 

Protection 
Express 

n=369 junior 
high 

Usual curriculum 
n=329 junior 

high 

9-months 
(70%) 

- 

Postponing sexual intercourse: 
 intentions*** 
 attitudes*** 
 role beliefs*** 

 perceived self-efficacy*** 
 anticipated regret 

NS perceived behavioural 
control 

NS personal normative beliefs 
Condom use: 
 intentions*** 
 role beliefs*** 

NS attitudes 
NS behavioural control 

NS personal normative beliefs 
NS perceived self-efficacy 

NS anticipated regret 

- 

Caron et al., 
2004 

NRCT + 

Protection 
Express 

n=147 senior 
high 

Usual curriculum 
n=159 senior 

high 

9-months 
(70%) 

- 

Postponing sexual intercourse: 
NS intentions 
 attitudes*** 

 behaviour control (direct 
only)*** 

 personal normative beliefs** 
 role beliefs*** 

 perceived self-efficacy*** 
Condom use: 
NS intentions  
NS attitudes 

 behaviour control (indirect 
only)*** 

NS personal normative beliefs 
NS anticipated regret 

NS role beliefs 
 perceived self-efficacy*** 

- 

Coyle et al., 
2004 

RCT + 

Draw the 
Line/Respect 

the Line 
N=NR 

Usual curriculum 
N=NR 

Until end of 
ninth grade 

 HIV and condoms 
(boys only***) 

 attitudes favouring reasons 
for not having sex (boys only**) 
 peer normative beliefs 

favouring sex (boys only**) 
 sexual limits (boys only**) 
 situations that could lead to 

sexual behaviour (males only***) 

- 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Kirby et al., 
1991 

NRCT + 
Reducing the 

Risk 
n= 586 

Usual curriculum 
n= 447 

6 months 
NR 

 contraceptive 
knowledge*** 

 belief that peers are having 
sex** 

 communication with 
parents: abstinence** 
 communication with 

parents: contraception** 
NS communication with 

parents: pregnancy 
NS communication with 

parents: STIs 

LaChausse, 
2006 

RCT + 
Positive 

Prevention 
N=216 

Usual curriculum 
N=137 

6 months 
NS HIV infection and 

AIDS 

NS Attitudes toward sexual 
abstention 

NS self-efficacy for abstention 
 self-efficacy to use 

condoms*** 

- 

Siegel et al., 
2001; Aten et 
al., 2002 

NRCT + 

RAPP 
n=1,404 health 
educator; 1,020 
peer educator; 

313 regular 
health educator 

Usual curriculum 
n= 1264 

Mean 
duration 41.2 

weeks 

 knowledge
a 
(middle 

school only: 
females***/males**) 

 sex self-efficacy (females 
only; middle school*/high 

school**) 
 ‘preferable‟ behavioural 

intentions (middle school only: 
females*/males**) 

- 

Stanton et al., 
2006 

RCT + 
Focus on Kids 

N=870 

Environmental 
health 

intervention 
N=261 

6 months 
N=938 
(83%); 

- 

 self efficacy to abstain** 
 response efficacy for 

abstinence* 
NS abstinence: response costs; 

extrinsic/intrinsic rewards; 
severity; vulnerability 

NS intentions to be abstinent 
 self efficacy to use condoms* 
NS condoms: response efficacy, 

extrinsic/intrinsic rewards; 
severity; vulnerability; response 

costs 
NS intentions to be use 

condoms 

- 
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Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Stanton et al., 
2006 

RCT + 
Focus on Kids 

N=870 

Environmental 
health 

intervention 
N=261 

9 months 
N=904 
(80%) 

- 

NS abstinence: self-efficacy, 
response efficacy, response 

costs; extrinsic/intrinsic rewards; 
severity; vulnerability 

NS intentions to be abstinent 
NS condoms: self-efficacy, 

response efficacy, 
extrinsic/intrinsic rewards; 

severity; vulnerability; response 
costs 

NS intentions to be use 
condoms 

- 

Wright 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual curriculum 
N=1906 

Grade 10  HIV/AIDS*** 

 positive attitudes towards 
homosexuals and people living 

with AIDS/HIV*** 
 intentions to engage in 
preventive behaviours*** 

 prevention skills** 

Zimmerman et 
al., 2008 

RCT + 

Reducing the 
Risk 

Standard, n=NR 
Modified, n=NR 

Standard 
curriculum 

N=NR 

End of 10
th
 

grade 
(52%) 

NS 

NS peer sexual activity, attitudes 
about waiting to have sex, self-

efficacy, response to sexual 
pressure 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
human reproduction, decision making, communication with others concerning sexual matters, HIV/AIDS and other STIs, high risk behaviours and other sexuality items 
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Table 6.20. Abstinence-plus programmes: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Aarons et al., 
2000 

RCT + 

Postponing 
Sexual 

Involvement 
n=262 

No 
intervention 

n=260 

1-year 
n=510

a
 

 virginity 
(females only)* 

- 

 used 
contraceptives 
/condom last 
time had sex 
(female only)* 

- - 

Borawski et 
al., 2009 

RCT + 
BPBR 
N=631 

Usual 
curriculum 

N=726 
12 months 

NS ever had 
intercourse 

NS frequency 
NS frequency of 

unprotected 
intercourse 

- - 

Caron et al., 
2004 

NRCT + 

Protection 
Express 

n=369 junior 
high, n=147 
senior high 

Usual 
curriculum 

n=329 junior 
high, n=159 
senior high 

9-months 
(70%) 

NS postponing 
sex 

- 
 condom use 

(senior high 
only**) 

- - 

Coyle et al., 
2004 

RCT + 

Draw the 
Line/Respect 

the Line 
N=NR 

Usual 
curriculum 

N=NR 

Until end of 
ninth grade 

 Ever had sex 
(boys only**) 

NS Had sex in 
the last 12 

months 
NS occasions of 

sexual 
intercourse 

NS number of 
sexual partners 

NS condom use - - 

Eisen et al., 
1990; Eisen 
et al., 1992 

RCT + 
HBM-SLT 
curriculum 

N=722 

Community-
based 

programmes 
N=722 

12 months 
N=888 
(62%) 

- - 

NS 
contraceptive 

use at first 
intercourse 
NS use of 

effective method 
at most recent 
intercourse

b
 

NS 
contraceptive 

efficiency
b
 

- NS pregnancy 

Kirby et al., 
1991 

NRCT + 
Reducing the 

Risk 
n= 586 

Usual 
curriculum 

n= 447 

6 months 
NR 

NS initiated 
intercourse 

NS frequency 

NS 
contraceptive 

practice 
NS unprotected 

intercourse 

- NS pregnancy 
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Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

LaChausse, 
2006 

RCT + 
Positive 

Prevention 
N=216 

Usual 
curriculum 

N=137 

6 months 
N=287 
(81%) 

 ever had 
sexual 

intercourse* 
NS frequency 

NS frequency of 
condom use 

- - 

Siegel et al., 
2001; Aten et 
al., 2002 

NRCT + 

RAPP 
n=1,404 health 
educator; 1,020 
peer educator; 

313 regular 
health educator 

Usual 
curriculum 
n= 1264 

Mean 
duration 41.2 

weeks 

 initiation/ 
onset sexual 
experience 

(middle school 
females only**) 

NS risky sexual 
behaviour 

- - - 

Stanton et 
al., 2006 

RCT + 
Focus on Kids 

N=870 

Environmental 
health 

intervention 
N=261 

6 and 9 
months 

- 

NS rates of 
sexual 

intercourse (past 
6 months) 

NS condom use - - 

Wright 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual 
curriculum 
N=1906 

All follow-
ups 

NS sexual 
experience 

- - - - 

Zimmerman 
et al., 2008 

RCT + 

Reducing the 
Risk 

Standard, n=NR 
Modified, n=NR 

Standard 
curriculum 

N=NR 

End of 10
th
 

grade 
N=1,424 

 initiation of 
sexual activity* 

- 

NS frequency of 
condom use 

NS condom use 
at last sex 

- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a
 follow-up based on cross-sectional samples;

 b 
sexually inexperienced at baseline 
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Table 6.21. Abstinence-plus programmes: long-term programme effects on knowledge, attitudes and skills 

 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Coyle et al., 
1999; Coyle et 
al., 2001 

RCT + 
Safer Choices 

n=NR 

Knowledge-
based HIV 
prevention 
curriculum 

n=NR 

31 months 
n=3,058 
(71%) 

 HIV*** 
 other STIs*** 

 condom positive 
attitudes** 

 condom use barriers** 
 risk perception 
HIV*/other STIs* 

 self-efficacy for condom 
use*** 

NS attitudes about sex;  
NS normative beliefs 

about condoms 
NS self efficacy: refusing 

sex 
NS self efficacy: 
communication 

NS communication with 
parents 

Hubbard et 
al., 1998 

NRCT + 
Reducing the 

Risk 
N=267 

Usual curriculum 
N=265 

18 months 
n=212 (36%) 

- - 

 communication with 
parents: contraception* 
 communication with 

parents: protection from 
HIV/STIs* 

NS communication with 
parents: pregnancy 

NS communication with 
parents: abstinence 

Kirby et al., 
1991 

NRCT + 
Reducing the 

Risk 
n= 586 

Usual curriculum 
n= 447 

18 months 
N=758 
(73%) 

 contraceptive 
knowledge*** 

NS belief that peers are 
having sex 

 communication with 
parents: abstinence* 

NS communication with 
parents: contraception 
NS communication with 

parents: pregnancy 
NS communication with 

parents: STIs 

Wright 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual curriculum 
N=1906 

Grade 11  HIV/AIDS*** 

 positive attitudes 
towards homosexuals and 

people living with 
AIDS/HIV*** 

 intentions to engage in 
preventive behaviours** 

 prevention skills* 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 6.22. Abstinence-plus programmes: Long-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Coyle et al., 
2001 

RCT + 
Safer Choices 

n=NR 

Normal 
education 

n=NR 

31 months 
n=3,058 
(71%) 

NS 
 without a 

condom (past 3 
months)* 

 condom use 
at last 

intercourse* 
 use of 

protection at last 
intercourse* 

NS tested for 
HIV/STI 

- 

Kirby et al., 
1991 

NRCT + 
Reducing the 

Risk 
n= 586 

Usual 
curriculum 

n= 447 

18 months 
N=758 
(73%) 

 initiated 
intercourse* 

(NB: NS on log 
regressions) 

NS frequency 

NS 
contraceptive 

practice 
NS unprotected 

intercourse 

- NS pregnancy 

Hubbard et 
al., 1998 

NRCT + 
Reducing the 

Risk 
N=267 

Usual 
curriculum 

N=265 

18 months 
n=212 (36%) 

 initiation of 
sexual activity* 

- 
 use of 

contraception by 
new initiates* 

- - 

Wright, 1998 NRCT + 
Skills for Health 
Relationships 

N=2606 

Usual 
curriculum 
N=1906 

Grade 11 
(73%; 79%) 

NS sexual 
experience 

- - - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
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6.5 HIV and sexual risk-reduction programmes 

6.5.1 Overview of evidence identified 

A total of 11 studies reported on school-based HIV prevention and sexual risk-reduction programmes. 

Studies were defined by their specific focus on HIV prevention and HIV risk-behaviour, sexual risk-

behaviour or a combination of both.  

Of the 11 studies, six were conducted in North America (Coyle et al., 2006, Fisher et al., 2002, 

Lemieux et al., 2008, Mitchell-DiCenso et al., 1997, Roberto et al., 2007, Workman et al., 1996) and 

the remaining five studies were conducted in European countries, including Italy (Borgia et al., 2005), 

Spain (Traeen, 2003), Norway (Kvalem et al., 1996), Sweden (Larsson et al., 2006), and the 

Netherlands (Schaalma et al., 1996). All programmes were delivered in school time however one 

programme (Roberto et al., 2007) also included six computer-based activities to be completed outside 

of school time. Two programmes were delivered solely by teachers (Safe sex and pregnancy 

prevention [Traeen, 2003]; AIDS/STI prevention curriculum [Schaalma et al., 1996]). A further two 

were delivered in combination with teachers; with one also using peer educators (HIV prevention 

curriculum [Fisher et al., 2002]) and another also using public health nurses and community 

professionals (McMasters Teen Programme [Mitchell-DiCenso et al., 1997]). Three programmes 

solely used peer educators (an AIDS and sexuality education programme [Kvalem et al., 1996]; 

Students Working Against AIDS Together [SWAAT; Lemieux et al., 2008]; and a programme based 

on social learning theory [Borgia et al., 2005]). One programme used health educators to deliver the 

intervention (All4You [Coyle et al., 2006]), one used undergraduate psychology students (CBT HIV 

prevention [Workman et al., 1996]), one used nurses/midwives and medical students (contraception 

programme [Larsson et al., 2006]) and one study was delivered using the internet (computer-based 

education [Roberto et al., 2007]).  

The theoretical base was not reported for the contraception programme (Larsson et al., 2006). Five 

programmes were underpinned by a single theoretical base (SLT programme, HIV prevention 

education, McMasters Teen Programme, Computer-based education, CBT HIV prevention). However, 

five others used a combination of theories (All4You, Safe sex and pregnancy prevention, AIDS and 

sexuality education, SWAAT, AIDS/STI prevention curriculum). Overall social learning theory was the 

most commonly used theory in HIV/sexual risk-reduction programmes (n=5 programmes). Theory of 

planned behaviour (n=2 programmes), the information-motivation-behavioural skills (IMB) model (n=2 

programmes) and the cognitive behavioural model (n=2 programmes) were also applied more often 

than others. 
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Table 6.23. Sex and relationships education: HIV and sexual risk-reduction programmes 

Author 
Study 

design and 
rating 

Baseline population Setting Programme components Theoretical base Provider 

Borgia et al., 
2005 

RCT + 

Italy 
n=1,697 students, 
median 18 years 

(high school) 

School 

5 sessions over 10 hours the aim was to increase 
knowledge of HIV, address social influences and group 
norms, improve decision making, communication and 
negotiation skills and related self-efficacy, place risks 
related to specific contexts and behaviour in proper 
dimension and abolish prejudice and stigma towards 
persons with AIDS. 

Social learning theory Peer educators 

Coyle et al., 
2006 

RCT ++ 
USA 

n=988 students, 14-
18 years 

School 

All4you!: 14 sessions over 26 hours with 9 delivered in 
classrooms and 5 delivered in visits to volunteer sites. 
Programme included skills based HIV/STD and pregnancy 
prevention curriculum; service-learning activities involving 
visits to volunteer sites. 

Social development 
theory, social 

cognitive theory, 
theory of planned 

behaviour, theory of 
reasoned action 

Health educators 

Fisher et al., 
2002 

NRCT ++ 
USA 

n=1,577 students, 
mean age 14.8 years 

School 
Combined peer plus curriculum HIV prevention intervention 
delivered in 5 lessons.  

Information- 
motivation-

behavioural skills 
(IMB) model 

Teachers and peer 
educators 

Kvalem et 
al., 1996 

RCT - 

Norway 
n=2,088 high school 
students, range 16-

20 years 

School 
AIDS and sexuality education programme focussing on STI 
and pregnancy prevention delivered in 10-14 hours over a 
two day period.   

Cognitive social 
learning theory, social 

influence theory 
Peer educators 

Larsson et 
al., 2006 

NRCT + 

Sweden 
n=461 students, 
mean age 17.25 

years 

School 

Educational programme aimed to improve knowledge of, 
attitudes towards and practices relating to condom and 
emergency hormonal contraceptive use. The multi-
component programme included one 20-minute lesson 
about the emergency contraceptive pill (nurse/midwife); 
one session of three 40-minute lessons by educators from 
the Love Emergency (medical students) within one month 
after the first lesson focused on attitudes and values 
towards different contraceptive methods, including 
rehearsal of condom skills; VIP card for free condoms; 
telephone number to access individual counselling from 
nurse/midwife. 

Not reported 
Nurse/midwife and 
medical students 
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Author 
Study 

design and 
rating 

Baseline population Setting Programme components Theoretical base Provider 

Lemieux et 
al., 2008 

CBA - 
USA 

n=422 students, 
mean age 16 years 

School 

Students Working Against Aids Together: Music-based 
HIV prevention intervention. Main components were the 
creation, recording and distribution of HIV prevention 
themed music and promotional materials; in-class 
presentations. Programme took place over five months, 
four months preparation to create a CD and a month of CD 
distribution. 

Information-
motivation-

behavioural skills 
model, natural 

opinion leader model 

Peer educators 

Mitchell-
DiCenso et 
al., 1997 

RCT + 

USA 
n=2,309 students, 

mean age 12.6 years 
(intervention group) 

School 

McMasters Teen Programme: curriculum-based 
programme aimed at providing skills training. Ten one hour 
sessions included accurate information about reproductive 
system and adolescent development; relationship 
strategies; emotional communication skills; sexual problem 
solving skills. 

Cognitive behavioural 
model 

Teachers, public 
health nurses, 
community 
professionals 

Roberto et 
al., 2007 

RCT + 

USA 
n=402 students, 10

th
 

grade, mean age 
15.5 years 

School 

Computer-based HIV prevention/sexual health programme 
based on an extended parallel process model. Delivered 
over 7 weeks and included six computer-based activities 
completed outside class time. 

Extended parallel 
process model 

Computer-based 
(via internet) 

Schaalma et 
al., 1996 

RCT + 
Netherlands 

n=3,142 students, 9
th
 

and 10
th
 grade 

School 

AIDS/STI prevention curriculum. Key components of the 
study focused on Knowledge about AIDS, STDs, 
transmission, prevention, and risk perception; attitudes 
toward safe sex in general and condom use; values, social 
influences, and communication skills regarding the 
prevention of AIDS and STDs; self-efficacy beliefs 
regarding negotiating skills and practicing condom use. 

Social cognitive  
theory, 

communication 
theories, fear 

arousing 
communication, risk 
perception, social 

comparison, 
social/psychological 
inoculation theories 

Teachers 

Traeen, 
2003 

RCT + 
Norway 

n=1,183 students, 
age 16-17 years 

School 
Safe sex and unwanted pregnancy reduction programme 
focusing on social skills and life skills plus knowledge 
based.  

Social 
constructionism, 

social learning theory 
and sexual script 

theory. 
 

Teachers 
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Author 
Study 

design and 
rating 

Baseline population Setting Programme components Theoretical base Provider 

Workman et 
al., 1996 

RCT - 
USA 

n=60 students, mean 
age 15 years 

School 

Cognitive-behavioural HIV/AIDS prevention intervention 
focusing on sexual risk-reduction delivered over 12 weeks 
with 30 minutes per week. Key components focused on 
sexual-social values clarification, sexual-social decision 
making, reproductive-sexual anatomy and physiology, 
contraceptives, STDs, AIDS myths and facts, and sexual 
assertiveness and communication skills. 

Cognitive-behavioural 
theory 

Undergraduate 
psychology 
students 
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The overall number of students recruited to participate in the included studies ranged from 60 

students to 3,142 students. Overall, five programmes (SLT programme, HIV prevention curriculum, 

AIDS and sexuality education, McMasters Teen Programme, AIDS/STI prevention curriculum) were 

based on samples greater than 1,500 students. The use of power calculations or an appropriate 

sample size to detect a significant effect was discussed in only 3 studies (Borgia et al., 2005, Traeen, 

2003, Larsson et al., 2006) with two studies recognising the limitations of their samples (Borgia et al., 

2005; Traeen, 2003). A further two studies provided enough information to determine that sample size 

was appropriate (Fisher et al., 2002, Mitchell-DiCenso et al., 1997). One study had a very small 

sample which was insufficiently powered (Workman et al., 1996). However, five studies did not 

provide sufficient information to determine whether the sample size was appropriate. (Coyle et al., 

2006; Kvalem et al., 1996; Lemieux et al., 2008; Roberto et al., 2007; Schaalma et al., 1996).     

The included studies focused on different ages and school years. One programme (McMasters Teen 

Programme) targeted young people 12-14 years with a mean age of 12.6 years. Two studies included 

a wide age range of students from age 13-14 years to 18-19 years (HIV prevention curriculum, 

All4you). A further  two studies focused on older adolescents ranging between 16-20 years (AIDS and 

sexuality education, contraception programme) and two other studies focused on one age 

group/grade (aged 18 years; SLT programme, 15-16 years; Computer-based education).  

Follow up times varied amongst programme evaluations. Two studies (Roberto et al., 2007; Workman 

et al., 1996) reported immediate post-test results only and three (Borgia et al., 2005; Lemieux et al., 

2008; Schaalma et al., 1996) reported a short follow-up time of 5 months or less. Three studies 

(Fisher et al., 2002; Kvalem et al., 1996; Larsson et al., 2006) reported maximum follow-up times of 

12 months and three studies (Coyle et al., 2006; Mitchell-DiCenso et al., 1997; Traeen, 2003) 

reported follow-up times greater than 12 months at 18 months (Coyle et al., 2006; Traeen, 2003) and 

4 years (Mitchell-DiCenso et al., 1997). 

6.5.2 Quality Assessment 

Of the 11 included studies, eight were RCTs, two were NRCT and one was based on a CBA study 

design. Of the eight RCTs, seven (Borgia et al., 2005; Coyle et al., 2006; Kvalem et al., 1996; 

Mitchell-DiCenso et al., 1997; Roberto et al., 2007, Schaalma et al., 1996, Traeen, 2003) were based 

on cluster randomisation and one study used individual student randomisation (Workman et al., 1996). 

Cluster randomisation was conducted at school level in six studies (Borgia et al., 2005; Coyle et al., 

2006; Mitchell-DiCenso et al., 1997; Roberto et al., 2007; Schaalma et al., 1996; Traeen, 2003) and at 

classroom level in one study (Kvalem et al., 1996). The unit of analysis in three of the RCTs (Borgia et 

al., 2005; Kvalem et al., 1996; Traeen, 2003) did not match the unit of allocation nor was any 

adjustment reported in the studies. The majority of studies were rated as moderate quality (+ rating). 

One RCT (Coyle et al., 2006) was rated good quality (++ rating) presenting a high quality matched 

study design and providing thorough details of the methodology and results. Only one study reported 

intention to treat analysis (Fisher et al., 2002) and this NRCT was rated good quality. However, three 

studies were rated as poor quality (- rating). Methodological data were limited in some studies and 

results were not always reported fully. Outcome measures were reported to be reliable in seven RCTs 
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(Borgia et al., 2005; Coyle et al., 2006; Mitchell-DiCenso et al., 1997; Roberto et al., 2007; Schaalma 

et al., 1996; Traeen, 2003; Workman et al., 1996), in one NRCT (Fisher et al., 2002), and in one CBA 

study (Lemieux et al., 2008). Relevant outcomes were reported across all included studies.   

6.5.3 Findings 

6.5.3.1 Short-term results (<6 months) 

Six studies (Borgia et al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; 

Schaalma et al., 1996; Workman et al., 1996) reported short-term outcomes on six programmes: a 

social learning theory-based (SLT) programme, an HIV prevention curriculum, SWAAT, a computer-

based education programme, AIDS/STI prevention curriculum, a cognitive behavioural therapy-based 

(CBT) HIV prevention intervention. 

Knowledge and understanding 

Five studies (Borgia et al., 2005; Fisher et al., 2002; Roberto et al., 2007; Schaalma et al., 1996; 

Workman et al., 1996) reported short-term results related to sexual health and HIV knowledge and 

understanding. All five programmes reported significant improvements in knowledge relating to, for 

example, pregnancy, AIDS and prevention behaviours. One exception was in the peer educator 

delivery intervention (Fisher et al., 2002) which showed non-significant results compared to the 

teacher and combined methods of delivery. 

Attitudes and values 

Five studies (Borgia et al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; 

Schaalma et al., 1996) reported short-term results of their programme on participants‟ attitudes and 

values.  

Behavioural intention data (e.g. condom use) were reported by four studies (Fisher et al., 2002; 

Lemieux et al., 2008; Schaalma et al., 1996). Only one study (Schaalma et al., 1996) showed an 

increase in condom use intentions and students receiving the combined programme within the HIV 

prevention curriculum (Fisher et al., 2002) reported intentions to engage in HIV prevention behaviour 

that were significantly higher than the control group (p<0.05).  

Five studies (Borgia et al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; 

Schaalma et al., 1996) reported on attitudes and values relating to sexual behaviour. No significant 

short-term effects for attitudes towards condom use or social normative views of condom use were 

seen in those receiving SWAAT intervention (Lemieux et al., 2008).  Intervention students receiving 

the SLT HIV prevention programme (Borgia et al., 2005) showed increases in attitudes and risk 

perceptions. Schaalma et al (1996) reported that students receiving an AIDS/STI prevention 

curriculum demonstrated significant increases in positive attitude and self-efficacy beliefs in addition 

to increased perceptions of subjective norms, peer behaviour, and risk appraisal. Roberto et al (2007) 

reported non-significant results relating to condom self-efficacy and refusal self-efficacy. Intervention 

students also expressed increased attitudes towards waiting to have sex and expressed significantly 

increased levels of situational self-efficacy. However, the intervention group also demonstrated 
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reduced perception of their own susceptibility to HIV/STIs. Fisher et al (2002) reported short-term 

results from a computer-based education programme on HIV prevention attitudes and norms stratified 

by intervention group (classroom, combined, peer) and sexual experience at baseline. Findings 

showed mixed effects on different groups. 

Personal and social skills 

Five studies (Borgia et al., 2005; Fisher et al., 2002; Roberto et al., 2007; Workman et al., 1996) 

explored short-term intervention effects on personal and social skills related to sexual behaviour and 

relationships. Two HIV focused studies (Borgia et al., 2005; Lemieux et al., 2008) reported significant 

increases in prevention skills
9
. A HIV prevention curriculum (Fisher et al., 2002) found significant 

increased in behavioural skills
10

 in both their sexually inexperienced (p<0.01) and sexually 

experienced (p<0.05) intervention students exposed to a combined classroom and peer-based 

programme. However the intervention groups using either classroom only or peer only interventions 

showed no significant differences to the control group. Intervention students in one computer-based 

HIV and sexual health education programme (Roberto et al., 2007) reported significantly higher levels 

of condom negotiation skills compared to the control group (p<0.05). Workman and colleagues (1996) 

found no impact of their cognitive behavioural therapy-based HIV prevention intervention on their 

intervention students when examining: sexual decision-making, sexual assertiveness, level of comfort 

discussing AIDS preventative behaviour skills.  

Health and social outcomes relating to alcohol use and sexual health 

Five studies (Borgia et al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; 

Schaalma et al., 1996) reported short-term health and social outcomes related to sexual health and 

alcohol use behaviours. Of these, two studies (Borgia et al., 2005; Schaalma et al., 1996) reported no 

significant effects on health outcomes in the following programmes: social learning theory-based HIV 

programme; AIDS/STI prevention curriculum. Roberto et al (2007) reported that students in the 

experimental group were significantly less likely to initiate sexual activity between pre-test and post-

test compared to the control group (p<0.01). No studies examined short-term programme effects on 

conceptions. 

Three studies examined the programme effects on frequency and/or number of sexual partners 

(Borgia et al., 2005; Roberto et al., 2007; Schaalma et al., 1996). All three studies reported no 

programme effects. Short-term effects on contraceptive use were reported by five studies (Borgia et 

al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; Schaalma et al., 1996). Two 

studies (Borgia et al., 2005; Schaalma et al., 1996) found no intervention effects on frequency or 

consistent use of condoms in the past two or three months in students receiving either a social 

learning theory-based HIV programme or an AIDS/STI prevention programme. One study (Roberto et 

al., 2007) found no effects on condom use at last sexual intercourse in those students receiving a 

                                                   
9
 Communication and negotiation skills; Borgia et al., 2007. Self-efficacy to perform prevention behaviours; 

Lemieux et al., 2008. 

10
 Abstinence and condom acquisition and use. 
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computer-based HIV education programme. Intervention students receiving the SWAAT curriculum 

(Lemieux et al., 2008) reported significant improvements in condom use behaviours in the preceding 

three months (p<0.05). Compared to the control students receiving their usual curriculum, sexually 

active students receiving the combined classroom/peer HIV intervention and those receiving the peer 

only HIV intervention reported significant increases in condom use in the past three months (p<0.05) 

(Fisher et al., 2002). Lemieux and colleagues (2008) also found short-term programme effects relating 

to uptake of testing for sexually transmitted infections in the experimental group receiving the SWAAT 

intervention. 

6.5.3.2 Medium-term results (up to 12 months) 

Seven studies (Coyle et al., 2006; Fisher et al., 2002; Kvalem et al., 1996; Larsson et al., 2006; 

Mitchell-DiCenso et al., 1997; Traeen, 2003; Workman et al., 1996) examined medium-term effects 

from seven programmes: All4you!, an HIV prevention curriculum, an AIDS/STI prevention programme, 

a contraception programme, McMaster‟s Teen Programme, a safe sex and pregnancy prevention 

programme, and a CBT HIV prevention programme. 

Knowledge and understanding 

Two studies (Coyle et al., 2006; Larsson et al., 2006) reported the medium-term impact of their 

programme on knowledge and understanding. Coyle and colleagues (2006) reported two medium-

term follow up periods, one at 6 months and one at 12 months. At the six month follow-up a significant 

increase in HIV and condom knowledge (p<0.05) was found in the intervention group compared to the 

control group. However, this was not significant at 12 month follow-up. Non-significant results were 

also reported for general condom knowledge at both 6 and 12 month follow-up. Knowledge of 

emergency hormonal contraception (EHC) was examined at a 12 month follow-up of students 

receiving a contraception education programme. Students in the intervention group showed significant 

increases (p<0.01) in knowledge of EHC use at 72 hours after unprotected sex. However, no 

significant improvements were found in knowledge of EHC use on the first day after intercourse or of 

the side effects relating to EHC. 

Attitudes and values 

Two studies (Coyle et al., 2006; Larsson et al., 2006) examined medium-term programme effects on 

attitudes and values. Coyle and colleagues (2006) reported that students participating in the All4You! 

programme showed no significant difference in behavioural intentions relating to condom use at both 

6 and 12 months compared to the control group. Furthermore, attitudes and beliefs regarding condom 

use for pregnancy prevention and for sexual intercourse generally were significantly higher in the 

control group receiving their usual curriculum than in the intervention group. Although, there was no 

significant difference at the 12 month follow-up for these beliefs, the control group did show a 

significantly higher (p<0.05) increase in condom self-efficacy to get and use condoms compared to 

the intervention group at 12 month follow-up. A number of non-significant effects on attitudes and 

beliefs were reported at both 6 and 12 month follow-up as follows: attitudes towards condoms 

generally; condoms for STI prevention; perceptions of number of sexually active peers and peers 
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using condoms; perceptions of peer beliefs regarding condom use; optimism; fatalism; community 

orientation; connectedness to caring adult outside family circle; and self-efficacy to abstain. Larsson 

and colleagues (2006) found that attitudes and values of participants in a contraception programme 

remained relatively unchanged when observed at 12 month follow-up with the exception of a 

significant decrease in the view that EHC is a kind of abortion (p<0.05) and an increase in condom 

self-efficacy to buy condoms (p<0.05). Non-significant changes in contraceptive attitudes and values 

were observed in the following cases: attitude towards using EHC; feeling embarrassed to buy 

condoms; view that condoms are a man‟s responsibility; that contraceptives will be influenced by EHC; 

that an EHC increase would increase the risk of unprotected sex; could imagine discussing condoms; 

could imagine using condoms if they had a new partner; would recommend EHC to a friend. 

Personal and social skills 

No studies reported medium-term programme effects on personal and social skills. 

Health and social outcomes relating to alcohol use and sexual health 

Seven studies (Coyle et al., 2006; Fisher et al., 2002; Kvalem et al., 1996; Larsson et al., 2006; 

Mitchell-DiCenso et al., 1997; Traeen, 2003; Workman et al., 1996) examined medium-term effects 

from seven programmes. Three studies (Coyle et al., 2006; Kvalem et al., 1996; Mitchell-DiCenso et 

al., 1997) found no significant medium-term programme effects on initiation of sexual intercourse at 

either 6 (Coyle et al., 2006) or 12 month follow-up for the following programmes: All4you!; AIDS/STI 

education; McMaster‟s Teen Programme. Participants in the All4you! (Coyle et al., 2006) programme 

showed a significantly lower frequency of sexual intercourse in the intervention group compared to the 

control group receiving their usual curriculum. However, this was no longer significant at 12 month 

follow-up. There was no significant difference seen for number of unprotected partners (steady and 

non-steady) in the past three month or number of previous partners. Workman and colleagues (1996) 

also reported no significant effects on HIV prevention behaviours in students receiving the CBT HIV 

prevention programme. 

Medium-term programme effects on contraception were reported in five studies (Coyle et al., 2006; 

Fisher et al., 2002; Kvalem et al., 1996; Larsson et al., 2006; Traeen, 2003). One study (Kvalem et al., 

1996) reported no significant effects on condom use. Students participating in the All4you! 

programme (Coyle et al., 2006) showed significant decreases in unprotected sex (overall (p<0.01) 

and with non-steady partners (p<0.05)) in the past 3 months and in condom use at last sexual 

intercourse (p<0.01). However, no effects were sees at 12 month follow-up for these aspects or for 

frequency of unprotected sex with steady partners or effective pregnancy prevention behaviour at last 

sexual intercourse. At six months follow-up Kvalem et al (1996) found significantly increased levels of 

condom use in the intervention group compared to the control (p<0.001). However, these were not 

sustained at 12 month follow-up. Students participating in the contraception programme showed 

increased condom use at 12 months follow-up (p<0.05) and showed no significant differences in 

lifetime use of EHC compared to the control group. Fisher and colleagues (2002) reported mixed 

results from their intervention groups with significant increases in condom use seen in the classroom 

intervention group (p<0.01) and no significant differences seen in the peer and combined 
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peer/classroom intervention groups compared to the control. Students exposed to the safe sex and 

pregnancy prevention intervention (Traeen, 2003) who were sexually inexperienced at baseline 

showed significant increases in use of condoms (p<0.05) and oral/hormonal contraceptives (p<0.05) 

at first sex. However, no significant differences were seen in other methods of contraception at first 

sex or in the use of condoms or oral/hormonal contraception at most recent sex. Increases were sees 

in interrupted intercourse at both first sex and most recent sex (p<0.05) compared to controls.   

One study (Coyle et al., 2006) examined the medium-term programme effects on health outcomes 

relating to sexually transmitted infection and alcohol and drug use. Findings in both the six month 

follow-up and the 12 month follow-up showed no significant programme effects on the number of HIV 

or STI tests taken or the use of drugs/alcohol prior to sexual intercourse in the past three months. 

Two studies also (Coyle et al., 2006; Mitchell-DiCenso et al 1997) reported no significant programme 

effects on pregnancy rates compared to control groups. 

6.5.3.3  Long-term results (>12 months) 

Three studies (Coyle et al., 2006; Mitchell-DiCenso et al 1997; Traeen, 2003) examined long-term 

programme effects for three interventions: All4you!, McMaster‟s Teen Programme, and a safe sex 

and pregnancy prevention programme. 

Knowledge and understanding 

Programme effects on knowledge and understanding were examined by one study (Coyle et al., 

2006). Students participating in the intervention showed significant increases in HIV and condom 

knowledge (p<0.05) as well as general condom knowledge (p<0.05) compared to the control group 

receiving the usual curriculum.  

Personal and social skills 

One study (Coyle et al., 2006) reported on behavioural intention and attitudes and values relating to 

condom use and peers and self-efficacy at 18 months follow-up. However, no significant effects were 

shown in the intervention group at this time. 

Health and social outcomes relating to alcohol use and sexual health 

Three studies (Coyle et al., 2006; Mitchell-DiCenso et al 1997; Traeen, 2003) examined long-term 

health outcomes relating to sexual health and alcohol. Two studies (Coyle et al., 2006; Mitchell-

DiCenso et al 1997) reported programme effects on initiation at first intercourse and similar to the 

medium-term results no significant effects were found. One study (Coyle et al., 2006) reported on 

frequency and number of sexual partners at 18 months follow-up and similar to medium-term effects 

there were no significant positive effects on number of unprotected partners or past number of sexual 

partners. In addition, there was a significant negative effect on number of unprotected non-steady 

sexual partners (p<0.05) in the intervention group compared to the control. Three studies (Coyle et al., 

2006; Mitchell-DiCenso et al 1997; Traeen, 2003) reported long-term effects on contraception use  



PSHE Secondary school review Jones and colleagues (2009) 

210 
 

6.5.4 Summary and evidence statements 

Overall, 11 studies (Borgia et al., 2005; Coyle et al., 2006; Fisher et al., 2002; Kvalem et al., 1996; 

Larsson et al., 2006; Lemieux et al., 2008; Mitchell-DiCenso et al., 1997; Roberto et al., 2007; 

Schaalma et al., 1996; Traeen, 2003; Workman et al., 1996) were identified that examined HIV and 

sexual risk-reduction programmes.  

6.5.4.1 Knowledge and understanding 

Knowledge outcomes were reported by seven studies (Borgia et al., 2005; Coyle et al., 2006; Fisher 

et al., 2002; Larsson et al., 2006; Roberto et al., 2007; Schaalma et al., 1996; Workman et al., 1996). 

General HIV or sexual health knowledge was reported most frequently. However, only two studies 

(Coyle et al., 2006; Larsson et al., 2006) explored medium- or long-term knowledge outcomes and 

they focused on knowledge of HIV and condom use or the emergency hormonal contraceptive (EHC) 

pill. Medium-term effects were inconsistent with evidence of increased knowledge of EHC use on the 

third day after unprotected sex. No effect on HIV and condom knowledge was seen at 12 months 

follow-up, yet there was a positive effect at 18 months. Both studies included older adolescents in 

their sample (Coyle et al., 2006: 14-18 years; Larsson et al., 2006: mean 17.25 years). 

6.5.4.2 Attitudes and values 

Outcomes relating to attitudes were reported by seven studies (Borgia et al., 2005; Coyle et al., 2006; 

Fisher et al., 2002; Lemieux et al., 2008; Larsson et al., 2006; Roberto et al., 2007; Schaalma et al., 

1996). A wide variety of outcomes were reported across studies and often specific outcomes were 

only reported within one study, thus preventing comparison. Condom self-efficacy, perception of 

social norms and condom use/prevention intentions were the outcomes most commonly reported 

across studies. Lemieux et al (2008) and Roberto et al (2007) reported no programme effects on 

condom self-efficacy. Whereas Coyle et al (2006) reported no programme effects for condom self-

efficacy at six and 18 months follow-up and a reduction at 12 months follow-up. Perceptions of social 

norms increased in both the classroom (sexually experienced at baseline) and combined groups 

(sexually inexperienced at baseline) receiving a HIV prevention curriculum but not in the other groups. 

Lemieux et al (2008) reported no programme effects on views relating to social normative support. 

Schaalma et al (1996) found an increase in positive perceptions of subjective norms at 4-8 weeks 

follow-up. A significant improvement in condom use/prevention intentions was seen in Schaalma et al 

(1996). However, four studies (Fisher et al., 2002; Lemieux et al., 2008; Coyle et al., 2006; Larsson et 

al., 2006) reported primarily no effect on condom use or prevention intentions.  

6.5.4.3 Personal and social skills 

Short-term programme effects on personal and social skills were reported by five studies (Borgia et al., 

2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; Workman et al., 1996). Findings 

were predominantly positive and indicated programme effects overall on prevention or behavioural 

skills in two studies (Borgia et al., 2005; Lemieux et al., 2008). Participants receiving the combined 

programme in the HIV prevention curriculum showed an increase in behavioural skills. Participants in 
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the computer-based educational programme reported an increase in condom negotiation skills. Only 

one study (Workman et al., 1996) reported no effects on any personal or social skills. 

6.5.4.4 Health and social outcomes relating to alcohol use and sexual health 

Eleven studies reported health outcomes from HIV and sexual risk-reduction programmes. Impact on 

sexual initiation was explored in four studies (Roberto et al., 2007; Coyle et al., 2006; Kvalem et al., 

1996; Mitchell-DiCenso et al., 1997) and only short or medium-term outcomes were reported. One 

study (Roberto et al., 2007) reported positive results on age at sexual initiation. All other studies 

showed no programme effects. Furthermore, three studies (Borgia et al., 2005; Roberto et al., 2007; 

Schaalma et al., 1996) reported no impact on the rate of sexual activity and four studies (Borgia et al., 

2005; Coyle et al., 2006; Roberto et al., 2007; Schaalma et al., 1996) showed no effect on the number 

of sexual partners participants reported. One study (Borgia et al., 2005) split analysis by whether 

participants were sexually active at baseline or not, whereas it was not clear if this was the case in 

others. Five studies (Fisher et al., 2002; Lemieux et al., 2008; Coyle et al., 2006; Kvalem et al., 1996; 

Larsson et al., 2006) showed positive short-term programme effects on condom use and one study 

(Traeen, 2003) showed programme effects on protected intercourse. The long-term programme 

effects were limited and one study (Borgia et al., 2005) showed no short-term programme effects on 

condom use. However, the mean age of the study population was 18 years which may have had an 

influence on the results if relationship status was not accounted for in an older adolescent population. 

One study (Mitchell-DiCenso et al., 1997) targeting a younger cohort reported only long-term effects 

on condom use, with positive increase in condom use among males at 2 years follow-up. Limited 

outcomes were presented on HIV/STI testing, alcohol or drug use and pregnancy. One study 

(Lemieux et al., 2008) reported a significant increase in HIV testing, however all other outcomes 

showed no difference compared to the control groups. 

Evidence statement 12 

12 (g) There is moderate evidence from five RCTs, two NRCTs and one CBA study
1
 to suggest that 

HIV and sexual risk-reduction programmes can improve sexual health and HIV knowledge in 

the short-, medium-and long-term. This evidence may be only partially applicable to the UK as 

five of the studies were conducted in the USA, one in Italy and one in the Netherlands and 

may not be generalisable beyond the populations studied. 

12 (h) There is mixed evidence from four RCTs and one NRCT
2
 that examined the effects of HIV 

and sexual risk-reduction programmes on young people‟s (≥14 years) attitudes and values 

towards sexual health and alcohol. This evidence may be only partially applicable to the UK 

as studies were carried out in the USA, Italy and the Netherlands and may not be 

generalisable beyond the populations studied. 

12 (i) There is moderate evidence from two RCTs, one NRCT and one CBA study
3
 to suggest that 

HIV and sexual risk-reduction programmes may improve personal and social skills including 

behavioural prevention skills and condom negotiation skills in the short-term. There was no 

evidence to determine the effects of HIV and sexual risk-reduction on personal and social 

skills in the medium- to long-term. This evidence may be only partially applicable to the UK as 
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studies were carried out in the USA and Italy and may not be generalisable beyond the 

populations studied. 

12 (j) There is moderate evidence from seven RCTs
4
 to suggest that HIV and sexual risk-reduction 

programmes may have no effects on sexual initiation, frequency of sexual activity or number 

of sexual partners. This evidence may be only partially applicable to the UK as studies were 

carried out in the USA, Norway, Italy and Netherlands and may not be generalisable beyond 

the populations studied. 

12 (k) There is strong evidence from three RCTs, two NRCTs and one CBA study
6
 to suggest that 

HIV and sexual risk-reduction programmes can increase condom use or protected intercourse 

in the short- to medium-term. However, there was moderate evidence from two RCTs
7
 to 

suggest that the long-term effects of HIV and sexual risk-reduction programmes on 

contraceptive use may be limited. This evidence may be only partially applicable to the UK as 

studies were carried out in the USA, Norway, and Sweden and may not be generalisable 

beyond the populations studied. 

12 (l) There is moderate evidence from two RCTs
8
 to suggest that HIV and sexual risk-reduction 

programmes have no medium- to long-term effect on sexually transmitted infections, alcohol 

and drug use or on conceptions. As both studies were implemented in the USA findings may 

be only partially applicable to the UK and may not be generalisable beyond the populations 

studied. 

1
 Borgia et al., 2005 (RCT +); Coyle et al., 2006 (RCT ++); Fisher et al., 2002 (NRCT ++); Larsson et al., 2006 

(NRCT +); Lemieux et al., 2008 (CBA -); Roberto et al., 2007 (RCT +); Schaalma et al., 1996 (RCT +); 

Workman et al., 1996 (RCT -) 

2
 Borgia et al., 2005 (RCT +); Coyle et al., 2006 (RCT ++); Fisher et al., 2002 (NRCT ++); Roberto et al., 2007 

(RCT +); Schaalma et al., 1996 (RCT +) 

3
 Borgia et al., 2005 (RCT +); Fisher et al., 2002 (NRCT ++); Lemieux et al., 2008 (CBA -); Roberto et al., 2007 

(RCT +) 

4
 Borgia et al., 2005 (RCT +); Coyle et al., 2006 (RCT ++); Kvalem et al., 1996 (RCT -); Mitchell-DiCenso et al., 

1997 (RCT +); Roberto et al., 2007 (RCT +); Schaalma et al., 1996 (RCT +); Workman et al., 1996 (RCT -) 

5
 Coyle et al., 2006 (RCT ++); Kvalem et al., 1996 (RCT -); Mitchell-DiCenso et al., 1997 (RCT +) 

6
 Borgia et al., 2005 (RCT +); Coyle et al., 2006 (RCT ++); Roberto et al., 2007 (RCT +); Schaalma et al., 1996 

(RCT +) 

7
 Coyle et al., 2006 (RCT ++); Fisher et al., 2002 (NRCT ++); Lemieux et al., 2008 (CBA -); Kvalem et al., 1996 

(RCT -); Larsson et al., 2006 (NRCT +); Traeen, 2003 (RCT +) 

8
 Coyle et al., 2006 (RCT ++); Traeen, 2003 (RCT +) 

9
 Coyle et al., 2006 (RCT ++); Mitchell-DiCenso et al., 1997 (RCT +) 
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Table 6.24. HIV and sexual risk-reduction programmes: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Personal/social skills 

Borgia et al., 
2005

3
 

RCT + 
Peer-led  
n=613 

Teacher-led 
n=682 

5 months Knowledge  Attitudes, risk-perception  Prevention skills 

Fisher et al., 
2002 

NRCT ++ 

HIV prevention 
curriculum 
Classroom, 

n=310 
Peer, n=381 
Combined, 

n=296 

Usual curriculum 
n=589 

3 months 

Sexually inexperienced: 
 HIV prevention 

information
 

(classroom***, 
combined*** only)

 

Sexually experienced: 
 HIV prevention 

information 
(classroom***, 

combined***, peer**) 

Sexually inexperienced: 
  attitudes (classroom**, 

combined** only)  
 norms (combined only*)  
intentions (combined only*) 

Sexually experienced: 
 attitudes (peer**, 

combined** only 
 norms (classroom only*) 

NS intentions 

Sexually inexperienced: 
 behavioural skills 
(combined only**) 

Sexually experienced: 
 behavioural skills 

(combined only*) 

Lemieux et 
al., 2008 

CBA - 
SWAAT 
n=NR 

No intervention 
n=NR 

3 months - 

NS condom use
a
 

NS social normative support 
for condom use

a 

NS intention to use condoms 

HIV prevention 
behavioural skills* 

Roberto et al., 
2007 

RCT + 
Computer-based 

education 
n=181 

No intervention 
n=221 

PT  knowledge*** 

attitude towards waiting* 
NS condom self-efficacy, 

refusal self-efficacy 
 situational self-efficacy* 

susceptibility** 

condom negotiation* 
 

Schaalma et 
al., 1996 

RCT + 

AIDS/STI 
prevention 
curriculum 

n=NR 

Usual curriculum 
n=NR 

4-8 weeks knowledge*** 

 risk appraisal** 
positive attitudes*** 
 positive perceptions of 

subjective norms** 
 positive perceptions of 

peer behaviour* 
 self-efficacy beliefs* 

 condom use intentions**  

- 

Workman et 
al., 1996 

RCT - 
CBT HIV 

prevention 
n=30 

Womanhood 
development 

n=30 

PT 
(1 week) 

 HIV knowledge** - 

NS sexual decision-making 
NS sexual assertiveness 

NS level of comfort 
discussing AIDS 

preventative behaviour 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
Authors claimed the programme provided protective measures as significant decreases were seen in controls 
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Table 6.25. HIV and sexual risk-reduction programmes: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Borgia et al., 
2005

3
 

RCT + 
Peer-led  
n=613 

Teacher-led 
n=682 

5 months - 
NS number of 

partners, past 3 
months

a
 

NS frequency of 
condom use, 
past 3 months 

- - 

Fisher et al., 
2002 

NRCT ++ 

HIV prevention 
curriculum, 
classroom 

n=310 
Peer 

n=381 
Combined 

n=296 

Usual 
curriculum 

n=589 
3 months - - 

 condom use, 
past 3 months

a
 

(combined*, 
peer* only) 

- - 

Lemieux et 
al., 2008 

CBA - 
SWAAT 
n=NR 

No 
intervention 

n=NR 
3 months - - 

Condom use, 
past 3 months* 

 HIV 
testing** 

- 

Roberto et 
al., 2007 

RCT + 
Computer-based 

education 
n=181 

No 
intervention 

n=221 
PT 

 initiation of 
sexual 

activity** 

NS number of 
partners 

NS condoms 
use at last 
intercourse 

- - 

Schaalma et 
al., 1996 

RCT + 

AIDS/STI 
prevention 
curriculum 

n=NR 

Usual 
curriculum 

n=NR 
4-8 weeks - 

NS sexual risk 
index

b
 

- - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
 

a 
sexually experienced at baseline; 

b 
score ranging from 0 (no sexual intercourse) to 3 (inconsistently using condoms with two or more sex partners) 
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Table 6.26. HIV and sexual risk-reduction programmes: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Personal/social Skills 

Coyle et al., 
2006 

RCT ++ 
All4you! 
n=597 

Usual curriculum 
n=391 

6 months 
(73%) 

 HIV & condoms* 
NS condoms 

NS condoms generally 
NS condoms for STI protection 

  condoms for pregnancy 
protection* 

 condoms for intercourse* 
NS normative beliefs 

NS condom use intentions 
NS condom self-efficacy 

NS self-efficacy to abstain 

- 

12 months 
(62%) 

NS HIV & condoms 
NS condoms 

NS attitudes and beliefs regarding 
condoms  

NS normative beliefs 
NS condom use intentions 
 condom self-efficacy* 

NS self-efficacy to abstain 

- 

Larsson et al., 
2006 

NRCT + 
Contraception 
programme 

n=282 

No intervention 
n=179 

12 months 
n=367 
(94%) 

EHC on 3
rd

 day** 
NS EHC on 1

st
 day 

NS EHC side effects 

 EHC is a kind of abortion* 
could imagine buying condoms* 
NS other attitudes towards EHC 

and condoms 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
EHC emergency hormonal contraception 

 

Table 6.27. HIV and sexual risk-reduction programmes: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 
Health outcomes 

Age of 
initiation 

Frequency/ Number 
of partners 

Contraceptive use STIs Conceptions 

Coyle et al., 
2006 

RCT ++ 
All4you! 
n=597 

Usual 
curriculum 

n=391 

6 months 
(73%) 

NS sexual 
initiation 

NS Number of 
unprotected partners

a
 

 frequency of 
sexual intercourse

a
* 

NS number of 
unprotected 

steady/non-steady 
partners

a
 

NS number of 
previous sexual 

partners  

 frequency of 
unprotected 
intercourse

a
 

 frequency of 
unprotected 

intercourse
a
 (steady 

partner only*) 
 condom use

b
 

NS effective 
pregnancy 
prevention

b
 

NS number of 
HIV tests 

NS number of 
tests for STIs 

NS pregnancy 
since baseline 
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Study Rating Intervention Comparator Follow-up 
Health outcomes 

Age of 
initiation 

Frequency/ Number 
of partners 

Contraceptive use STIs Conceptions 

Coyle et al., 
2006 

RCT ++ 
All4you! 
n=597 

Usual 
curriculum 

n=391 

12 months 
(62%) 

NS sexual 
initiation 

NS Number of 
unprotected partners

a
 

NS Frequency of 
intercourse

a
 

NS number of 
unprotected 

steady/non-steady 
partners

a
 

NS number of sexual 
partners previous 

NS Frequency of 
unprotected 
intercourse

a
 

NS Frequency of 
unprotected 

intercourse
a
 (steady 

partner, non-steady 
partner) 

NS condom use
b
 

NS effective 
pregnancy 
prevention

b
 

NS number of 
HIV tests 

NS number of 
tests for STIs 

NS pregnancy 
since baseline 

Fisher et al., 
2002 

NRCT ++ 

HIV 
prevention 
Classroom, 

n=310 
Peer, n=381 
Combined, 

n=296 

Usual 
curriculum 

n=589 
12 months - - 

 condom use, past 
year (classroom 

only
c
**) 

- - 

Kvalem et 
al., 1996 

RCT -  

AIDS and 
sexuality 
education 

n=284 

No 
intervention 

n=801 

6 months 
(76%) 

- -  condom use*** - - 

12 months 
(69%) 

NS initiation 
of first 

intercourse 
- NS condom use - - 

Larsson et 
al., 2006 

NRCT + 

Contraceptio
n 

programme 
n=282 

No 
intervention 

n=179 
12 months - - 

 condom use* 
NS used EHC, ever 

- - 

Mitchell-
DiCenso et 
al., 1997 

RCT + 

McMasters 
Teen 

Programme 
n=2,309 

Usual 
curriculum 
n=1,666 

12 months 
NS initiation 

of first 
intercourse 

- - - 
NS first 

pregnancy 
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Study Rating Intervention Comparator Follow-up 
Health outcomes 

Age of 
initiation 

Frequency/ Number 
of partners 

Contraceptive use STIs Conceptions 

Traeen, 
2003 

RCT + 

Safe sex and 
pregnancy 
prevention 

n=416 

No 
intervention 

n=197 

6-7 months 
(69%) 

- - 

At first intercourse
c
:
 

NS some 
contraception at first 

sex, no contraception, 
condoms before 

orgasm, emergency 
contraception 

b
 interrupted at first 

sex, condoms, 
hormonal/oral 
contraception 

At most recent sex
c
: 

NS some 
contraception, no 

contraception, 
condoms before 

orgasm, condoms, 
hormonal/oral 
contraception, 

emergency 
contraception. 
 interrupted 

- - 

Workman et 
al., 1996 

RCT - 
CBT HIV 

prevention 
n=30 

Womanhood 
development 

n=30 

PT 
(1 week) 

- 
NS AIDS preventative 

behaviours 
- - - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
in past 3 months; 

b 
at last intercourse; 

c 
sexually experienced at baseline 

 

Table 6.28. HIV and sexual risk-reduction programmes: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Coyle et al., 
2006 

RCT ++ 
All4you! 
n=597 

Usual curriculum 
n=391 

18 months 
 HIV & condoms* 
 condoms* 

NS attitudes and beliefs 
regarding condoms  

NS normative beliefs 
NS condom use intentions 
NS condom self-efficacy 

NS self-efficacy to abstain 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 6.29. HIV and sexual risk-reduction programmes: long-term programme effects on health and social outcomes 

Study Rating Intervention Comparator 
Follow-

up 

Health outcomes 

Age of 
initiation 

Frequency/ Number 
of partners 

Contraceptive use STIs Conceptions 

Coyle et al., 
2006 

RCT ++ 
All4you! 
n=597 

Usual 
curriculum 

n=391 

18 
months 

NS sexual 
initiation 

among those 
inexperience 
at baseline 

NS Number of 
unprotected partners

a
 

NS Frequency of 
intercourse

a
 

NS Number 
unprotected steady 

partners
a
 

 Number 
unprotected non-
steady partners

a
* 

NS number of 
previous sexual 

partners  

NS Frequency of 
unprotected 
intercourse

a
 

NS Frequency of 
unprotected 

intercourse
a 
(steady 

partner/non-steady) 
NS condom use

b
 

NS effective 
pregnancy 
prevention

b
 

NS number of 
HIV tests 

NS number of 
tests for STIs 

NS pregnancy 
since baseline 

Traeen, 2003 RCT + 

Safe sex and 
pregnancy 
prevention 

n=416 

No 
intervention 

n=197 

1-2 
years 
(56%) 

- - 
NS contraceptive 
use at first sex

c
  

- - 

Mitchell-
DiCenso et 
al., 1997 

RCT + 

McMasters 
Teen 

Programme 
n=2,309 

Usual 
curriculum 
n=1,666 

2-4 
years 

NS initiation of 
first 

intercourse 
- 

 always condom 
use in males, 2 

years  
- 

NS first 
pregnancy 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
past 3 months; 

b 
last intercourse; 

c 
sexually inexperienced at baseline, 

c 
sexually experienced at baseline. 
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6.6 Other school-based approaches 

6.6.1 Overview of evidence identified 

A total of included seven studies were identified that reported on six different programme approaches 

relating to sexual health. Two studies examined school-based clinic programmes (Stout et al., 1996; 

Teitler, 1997), two studies (Somers et al., 2001; 2006) reported findings from one programme using 

baby simulators (Baby Think it Over), and three studies (Lewis et al., 1999; Paine-Andrews et al., 

1999; Vincent et al., 2004) examined the effects of combined community and school-based 

programmes. School-based clinic studies were included where the evaluation examined a health 

clinic located directly within the school grounds. Stout et al (1996) examined school-based clinic 

programmes at three pairs of schools (sites A, B and C), which had a centre that had been operating 

for five school months at the time of the baseline survey. All three centres had varying operating 

budgets, staffing levels and qualifications, and constraints on their practice, but all three faced the 

constraint of not being able to prescribe or dispense contraception. Teitler (1997) evaluated the 

impact of nine school-based health resource centres where students could receive reproductive 

health information, condoms and general health referrals. Vincent et al (2004) examined the long-term 

effects of the School/Community Programme for Sexual Risk Reduction Among Teens, which was 

originally conducted in a rural county in South Carolina. Two studies (Lewis et al., 1999; Paine-

Andrews et al., 1999) reported on the replication of this programme in three Kansas communities 

(Franklin County, Geary County and one neighbourhood in Wichita). Paine-Andrews et al (1999) 

examined the effects of all three community partnerships, and Lewis et al (1999) examined the effects 

of the initiative in Geary County only. All three studies (Lewis et al., 1999; Paine-Andrews et al., 1999; 

Vincent et al., 2004) examined the effects of the programme at the county level by comparing 

outcomes in intervention and non-intervention communities. 

All studies were conducted in North America. Two studies (Stout et al., 1996; Teitler, 1997) were 

carried out in schools and consisted of two school based clinics (Stout et al., 1996; Teitler, 1997) 

neither of which reported a theoretical base. A further three studies evaluated complex interventions 

conducted out in schools and the community (Lewis et al., 1999; Paine-Andrews et al., 1999; Vincent 

et al., 2004), two studies (Lewis et al., 1999; Vincent et al., 2004) did not report a theoretical base for 

the intervention, but the intervention in the third study (Paine-Andrews et al., 1999) was underpinned 

by theory of change theory. The Baby Think it Over programme was carried out in both school and 

the home (Somers et al., 2001; 2006) with no theoretical base in the initial study but with cognitive 

development theory underpinning the second study. 
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Table 6.30. Sex and relationship education: other school-based approaches 

Author 
Study 

design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Stout et al., 
1996 

CBA - School 

USA 
n=1870 – site A 
n=778 – site B 
n=1,651, site C 

School health promotion clinics; open 16-40 hours per 
week 

Not reported Clinic staff in school 

Teitler 1997 CBA - School 

USA 
n=945 (at FU) 

students, mean 
16 years 

Drop in centres at school providing information, 
condoms and health referrals 

Not reported 
Health professionals 
and graduate interns 

Lewis et al., 
1999 

ITS - 
School + 

community 

USA 
n=NR, 9

th
-12

th
 

grade students 

Reducing the Risk: K-12
th
 Grade Curriculum; 

increased access to health services and 
contraceptives; media efforts to increase awareness; 
peer education and support; supervised activities; 
programs in the faith community; community lineages 

Not reported Teachers 

Paine-
Andrews et 
al., 1999 

CBA - 
School + 

community 
 

USA 
Participant details 

NR 

Pregnancy prevention programme over five years; 
Enhanced sexuality education for teachers and 
parents; comprehensive, age-appropriate  sexuality 
education from K-12; increased access to health 
services; collaboration with school administrators; use 
of mass media; increased awareness and involvement 
of the entire community in teenage pregnancy 
prevention, peer support and education; alternative 
activities for young people; and involvement of the 
faith community. 

Theory of change Various not described 

Somers et al., 
2001 

CBA - 
School + 

home 

USA 
100 students, 

mean age years: 
intervention17.1; 

control 16.4 

Baby Think It Over: 48 hours at home and school; 
computerised infant simulator 

Not reported NA 

Somers et al., 
2006 

NRCT - 
School + 

home 

USA 
230 students, 

mean age years: 
intervention 15.8; 

control 16.6 

Baby Think It Over: Two nights and three days; 
computerised infant simulator 

Cognitive 
development 

NA 

Vincent et al., 
2004 

ITS  - 
School + 

community  
USA 
n=NR 

Abstinence and contraception promotion interventions 
from K-12 grades in one county 

Not reported Health educators 
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One study examined three school health promotion clinics (Stout et al., 1996) where services were 

delivered by clinic staff. A second school-based clinic (Teitler, 1997) provided information, referrals 

and condoms to students was delivered by health professionals and graduate interns. The Baby Think 

it Over Programme was primarily delivered by the baby simulators used by young people over a 

period of 2-3 days. External professionals (i.e. health educators) were used to deliver the abstinence 

and safe sex programmes (Vincent et al., 2004). Reducing the Risk programme was the only 

intervention delivered by teachers. Further, the community-based pregnancy prevention programme 

(Paine-Andrews et al., 1999) used a variety of people to deliver the intervention however details for 

this were unclear. 

The number of students recruited into the programmes ranged from 100 students to 1,870 students. 

However, the number of participants was not reported in three studies (Lewis et al., 1999; Paine-

Andrews et al., 1999; Vincent et al., 2004). Only one study (Stout et al., 1996) was based on a sample 

of more than 1,500 participants and as this study employed three different clinic sites as intervention 

sites only two of the three sites had intervention groups over 1,500. Appropriate sample size to power 

the analysis conducted was only discussed in one case (Teitler, 1997) and authors concluded that the 

sample was too small to capture small or medium size effects. 

Programmes targeted a range of age groups. Two studies did not clearly record the age group of their 

participating students (Paine-Andrews et al., 1999; Vincent et al., 2004). Reducing the Risk and both 

clinic-based interventions targeted students aged 14-18 years in grades 9-12 (Stout et al., 1996) and 

Teitler (1997) reported a mean age of 16 years for participants. The participants in the first Baby think 

it Over programme (Somers et al., 2001) had a mean age of 17.1 years whereas the second cohort 

(Somers et al., 2006) were younger with a mean age of 15.8 years. Interventions duration varied by 

programme with Baby Think It Over (Somers et al., 2001; 2006) carried out over 48-36 hours, 

curriculum-based programmes took place regularly over several years (Lewis et al., 1999; Paine-

Andrews et al., 1999; Vincent et al., 2004) and school-based clinics open to students throughout the 

school week and available over a two year period (Stout et al., 1996; Teitler, 1997). 

Programmes reported a range of follow-up times. One study (Somers et al., 2006) reported immediate 

post-test results only and one other (Somers et al., 2001) reported follow-up results at less than six 

months. Two studies (Lewis et al., 1999; Stout et al., 1996) reported long-term follow-up between 2-3 

years. One study (Vincent et al., 2004) explored data relating to girls aged 14-17 years in one county 

receiving abstinence and safe sex education over a 20 year period. A further two other studies 

(Paine-Andrews et al., 1999; Teitler, 1997) did not report a clear follow-up time.  

6.6.2 Quality assessment 

Of the seven studies included, one (Somers et al., 2006) was a NRCT. Four studies (Paine-Andrews 

et al., 1999; Somers et al., 2001; Stout et al., 1996; Teitler, 1997) were CBA studies and two studies 

(Vincent et al., 2004; Lewis et al., 1999) were based on an interrupted time series. Study quality was 

rated poor across all seven studies (- rating). The Baby Think it Over programme (Somers et al., 2006) 

was based on varied follow-up times for participants, it was not clear how bias was minimised and 

contamination may have been significant in this study. Limited details on the intervention and the 
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reliability of the measures used were provided. The four CBA studies (Paine-Andrews et al., 1999; 

Somers et al., 2001; Stout et al., 1996; Teitler, 1997) were all rated poor quality. Studies were judged 

to have provided limited details of their methodology, intervention, and participants in both the 

intervention and control groups. Follow-up times were also generally too short to be classed as 

meaningful in some studies, although outcome measures were deemed appropriate overall. The two 

interrupted time series studies (Lewis et al., 1999; Vincent et al., 2004) were not well reported in 

terms of the methodology used for the time series. Neither study reported a clearly defined point in 

time over which the intervention occurred, other than the year of intervention, nor was it clear if the 

intervention occurred independently of other changes over time.  

6.6.3 Findings 

6.6.3.1 Short-term results (<6 months) 

Two studies (Somers et al., 2001; 2006) reported short-term programme effects for the Baby Think It 

Over, infant simulator programme. 

Knowledge and understanding 

None of the studies identified examined short-term programme effects on knowledge and 

understanding. 

Attitudes and values 

Two studies (Somers et al., 2001; 2006) using the Baby think it over programme reported short-term 

effects on participants‟ attitudes and values. Non-significant effects on behavioural intentions 

regarding safe sex and child bearing were reported in both studies. The programme also had no 

effect on attitudes towards pre-marital sex, child rearing, pregnancy, or future orientation. However, 

Somers et al (2006) did report a decrease in the intervention students‟ views regarding other people‟s 

acceptance of teenage pregnancy (p≤0.05).  

Personal and social skills 

None of the studies identified examined short-term programme effects on personal and social skills. 

Health and social outcomes relating to alcohol use and sexual health 

Two studies (Somers et al., 2001; 2006) of the Baby Think It Over programme examined short-term 

health outcomes on participants. There no effects of the intervention on age of first sex, frequency of 

sex or contraceptive use. 

6.6.3.2 Medium-term results (up to 12 months)  

None of the studies identified examined medium-term programme effects. 

6.6.3.3 Long-term results (>12 months) 

Five studies (Stout et al., 1996; Teitler, 1997; Lewis et al., 1999; Paine-Andrews et al., 1999; Vincent 

et al., 2004) examined long-term effects intervention effects for two school-based health centres and 

three school- and community-based programmes, respectively. 
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Knowledge and understanding 

None of the studies identified examined medium-term programme effects on knowledge and 

understanding. 

Attitudes and values 

Stout et al (1996) examined the effects of school-based health centres across three pairs of school 

sites defined as sites A, B and C. At one site, site B, there was a decrease in positive views towards 

abstention before marriage relative to the comparison site (p<0.05), but at a second site, site C, an 

increase in the number of people favouring abstention before marriage was reported relative to the 

comparison site (p<0.05). Interviews with staff at site C indicated that they placed a great emphasis 

on encouraging abstinence, a factor which is likely to have influenced outcomes at this site. At the 

third site, site A, there was no difference between the intervention and comparison sites in 

reproductive health attitudes.  

Personal and social skills 

Stout et al (1996) reported that there were no significant programme effects of health clinics on 

participants‟ sexuality dialogue with parents, at any of the three intervention sites, compared to 

comparison sites. 

Health and social outcomes relating to alcohol use and sexual health 

Three studies (Lewis et al., 1999; Paine-Andrews et al., 1999; Vincent et al., 2004) reported long-term 

programme effects for two multicomponent community- and school-based intervention programme 

approaches. Vincent et al (2004) examined the long-term effects of the School/Community 

programme in a rural county in South Carolina, by comparing 20 years of pregnancy rates among 

girls aged 14-17 in the intervention county with three comparison counties. Based on three 

approaches to the analyses, the authors found that: (1) overall, there was a general downturn in teen 

pregnancy rates across the entire state between 1981 and 2000; (2) in the intervention county rates 

fell from 54.8 to 32.1 pregnancies per 1,000 females; and (3) the intervention county started higher 

and ended lower than the comparison communities. From this the authors concluded that the 

intervention had had a positive effect on teenage pregnancies in the intervention county. Paine-

Andrews et al (1999) examined the effects of the replication of the School/Community programme on 

estimated pregnancy rates and birth rates across three communities in Kansas, USA. Overall, 

although estimated pregnancy rates decreased among females aged 14-17 in two intervention 

communities (Franklin County and Geary County), there was no significant difference in pregnancy 

rates between the intervention and comparison communities. Changes in birth rates were mixed in 

two intervention communities in Wichita, and overall there was no significant difference between 

intervention and control communities on this measure. Lewis et al (1999) examined the effects of the 

school/community partnership approach in Geary County in more detail. In the intervention 

community the estimated pregnancy rate for 14-17 year olds decreased between 1991 and 1996 (the 

partnership approach was introduced in 1993), in comparison to an increase in comparison 

communities. However, based on an average of the estimated pregnancy rate for the three years 
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before and during the intervention, the relative decrease seen in the intervention community was not 

found to be significant.  

Two studies examined the long-term effects of two school-based health centres. Teitler (1997) 

reported on the evaluation of the health resource centres programme which was implemented in nine 

schools in Philadelphia, USA. There were no significant effects of the health resource centres on 

initiation of sex, sex in the past month or condom use. However, the authors reported that the 

direction of the effect was in favour of the health centres on all of these measures. Stout et al (1996) 

examined the effects of school-based health centres across three study sites. At study site A, relative 

to the control school, students who used the health centre reported a reduction in contraceptive use 

(p<0.05) and there was no difference in reproductive health outcomes. At site B, relative to the control 

site, clinic participants reported an increase in contraception use at first sex and an increase in 

contraception initiation in the first six months of initiating sex. However, no other programme effects 

were observed. Clinic participants at site C reported a decrease in sexual activity relative to 

participants at the control site (p<0.05), but among sexually active students there were no changes in 

contraceptive behaviour. The authors note that the emphasis on abstinence at this site might have 

contributed to the reduction in sexual activity. 

6.6.4 Summary and evidence statements 

A total of included seven studies were identified that reported on six programmes relating to other 

school-based approaches to sex and relationships education 

6.6.4.1 Knowledge and understanding 

No studies in this category reported on knowledge outcomes. 

6.6.4.2 Attitudes and values 

Three studies (Stout et al., 1996; Somers et al., 2001; 2006) that reported on school-based health 

clinics and an infant simulation intervention, respectively, reported few effects on attitudes. There 

were inconsistent effects on reproductive attitudes across three school health clinic sites (Stout et al., 

1996), which appeared to be largely due to the different operational goals of the sites studied. 

Findings from the Baby Think It Over programme (Somers et al., 2001; 2006) indicated no effects of 

the intervention on attitudes and values towards child bearing or safe sex. 

6.6.4.3 Personal and social skills 

Only one study (Stout et al., 1996), which examined three school-based health clinics, reported 

programme effects on personal and social skills. Stout et al (1996) examined the impact of 

participation in school-based health clinics on sexuality communication between students and parents, 

but they proved to have no effect on this outcome. 

6.6.4.4 Health and social outcomes relating to alcohol use and sexual health 

There were no effects of the Baby Think it Over infant simulation programme on any of the sexual 

behaviour measures examined (Somers et al., 2001; 2006). Three studies (Lewis et al., 1999; Paine-

Andrews et al., 1999; Vincent et al., 2004) that examined a school and community partnership 
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approach to tackling teenage pregnancy, generally found that although there were reductions in 

pregnancy rates among 14-17 year olds at the intervention sites, these reductions were not found to 

be significant compared to non-intervention sites. However, one study (Vincent et al., 2004) that 

examined pregnancy rates over 20 years concluded that the intervention had had a positive effect on 

teenage pregnancies. Two studies (Stout et al., 1996; Teitler, 1997), which examined the long-term 

effects of school-based health centres, found that these programmes did not have consistent effects 

on participant‟s sexual behaviour. 

Evidence statement 13 

13 (e) There is inconsistent evidence from one NRCT and two CBAs
1
 to determine the effects of 

school-based clinics or an infant simulation intervention on knowledge, attitudes, values and 

personal and social skills.  

13 (f) There is weak evidence from one NRCT and one CBA study
2
 to suggest that infant simulation 

programmes have no effect on health outcomes related to sexual health. This evidence may 

be only partially applicable to the UK as studies were carried out in the USA and may not be 

generalisable beyond the populations studied. 

13 (g) There is weak evidence from two CBA studies and one ITS
3
 to suggest that a comprehensive 

school- and community-based approach to teenage pregnancy may produce modest 

reductions in teenage pregnancy rates. This evidence may be only partially applicable to the 

UK as studies were carried out in the USA and may not be generalisable beyond the 

populations studied. 

13 (h) There is inconsistent evidence from two CBAs
4
 to determine the effects of school-based 

clinics on health outcomes related to sexual health. 

1
 Stout et al., 1996 (CBA -); Somers et al., 2001 (CBA -); Somers et al., 2006 (NRCT -) 

2
 Somers et al., 2001 (CBA -); Somers et al., 2006 (NRCT -);  

3
 Lewis et al., 1999 (Interrupted time series -); Paine-Andrews et al., 1999 (CBA -); Vincent et al., 2004 (CBA -) 

4
 Stout et al., 1996 (CBA -); Teitler, 1997 (CBA -) 
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Table 6.31. Other school-based SRE approaches: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Somers et al., 
2001 

CBA - 
Baby Think It 

Over n=84 
No intervention 

n=16 
6-10 weeks 

n=NR 
- 

NS contraceptive/sexual 
attitudes 

NS pre-marital sex 
NS pregnancy 

NS child bearing 
NS child rearing 

- 

Somers et al., 
2006 

NRCT - 
Baby Think It 
Over n=113 

No intervention 
n=117 

PT 
n=NR 

- 

 Perception of others‟ 
acceptance about teen 

pregnancy* 
NS realism about child 

rearing 
NS future orientation 

NS sex and chid bearing 
intentions 

NS pre-marital sex 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.32. Other school-based SRE approaches: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Somers et al., 
2001 

CBA - 
Baby Think It 
Over n=84 

No 
intervention 

n=16 

6-10 weeks 
n=NR 

- 
NS sexual 
behaviours 

- - - 

Somers et al., 
2006 

NRCT - 
Baby Think It 
Over n=113 

No 
intervention 

n=117 

PT 
n=NR 

NS age first 
had sex 

NS frequency 
of sex; oral sex 

NS 
contraception 

use 
- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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Table 6.33. Other school-based SRE approaches: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Skills 

Stout et al., 
1996 

CBA - 

Site A n=739 Site A n=1131 

2 years 
n=NR 

- 
NS reproductive health 

attitudes 
NS sexuality dialog with 

parents 

Site B n=354 Site B n=424 - 
 abstention before 

marriage* 
NS sexuality dialog with 

parents 

Site C n=1126 Site C n=525 - 
 abstention before 

marriage* 
NS sexuality dialog with 

parents 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 6.34. Other school-based SRE approaches: long-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Lewis et al., 
1999 

ITS - 

Multicomponent 
school and 
community 
intervention 

n=1 site 

Non-
intervention 

matched 
counties 

n=NR 

3 years 
n=NR 

- - - - 
NS pregnancy 

rates 

Paine-
Andrews et 
al., 1999 

CBA - 

Multicomponent 
school and 
community 
intervention 

n=4 sites 

Non-
intervention 

matched 
counties 
n=4 sites 

NR - - - - 
NS pregnancy 

rates 
NS birth rates 

Vincent et al., 
2004 

ITS  - 

Multicomponent 
school and 
community 
intervention 

n=1 site 

Non-
intervention 

counties 
n=3 sites 

20 years 
NA 

- - - - 
 pregnancy 

rates
NS

 

Stout et al., 
1996 

CBA - Site A n=739 Site A n=1131 
2 years 
n=NR 

- 
NS sexual 

activity 
 contraception 

use* 
 binge 
drinking* 

NS emotional 
health 

NS health 
service 

utilisation 
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Study Rating Intervention Comparator Follow-up 

Health outcomes 

Age of 
initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

STIs Conceptions 

Stout et al., 
1996 

CBA - Site B n=354 Site B n=424 
2 years 
n=NR 

- 
NS sexual 

activity 

 contraception 
use at first sex* 
 initiation of 
contraception 
within first 6 

months of sex* 

- - 

Stout et al., 
1996 

CBA - Site C n=1126 Site C n=525 
2 years 
n=NR 

- 
 sexual 
activity* 

NS 
contraception 

use 
- - 

Teitler 1997 CBA - 

Students in 
schools with 

Health Resource 
Centres 

n=348 (at FU) 

Students in 
schools 

without Health 
Resource 
Centres 

n=597 (at FU) 

NR 
n=945 

NS initiation 
of sex 

NS past month 
sex 

NS condom use 
at last sex; in 

last month 
- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
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6.7 Review of published economic evaluations 

One study (Wang et al., 2000) was identified that met the criteria for inclusion in the review of 

published economic evaluations. Wang et al (2000) evaluated the cost-effectiveness and cost benefit 

of Safer Choices, an abstinence-plus programmes. 

6.7.1 Review of Wang et al (2000) 

6.7.1.1 Overview 

The aim of the study by Wang et al (2000) was to evaluate the cost-effectiveness and cost benefits of 

Safer Choices, an abstinence-plus sex and relationships education programme, compared to a 

standard, information-based curriculum.  

6.7.1.2 Summary of effectiveness data 

Effectiveness estimates were drawn from an evaluation of the Safer Choices programme by Coyle et 

al (1999). The economic evaluation was based on 7-month follow-up data and a sample of 3677 

ninth-grade students who had completed both the baseline and follow-up surveys. At the 7-month 

follow-up, the authors reported that a significant increase in condom and contraceptive use at last 

intercourse was found (both p<0.05); 67% of intervention students compared to 52% of the control 

group reported using condoms at last intercourse, and 68% of intervention students reported using 

contraception at last intercourse compared to 57% of the control group. 

6.7.1.3 Summary of resource utilisation and cost data 

The authors adapted the Bernoulli model to translate increases in condom use into cases of HIV and 

other STDs (Chlamydia, gonorrhoea, and pelvic inflammatory disease [PID]) averted. The model 

estimated the probability of HIV infection based on four variables: number of sexual partners, number 

of sexual contacts with each partner, HIV prevalence, and probability of transmission. In addition, a 

pregnancy model was developed to translate increases in contraceptive use into cases of pregnancy 

averted. Full details of the variables used in the model were reported in the article. To examine the 

cost-benefit of Safer Choices, cases of HIV, other STIs and pregnancies averted were translated into 

medical and social costs averted. Cost data for the base-case analysis were based on the private 

sector perspective, but the use of the both public and private sector costs were explored in sensitivity 

analyses. Medical costs for HIV, Chlamydia, gonorrhoea, PID and pregnancy were drawn from 

previously published studies or estimated by the authors. For societal costs related to HIV infection 

and pregnancy the authors used estimates drawn from previously published studies and assumptions 

made by the authors. Social costs including lost productivity for HIV infection, and costs relating to 

earning-related outcomes, public assistance, and other consequences for childbearing. 

A retrospective cost analysis was conducted to estimate intervention costs which consisted of 

programme costs and the costs of condoms and oral contraceptives. Direct programme costs 

included teacher training, teaching, lesson materials and site coordination as shown in Table 36. The 

costs of developing and evaluating the programme were excluded. The costs of condoms and oral 

contraceptives were estimated as the product of the number of condoms or oral contraceptives used 
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within 1-year among intervention students and their sexual partners and the wholesale price of 

condoms or oral contraceptives. The total costs to implement the programme were estimated at 

$102,852 (1994 US$) and the costs of condoms and oral contraceptives were estimated at $2,391, 

resulting in total intervention costs of $105,243. 

Table 6.35. Programme implementation costs, Safer Choices 

Component Total cost, $ (1994) 

Teacher training 29,183.10 

Teaching 16,400.00 

Peer facilitators 25,436.80 

Site coordinator training 1,640.00 

Site coordination 23,616.00 

Curriculum packages 3,904.00 

Implementation materials 490.00 

Activity kits 590.000 

Photocopies for students 430.35 

Photocopies for teachers 11.59 

Videos 1150.00 

Total 102,851.84 

6.7.1.4 Summary of cost-effectiveness data 

Overall, 0.12 cases of HIV, 24.30 cases of Chlamydia, 2.77 cases of gonorrhoea, 5.86 cases of PID 

and 18.50 cases of pregnancy were estimated to have been averted over a 1-year time horizon. The 

total costs averted were calculated at $279,519 ($139,806 medical costs and $139,713 social costs). 

Overall, the net benefit of the programme was $174,276 and the benefit-cost ratio was 2.65, indicating 

that for every $1 spent on the programme, $2.65 were saved in medical and societal costs. 

The authors reported that the results were not cost-saving in two scenarios: (1) low probability of HIV 

or STD transmission, low percentage of students using contraceptives, high contraceptive failure rate, 

low medical costs, and low prevalence or incidence rate; and (2) low probability of HIV or STD 

transmission, low percentage of students using contraceptives, high contraceptive failure rate, low 

medical costs, and low condom use per act. 

6.7.1.5 Comments 

The economic evaluation answered a well-defined question, evaluating the cost-effectiveness and 

cost benefits of a school-based abstinence-plus programme relative to a standard, information-based 

HIV curriculum. Data on the impact of the programme on condom use were drawn from an RCT and 

translated into cases of health outcomes averted using an analytic model. The authors developed a 

static model with a 1-year time horizon, and so did not incorporate population-level transmission 

dynamics. The authors made several assumptions regarding the data used in the model, but the 

robustness of the results were examined in a multivariate sensitivity analysis. Costs were considered 

from a medical and societal perspective and the authors appeared to have considered all the 

important costs and consequences of the two perspectives adopted. However, the conclusions of the 
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analysis were not based on an overall index or ratio of costs to effects. In addition, the use of a static 

model and short time horizon means that the true benefits of the intervention may have been 

considerably underestimated. The generalisbility of the study to a UK context is unclear as the data 

used in the evaluation is based on studies conducted in the USA, and other US population estimates. 

However, the authors state that the methods and data used were conservative and it is possible that 

the intervention may be cost saving in a UK context. 

6.7.2 Summary and evidence statements 

One study (Wang et al., 2000) was identified that met the criteria for inclusion in the review of 

published economic evaluations. Wang et al (2000) evaluated the cost-effectiveness and cost benefits 

of a school-based sex and relationships education programme, Safer Choices. Evaluations of the 

effectiveness of this programme were identified and are included in Section 6.2. 

Overall the net benefit of the Safer Choices programmes was $174,276 and the benefit-cost ratio was 

2.65, indicating that for every $1 spent on the programme, $2.65 were saved in medical and societal 

costs. 

Evidence statement 14 

There is moderate evidence from one economic evaluation study
1
 to suggest that a sex and 

relationships education programme, Safer Choices, 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. 

1
 Wang et al., 2000 (CEA +) 
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6.36. Sex and relationships education: summary of economic evaluation studies 

Study details Research question Methods of estimation for 
costs and benefits 

Results Confounders, potential 
sources of bias and other 
comments 

Wang et al (2000) 
 
Country/currency: 
US$ (1994) 
 
CEA + 

Research question: To evaluate 
the cost-effectiveness and cost 
benefit of Safer Choices 
 
Population: High school 
students and their sexual 
partners 
 
Intervention: Safer Choices, a 
school based education 
programme designed to prevent 
HIV, other STDs, and 
pregnancy. 
 
Perspective: Medical and 
societal 

The authors adapted the 
Bernoulli model to translate 
increases in condom use into 
cases of HIV and other STDs 
(Chlamydia, gonorrhoea, and 
pelvic inflammatory disease) 
averted. Pregnancy model was 
developed to translate increases 
in contraceptive use into cases 
of pregnancy averted, and cases 
of adverse health outcomes 
averted were translated into 
medical and social costs 
averted. 
 
A retrospective cost analysis 
was conducted to estimate 
intervention costs which 
consisted of programme costs 
and the costs of condoms and 
oral contraceptives. 

Total intervention costs were estimated at 
$105,243 and 0.12 cases of HIV, 24.30 cases 
of Chlamydia, 2.77 cases of gonorrhoea, 5.86 
cases of PID and 18.50 cases of pregnancy 
were estimated to have been averted over a 1-
year time horizon. The total costs averted were 
calculated at $279,519 ($139,806 medical 
costs and $139,713 social costs). 
 
In the cost-benefit analysis, the net benefit was 
$174,276 and the benefit-cost ratio was 2.65. 
 
Results were not cost-saving in two scenarios, 
when the following variable estimates were 
used: low probability of HIV or STD 
transmission, low percentage of students using 
contraceptives, high contraceptive failure rate, 
low medical costs, and low prevalence or 
incidence rate/low condom use per act. 

Intervention effectiveness 
based on 7-month outcome 
data. 
 
Model did not incorporate 
population-level transmission 
dynamics 
 
Short time horizon 
 
No ratio of cost to benefits 
presented. 
 
Study limited by some of the 
assumptions made, e.g. all 
relationships were of a 
heterosexual nature and that 
the sexual partners of 
intervention students were 
from a pool outside of the 
intervention group. 



PSHE Secondary school review Jones and colleagues (2009) 

233 
 

7 General health education programmes 

No systematic reviews or meta-analyses were identified for inclusion in the review of general health 

education programmes, and in addition no economic evaluation studies were identified. Nine articles 

that reported on evaluations of general health education programmes were identified. Studies were 

defined as general health education if they focused on a broad range of health behaviours, but 

incorporated as a minimum, a focus on both alcohol use and sexual health. 

7.1 General health education programmes 

7.1.1 Overview of evidence identified 

Overall, nine studies (Bond et al., 2004; Flay et al., 2004; Harrington et al., 2001; O‟Donnell et al., 

1999; 2002; Moberg & Piper, 1990; McNeal et al., 2004; Patton et al., 2006; Piper et al., 2000) 

reported on the evaluation of six general health education programmes that reported relevant alcohol 

and sexual education outcomes. Two studies (O‟Donnell et al., 1999; 2002) examined the 

effectiveness of the Reach for Health (RFH) curriculum, and the effects of the inclusion of an 

additional community youth service (CYS) component. Although both studies appeared to be based 

on the same sample of students from two middle schools, O‟Donnell et al (2002) reported on a 

subsample of students who met eligibility criteria and dropped the „no intervention‟ control group from 

the analyses. Two studies (Harrington et al., 2001; McNeal et al., 2004) examined the All Stars 

intervention programme, which was designed to reduce substance use, sexual behaviour and 

violence. McNeal et al (2004) extended the analyses presented in the study by Harrington et al (2001) 

by breaking down the composite substance use measure into separate types of drugs (cigarettes, 

cannabis, alcohol and inhalants). Bond et al (2004) and Patton et al (2006) examined the Gatehouse 

Project, a 2-year programme which was designed to improve emotional wellbeing and reduce health 

risk behaviours. The study by Bond et al (2004) was based on longitudinal follow-up of students who 

received the programme in year 8 and annually thereafter until the end of Year 10. Patton et al (2006) 

surveyed subsequent cross-sectional samples of year 8 students over five years. The two remaining 

studies examined the Healthy for Life health promotion programme (Piper et al., 2000), which 

targeted poor nutrition and eating patterns, tobacco, alcohol and cannabis use, and Flay et al (2004) 

examined the effects of a social development curriculum, with and without additional community 

components, delivered as part of the Aban Aya project. 
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Table 7.1. General health education programmes 

Author 
Study 

design and 
rating 

Setting 
Baseline 

population 
Programme components Theory Provider 

Bond et al., 2004 RCT ++ School 
Australia 
n=2,678 

13-14 years 

Gatehouse Project: Multi-component study focusing on 
emotional well-being and risk behaviours carried out in 
40 hours over 10 weeks. Addressing risk and protective 
factors and delivered in year 8 

Not reported 
Teachers and other 

staff members 

Flay et al., 2004 RCT ++ 
School + 

community 

USA 
n=644 

10-12 years 

Aban Aya: Three years, 16- 21 lessons per year; 
building cognitive behavioural skill, school + community 
intervention (SCI) and social development curriculum 
(SCD) groups. SCI = SDC + parental support, 
community development, school climate 

Behavioural 
change theories 

University-based 
health educators 

Harrington et al., 
2001 

RCT + School 
USA 

n=2,289 students, 
mode 12 years 

All Stars: 1 year; 14 entire class, four small group and 
four one on one sessions; debates, games and general 
discussion 

Not reported 
Teachers; External 
(specialists, All Star 

facilitators) 

McNeal et al., 
2004 

RCT + School 
USA 

n=2,289 students, 
11-13 years 

All Stars: 22 sessions; substance use, sex and violence 
prevention 

Social learning 
theory 

Teachers; External 
(specialists, All Star 

facilitators) 

Moberg & Piper, 
1990 

CBA + School 
USA 

n=197 students 
12-14 years 

Project Model Health: 32 hour programme delivered 
throughout the semester focusing on a range of health 
outcomes including reduction in drink driving and risk-
taking attitudes. 

Social learning 
theories 

Teams of college-
age instructors 

O‟Donnell et al., 
1999; 2002 

RCT + 
School, 

community 

USA 
n=1,157 students in 

12-14 years 

Reach for Health curriculum + Community Youth 
Service programme: 40 lessons and three hours per 
week community placements; curriculum focused on 
health risks related to substance use, sexual health, 
violence, STI, and unintended pregnancy. 

Health belief 
model; social 

learning theory 
Teachers 

Patton et al., 
2006 

RCT + School 
Australia 

n=2,546 students, 
13-14 years 

Gatehouse Project: Three year programme including a 
10 week problem solving curriculum in 8

th
 grade 

Not reported 
Teachers and other 

staff members 

Piper et al., 2000 RCT - 
School, 

community 

USA 
n=2,483 students, 

11-14 years 

The Healthy for Life Programme: containing a peer, 
family and community component and focusing general 
health behaviours including alcohol use. 

Social 
influences 

model 

Teachers and peer 
leaders 
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Five of the six programmes were conducted in North America and the remaining study (the Gateway 

Project; Bond et al., 2004; Patton et al., 2006) was carried out in Australia. All six programmes were 

primarily delivered in schools with four solely school-based and two using combined school and 

community elements. Aban Aya (Flay et al., 2004) focused on building cognitive behavioural skills and 

consisted of two intervention groups; one using social development curriculum and one using the 

social development curriculum in conjunction with parental support and community development. 

Founded on social learning theory, the All Stars programme (Harrington et al., 2001; McNeal et al., 

2004) employed a curriculum-based approach to prevent substance use, sex and violence. Project 

Model Health (Moberg & Piper, 1990) was curriculum-based and reported a range of health outcomes 

including drink driving and risk-taking attitudes. Founded on health belief models and social learning 

theory, the Reach for Health (RFH) curriculum (O‟Donnell et al., 1999; 2002) with a community youth 

service (CYS) programme employed primarily school-based educational sessions along with 

community placements. Gatehouse Project (Bond et al., 2004; Patton et al., 2006) was a multi-

component programme carried out solely in schools focusing on emotional well-being and risk 

behaviours. The social learning theories-based programme Health for Life (Piper et al., 2000) focused 

on general health but had an alcohol prevention and sexual behaviour aspect and contained a peer, 

family and community element.  

The RFH curriculum (O‟Donnell et al., 1999; 2002) used only teachers to deliver the intervention. A 

further three studies (All Stars [Harrington et al., 2001; McNeal et al., 2004]; Gatehouse Project [Bond 

et al., 2004; Patton et al., 2006]; and the Healthy for Life programme [Piper et al., 2000]) supported 

teacher delivery with specialist facilitators, other staff members and peer leaders respectively. Two 

other studies, of the Aban Aya project (Flay et al., 2004) and Project Model Health (Moberg & Piper, 

1990) were not provided by teachers but used university-based educators and teams of college-age 

educators, respectively, to deliver the programmes. Age and grade of participating students varied 

slightly in students receiving general health interventions. However, all studies reported participating 

students between ages 11-14 years.  

Sample sizes varied across programmes from 197 students to 2,676 students. Evaluation of three 

programmes (All Stars [Harrington et al., 2001; McNeal et al., 2004]; Gatehouse Project [Patton et al., 

2006; Bond et al., 2004]; and the Healthy for Life programme [Piper et al., 2000]) was based on a 

sample size greater than 1,500 students. Power calculations were reported in five of the nine studies 

(Harrington et al., 2001; McNeal et al., 2004; Patton et al., 2006; Bond et al., 2004; Piper et al., 2000). 

Studies were sufficiently powered in all five studies, however, one study recognised that some 

subsamples were smaller than desired and could have reduced the power and thus the precision of 

the estimates (Piper et al., 2000). Evaluations took place over differing follow-up periods. Evaluation 

of Project Model Health was based on follow-up at 20 months (Moberg & Piper, 1990). O‟Donnell et al 

(1999; 2002) reported post-test results along with findings at two years for the Reach for Health 

Curriculum. The Gatehouse Project (Bond et al., 2004) was evaluated at one and two years follow-up. 

The study of the Healthy for Life Programme (Piper et al., 2000) followed-up students until 10
th
 grade 

and follow up of participants in All Stars was conducted at one year post intervention. The second 
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study of the Gateway Project (Patton et al., 2006) consisted of three cross-sectional studies, 

conducted at 2-year intervals. 

7.1.2 Quality assessment 

Of the nine studies, eight were RCTs and one was a CBA study. Six RCTs (Flay et al., 2004; 

O‟Donnell et al., 1999; 2002; Patton et al., 2006; Bond et al., 2004; Piper et al., 2000) were based on 

cluster randomisation and two studies (All Stars [Harrington et al., 2001; McNeal et al., 2004]) were 

based on individual randomisation. Cluster randomisation was carried out at school district 

(Gatehouse Project [Bond et al., 2004]), school (Aban Aya [Flay et al., 2004]; Gatehouse Project 

[Patton et al., 2006]; The Healthy for Life Programme [Piper et al., 2000]) and classroom (RFH + CYS 

[O‟Donnell et al., 1999; 2002]) level. In three of the cluster RCTs the unit of randomisation did not 

match the unit of analysis. However, in all three cases (Flay et al., 2004; Bond et al., 2004; Piper et al., 

2000) the analyses were adjusted for the intraclass correlations, with one study reporting an intention 

to treat analysis (ITT) (Bond et al., 2004). All but three of the RCTs were rated moderate (+ rating) for 

quality. Two RCT studies (Bond et al., 2004; Flay et al., 2004) were rated good quality (++ rating), as 

methods of randomisation were clear and appropriate, and design and outcome measures were 

clearly reported and reliable. One RCT (Piper et al., 2000) was rated poor quality (- rating) as the 

method of randomisation used was subject to bias. Although assignment to the intervention and 

control groups was random, schools allocated to the intervention arm chose which version of the 

curriculum to deliver. One CBA study (Moberg & Piper, 1990) was also rated as moderate quality. 

Attrition rates were unclear in this study. The reliability of outcome measures was not reported for one 

programme (RFH +CYS [O‟Donnell et al., 1999; 2002]) and another did not report full details of 

outcomes (Harrington et al., 2001). However, outcome measures were judged to be relevant and 

reliable in all other studies. Follow-up times were deemed to be meaningful across all included studies. 

7.1.3  Findings 

7.1.3.1 Short-term results (<6 months) 

Three studies (O‟Donnell et al., 1999; Bond et al., 2004; Patton et al., 2006) reporting on two 

programmes, the RHS curriculum + CYS programme and the Gateway Project, respectively, reported 

immediate post-test programme effects. 

Knowledge and understanding 

None of the identified studies examined short-term intervention effects on knowledge and 

understanding. 

Attitudes and values 

Bond et al (2004) examined the effects of the Gateway Project on self-reported anxiety/depressive 

symptoms, finding that the intervention had no impact on this outcome. 
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Personal and social skills 

Bond et al (2004) also examined the effects of the Gateway Project on student‟s social relationships 

in terms of their availability of attachments and conflictual relationships. There were no effects of the 

intervention on either of these measures. 

Health and social outcomes relating to alcohol use and sexual health 

Short-term programme effects of the RFH + CYS programme (O‟Donnell et al., 1999) showed no 

effect of the RFH curriculum only, compared to a no intervention control, on sexual activity or an index 

of sexual behaviour
11

. However, students who received the RFH curriculum and participated in CYS 

activities were less likely to report recent sexual activity (p<0.05) and reported lower scores on the 

sexual behaviour index (p<0.05), than control students. Two studies (Bond et al., 2004; Patton et al., 

2006) examined the short-term impact of the Gateway Project. At the end of the 2-year intervention 

programme, both studies found that the intervention had no effects on alcohol or other substance use, 

and Patton et al (2006) also found no intervention effects on early initiation of sexual activity. At the 

end of the one-year All Stars programme there were no differences between intervention and control 

students in terms of their sexual activity. However, compared to both the teacher condition and control, 

specialist intervention students showed a higher mean level of substance use (p<0.05) (Harrington et 

al., 2001).  

7.1.3.2 Medium-term results (up to 12 months) 

Five studies (Harrington et al., 2001; McNeal et al., 2004; Bond et al., 2004; Piper et al., 2000; 

Moberg & Piper, 1990) reported medium-term programme effects for four programmes: All Stars; The 

Healthy for Life Programme; Gatehouse Project; Project Model Health. 

Knowledge and understanding 

One study (Moberg & Piper, 1990) examined programme effects relating to participants‟ knowledge of 

health. However, no effects were shown at one year follow-up. 

Attitudes and values 

Three studies (Bond et al., 2004; Moberg & Piper, 1990; Piper et al., 2000) examined short-term 

intervention effects on attitudes and values. Bond et al (2004) reported that there were no effects of 

the Gatehouse Project on self-reported anxiety/depressive symptoms. Moberg and Piper (1990) found 

significant effects of the Project Model Health programme; intervention students reported more 

positive attitudes towards sex
12

 and reported fewer intentions to use substances, compared to control 

students. There were no intervention effects on self-esteem. Piper et al (2000) reported that 

participants receiving the intensive, 1-year version of the Healthy for Life Programme were less likely 

                                                   
11

 Four category index, scored as follows: (1) no lifetime experience with intercourse; (2) past but no recent 

intercourse; (3) recent, always protected intercourse (both condoms and contraceptive use); and (4) recent, 

unprotected intercourse. 

12
 Belief that students should postpone the onset of sexual intercourse; students who are sexually active should 

use contraception. 
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to perceive high rates of substance use among their peers (p<0.001). Students who received the 3-

year, age appropriate version of the programme did no differ from control students on this measure. 

Personal and social skills 

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

Health and social outcomes relating to alcohol use and sexual health 

Four studies (Harrington et al., 2001; McNeal et al., 2004; Bond et al., 2004; Moberg & Piper, 1990; 

Piper et al., 2000) examined medium-term effects on health outcomes relating to sexual health and 

alcohol for three general health programmes (All Stars; The Healthy for Life Programme; Gatehouse 

Project). There were no effects of the All Stars programme (McNeal et al., 2004) on sexual activity in 

the past month, but students who received the teacher-led version of the intervention showed a 

decrease in their use of alcohol in the past month, compared to controls (p<0.05). There was no 

impact of the intensive version of Healthy for Life programme on past month sexual intercourse, but 

students receiving the age appropriate intervention were more likely than control students to report 

having had sexual intercourse in the past month (p<0.05). At one year follow-up, students who 

received the age-appropriate version of the Healthy for Life Programme (Piper et al., 2000) were also 

more likely than control students to have used alcohol in the past month (p<0.05). There was no 

difference between intervention students who received the intensive version of the programme and 

control students on this measure. There were no medium-term effects of the Gatehouse project (Bond 

et al., 2004) on alcohol use measures, including any drinking and binge drinking. Findings from the 

evaluation of Project Model Health (Moberg & Piper, 1990) revealed no effects of the programme on 

past month alcohol use or alcohol use frequency. However, at the 1-year follow-up, students who 

participated in Project Model Health were less likely to report they had been sexually active in the past 

month, compared to controls (Moberg and Piper, 1990).  

7.1.3.3 Long-term results (>12 months) 

Five studies (Piper et al., 2000; Flay et al., 2004; O‟Donnell et al., 1999; 2002; Patton et al., 2006) 

reported long-term findings for five programmes: The Healthy for Life Programme; Gatehouse Project; 

Aban Aya; Project Model Health; RFH + CYS programme. 

Knowledge and understanding 

None of the included studies examined long-term programme effects on knowledge and 

understanding. 

Attitudes and values 

At follow-up in 10
th
 grade, there was no difference between intervention students who participated in 

the Healthy for Life programme and control students in their perceptions of peer substance use. 

Personal and social skills 

None of the included studies examined long-term programme effects on personal and social skills. 
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Health and social outcomes relating to alcohol use and sexual health 

Five studies (Piper et al., 2000; Flay et al., 2004; O‟Donnell et al., 2002; Patton et al., 2006) reported 

long-term finding on health outcomes for five programmes: The Healthy for Life Programme; 

Gatehouse Project; Aban Aya; RFH + CYS programme. 

Two studies (Patton et al., 2006; O‟Donnell et al., 2002) reporting on two programmes (Gatehouse 

Project; RFH + CYS programme) examined programme effects on sexual initiation. There were 

effects of the Gatehouse Project (Patton et al., 2006) on early sexual initiation. Results from a cross-

sectional survey of year 8 students taken two years after intervention showed that students in 

intervention schools were less likely to report early initiation of sexual intercourse (OR 0.55 95% CI: 

0.37,0.83). At the 2-year follow-up, students who received the RFH + CYS programme (O‟Donnell et 

al., 2002) were less likely to report sexual initiation after receiving either one year (OR 0.49; 95% CI: 

0.25, 0.99) or two years (OR 0.32; 95% CI: 0.25, 0.99) of the combined programme, compared to 

students who received the RFH curriculum only. Students in the combined programme arm were also 

less likely to report recent sexual activity after one (OR 0.48; 95% CI: 0.24, 0.96) or two (OR 0.39; 95% 

CI: 0.20, 0.76) years of the programme. Piper et al (2000) found no change in past month sexual 

activity in 10
th
 grade students who had received either the intensive or age appropriate version of 

Healthy for Life, despite finding a negative treatment effect on this measure at the ninth grade follow-

up. Findings from the Aban Aya programme (Flay et al., 2004) at three years follow-up showed a 

decrease in sexual activity among males in the Social/Community Intervention (SCI) group (p<0.05) 

and an increase in condom use (p<0.05), but not in the Social Development Curriculum (SDC). A 

reduction in substance use was also seen among males in both intervention groups (p=0.05) and 

students in the SCI group also showed decreases in provoking behaviours and school delinquency 

(p<0.05). No significant programme effects were found for females on any of these measures. No 

programme effects on substance use were present at any cross-sectional observation periods in the 

Gatehouse Project (Patton et al., 2006). Students who participated in the Health for Life programme 

(Piper et al., 2000) reported increases in past month alcohol use in both the age appropriate and 

intensive intervention groups (p<0.05), in addition to an increase in the overall substance use scale 

for those students receiving the age appropriate intervention (p<0.05).  

7.1.4 Summary and evidence statements 

A total of nine studies (Bond et al., 2004; Flay et al., 2004; Harrington et al., 2001; O‟Donnell et al., 

1999; 2002; Moberg & Piper, 1990; McNeal et al., 2004; Patton et al., 2006; Piper et al., 2000) were 

identified that examined sex and relationship or alcohol education within a general health education 

programme.  

7.1.4.1 Knowledge and understanding 

Only one study (Moberg & Piper, 1990) examined programme effects on knowledge however results 

showed no difference between the intervention and control groups. 
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7.1.4.2 Attitudes and values 

Two studies (Moberg & Piper, 1990; Piper et al., 2000) detailed the impact of their programmes on 

participants‟ attitudes and values. Findings from Project Model Health (Moberg & Piper, 1990) showed 

that at one year follow-up intervention students displayed improved health attitudes towards 

postponing sex and using contraceptives in addition to a positive reduction in their attitudes and 

intentions towards alcohol and other drugs. Piper et al (2000) found a medium-term impact on 

students‟ perceptions of peer attitudes towards alcohol and other drugs in those receiving the 

intensive condition of the Healthy for Life programme. However, by two years follow-up there was no 

effect. 

7.1.4.3 Personal and social skills 

No studies reported on programme effects on personal and social skills. 

7.1.4.4 Health and social outcomes relating to alcohol use and sexual health 

Nine studies (Bond et al., 2004; Flay et al., 2004; Harrington et al., 2001; O‟Donnell et al., 1999; 2002; 

Moberg & Piper, 1990; McNeal et al., 2004; Patton et al., 2006; Piper et al., 2000) examined health 

outcomes relating to sex and relationship or alcohol education from general health education 

programmes. Only two programmes, the RFH curriculum (O‟Donnell et al., 1999; 2002) and the 

Gatehouse Project (Patton et al., 2006), explored the intervention impact on age of sexual initiation. 

One programme (O‟Donnell et al., 1999; 2002) incorporating a community element showed positive 

results at medium and long-term follow-up. Two programmes, the RFH curriculum (O‟Donnell et al., 

1999; 2002) and the Aban Aya project (Flay et al., 2004), incorporated a community element into their 

programme design and both reported a positive impact on sexual behaviour in their intervention 

groups exposed to the community element. The All Stars programme showed inconsistent results 

across two studies (Harrington et al., 2001; McNeal et al., 2004) and also produced an increase in 

substance use in the specialist condition. The Healthy for Life Programme (Piper et al., 2000) also 

produced long-term increases in alcohol use at two years follow-up. The Gatehouse Project (Bond et 

al., 2004; Patton et al., 2006) showed no programme effects for any health outcomes. 

Evidence statement 15 

15 (d) There is inconsistent evidence from one RCT and one CBA study
1
 to determine the effect of 

general health education programmes on knowledge, attitudes and values relating to sexual 

health and alcohol use. 

15 (e) There is moderate evidence from three RCTs
2
 to suggest that general health education 

programmes incorporating an intensive community intervention element in conjunction with a 

curriculum base may have a positive effect on sexual behaviour and substance use. The 

evidence may only be partially applicable to the UK as programmes were implemented in the 

USA and focused primarily on black and minority ethnic groups. As such their generalisbility 

may be limited to the populations studied. 

15 (f) There is moderate evidence from five RCTs
3
 to suggest that curriculum-based, general health 

education programmes have no impact on, and in some cases may have a negative impact 
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on, sexual behaviours and alcohol use. Studies were based on two programmes conducted in 

the USA and Australia and therefore the evidence may not be generalisable beyond the 

populations studied. 

1
 Moberg & Piper, 1990 (CBA +); Piper et al., 2000 (RCT -) 

2
 Flay et al., 2004 (RCT ++); O‟Donnell et al., 1999, 2002 (both RCT +)  

3
 Harrington et al., 2001 (RCT +); McNeal et al., 2004 (RCT +); Piper et al., 2000 (RCT -); Bond et al., 2004 (RCT 

++); Patton et al., 2006 (RCT +) 
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7.1.5 Summary tables 

Table 7.2. General health education: short-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Personal/social skills 

Bond et al., 2004 RCT ++ 
Gateway Project 

n=1,335 
No intervention 

n=1,342 
PT 

(>90%) 
- 

NS depressive 
symptoms 

NS social relations 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 7.3. General health education: short-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Sexual Health 

Alcohol use 
Age of initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Bond et al., 2004 RCT ++ 
Gateway Project 

n=1,335 
No intervention 

n=1,342 
PT 

(>90%) 
- - - 

NS any drinking 
NS regular use 

NS binge drinking 

Harrington et al., 
2001 

RCT + 

All Stars 
Specialist 

condition, n=269 
Teacher condition, 

n=287 

n=739 PT (1 year) - NS sexual activity - 

 past month 
substance use 

(specialist 
condition only*) 

O‟Donnell et al., 
1999 

RCT + 

Reach for Health, 
n=222

a
  

Reach for Health 
+ CYS, n=255

a
 

No intervention 
n=584

a
 

PT 
n=1,061 
(92%) 

- 

 recent sex 
(RHS + CYS 

only*) 
 sexual risk 

behaviour index 
(RHS + CYS 

only*) 

- - 

Patton et al., 2006 RCT + 
Gateway Project 

n=1,158 
No intervention 

n=1,428 
PT 

n=NA
c
 

NS early initiation - - 
NS substance 

use 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 
a 
only students who completed both baseline and follow-up surveys; 

b 
based on eligible sample at 10

th
 grade; 

c 
follow-up based on cross-sectional surveys 
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Table 7.4. General health education: medium-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Personal/social skills 

Bond et al., 2004 RCT ++ 
Gateway Project 

n=1,335 
No intervention 

n=1,342 
1 year 
(>90%) 

- 
NS depressive 

symptoms 
NS social relations 

Moberg & Piper, 
1990 

CBA + 
Project Model 

Health 
n=115 

No intervention 
n=82 

1 year NS health knowledge 

 sexual attitudes to 
postpone sex and use 

contraception* 
 substance use and 

intent index* 
NS self-esteem 

- 

Piper et al., 2000 RCT - 

Healthy for Life  
Age appropriate, 

n=827 
Intensive, n=758 

No intervention 
n=898 

9
th
 grade - 

 perceptions of peer  
substance use (intensive 

condition only***) 
- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 7.5. General health education: medium-term programme effects on health and social outcomes 

Study Rating Intervention Comparator Follow-up 

Sexual health outcomes 
Alcohol use 

 Age of initiation 
Frequency/ 
Number of 
partners 

Contraceptive 
use 

Bond et al., 2004 RCT ++ 
Gatehouse Project 

n=1,335 

No intervention 
control 

n=1,343 

1 year 
(>90%) 

- 
 

- - 

NS Any drinking 
NS Regular 

drinker 
NS Binge drinking 

McNeal et al., 2004 RCT + 

All Stars  
Specialist 

condition, n=NR 
Teacher condition, 

n=NR 

Normal health 
education 

n=NR 

1 year 
n=1822 
(72%) 

- 
NS past month 
sexual activity 

- 

 past month 
alcohol use 

(Teacher condition 
only*) 

Moberg & Piper, 
1990 

CBA + 
Project Model 

Health 
n=115 

No intervention 
n=82 

1 year 
(74%) 

- 
 sexual activity, 

past month** 
- 

NS alcohol use, 
past month 

NS alcohol use, 
quantity/frequency  
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Study Rating Intervention Comparator Follow-up 

Sexual health outcomes 
Alcohol use 

 Age of initiation 
Frequency/ 
Number of 
partners 

Contraceptive 
use 

Piper et al., 2000 RCT - 

Healthy for Life 
Age appropriate, 

n=827 
Intensive, n=758 

No intervention 
n=898 

9
th
 grade 

(80%) 
- 

 sexual 
intercourse, past 

month 
(age appropriate 

only***) 

- 

 alcohol use, 
past month 
(intensive 

condition only*) 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 7.6. General health education: long-term programme effects on knowledge, attitudes and skills 

Study Rating Intervention Comparator Follow-up 
Outcomes 

Knowledge Attitudes and values Personal/social skills 

Piper et al., 2000 RCT - 

Healthy for Life 
Age appropriate, 

n=827 
Intensive, n=758 

No intervention 
n=898 

10
th
 grade  

(68%) 
- 

NS perceptions of peer 
substance use 

- 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported 

 

Table 7.7. General health education: long-term programme effects on health and social outcomes  

Study Rating Intervention Comparator Follow-up 

Health outcomes relating to sexual health 

Alcohol use 
Age of initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Patton et al., 2006 RCT + 
Gateway Project 

n=966
a
 

No intervention 
n=1,497

 a
 

2 years 
NA

a
 

 early initiation - - NS substance use 

Flay et al., 2004 RCT ++ 

Aban Aya 
Social 

development 
curriculum, n=204 

Health 
Enhancement 

Curriculum 
n=184 

3 years 

- NS recent sex 
NS condom 

use 
 substance use 

(boys only*) 

Aban Aya 
School/ 

community, n=185 
- 

 recent sex 
(boys only*) 

 condom use 
(boys only*) 

 substance use 
(boys only*) 
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Study Rating Intervention Comparator Follow-up 

Health outcomes relating to sexual health 

Alcohol use 
Age of initiation 

Frequency/ 
Number of 
partners 

Contraceptive 
use 

Piper et al., 2000 RCT - 

Healthy for Life 
Age appropriate, 

n=827 
Intensive, n=758 

No intervention 
n=898 

10
th
 grade  

(68%) 
- 

NS sexual 
intercourse, past 

month 
- 

 alcohol use, past 
month* 

O‟Donnell et al., 
2002 

RCT + 

RFH + CYS 
(1 or 2 

programme years) 
n=NR 

RFH curriculum 
only 

(1 or 2 
programme years) 

n=NR 

2 years 
n=195 
(77%

b
) 

 sexual initiation 
(1-year CYS*; 2-

year CYS**) 

 recent sex 
(1-year CYS*;2-

year CYS**) 
- - 

*p≤0.05; **p≤0.01; ***p≤0.001;  increase relative to comparator;  decrease relative to comparator; NS not significant; - outcome not reported
  

a 
follow-up based on cross-sectional surveys 



PSHE Secondary school review Jones and colleagues (2009) 

246 
 

8 Discussion 

8.1 Alcohol and drug education programmes 

A total of 119 articles met the criteria for inclusion in the review of alcohol and drug education 

programmes. Fourteen articles were systematic reviews and meta-analyses, 103 articles reported on 

the evaluation of an alcohol or substance use education programme, and two articles were economic 

evaluation studies. Of the 103 articles, 74 reported on evaluations of classroom-based programmes; 

20 of which were alcohol specific, and 54 of which focused on substance use including alcohol. Also 

identified were 15 articles that reported on evaluations of brief or single session interventions, nine 

articles reporting on two multicomponent school- and community-based programmes and five articles 

reporting on evaluations of peer support and/or counselling programmes. 

8.1.1 Systematic reviews and meta-analyses 

A total of 14 systematic reviews and meta-analyses were identified for inclusion. The majority of the 

reviews identified examined the effectiveness of programmes targeting substance use including 

alcohol, and only three reviews (Foxcroft et al., 2002; Loveland-Cherry, 2003; Spoth et al., 2008) 

focused specifically on the prevention of alcohol use. Foxcroft et al (2002) found that there was no 

consistent evidence to determine which programmes were effective over the short to medium-term, 

but highlighted three programmes which were effective over the longer term. These included the 

family-based, Strengthening Families programme, and two school-based programmes, Botvin‟s LST 

and a culturally-focused curriculum for Native American students. Spoth et al (2008) highlighted 

promising evidence from six additional programmes, Keepin it REAL, the Midwest Prevention Project, 

Project Northland, Healthy School and Drugs, Project ALERT, and SHAHRP. Two reviews (Cuijpers, 

2002; Gottfredson and Wilson, 2003) identified evidence to suggest that peer leaders strengthened 

the effects of school-based interventions, although Gottfredson and Wilson (2003) found that any 

beneficial effects of peer involvement were lost when they were combined with teacher-led activities. 

White et al (2004) did not find any evidence to suggest that any particular agency or external 

contributor was more effective than another. 

8.1.2 Classroom-based programmes 

A total of 74 articles were identified for inclusion that reported on evaluations of classroom-based 

programmes. Overall, 20 articles were identified for inclusion that reported on the evaluation of 12 

alcohol education programmes across 15 studies and 54 articles were identified that examined 22 

classroom-based substance use (including alcohol) prevention programmes across 34 studies. 

Of the 15 studies identified for inclusion that examined alcohol education programmes, nine studies 

were RCTs, three were NRCTs and three were CBA studies. The 12 alcohol education programmes 

were primarily classroom-based curriculums, but two programmes incorporated additional materials 

and activities for parents. The programmes identified targeted students across a range of age groups; 

eight programmes targeted students aged 14 or younger and four programmes were targeted at older 



PSHE Secondary school review Jones and colleagues (2009) 

247 
 

adolescents. Across eight studies (Bagnall, 1990; McBride et al., 2004; Morgenstern et al., 2009; 

Newton et al., 2009; Schnepf, 2002; Vogl et al., 2009; Newman et al., 1992; Shope et al., 1996a) that 

examined intervention effects on knowledge related to alcohol use there were indications that alcohol-

specific education programmes generally increased alcohol or curriculum knowledge over the short-

term. However, effects on medium- and long-term knowledge acquisition were weaker. Eight studies 

(Bagnall, 1990; Baumann, 2006; McBride et al., 2004; Morgenstern et al., 2009; Newton et al., 2009; 

Schnepf, 2002; Vogl et al., 2009; Wilhelmsen et al., 1994) examined young people‟s alcohol-related 

attitudes and values, finding non-significant programme effects across the majority of programmes. 

However, the SHAHRP programme (McBride et al., 2004), which was based on a harm reduction 

approach, had positive short- and long-term effects on students‟ alcohol-related attitudes. Short-term 

increases in safer alcohol-related attitudes were also reported by Wilhelmsen et al (1994) who 

examined a highly-role specific programme compared to a less-role specific alcohol programme. Few 

studies examined intervention effects on personal and social skills. Intervention impacts on a range of 

alcohol-related measures were examined across the included studies. The SHAHRP programme 

(McBride et al., 2004) appeared to have the most consistent effects on short-term alcohol use, and 

additionally had effects on hazardous/harmful drinking. Medium- to long-term effects on alcohol 

consumption were found to be limited. Studies were either methodologically poor, as in the case of 

the AAPT programme, or reported conflicting or diminished effects. For example, 17-months after 

delivery of the SHAHRP programme (McBride et al., 2004) the positive short-term effects appeared to 

be declining. Although intervention effects favoured SHAHRP, differences between intervention and 

control students in terms of their alcohol consumption and other measures of alcohol use including 

harmful/hazardous drinking were no longer significant. There were no long-term effects of a longer 

term version of the AMPS programme (Shope et al., 1996a) on alcohol consumption, but there did 

appear to be intervention effects on alcohol misuse.  

Of the 34 studies, which examined 22 classroom-based substance use (including alcohol) prevention 

programmes, 23 were based on RCT designs, seven were NRCTs and four were CBA studies. 

Although all of the programmes were primarily classroom-based, five programmes combined school 

components with family- and/or community-based components. Two studies (Perry et al., 2003; Spoth 

et al., 2002, 2005, 2008) combined two originally school-based only programmes (DARE and LST, 

respectively) with components targeting parents. The majority of programmes targeted students aged 

14 or younger. Four studies (Botvin et al., 1990a; Botvin et al., 2001a; Shope et al., 1996b; Cuijpers et 

al., 2001), including evaluations of LST, AMPS, DARE, and the Healthy School and Drugs Project, 

respectively, examined programme effects on alcohol-related knowledge. Overall both short and 

medium-term increases in alcohol knowledge were reported but these were not sustained long-term. 

Twenty-one studies reported outcomes relating to alcohol or substance use attitudes and behavioural 

intentions. There were inconsistent effects on attitudes towards alcohol use and peer norms, but eight 

studies (Botvin et al., 1995b; 1997; 2001a; Caplan et al., 1992; Eisen et al., 2002; Lennox & Cecchini, 

2008; Perry et al., 2003; Hecht et al., 2003), which examined behavioural intentions indicated 

generally positive programme effects on intentions to drink or get drunk. Intervention effects on 

personal and social skills were examined across a small number of programmes but found to be 
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inconsistent. Four programmes, the Positive Youth Development Programme, the Unplugged 

programme a revised version of Project Alert, and the Healthy School and Drug Project had positive 

short-term programme effects on alcohol use. However, the findings of the Positive Youth 

Development Programme (Caplan et al., 1992) were limited by the poor quality of the study. Positive 

longer term effects were demonstrated for two programmes, Keepin It REAL (Hecht et al., 2003) and 

Be Under Your Own Influence/All Stars (Slater et al., 2006), which combined school and media 

intervention components. The strongest evidence of effectiveness came from a series of studies 

which examined Botvin‟s LST (Botvin et al., 1990a; 1990b; 1995b; 1997; 2001a; Fraguela et al., 2003). 

Two studies (Botvin et al., 1997; 2001a) found positive short- and medium-term effects on drinking 

frequency and binge-drinking, and these were sustained long-term (Botvin et al., 1995b; 2001a). 

However, replication of the programme by other research groups suggests that there may be issues 

with the transferability of LST to other settings (Fraguela et al., 2003; Smith et al., 2004; Spoth et al., 

2005; 2008). 

8.1.3 Brief behavioural or single session interventions  

A total of 15 articles were identified that reported on evaluations of seven brief or single session 

intervention approaches across 13 studies. Of the 13 studies, 11 studies were RCTs, one was an 

NRCT and one was a CBA study. All 13 studies were primarily school-based but six studies examined 

interventions which incorporated materials targeting parents. A range of providers were utilised 

including school nurses, physicians, teachers, fitness professionals, consultants, trained research 

staff and motivational speakers. Two studies were based on mailed intervention materials and 

therefore did not involve a provider in the delivery. 

None of the studies examined intervention effects on knowledge or understanding but 11 studies 

(Argentos, 1991; Dempster et al., 2006; Werch et al., 1996a; 1996b; 2000a; 2003b; 2005a; 2005b; 

2005c; 2008a) examined intervention effects on students‟ attitudes and values. Across these studies, 

there was an indication of positive intervention effects in the short-term, resulting in increases in 

negative views of alcohol and/or its consequences and a decrease in alcohol-related expectancies. 

Brief behavioural or single session intervention approaches appeared to have inconsistent short- and 

medium-term effects on student‟s intentions to drink. Few studies examined intervention effects on 

personal and social skills, and for two studies (Werch et al., 2003b; 2005b) that impacts on self-

control and parent-child relationships intervention effects were mixed. Eight studies (Werch et al., 

1996a; 1996b; 1998; 2000a; 2000b; 2003b; 2005a; 2005b) that examined STARS for Families and 

Project SPORT, two brief intervention approaches based on nurse consultations, indicated mixed, but 

generally positive effects of this programme approach on alcohol consumption and heavy drinking in 

the short- to medium-term. An alcohol tailored beverage programme (Werch et al., 2005c) and a brief 

intervention founded on the Behaviour-Image Model (Werch et al., 2008a) had inconsistent effects on 

alcohol use, and two further programmes, a single session on the dangers of binge drinking 

(Dempster et al., 2006), and the one week Programme “Kickoff” (Argentos, 1991), had no effects on 

alcohol use. 
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8.1.4 Multicomponent school- and community-based programmes 

Nine studies (Perry et al., 1996; Komro et al., 1999; 2001; 2008; Perry et al., 2002; Williams et al., 

1995; Toomey et al., 1996; Johnson et al., 1990; Chou et al., 1998) were identified that examined two 

multicomponent, school- and community-based programmes: Project Northland and the Midwest 

Prevention Project. Both programmes were based in communities in the USA and combined 

comprehensive school-based curriculums, with community-based activities and parental involvement 

components. All nine studies identified for inclusion were based on an RCT design. 

None of the studies examined intervention effects on knowledge or understanding, or personal and 

social skills. There no were effects of Project Northland on attitudes and values and neither of the 

studies of the MPP examined intervention effects on these outcomes. Project Northland significantly 

reduced growth in binge drinking and tendency to use alcohol during Phase I and II of the programme 

(Perry et al., 1996; 2002; Komro et al., 2001), however, during the interim phase of the programme 

the growth in alcohol use was greater among intervention students than control students. The three-

year MPP (Johnson et al., 1990; Chou et al., 1998) did not have significant effects on alcohol use in 

one cohort of ninth/tenth grade students, but a short-term secondary prevention effect was reported in 

a second cohort. 

8.1.5 Peer support and counselling programmes 

Five studies examined five peer support and counselling programmes. Of the five studies identified for 

inclusion, one study was based on an RCT design; two studies were NRCTs; and two studies were 

based on CBA designs. All five programmes were school-based only and the provider for three peer 

support programmes (Colnes, 2001; Padget et al., 2005; Webster et al., 2002) was peers alone. The 

two counselling programmes (Bremberg & Arborelius, 1994; Valentine et al., 1998) were delivered by 

health counsellors or educational psychology students, respectively. 

None of the studies examined intervention effects on knowledge or understanding, or personal and 

social skills. Three studies (Colnes, 2001; Padget et al., 2005; Bremberg & Arborelius, 1994) 

examined short-term intervention effects on attitudes and values. For two peer leadership 

programmes there appeared to be modest impacts on attitudes to alcohol and one study of a 

counselling programme found that the programme had a positive impact on the number of 

psychological problems that students‟ attributed to their alcohol use (Bremberg & Arborelius, 1994). 

Neither of the counselling programmes (Bremberg & Arborelius, 1994; Valentine et al., 1998) was 

shown to be effective in reducing alcohol consumption, and one programme (Valentine et al., 1998) 

had potentially harmful effects on high school students‟ alcohol consumption. There were inconsistent 

effects of peer support programmes on alcohol use. 

8.1.6 Review of published economic evaluations 

Two studies (Swisher et al., 2004; Pentz, 1998) were identified that met the criteria for inclusion in the 

review of published economic evaluations. Swisher et al (2004) assessed the cost-effectiveness of 

standard and infused LST, and Pentz (1998) assessed the costs, benefits and cost-effectiveness of 

the MPP. The standard LST programme was found to be more cost effective than I-LST by $33.46 
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per student after 1 year of intervention delivery. In the second year, however, standard LST had no 

effects and the authors concluded that I-LST was more cost-effective. The 3-year total costs of the 

two programmes were estimated at $109,429.04 and $93,088.17, respectively. The results of the 

cost-benefit analysis (CBA) of the MPP demonstrated a $700 net saving per family per year resulting 

from a reduction in the incidence of monthly drunkenness. Cost benefits ratios were also shown to be 

favourable (ratio to $1 spent on prevention to saving is $1:1.69). Compared to “usual” drug education 

the ICER of the MPP was reported to be equal to the ratio of its incremental cost per incremental 

effects, equivalent to $10 per net reduction in the incidence of monthly drunkenness. 

8.2 Sex and relationships education 

A total of 75 articles met the criteria for inclusion in the review of sex and relationships education 

programme. Nine articles were systematic reviews and meta-analyses, 65 articles reported on 

evaluations of sex and relationships education interventions, and one article was an economic 

evaluation study. 

8.2.1 Systematic reviews and meta-analyses 

Nine systematic reviews evaluated abstinence only and abstinence plus safer-sex promotion 

programmes (Underhill et al., 2007, 2008; Bennett & Assefi, 2005), safer-sex promotion (Oakley et al., 

1995; Franklin et al., 2007; Kirby et al.,1994; Pedlow and Carey, 2003; Robin et al., 2004) and 

sexuality-focused interventions (Sales et al., 2006). Findings from three reviews that examined 

abstinence-only and abstinence-plus programmes (Underhill et al., 2007, 2008; Bennett and Assefi, 

2005) indicated that abstinence-only programmes have limited effects or are ineffective for preventing 

or reducing sexual risk behaviours. In addition, Oakley et al (1995) found evidence to suggest that 

abstinence only education may have an adverse effect and actually increase sexual experimentation 

among students. For programmes that incorporated information on safe sex and use of contraception, 

there was evidence from five reviews (Underhill et al., 2008; Pedlow & Carey, 2003; Franklin et al., 

1997; Kirby et al., 1994; Oakley et al., 1995) to suggest that interventions may have effects on 

preventing sexual risk behaviours, but that these effects tend to be modest. There was no evidence 

that sexuality and AIDS education increased sexual activity. 

8.2.2 UK-based studies 

Twelve UK studies, evaluating seven programmes, were identified that could be defined as 

predominantly sex and relationships education. Of the 12 studies, six were RCTs, two studies were 

based on an NRCT design, and five were CBA studies. Seven studies (Henderson et al., 2007; 

Mellanby et al., 1995; 2001; Stephenson et al., 2004; 2008; Tucker et al., 2007; Wight et al., 2002) 

reported on evaluations of three comprehensive school-based programmes, A PAUSE, RIPPLE and 

SHARE, respectively. Two studies (Gillies et al., 1990; Bellingham et al., 1993) reported on 

evaluations of the Streetwize UK, AIDS education comic, Denman et al (1995) examined a theatre in 

education programme and two studies (Graham et al., 2002; Magnusson et al., 2004) examined 

single lessons on emergency contraception and contraceptive services, respectively. 

 



PSHE Secondary school review Jones and colleagues (2009) 

251 
 

Across four studies (Tucker et al., 2007, Wight et al., 2002; Stephenson et al., 2004; Mellanby et al., 

2001) that examined three comprehensive school-based programmes, there were indications that 

these programmes had significant effects on knowledge about STIs. Three studies (Denman et al., 

1995; Bellingham and Gillies, 1993; Gillies et al., 1990) that examined a theatre in AIDS/HIV 

education programme and the Streetwize UK comic, respectively, had positive impacts on knowledge 

about HIV, and a teacher-led intervention about emergency contraception (Graham et al., 2002) 

increased knowledge relating to contraception. The effects of three comprehensive SRE programmes 

on attitudes were mixed. There were inconsistent or no effects of the peer-led RIPPLE programme 

and A PAUSE, but there were positive programme effects of the SHARE programme (Tucker et al., 

2007) on attitudes concerning condom use and STI prevention, on self-efficacy to use condoms. 

Other intervention approaches focusing on HIV prevention (Denman et al., 1995; Bellingham and 

Gillies, 1993; Gillies et al., 1990) and emergency contraception (Graham et al., 2002) had limited 

impacts on attitudes and values. Results for skills outcomes were limited with few studies reporting on 

these outcomes. In addition, few of the studies found significant programme effects on health 

outcomes related to sexual health. There were positive medium- and long-term effects of the A 

PAUSE (Mellanby et al., 1995) and RIPPLE (Stephenson et al., 2004) programmes on the number of 

students who reported ever having had sex, although for RIPPLE this effect was only apparent among 

females at the 18-month follow-up. There were no effects of either the RIPPLE (Stephenson et al., 

2004; 2008) or SHARE (Wight et al., 2002) programmes on use of condoms or other forms of 

contraception. There was mixed evidence on the effects of these programmes on pregnancy. There 

were no medium-term effects of the SHARE (Wight et al., 2002) or RIPPLE (Stephenson et al., 2004) 

programmes on rates of unintended pregnancies, however, Stephenson et al (2008) found that at age 

20, students who participated in the peer-led RIPPLE programme were less likely to have been 

pregnant. There were no long-term effects of the RIPPLE (Stephenson et al., 2008) or SHARE 

(Henderson et al., 2006) programmes on abortion rates. Other intervention approaches focusing on 

HIV prevention (Denman et al., 1995; Bellingham and Gillies, 1993), and single lessons about 

emergency contraception (Graham et al., 2002) and contraceptive services (Magnusson et al., 2004), 

respectively, had no impact on sexual behaviours. 

8.2.3 Abstinence-only programmes 

Ten articles were identified that evaluated eight programmes defined as abstinence-only programmes 

across nine studies. These programmes encouraged and promoted abstinence as the best and only 

way to prevent pregnancy, HIV and other STIs. Of the nine studies, two were RCTs and seven were 

NRCTs. Four programmes were teacher-led and one was peer-led. The provider for three 

programmes was not reported. Abstinence-only programmes were generally targeted at students 

younger than 14 years, with the exception of the Sex Can Wait programme, which consists of upper 

elementary, middle and high school components. 

Knowledge outcomes were reported in six studies (Blake et al., 2001; Borawski et al., 2005; Denny et 

al., 1999; Denny and Young, 2006; Jorgensen et al., 1993; Trenholm et al., 2008) and overall 

abstinence-only programmes appeared to be effective at increasing knowledge related to STIs in the 
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short- to medium-term. Evidence was lacking on the longer term effects on knowledge. Eight studies 

examined effects on attitudes and values, and abstinence-only programmes were generally found to 

have had a positive effect on participants‟ beliefs and attitudes towards abstinence, and no 

programmes reported an adverse programme effect on attitudes towards abstinence or intentions to 

have sex. Results from the studies that examined intervention effects on parent-child communication 

indicated that abstinence-only programmes did not affect communication. Eight studies (Christopher 

& Roosa, 1990; Blake et al., 2001; Borawski et al., 2005; Denny et al., 1999; Denny & Young, 2006; 

Jorgensen et al., 1993; Roosa & Christopher, 1990; Trenholm et al., 2008) demonstrated that 

abstinence-only programmes had non-significant or inconsistent effects on the initiation of sexual 

activity. Two studies (Borawski et al., 2005; Trenholm et al., 2008) reported outcomes relating to 

contraception and no impact on contraception use. One abstinence-only programme, Success 

Express (Christopher and Roosa, 1990), had a negative effect; at follow-up intervention students 

reported greater lifetime sexual experience than controls. However, in a replication study of this 

programme (Roosa & Christopher, 1990) there was no difference between intervention and control 

students on this measure. 

8.2.4 Abstinence-plus programmes 

A total of 24 articles were identified that reported on the evaluation of 15 abstinence plus programmes 

across 18 studies. Abstinence plus programmes were defined as those that reported an emphasis on 

abstinence as the safest way to avoid HIV/STI infection and pregnancy, but also promoted safer sex 

through the use of contraceptives. Of the 18 studies identified, ten were RCTs and eight were NRCTs. 

Two programmes, Safer Choices and YAPP, incorporated activities for parents and one programme, 

Protection Express, was exclusively peer-led. The programmes identified tended to target older 

adolescents (>14 years) or students across a range of ages, from the age of 13 years and upwards. 

Fourteen studies (Aarons et al 2000; Borawski et al., 2009; Boyer & Shafer, 1997; Coyle et al., 1999; 

2001; 2004; Eisen et al., 1990; Kirby et al., 1991; LaChausse, 2006; Siegel et al., 1998; 2001; Walter 

& Vaughan, 1993; Wright, 1998; Zimmerman et al., 2008) examined intervention effects on sexual 

health knowledge, finding that abstinence-plus programmes were generally effective in improving 

sexual health knowledge in the short- and medium-term. In addition, three studies (Coyle et al., 2001; 

Kirby et al., 1991; Wright, 1998) reported sustained long-term increases in knowledge among 

students exposed to abstinence plus programmes compared to controls. The results of 14 studies 

(Aarons et al., 2000; Borawski et al., 2009; Coyle et al., 1999; Coyle et al., 2004; Eisen et al., 1990; 

Kirby et al., 1991; LaChausse, 2006; Levy et al., 1995; Siegel et al., 1998; 2001; Stanton et al., 2006; 

Walter & Vaughan, 1993; Wright, 1998; Zimmerman et al., 2008) demonstrated that intervention 

effects on behavioural intentions, attitudes to sexual behaviour, and self-efficacy were inconsistent 

and there was no clear indication of the direction of effects. In addition, some programmes, such as 

Draw the Line/Respect the Line, had differing effects on male and female students. Across five 

programmes that incorporated skills building activities (Borawski et al., 2009; Boyer & Shafer, 1997; 

Coyle et al., 1999; 2001; Kirby et al., 1991; Wright, 1998) there were positive short- to medium-term 

effects on skills relating to sexual risk prevention. There was no indication of short-term intervention 
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effects on the initiation of sexual involvement and at the medium-term follow-up, programme effects 

were largely inconsistent with four studies (Borawski et al., 2009; Caron et al., 2004; Kirby et al., 1991; 

Wright, 1998) reporting no effects on initiation of sexual intercourse. In addition, intervention effects 

on frequency of sexual intercourse, number of sexual partners and contraceptive use were found to 

be inconsistent or non-existent in the short-, medium- and long-term. Two studies (Eisen et al., 1990; 

Kirby et al., 1991) examined the medium- to long-term effects of a HLM-SLT curriculum and Reducing 

the Risk, respectively, on pregnancy. Neither study identified significant programme effects on this 

outcome. 

8.2.5 HIV and sexual risk-reduction programmes 

Overall, 11 studies were identified that examined HIV and sexual risk-reduction programmes. Studies 

were defined by their specific focus on HIV prevention and HIV risk-behaviour, sexual risk-behaviour 

or a combination of both. Of the 11 included studies, eight were RCTs, two were NRCT and one was 

based on a CBA study design. All programmes were delivered in school time however one 

programme included six computer-based activities to be completed outside of school time. The 

included studies focused on different ages and school years. One programme targeted students aged 

12-14 years, but in general, programmes were targeted at older adolescents. 

Seven studies (Borgia et al., 2005; Coyle et al., 2006; Fisher et al., 2002; Larsson et al., 2006; 

Roberto et al., 2007; Schaalma et al., 1996; Workman et al., 1996) examined intervention effects on 

general HIV and sexual health knowledge, finding significant effects on knowledge over the short-term. 

Two studies (Coyle et al., 2006; Larsson et al., 2006), which explored medium- to long-term effects on 

knowledge of HIV and contraception reported significant effects. Outcomes relating to attitudes were 

reported by seven studies (Borgia et al., 2005; Coyle et al., 2006; Fisher et al., 2002; Lemieux et al., 

2008; Larsson et al., 2006; Roberto et al., 2007; Schaalma et al., 1996). Condom self-efficacy, 

perception of social norms and condom use/prevention intentions were the outcomes most commonly 

reported across these studies but intervention effects were found to be inconsistent with no clear 

direction of effect. Short-term programme effects on personal and social skills were predominantly 

positive and included positive programme effects on behavioural prevention skills and condom 

negotiation skills (Borgia et al., 2005; Fisher et al., 2002; Lemieux et al., 2008; Roberto et al., 2007; 

Workman et al., 1996). However, none of the included studies examined medium- to long-term 

impacts on skills. Intervention impacts on sexual initiation were explored in four studies (Roberto et al., 

2007; Coyle et al., 2006; Kvalem et al., 1996; Mitchell-DiCenso et al., 1997), which overall indicated 

inconsistent effects on this outcome. Further studies indicated no impact on sexual activity or the 

numbers of sexual partners. Six studies (Fisher et al., 2002; Lemieux et al., 2008; Coyle et al., 2006; 

Kvalem et al., 1996; Larsson et al., 2006; Traeen, 2003) showed positive short-term programme 

effects on condom use and protected intercourse, but longer term programme effects on 

contraception use appeared to be limited. Limited outcomes were presented on HIV/STI testing, 

alcohol or drug use and pregnancy. 
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8.2.6 Other school-based approaches 

Seven studies were identified that reported on six different programme approaches relating to sexual 

health; one was a NRCT, five were CBA studies and one study was based on an interrupted time 

series design. Two studies examined school-based clinic programmes (Stout et al., 1996; Teitler, 

1997), two studies (Somers et al., 2001; 2006) reported findings from one programme using baby 

simulators (Baby Think it Over), and three studies (Lewis et al., 1999; Paine-Andrews et al., 1999; 

Vincent et al., 2004) examined the effects of combined community and school-based programmes. 

None of the studies examined intervention effects on knowledge or understanding. Three studies 

(Stout et al., 1996; Somers et al., 2001; 2006), which examined school-based health clinics and an 

infant simulation intervention, respectively, reported inconsistent effects on attitudes towards sexual 

health and only one study examined programme effects on personal and social skills. There were no 

effects of the Baby Think it Over infant simulation programme on any of the sexual behaviour 

measures examined (Somers et al., 2001; 2006). Three studies (Lewis et al., 1999; Paine-Andrews et 

al., 1999; Vincent et al., 2004) that examined a school and community partnership approach to 

tackling teenage pregnancy, generally found that although there were reductions in pregnancy rates 

among 14-17 year olds at the intervention sites, these reductions were not found to be significant 

compared to non-intervention sites. However, one study (Vincent et al., 2004) that examined 

pregnancy rates over 20 years concluded that the intervention had had a positive effect on teenage 

pregnancies. Two studies (Stout et al., 1996; Teitler, 1997), which examined the long-term effects of 

school-based health centres, found that these programmes did not have consistent effects on 

participant‟s sexual behaviour.  

8.2.7 Review of published economic evaluations 

One study (Wang et al., 2000) was identified that met the criteria for inclusion in the review of 

published economic evaluations. Wang et al (2000) evaluated the cost-effectiveness and cost benefits 

of a school-based sex and relationships education programme, Safer Choices. Overall the net benefit 

of the Safer Choices programmes was $174,276 and the benefit-cost ratio was 2.65, indicating that 

for every $1 spent on the programme, $2.65 were saved in medical and societal costs. The 

generalisbility of the study to a UK context was unclear as the data used in the evaluation was based 

on studies conducted in the USA, and utilised other US population estimates. However, the authors 

state that the methods and data used were conservative and it is possible that the intervention may 

be cost saving in a UK context. 

8.3 General health education programmes 

8.3.1 Systematic reviews and meta-analyses 

No systematic reviews or meta-analyses were identified for inclusion in the review of general health 

education programmes. 
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8.3.2 General health education programmes 

Overall, nine studies reported on the evaluation of six general health education programmes that 

reported relevant alcohol and sexual education outcomes. Of the nine studies, eight were RCTs and 

one was a CBA study. All six programmes were primarily delivered in schools. Four programmes were 

solely school-based and two programmes incorporated both school and community elements. All six 

programmes targeted young adolescents aged less than 14 years. 

One study (Moberg & Piper, 1990) examined programme effects on knowledge, finding no significant 

effects of Project Model Health on curriculum-specific knowledge. However, there were positive 

medium-term effects of this programme on attitudes towards postponing sex and using contraceptives, 

and attitudes and intentions towards alcohol and other drugs. Piper et al (2000) found a medium-term 

impact on students‟ perceptions of peer attitudes towards alcohol and other drugs in those receiving 

the intensive condition of the Healthy for Life Programme. However, there was no longer term effect 

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

Two programmes, the RFH curriculum (O‟Donnell et al., 1999; 2002) and the Aban Aya project (Flay 

et al., 2004), which incorporated community components, had positive effects on sexual behaviour in 

the medium- to long-term. Four school-based programmes (Bond et al., 2004; Harrington et al., 2001; 

McNeal et al., 2004; Patton et al., 2006; Piper et al., 2000) had either no effect or harmful effects on 

sexual behaviours and alcohol use. 

8.3.3 Review of published economic evaluations 

No published economic evaluation studies were identified for inclusion in the review of general health 

education programmes. 

8.4 Strengths and limitations 

The review of the effectiveness and cost-effectiveness of PSHE in secondary schools focusing on 

SRE and alcohol education was based on a comprehensive and systematic literature review. Over 

11,000 titles and abstracts were screened for inclusion for the review, and over 900 full text articles 

were reviewed. In addition, the review has been conducted using a standardised and transparent 

approach, adhering to protocols for the development of NICE public health 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, with over 

half of the studies based on an RCT design. The study quality was variable across the included 

studies and overall one third of the included studies were rated poor quality. Approximately one tenth 

of studies achieved a good rating (++), with the remainder rated moderate quality (~60%). The vast 

majority of studies did not describe the source population or source area from which study 

participants were drawn, and therefore it was not possible to determine the eligibility of the selected 

populations or area included. Few studies reported how selection bias was minimised. Across the 

RCTs identified for inclusion the authors reported little more than that randomisation had been 

undertaken. The actual methods of randomisation and whether allocation had been adequately 

concealed was rarely reported. For studies that were based on non-random assignment it was also 
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rarely reported how confounding and bias were minimised or how individuals or clusters were 

allocated to intervention or control arms. In addition, only two studies, both RCTs, reported whether 

investigators were blind to intervention and comparison groups. It was difficult to judge whether 

contamination was acceptably low across the included studies as few studies discussed whether 

contamination had or was likely to have occurred. For studies that randomised at the classroom or 

individual level there was the possibility that contamination occurred within schools, but for studies 

that randomised at the school level the possibility of contamination was minimised. Attrition rates 

varied across studies and some studies failed to account for all participants at study conclusion. 

Outcome measures were reported to be reliable in around two thirds of studies, which a proportion of 

studies reporting inter- or intra-rater reliability scores. Follow-up time varied greatly across the 

included studies from immediate post-test to over four years of follow-up. Around two-thirds of studies 

reported what was judged to be a follow-up time of adequate length. A variety of approaches were 

taken to the analysis of results. Few studies reported that an intention to treat analysis had been 

undertaken and few authors discussed whether the studies were adequately powered. Analytical 

methods appeared to be appropriate in the majority of studies, but estimates of effect size were not 

reported or calculable in some studies. Overall, the reporting quality of the studies was lacking 

meaning that the criteria on the study quality checklist were often noted as not reported. 

8.4.2 Applicability 

As highlighted in previous reviews conducted by the lead author and colleagues (Jones et al., 2007; 

2009), there is a lack of prevention initiatives originating from the UK, particularly in the field of alcohol 

education. UK-based evaluations of a range of intervention approaches to SRE were identified for 

inclusion in the review and this provides applicable evidence from which to generate 

recommendations for practice and policy in England. However, the research literature on both SRE 

and alcohol education continues to be dominated by programmes from the USA, which may have a 

limited generalisbility to the UK context, because of their emphasis on abstinence.   

8.4.3 How and why programmes worked 

Due to the short timescales over which the review was conducted and the volume of evidence 

identified, it was beyond the scope of the review to undertake a full examination of how and why 

programmes that demonstrated effectiveness worked. However, the systematic reviews identified for 

inclusion the review highlighted characteristics of interventions that were effective.  

For SRE programmes, more effective studies were theoretically based with social cognitive theory the 

most successfully applied theory (Kirby et al., 1994; Pedlow and Carey, 2003; Sales et al., 2006) and 

used trained adult educators (Robin et al., 2004; Sales et al., 2006), although it was recognised that 

trained peer providers could also be effective (Robin et al., 2004). Two reviews reported that 

successful interventions applied interactive strategies (Robin et al., 2004; Sales et al., 2006) and two 

highlighted the importance of including highly specific content focusing on reducing sexual risk 

behaviour such as skills about condom use or refusing sex (Kirby et al., 1994; Robin et al., 2004). 
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For alcohol education programmes, interactive programmes targeting alcohol have been found to be 

more effective than non-interactive programmes (Tobler et al., 2000; Cuijpers, 2002). Cuijpers (2002) 

proposed further quality criteria suggesting that programmes should be based on the social influence 

model and focus on normative education, commitment not to use substances, and intentions not to 

use. In addition, Cuijpers (2002) reported that life-skills training and/or the use of peer leaders 

strengthened the effects of school-based interventions. 

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: 

 There needs to be further evaluation of the effectiveness and cost-effectiveness of PSHE 

approaches in secondary school focusing on alcohol education, which are currently being 

delivered or planned in the UK; 

 Full economic evaluation studies are required of PSHE approaches focusing on both SRE 

and alcohol education that consider both the costs and consequences of implementing these 

types of interventions and programmes. 

 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: 

 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.  

 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 

studies of SRE programmes consideration should  be given to the relationship status of 

participants). 

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

should be sufficiently powered to detect intervention effects. 

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

9.1 Alcohol and drug education programmes 

The evidence suggests that classroom-based programmes, regardless of whether the focus is on 

alcohol alone or as one of a number of substances, may have beneficial effects on alcohol-related 

knowledge, particularly in the short- to medium-term. Programme effects on attitudes and values were 

mixed and inconsistent across a range of intervention approaches and the evidence was insufficient 

to draw conclusions about the impact of these programmes on personal and social skills. Overall, the 

findings of the review of alcohol and drug education programmes highlight that there is a lack of clear, 

medium- to long-term evidence for the effectiveness of school-based alcohol education programmes 

on health and social outcomes relating to alcohol use. In addition, the applicability to a UK context of 

those programmes that have demonstrated effectiveness, such as LST, STARS for Families and 

Project SPORT, is limited. There is lack of evidence on which to draw conclusions about the cost-

effectiveness of alcohol and drug education programmes. Further good quality UK-based research of 

promising or novel intervention approaches, including assessment of cost-effectiveness, is required in 

order to improve the evidence base on which to make UK-based policy and practice 

recommendations for PSHE focusing on alcohol education. 

9.2 Sex and relationships education programmes 

There were consistently positive programme effects on acquisition of sexual health knowledge, across 

the SRE education programmes that examined this outcome, regardless of whether the programme 

emphasised abstinence or not. A range of outcomes were reported with regards to attitudes and 

values and programme effects were mixed or inconsistent across these measures. It was therefore 

not possible to draw unequivocal conclusions about the impact of SRE programmes on attitudes and 

values relating to sexual health. The evidence suggests that while abstinence-only programmes have 

no effects on health and social outcomes related to sexual health, programmes that incorporate 

information on safer sex and contraceptive use may have positive, but limited effects on the 

prevention of sexual risk behaviours, in particular limited effects on contraceptive use. Although the 

applicability of some of these programmes to a UK context is limited, these conclusions are supported 

by the evidence drawn from studies conducted in the UK. There is lack of evidence on which to draw 

conclusions about the cost-effectiveness of SRE programmes. Further good quality UK-based 

research of promising or novel intervention approaches, including assessment of cost-effectiveness, 

is required in order to add to the evidence base on which to make UK-based policy and practice 

recommendations for PSHE focusing on SRE. 

9.3 General health education programmes 

There was a lack of evidence on which to draw clear conclusions about the effects of the general 

health education programmes on knowledge, and attitudes and values relating to alcohol use and 

sexual health. The evidence suggests that general health education programmes, which incorporate 

an intensive community intervention element in conjunction with a curriculum base may have a 

positive effect on sexual behaviour and substance use. There were no effects, or in some cases 
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harmful effects on sexual health and alcohol use outcomes for curriculum-based, general health 

education programmes. In addition, the applicability of these programmes to a UK context was limited.  
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Appendix 3. Summary of quality assessment 

Table 10.1Quality assessment: Randomised controlled trials 

  

Aarons, et 
al., 2000 

Bellingham, 
et al., 1993 

Blake, et 
al., 2001 

Borawski, 
et al., 2009 

Borgia, et 
al., 2005 

Coyle, 
1999 

Coyle, 
2004 

Coyle, 
2006 

Eisen, 
1990 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

NR - + NR NR NR ++ NR ++ 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

NR + ++ NR + NR ++ - ++ 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

NR ++ ++ NR + NR ++ - NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). 
How was selection bias minimised? 

+ + NR ++ ++ + NR + NR 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

- + ++ ++ + ++ + ++ ++ 

2.3 Was the allocation concealed? NR NR NR + NR NR NR NA NR 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR - - NR + NR NR NA NR 

2.5 Was the exposure to the intervention and 
comparison adequate? 

- + ++ ++ + ++ ++ + - 

2.6 Was contamination acceptably low? NR NR NR ++ ++ ++ ++ NR NR 

2.7 Were other interventions similar in both 
groups? 

NR NA ++ NR ++ ++ ++ NR + 

2.8 Were all participants accounted for at 
study conclusion? 

++ ++ - + + + + + + 

2.9 Did the setting reflect usual UK practice? + ++ ++ NA + NR + + NA 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

+ ++ + NA + NR + + + 

Section 3: Outcomes 

3.1 Were outcome measures reliable? NR ++ ++ ++ ++ ++ ++ + + 
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Aarons, et 
al., 2000 

Bellingham, 
et al., 1993 

Blake, et 
al., 2001 

Borawski, 
et al., 2009 

Borgia, et 
al., 2005 

Coyle, 
1999 

Coyle, 
2004 

Coyle, 
2006 

Eisen, 
1990 

3.2 Were all outcome measurements 
complete? 

++ ++ ++ NA ++ NA + ++ ++ 

3.3 Were all important outcomes assessed? ++ ++ ++ ++ ++ ++ ++ ++ ++ 

3.4 Were outcomes relevant? ++ ++ ++ ++ ++ ++ ++ ++ ++ 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

++ ++ ++ ++ ++ ++ ++ ++ NR 

3.6 Was follow-up time meaningful? + - - ++ + ++ ++ ++ ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

++ NR + ++ - + ++ + ++ 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR NR NA NR NR NR NR NR NR 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR + NR NR - NR + NR NR 

4.4 Were the estimates of effect size given or 
calculable? 

++ ++ ++ - + ++ NR ++ NR 

4.5 Were the analytical methods 
appropriate? 

+ + ++ + + ++ + ++ ++ 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

+ ++ NR - + ++ ++ ++ NR 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

+ + + + + + + ++ + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

+ ++ + + + - + - + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.2Quality assessment: Randomised controlled trials continued 

  

Flay, et 
al., 2004 

Graham, 
et al., 
2002 

Graham, 
et al., 
1990 

Harrington, 
et al., 2001 

Komro, et 
al., 2008 

Kulis, et 
al., 2007 

Kvalem, et 
al., 1996 

Lachausse, 
2006 

Levy, et 
al., 1995 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

++ ++ - ++ + + NR + NR 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

++ ++ - ++ ++ ++ NR + NR 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

++ ++ - ++ ++ ++ NR + NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). 
How was selection bias minimised? 

++ ++ NR NR ++ NR + + + 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

++ ++ + ++ ++ + ++ ++ ++ 

2.3 Was the allocation concealed? NR ++ NR NR NR NR NR NR NR 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR - NR NR NR NR NR NR NR 

2.5 Was the exposure to the intervention and 
comparison adequate? 

++ ++ NR NR ++ ++ + NR ++ 

2.6 Was contamination acceptably low? ++ ++ NR NR ++ NR NR NR NA 

2.7 Were other interventions similar in both 
groups? 

++ NR NA ++ ++ + NR NA NR 

2.8 Were all participants accounted for at 
study conclusion? 

++ NR NR NR ++ + ++ + + 

2.9 Did the setting reflect usual UK practice? - ++ ++ ++ ++ - NA ++ + 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

++ ++ ++ ++ ++ - NA ++ - 

Section 3: Outcomes 

3.1 Were outcome measures reliable? ++ + ++ ++ ++ ++ NR ++ NR 
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Flay, et 
al., 2004 

Graham, 
et al., 
2002 

Graham, 
et al., 
1990 

Harrington, 
et al., 2001 

Komro, et 
al., 2008 

Kulis, et 
al., 2007 

Kvalem, et 
al., 1996 

Lachausse, 
2006 

Levy, et 
al., 1995 

3.2 Were all outcome measurements 
complete? 

++ NA ++ ++ ++ ++ NA ++ NA 

3.3 Were all important outcomes assessed? ++ + ++ ++ ++ + + ++ + 

3.4 Were outcomes relevant? ++ ++ ++ ++ ++ + + ++ + 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

++ ++ ++ ++ ++ ++ ++ ++ + 

3.6 Was follow-up time meaningful? ++ + ++ ++ ++ ++ ++ + - 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

++ ++ ++ ++ ++ ++ + + + 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR ++ NR NA ++ ++ NR NR NR 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR ++ ++ ++ ++ ++ NR + NR 

4.4 Were the estimates of effect size given or 
calculable? 

++ ++ ++ ++ ++ NR + ++ ++ 

4.5 Were the analytical methods appropriate? ++ ++ ++ ++ ++ - + + + 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

++ ++ ++ ++ NR + - ++ ++ 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

++ ++ - + ++ + - + + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

++ ++ - ++ ++ + - + - 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.3Quality assessment: Randomised controlled trials continued 

  

McNeal, et 
al., 2004 

Mitchell-
Dicenso, 

et al., 1997 

Morgenstern, 
et al., 2009 

Newton, et 
al., 2009 

O'Donnell, 
et al., 1999 

Patton, et 
al., 2006 

Roberto, 
et al., 2007 

Schaalma, 
et al., 1996 

Shortt, et 
al., 2007 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

- + NR NR NR NR - NR NR 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

++ ++ + NR - NR NR NR NR 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

++ ++ NR NR + NR NR NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or 
comparison). How was selection bias 
minimised? 

NR + + + NR + + + + 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

++ ++ + ++ + + + ++ + 

2.3 Was the allocation concealed? NR NR + NR NR NR NR NR ++ 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR NR NR NR NR NR NR NR NR 

2.5 Was the exposure to the intervention 
and comparison adequate? 

NR ++ + + NR ++ + ++ NR 

2.6 Was contamination acceptably low? NR NR ++ + NR ++ + ++ ++ 

2.7 Were other interventions similar in both 
groups? 

NA NA NR ++ NR + NR NR NR 

2.8 Were all participants accounted for at 
study conclusion? 

NR + ++ ++ - NA - + ++ 

2.9 Did the setting reflect usual UK 
practice? 

++ ++ + + + NA NA NA NR 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

++ ++ + + + NA NA NA NR 

Section 3: Outcomes 

3.1 Were outcome measures reliable? ++ ++ + ++ NR + + + ++ 
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McNeal, et 
al., 2004 

Mitchell-
Dicenso, 

et al., 1997 

Morgenstern, 
et al., 2009 

Newton, et 
al., 2009 

O'Donnell, 
et al., 1999 

Patton, et 
al., 2006 

Roberto, 
et al., 2007 

Schaalma, 
et al., 1996 

Shortt, et 
al., 2007 

3.2 Were all outcome measurements 
complete? 

++ ++ NA NA + NA NA NA NA 

3.3 Were all important outcomes assessed? ++ ++ ++ ++ + + + + ++ 

3.4 Were outcomes relevant? ++ ++ ++ ++ ++ + + + ++ 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

++ ++ ++ ++ NR + + + + 

3.6 Was follow-up time meaningful? ++ ++ ++ + - + - - + 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

++ NR + + NR + + NR NR 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR ++ ++ NR + ++ NR - NR 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

++ ++ NR NR NR ++ NR NR NR 

4.4 Were the estimates of effect size given 
or calculable? 

++ ++ ++ + + + - + ++ 

4.5 Were the analytical methods 
appropriate? 

++ ++ ++ + + + + ++ ++ 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

++ ++ ++ + ++ + - - ++ 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

+ + ++ + + + + + + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

+ + + - + + - - ++ 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.4Quality assessment: Randomised controlled trials continued 

  

Smith, 
1994 

Spoth, et 
al., 2008 

Stanton, 
et al., 2006 

Stephenson, 
et al., 2004 

Traeen, 
2003 

Vogl, et 
al., 2009 

Weeks, et 
al., 1995 

Werch, et 
al., 2008 

Werch, et 
al., 2008 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

NR NR NR - NR NR NR NR + 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

NR ++ NR + NR NR NR NR NR 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

NR NR NR + NR NR NR NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or 
comparison). How was selection bias 
minimised? 

+ + + ++ + + + + NR 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

+ + + ++ + ++ ++ ++ + 

2.3 Was the allocation concealed? NR NR NR NR NR NR NR NR NR 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR NR NR NR NR ++ NR NA NR 

2.5 Was the exposure to the intervention and 
comparison adequate? 

+ ++ + + NR + + + ++ 

2.6 Was contamination acceptably low? - NR NR + ++ NA NR NR - 

2.7 Were other interventions similar in both 
groups? 

NR NA NR NR NR NR - + + 

2.8 Were all participants accounted for at 
study conclusion? 

++ ++ + ++ ++ ++ ++ + + 

2.9 Did the setting reflect usual UK practice? NR ++ NR ++ ++ + + NA NR 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

NR ++ NR + ++ + + NA NR 

Section 3: Outcomes 

3.1 Were outcome measures reliable? ++ ++ ++ NR ++ ++ NR + ++ 
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Smith, 
1994 

Spoth, et 
al., 2008 

Stanton, 
et al., 2006 

Stephenson, 
et al., 2004 

Traeen, 
2003 

Vogl, et 
al., 2009 

Weeks, et 
al., 1995 

Werch, et 
al., 2008 

Werch, et 
al., 2008 

3.2 Were all outcome measurements 
complete? 

NA ++ NA + + ++ + NA ++ 

3.3 Were all important outcomes assessed? + ++ ++ ++ ++ ++ + ++ + 

3.4 Were outcomes relevant? + ++ ++ ++ ++ ++ ++ ++ + 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

+ ++ ++ ++ ++ ++ ++ ++ ++ 

3.6 Was follow-up time meaningful? - ++ + ++ ++ ++ + + - 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

+ ++ + + NR + ++ + ++ 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR ++ ++ - NR NR NR NR NR 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR ++ NR NR + + NR NR NR 

4.4 Were the estimates of effect size given or 
calculable? 

- ++ + ++ + + + + + 

4.5 Were the analytical methods 
appropriate? 

- ++ + + ++ + + + + 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

- ++ + ++ ++ + ++ + NR 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

- ++ + ++ + + + + + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

- ++ + + + + + - + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.5Quality assessment: Randomised controlled trials continued 

  

Wight, et al., 2002 Workman,  et al., 1996 Zimmerman, et al., 2008 

Section 1: Population 

1.1 Is the source population or source area well described? 
NR NR NR 

1.2 Is the eligible population or area representative of the source population or area? 

NR NR NR 

1.3 Do the selected participants or areas represent the eligible population or area? 
NR NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). How was selection bias minimised? 
+ + + 

2.2 Were interventions (and comparisons) well described and appropriate? 
+ ++ ++ 

2.3 Was the allocation concealed? NR NR NR 

2.4 Were participants and/or investigators blind to exposure and comparison? 
NR NR NR 

2.5 Was the exposure to the intervention and comparison adequate? 
+ ++ ++ 

2.6 Was contamination acceptably low? NR NR NR 

2.7 Were other interventions similar in both groups? 
NR NR NR 

2.8 Were all participants accounted for at study conclusion? 
++ - + 

2.9 Did the setting reflect usual UK practice? ++ - + 

2.10 Did the intervention or control comparison reflect usual UK practice? 
++ - + 

Section 3: Outcomes 

3.1 Were outcome measures reliable? NR + ++ 
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Wight, et al., 2002 Workman,  et al., 1996 Zimmerman, et al., 2008 

3.2 Were all outcome measurements complete? 
+ NA ++ 

3.3 Were all important outcomes assessed? ++ + ++ 

3.4 Were outcomes relevant? ++ + ++ 

3.5 Were there similar follow-up times in exposure and comparison groups? 
NR ++ - 

3.6 Was follow-up time meaningful? ++ - ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups similar at baseline? If not, were these 
adjusted? 

++ NR + 

4.2 Was Intention to treat (ITT) analysis conducted? 
NR NR - 

4.3 Was the study sufficiently powered to detect an intervention effect (if one exists)? 
++ NR NR 

4.4 Were the estimates of effect size given or calculable? 
++ - - 

4.5 Were the analytical methods appropriate? + + + 

4.6 Was the precision of intervention effects given or calculable? Were they meaningful? 
++ - ++ 

Section 5: Summary 

5.1 Are the study results internally valid (i.e. unbiased)? 
++ - + 

5.2 Are the findings generalisable to the source population (i.e. externally valid)? 
+ - + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.6. Quality assessment: Non-randomised controlled trials 

  

Borawski, 
et al., 2005 

Boyer, et 
al., 1997 

Caron, et 
al., 2004 

Dempster, 
et al., 2006 

Denman, 
et al., 
1995 

Denny, et 
al., 1999 

Denny, et 
al., 2006 

Donnelly, 
et al., 2001 

Fisher, et 
al., 2002 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

- ++ - NR NR NR NR - NR 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

+ NR + NR NR NR NR NR NR 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

+ NR + NR NR NR NR NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). 
How was selection bias minimised? 

NR - NR - - - - NR - 

2.2 Were interventions (and comparisons) well 
described and appropriate? 

+ + + + + + + + ++ 

2.3 Was the allocation concealed? NR NA NR NR NA NR - NR NA 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

- NA - NR NA NR NA NR NA 

2.5 Was the exposure to the intervention and 
comparison adequate? 

- ++ + + + NR NR NR ++ 

2.6 Was contamination acceptably low? - ++ - NR - NR + NR ++ 

2.7 Were other interventions similar in both 
groups? 

+ NA ++ NR NR NR NR NA ++ 

2.8 Were all participants accounted for at 
study conclusion? 

+ + + NR + - - NR - 

2.9 Did the setting reflect usual UK practice? - + + ++ NR NA NA - ++ 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

- + + ++ NR NA NA ++ + 

Section 3: Outcomes 

3.1 Were outcome measures reliable? NR + + + NR + + + ++ 

3.2 Were all outcome measurements 
complete? 

+ ++ + NR NA NA NR NR ++ 
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Borawski, 
et al., 2005 

Boyer, et 
al., 1997 

Caron, et 
al., 2004 

Dempster, 
et al., 2006 

Denman, 
et al., 
1995 

Denny, et 
al., 1999 

Denny, et 
al., 2006 

Donnelly, 
et al., 2001 

Fisher, et 
al., 2002 

3.3 Were all important outcomes assessed? + ++ + ++ - + + + ++ 

3.4 Were outcomes relevant? + ++ ++ ++ + + + ++ ++ 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

+ ++ ++ ++ + + + ++ ++ 

3.6 Was follow-up time meaningful? + + ++ - - - + - ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

+ ++ ++ NR + NR NR + ++ 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR NR NR NR NR - NA NA ++ 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR NR + NR NR NR NR NR ++ 

4.4 Were the estimates of effect size given or 
calculable? 

+ ++ NR - - + NR - ++ 

4.5 Were the analytical methods appropriate? + ++ + + + + + - ++ 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

+ ++ - - - + NR - NR 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

+ + + - - - - - ++ 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

+ + + - - - - + ++ 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 

 

  



PSHE Secondary school review Jones and colleagues (2009) 

328 
 

Table 10.7. Quality assessment: Non-randomised controlled trials continued 

  

Hubbard, 
et al., 1998 

Jorgensen, 
et al., 1993 

Kirby, 
1991 

Larsson, 
et al., 2006 

Lennox, et 
al., 2008 

Magnusson, 
et al., 2004 

Mellanby, 
et al., 1995 

Roosa, et 
al., 1990 

Siegel, 
1998 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

- ++ NR - NR NR ++ NR NR 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

- ++ NR NR + NR ++ NR NR 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

- ++ NR NR + NR ++ NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or 
comparison). How was selection bias 
minimised? 

+ + + NR + - NR - - 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

+ ++ ++ + + + NR - + 

2.3 Was the allocation concealed? NR NR NR NA NR NR NR - NR 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR NR NR NR NR NR - NR NR 

2.5 Was the exposure to the intervention 
and comparison adequate? 

- NR NR + NR + ++ - + 

2.6 Was contamination acceptably low? NR NR + NA NR ++ NR - ++ 

2.7 Were other interventions similar in both 
groups? 

NR NA NR NR + NR NR NR NR 

2.8 Were all participants accounted for at 
study conclusion? 

- NR - + + + NA - - 

2.9 Did the setting reflect usual UK practice? + ++ + NA - ++ ++ - + 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

+ ++ + NA - ++ + - + 

Section 3: Outcomes 

3.1 Were outcome measures reliable? NR ++ NR NR ++ NR + + NR 
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Hubbard, 
et al., 1998 

Jorgensen, 
et al., 1993 

Kirby, 
1991 

Larsson, 
et al., 2006 

Lennox, et 
al., 2008 

Magnusson, 
et al., 2004 

Mellanby, 
et al., 1995 

Roosa, et 
al., 1990 

Siegel, 
1998 

3.2 Were all outcome measurements 
complete? 

+ ++ ++ NA ++ NA ++ NA + 

3.3 Were all important outcomes assessed? + ++ + + ++ + ++ ++ + 

3.4 Were outcomes relevant? ++ ++ ++ + ++ + ++ ++ ++ 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

NR ++ + + ++ + NR ++ ++ 

3.6 Was follow-up time meaningful? ++ + ++ - + - ++ - + 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

++ ++ ++ + + NR NR NR + 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

- NR NR NR NR NR NA NR - 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR ++ NR + ++ NA + NR NR 

4.4 Were the estimates of effect size given 
or calculable? 

++ ++ + + + - ++ - NR 

4.5 Were the analytical methods 
appropriate? 

+ ++ + + + - ++ + + 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

+ ++ + + NR - ++ - NR 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

+ + + + + - + - + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

+ + + - + - ++ - + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.8. Quality assessment: Non-randomised controlled trials continued 

  
Somers, 2006 

Tucker, et al., 
2007 

Walter, et al., 1993 Wright, 1998 

Section 1: Population 

1.1 Is the source population or source area well described? 
NR + NR NR 

1.2 Is the eligible population or area representative of the source 
population or area? 

NR NR NR NR 

1.3 Do the selected participants or areas represent the eligible 
population or area? 

NR NR NR NR 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). How was selection bias 
minimised? 

- NA + + 

2.2 Were interventions (and comparisons) well described and 
appropriate? 

- NA ++ ++ 

2.3 Was the allocation concealed? + NR NR NR 

2.4 Were participants and/or investigators blind to exposure and 
comparison? 

NR NR NR NR 

2.5 Was the exposure to the intervention and comparison adequate? 
+ NR + ++ 

2.6 Was contamination acceptably low? ++ NR NR ++ 

2.7 Were other interventions similar in both groups? 
NR NR NR NR 

2.8 Were all participants accounted for at study conclusion? 
- NA - ++ 

2.9 Did the setting reflect usual UK practice? + ++ ++ NR 

2.10 Did the intervention or control comparison reflect usual UK 
practice? 

- ++ + NR 

Section 3: Outcomes 

3.1 Were outcome measures reliable? - NR NR ++ 

3.2 Were all outcome measurements complete? 
++ ++ ++ NA 
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Somers, 2006 

Tucker, et al., 
2007 

Walter, et al., 1993 Wright, 1998 

3.3 Were all important outcomes assessed? + ++ ++ ++ 

3.4 Were outcomes relevant? ++ ++ ++ ++ 

3.5 Were there similar follow-up times in exposure and comparison 
groups? 

- + + ++ 

3.6 Was follow-up time meaningful? - + - ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups similar at baseline? If not, 
were these adjusted? 

- NR - ++ 

4.2 Was Intention to treat (ITT) analysis conducted? 
NR NA NR NR 

4.3 Was the study sufficiently powered to detect an intervention effect 
(if one exists)? 

NR ++ ++ NR 

4.4 Were the estimates of effect size given or calculable? 
+ ++ + - 

4.5 Were the analytical methods appropriate? + ++ ++ + 

4.6 Was the precision of intervention effects given or calculable? Were 
they meaningful? 

NR ++ ++ - 

Section 5: Summary         

5.1 Are the study results internally valid (i.e. unbiased)? 
- - + + 

5.2 Are the findings generalisable to the source population (i.e. 
externally valid)? 

+ + + + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.9. Quality assessment: Controlled before and after studies 

  

Christopher, 
et al., 1990 

Gillies, et 
al., 1990 

Lemieux, 
et al., 2008 

Paine-
Andrews,  
et al., 1999 

Mellanby 
et al., 2001 

Somers, et 
al., 2001 

Stout, et 
al., 1996 

Teitler, 
1997 

Trenholm, 
et al., 2008 

Section 1: Population 

1.1 Is the source population or source area 
well described? 

+ NR - + NR ++ + NR + 

1.2 Is the eligible population or area 
representative of the source population or 
area? 

+ NR NR NA NR + ++ NR + 

1.3 Do the selected participants or areas 
represent the eligible population or area? 

+ NR NR NA NR + ++ NR + 

Section 2: Method of allocation 

2.1 Allocation to intervention (or 
comparison). How was selection bias 
minimised? 

- - + - - NR + NA + 

2.2 Were interventions (and comparisons) 
well described and appropriate? 

++ - + + + ++ - + + 

2.3 Was the allocation concealed? NR NR - NA - NR - NR NR 

2.4 Were participants and/or investigators 
blind to exposure and comparison? 

NR NR - NA - NR NR NR NR 

2.5 Was the exposure to the intervention 
and comparison adequate? 

+ NR ++ + + NR NR - + 

2.6 Was contamination acceptably low? - ++ NR NA + NR NR NR - 

2.7 Were other interventions similar in both 
groups? 

NR NR NR NA + NA NA NR + 

2.8 Were all participants accounted for at 
study conclusion? 

- + NR NA + NR NR NA + 

2.9 Did the setting reflect usual UK practice? + NR NR NA + ++ + + - 

2.10 Did the intervention or control 
comparison reflect usual UK practice? 

- NR NR NA + ++ + + - 

Section 3: Outcomes 

3.1 Were outcome measures reliable? + NR + + + + ++ NR + 
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Christopher, 
et al., 1990 

Gillies, et 
al., 1990 

Lemieux, 
et al., 2008 

Paine-
Andrews,  
et al., 1999 

Mellanby 
et al., 2001 

Somers, et 
al., 2001 

Stout, et 
al., 1996 

Teitler, 
1997 

Trenholm, 
et al., 2008 

3.2 Were all outcome measurements 
complete? 

++ NA + NA - ++ ++ + + 

3.3 Were all important outcomes assessed? - - ++ + - ++ + - + 

3.4 Were outcomes relevant? ++ + ++ + + ++ ++ ++ + 

3.5 Were there similar follow-up times in 
exposure and comparison groups? 

++ + NR NR + ++ NR ++ + 

3.6 Was follow-up time meaningful? - - NR NR - + NR ++ ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups 
similar at baseline? If not, were these 
adjusted? 

++ + NR NR - + + - + 

4.2 Was Intention to treat (ITT) analysis 
conducted? 

NR NR NA NA - NR NA NA NR 

4.3 Was the study sufficiently powered to 
detect an intervention effect (if one exists)? 

NR NR NR NA NR NR NR - NR 

4.4 Were the estimates of effect size given 
or calculable? 

+ - NR - + ++ NR + NR 

4.5 Were the analytical methods 
appropriate? 

+ + ++ - + ++ + + + 

4.6 Was the precision of intervention effects 
given or calculable? Were they meaningful? 

- - + - + ++ NR + NR 

Section 5: Summary 

5.1 Are the study results internally valid 
(i.e. unbiased)? 

- - - - + - - - + 

5.2 Are the findings generalisable to the 
source population (i.e. externally valid)? 

+ - + - + - + + + 

a RCT based on randomisation at the individual level 
NR – not reported; NA – not applicable 
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Table 10.10. Quality assessment: Other study types 

  
Lewis, et al., 1999 Strange, et al., 2002 Vincent, et al., 2004 

Section 1: Population 

1.1 Is the source population or source area well described? 
+ NR ++ 

1.2 Is the eligible population or area representative of the source population or area? 

+ NR + 

1.3 Do the selected participants or areas represent the eligible population or area? 
NR ++ + 

Section 2: Method of allocation 

2.1 Allocation to intervention (or comparison). How was selection bias minimised? 
NA NA NR 

2.2 Were interventions (and comparisons) well described and appropriate? 
+ ++ - 

2.3 Was the allocation concealed? NA NA NR 

2.4 Were participants and/or investigators blind to exposure and comparison? 
NA NA NR 

2.5 Was the exposure to the intervention and comparison adequate? 
+ NA NR 

2.6 Was contamination acceptably low? NR NA NR 

2.7 Were other interventions similar in both groups? 
NR NA NR 

2.8 Were all participants accounted for at study conclusion? 
NR ++ NA 

2.9 Did the setting reflect usual UK practice? + ++ - 

2.10 Did the intervention or control comparison reflect usual UK practice? 
+ ++ NR 

Section 3: Outcomes 

3.1 Were outcome measures reliable? NR NR NA 

3.2 Were all outcome measurements complete? 
+ ++ ++ 
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Lewis, et al., 1999 Strange, et al., 2002 Vincent, et al., 2004 

3.3 Were all important outcomes assessed? + - - 

3.4 Were outcomes relevant? ++ + ++ 

3.5 Were there similar follow-up times in exposure and comparison groups? 
NA NA ++ 

3.6 Was follow-up time meaningful? ++ - ++ 

Section 4: Analyses 

4.1 Were exposure and comparison groups similar at baseline? If not, were these adjusted? 

NA NA NR 

4.2 Was Intention to treat (ITT) analysis conducted? 
NA NR NA 

4.3 Was the study sufficiently powered to detect an intervention effect (if one exists)? 
NR + NR 

4.4 Were the estimates of effect size given or calculable? 
NA + NR 

4.5 Were the analytical methods appropriate? + + + 

4.6 Was the precision of intervention effects given or calculable? Were they meaningful? 
+ - + 

Section 5: Summary 

5.1 Are the study results internally valid (i.e. unbiased)? 
- - - 

5.2 Are the findings generalisable to the source population (i.e. externally valid)? 
+ - + 

a RCT based on randomisation at the individual level 

NR – not reported; NA – not applicable 
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Table 10.11. Quality assessment for published economic evaluation studies 

Study identification 

Include author, title, reference, year of publication  

Pentz, 1998 Swisher et al., 2004 Wang et al., 2000 

Evaluation criterion 

1. Was a well-defined question posed in answerable form? 

 

Yes Partly, the use of a do-nothing 
comparator is specified in the cluster 
randomised trial but not really 

mentioned in the economic 
evaluation 

Yes 

1.1 Did the study examine both costs and effects of the service(s) or 

programme(s)? 

   

 

Yes Partly, costs are listed (but not 

resource use items) but effects are 
not specified nor quantified. 

Yes 

1.2 Did the study involve a comparison of alternatives? 

  

Yes Yes: Infused Life Skill Training (ILST) 
with Life Skill Training (LST) 

compared to control (standard 
practice). 

Yes, vs. standard, information only 
HIV programme 

1.3 Was a viewpoint for the analysis stated and was the study placed in 
any particular decision-making context? 

  

Yes Yes, a societal viewpoint and set in a 
school  

Private sector in base case, public 
sector considered in sensitivity 
analyses 

2. Was a comprehensive description of the competing alternatives 
given (that is, can you tell who? did what? to whom? where? and 

how often?)? 

 

Partly No, especially the ILST description 
which is vague 

Partially 

2.1 Were any important alternatives omitted? 

 

The text is a book chapter so 
alternatives are not mentioned in 

detail. There is a control intervention 
in the relevant C-RCT but the 
intervention may not be the same as 

that mentioned as an alternative in 
the ICER. 

No clear description of incremental 
costs 

No 
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Study identification 
Include author, title, reference, year of publication  

Pentz, 1998 Swisher et al., 2004 Wang et al., 2000 

2.2 Was (Should) a do-nothing alternative (be) considered? 

 

No Yes, in the C-RCT, see answer to 1 

above 

No, not really practical as would likely 

be some intervention in schools 
related to HIV 

3. Was the effectiveness of the programmes or services 
established? 

  

Difficult to say because the results of 
the C-RCT are not mentioned but a 
figure of 9% reduction over 3 years 

of drunkenness is mentioned in the 
paper. 

Yes Yes 

3.1 

 

Was this done through a randomised, controlled clinical trial? If so, 
did the trial protocol reflect what would happen in regular practice? 

 

There is a discrepancy between the 
C-RCT results and description of 

intervention and its effects in the 
economic evaluation. 

Yes a C-RCT. Probably Yes 

3.2 

 

Was effectiveness established through an overview of clinical 

studies? 

 

No, C-RCT No primary research NA 

3.3 

 

Were observational data or assumptions used to established 
effectiveness? If so, what are the potential biases in results? 

 

Not clear No NA 

4. 

 

Were all the important and relevant costs and consequences for 
each alternative identified? 

 

Probably No Probably 

4.1 

 

Was the range wide enough for the research question at hand? 

 

Probably Yes  Yes, the authors reported all costs 
incorporated into the analyses. 

4.2 

 

Did it cover all relevant viewpoints? (Possible viewpoints include the 
community or social viewpoint, and those of patients and third-party 
payers.) 

Yes Only societal viewpoint  Assumptions made re: societal costs. 
i.e. for societal costs for PID were 
50% of private sector costs 
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Study identification 
Include author, title, reference, year of publication  

Pentz, 1998 Swisher et al., 2004 Wang et al., 2000 

4.3 Were capital costs, as well as operating costs, included? 

 

N/A No, for good reasons only staff and 

material costs were considered 

Not reported 

5. Were costs and consequences measured accurately in 
appropriate physical units (for example, hours of nursing time, 

number of physician visits, lost work-days, gained life-years)? 

 

Yes Costs were expressed, partly without 
resource consumption/unit cost 

breakdown. Effects were not defined 
(i.e. cost per smoking habit year 
gained at end of year 2). 

Not reported 

5.1 Were any of the identified items omitted from measurement? If so, 
does this mean that they carried no weight in the subsequent 
analysis? 

 

No No No 

5.2 Were there any special circumstances (for example, joint use of 
resources) that made measurement difficult? Were these 

circumstances handled appropriately? 

 

Not clear Appeared to be No 

6. Were costs and consequences valued credibly? 

 

Not clear  Yes 

6.1 Were the sources of all values clearly identified? (Possible sources 

include market values, patient or client preferences and views, policy-
makers' views and health professionals' judgements.) 

Not clear No Yes 

6.2 Were market values employed for changes involving resources 
gained or depleted? 

Not clear Mainly staff salaries and student 
materials. Impossible to say if 
valuation was realistic 

NR 

6.3 Where market values were absent (for example, volunteer labour), or 
did not reflect actual values (for example, clinic space donated at 
reduced rate), were adjustments made to approximate market 

values? 

 

Not clear Not applicable NR 
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Study identification 
Include author, title, reference, year of publication  

Pentz, 1998 Swisher et al., 2004 Wang et al., 2000 

6.4 Was the valuation of consequences appropriate for the question 

posed (that is, has the appropriate type or types of analysis – cost-
effectiveness, cost-benefit, cost-utility – been selected)? 

Yes No, not mentioned NR 

7. Were costs and consequences adjusted for differential timing? 

 

No  Yes 

7.1 Were costs and consequences which occur in the future 'discounted' 

to their present values? 

 

N/A No Medical costs discounted at 5% 

7.2 Was any justification given for the discount rate used? 

 

N/A N/A No 

8. Was an incremental analysis of costs and consequences of 

alternatives performed? 

 

Yes  No 

8.1 Were the additional (incremental) costs generated by one alternative 

over another compared to the additional effects, benefits or utilities 
generated? 

 

Yes Incremental costs were expressed 

(vaguely compared to standard 
practice), but no ICERs were 
calculated 

No 

9. Was allowance made for uncertainty in the estimates of costs 
and consequences? 

No  Partially 

9.1 If data on costs or consequences were stochastic, were appropriate 
statistical analyses performed? 

No No NR 

9.2 Were study results sensitive to changes in the values (within the 
assumed range for sensitivity analysis, or within the confidence 
interval around the ratio of costs to consequences)? 

N/A Sensitivity analysis presented is a 
projection to year 3 of costs per 
student or teacher of each 

programme. 

Yes, appropriate multivariate 
sensitivity analyses were conducted 
on key variables 

10. Did the presentation and discussion of study results include all 
issues of concern to users? 

 

Partly Partly, the issue of generalisability of 
results and meaning of the 

evaluation are not discussed 

No 
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Study identification 
Include author, title, reference, year of publication  

Pentz, 1998 Swisher et al., 2004 Wang et al., 2000 

10.1 Were the conclusions of the analysis based on some overall index or 

ratio of costs to consequences (for example, cost-effectiveness 
ratio)? If so, was the index interpreted intelligently or in a mechanistic 
fashion? 

Yes No No summary benefit measure used 

10.2 Were the results compared with those of others who have 
investigated the same question? If so, were allowances made for 
potential differences in study methodology? 

 

No No Not directly 

10.3 Did the study discuss the generalisability of the results to other 

settings and patient/client groups? 

 

No No Yes, briefly considered, acknowledge 

that the cost-effectiveness of the 
programme may vary by geographic 
region. 

10.4 Did the study allude to, or take account of, other important factors in 

the choice or decision under consideration (for example, distribution 
of costs and consequences, or relevant ethical issues)? 

No No No 

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 programmes? 

Yes No  No 

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? 

 

Possibly. Difficulties in 
implementation are not discussed. 

No, vague text, rural US situation, 
predominantly white males and low-

socio economic status. Absence of 
description of effects. 

Possibly, based on conservative 
estimates. But programmes based on 

abstinence-plus approach 
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Appendix 4. Summary of quality assessment for studies included in Jones et al (2007) 

Table 10.12. Quality assessment for systematic reviews and meta-analyses 

1.1 The study addresses an appropriate and clearly focused question 

1.2 A description of the methodology used is included 

1.3 The literature search was sufficiently rigorous to identify all relevant studies 

1.4 Study quality is assessed and taken into account 

1.5 There are enough similarities between the studies selected to make combining them reasonable 

Key:  ++ Well covered + Adequately covered - Poorly covered NR Not reported N/A Not applicable 

 

Reference(s) 
Questions 

Coding 
1.1 1.2 1.3 1.4 1.5 

Bruvold 1990 + - NR NR + - 

Coggan et al., 2003 + - ++ - N/A + 

Cuijpers 2002 ++ - - NR + - 

Dusenbury et al., 1997 + - + + N/A + 

Foxcroft et al., 2002 ++ ++ ++ ++ N/A ++ 

Loveland-Cherry 2003 ++ + ++ ++ + + 

Skara and Sussman 
2003 

++ ++ + - + + 

Tobler, 1993 + + - + + + 

Tobler et al., 1997 + ++ - ++ ++ + 

Tobler et al., 2000 ++ + - ++ + + 

Werch and Owen 2002 ++ + + -  + 

White et al., 2004 ++ ++ ++ + N/A ++ 
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Table 10.13. Quality assessment for RCTs 

1.1 The study addressed an appropriate and clearly focused question 

1.2 The assignment of participants to intervention groups is randomised 

1.3 An adequate concealment method is used 

1.4 Participants and investigators are kept „blind‟ about intervention allocation 

1.5 The intervention and control groups are similar at the start of the trial 

1.6 The only difference between groups is the intervention under investigation 

1.7 All relevant outcomes are measured in a standard, valid and reliable way 

1.8 What percentage of the participants or clusters recruited into each intervention arm of the study dropped out before the study was completed? 

1.9 All participants are analysed in the groups to which they were allocated? (ITT) 

1.10 Where the study is carried out at more than one site, results are comparable for all sites 

 

Key:   Well covered  Adequately covered  Poorly covered  Not addressed NR Not reported N/A Not applicable 

Reference(s) 
Question 

Rating 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Baumann, 2006    N/A    
42% from 

intervention and 
25% from control 

 N/A - 

Bennett, 1995 See Clayton et al., 1991, 1996 - 

Bond et al., 
2004 

   N/A    10%   ++ 

Botvin et al., 
1990a, 1995a 

   N/A    
24% lost at 1 
year follow-up 

  + 

Botvin et al., 

1990b 
   N/A    NR.   + 
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Reference(s) 
Question 

Rating 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Botvin et al., 

1995b   
  NR N/A    NR NR  + 

Botvin et al., 
2001a; 2001b; 

Griffin et al., 
2003 

   N/A    
17% not followed 

up. 
  + 

Brewer, 1991    NR NR    NR  N/A + 

Chou et al., 

1998   
       

Complete cases 
Intervention 

(42.72%) control 
(41.03%) 

  - 

Clayton et al., 

1991, 1996 
       

Overall, 45% rate 

of attrition. 
  - 

Colnes 2000    N/A    47%   + 

Dent et al., 
2001 

  NR N/A    37%  NR - 

Donaldson et 
al., 1995, 2000 

  NR N/A NR NR  NR NR N/A - 

Eisen et al., 

2002 
   N/A  NR  

16% didn‟t 
complete PT 

survey 

  + 

Ellickson et 

al.,1990, 1993a 
  NR NR    40% NR N/A + 

Ellickson et 
al.,1993b 

  NR NR    
125% failed to 

take 10th or 12th 
grade survey. 

  + 

Ellickson et al., 
2003 

  NR NR    9%   + 
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Reference(s) 
Question 

Rating 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Fearnow-

Kenney et al., 
2003  

   N/A    ~20%   - 

Graham et al., 
1990 

   NR    30% NR NR + 

Hansen & 
Graham 1991 

  NR NR    20% NR N/A - 

Hecht et al., 
2003; Gosin et 

al., 2003  

  NR NR NR NR NR NR NR N/A - 

Johnson et al., 
1990 

  N/A N/A    32% NR NR + 

Komro et al., 
1999  

   N/A N/A N/A  NR   + 

Kreft 1998    NR N/A NR NR   NR N/A - 

Kulis et al., 
2005  

   N/A    NR  NR - 

Lynam et al., 
1999 

See Clayton et al., 1991, 1996 

Newman et al., 

1992   
  NR N/A NR   NR NR  - 

Palmer et al., 

1998 
  NR NR   NR  NR N/A - 

Perry et al., 

1996; Komro et 
al., 2001 

   N/A    
19% lost at end 

of 8th grade 
  + 

Perry et al., 
2003 

   N/A    0.16   + 
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Reference(s) 
Question 

Rating 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Perry et al., 
2002 

       15% in 98   + 

Piper et al., 
2000 

   N/A    32%   - 

Ringwalt et al., 

1991   
   N/A    9% drop out   - 

Shope et al., 

1992 
   N/A    28% at 2.5 yr   - 

Shope et al., 
1994  

   NR    31%  NR NR - 

Simons-Morton 
et al., 2005 

   N/A    
~50% lost to 

follow-up 
 NR + 

Slater et al., 
2006  

   N/A    
31.4% over 2 

years 
  + 

Smith et al., 
2004; Vicary et 

al., 2004 

   N/A    ~10%   + 

Spoth et al., 

2002; 2005 
   N/A    14%   + 

Sussman et al., 

1998; Sun et 
al., 2006 

   NR    ~45% NR N/A + 

Sussman et al., 
2003 

   N/A NR NR  ~45% NR N/A + 

Toomey et al., 
1996 

See Perry et al., 1996 

Warren et al., 

2006 
   NR    NR NR N/A + 
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Reference(s) 
Question 

Rating 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Werch et al., 
1996a 

   NR    

3.8% dropped out 

of the intervention 
group and 1.9% 
dropped out of 

the control group. 

 N/A + 

Werch et al 

1996b 
   N/A    

12% intervention 
group, and 9% 

control group. 

 N/A ++ 

Werch et al., 

1998 
   N/A    11%  N/A + 

Werch et al., 
2000a, 2001, 
2003a 

   N/A    

23% from 

intervention 
group and 21% 
from the control 

group. 

 N/A + 

Werch et al., 

2000b 
  NR N/A    NR  N/A + 

Werch et al., 
2003b 

   N/A    2%  N/A ++ 

Werch et al., 
2005a 

   N/A    3.3%  N/A + 

Werch et al., 
2005b 

  NR N/A    

42 and 48 
students dropped 

out at 12 months 
from the two 

arms 

respectively. 

NR N/A ++ 

Werch et al., 
2005c 

  NR N/A    13% NR N/A + 

Williams et al., 
1995 

See Perry et al., 1996 
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Table 10.14. Quality assessment for NRCT 

1.11 The study addressed an appropriate and clearly focused question 

1.12 The assignment of participants to intervention groups is randomised 

1.13 An adequate concealment method is used 

1.14 Participants and investigators are kept „blind‟ about intervention allocation 

1.15 The intervention and control groups are similar at the start of the trial 

1.16 The only difference between groups is the intervention under investigation 

1.17 All relevant outcomes are measured in a standard, valid and reliable way 

1.18 What percentage of the participants or clusters recruited into each intervention arm of the study dropped out before the study was completed? 

1.19 All participants are analysed in the groups to which they were allocated? (ITT) 

1.20 Where the study is carried out at more than one site, results are comparable for all sites 

Key:   Well covered  Adequately covered  Poorly covered  Not addressed NR Not reported N/A Not applicable 

Reference(s) 
Question 

Rating 
1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Botvin et al., 
1997 

 N/A N/A N/A    14%   - 

Caplan et al., 

1992 
 N/A N/A N/A    NR   - 

Cuijpers et 

al., 2001; 
Smit et al., 
2003 

 N/A N/A N/A NR NR  

32% of 

intervention 
group; 20% 

dropped out from 

the control group 

  + 

Dedobbeleer 
& Desjardins, 

2001 

 N/A N/A N/A    
60% lost to follow 

at 30 months 
NR NR - 
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Reference(s) 
Question 

Rating 
1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 1.10 

Ennett et al., 
1994;  

 N/A N/A N/A    

12% not followed 

up at 2 years 
(7th/8th grade); 

attrition at 6 years 

not clear/ 

NR NR + 

Fraguela et 

al., 2003 
 N/A N/A N/A    60%   - 

McBride et 
al., 2000, 

2003, 2004   

 N/A N/A N/A    ~25%   + 

Padget et al., 

2005 
 N/A N/A N/A    18%   + 

Rosenbaum 

al., 1994 
See Ennett et al., 1994 

Rosenbaum & 
Hanson, 1998 

See Ennett et al., 1994 

Schnepf, 
2002 

 N/A N/A N/A    NR  N/A - 

Valentine et 
al., 1998  N/A N/A N/A       

71% middle 
school, 48% high 

school completed 

 N/A - 

Webster et 

al., 2002 
 N/A N/A N/A NR   

28% intervention 
and 19% control 

students 

  + 

Wilhelmsen et 
al., 1994 

 N/A N/A N/A  NR  Not clear NR  - 
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Table 10.15. Quality assessment for controlled before and after studies 

1.1 Contemporaneous data collection 

• Score DONE pre and post intervention periods for study and control sites are the same. 

• Score NOT CLEAR if it is not clear in the paper, e.g. dates of collection are not mentioned in the text. 

• Score NOT DONE if data collection was not conducted contemporaneously during pre and post intervention periods for study and control sites. 

1.2 Appropriate choice of control site 

Studies using second site as controls: 

• Score DONE if study and control sites are comparable with respect to dominant reimbursement system, level of care, setting of care and academic status. 

• Score NOT CLEAR if not clear from paper whether study and control sites are comparable. 

• Score NOT DONE if study and control sites are not comparable. 

1.3 Baseline measurement 

• Score DONE if performance or patient outcomes were measured prior to the intervention, and no substantial differences were present across study groups (e.g. where 

multiple pre intervention measures describe similar trends in intervention and control groups); 

• Score NOT CLEAR if baseline measures are not reported, or if it is unclear whether baseline measures are  substantially different across study groups; 

• Score NOT DONE if there are differences at baseline in main outcome measures likely to undermine the post  intervention differences (e.g. are differences between the 

groups before the intervention similar to those found post intervention). 

1.4 Characteristics for studies using second site as control 

• Score DONE if the authors state explicitly that the primary outcome variables were assessed blindly OR the outcome variables are objective e.g. length of hospital stay, drug 

levels as assessed by a standardised test; 

• Score NOT CLEAR if not specified in the paper; 

• Score NOT DONE if the outcomes were not assessed blindly. 

1.5 Blinded assessment of primary outcome(s) 



PSHE Secondary school review Jones and colleagues (2009) 

350 
 

• Score DONE if the authors state explicitly that the primary outcome variables were assessed blindly OR the outcome variables are objective e.g. length of hospital stay, drug 

levels as assessed by a standardised test; 

• Score NOT CLEAR if not specified in the paper; 

• Score NOT DONE if the outcomes were not assessed blindly. 

1.6 Protection against contamination 

Studies using second site as control 

• Score DONE if allocation was by community, institution, or practice and is unlikely that the control group received the intervention; 

• Score NOT CLEAR if providers were allocated within a clinic or practice and communication between experimental and group providers was likely to occur; 

• Score NOT DONE if it is likely that the control group received the intervention (e.g. cross-over studies or if individuals rather than providers were randomised). 

1.7 Reliable primary outcome measure(s) 

• Score DONE if two or more raters with at least 90% agreement or kappa greater than or equal to 0.8 OR the outcome is obtained from some automated system e.g. length of 

hospital stay, drug levels as assessed by a standardised test; 

• Score NOT CLEAR if reliability is not reported for outcome measures that are obtained by chart extraction or collected by an individual; 

• Score NOT DONE if agreement is less than 90% or kappa is less than 0.8. 

1.8 Follow up of professionals (protection against exclusion bias) 

• Score DONE if outcome measures obtained 80-100% subjects allocated to groups. (Do not assume 100% follow-up unless stated explicitly.); 

• Score NOT CLEAR if not specified in the paper; 

• Score NOT DONE if outcome measures obtained for less than 80% of individuals allocated to groups. 

1.9 Follow up of individuals 

• Score DONE if outcome measures obtained 80-100% of individuals allocated to groups or for individuals who entered the study. (Do not assume 100% follow-up unless 

stated explicitly.); 

• Score NOT CLEAR if not specified in the paper;  
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• Score NOT DONE if outcome measures obtained for less than 80% of individuals allocated to groups or for less than 80% of individuals who entered the study. 

 

Reference(s) 
Question 

Coding 

1.1 1.2 1.3 1.4 1.5 1.6 1.7 1.8 1.9 

Argentos et al., 1991  Done Not clear Not clear Not clear Done Not clear Done Not clear Not clear - 

Bagnall, 1990 Not clear Not clear Not clear Not clear Done Not clear Done Not clear Not clear - 

Bremberg & Arborelius, 
1994 

Done Not clear Done Done Done Not clear Not clear Not clear Not clear - 

Dukes et al., 1996, 1997  Done Not clear Not clear Not clear Not done Not clear Not clear Not done Not done - 

Harmon, 1993  Done Done Not done Done Done Done Done Done Done + 

Klitzner et al., 1994 Done Done Done Done Done Done Not clear Not done Not done + 

Moberg & Piper, 1990 Done Not clear Done Done Not done Done Done Not clear Not clear + 

Shope et al., 1996a  Done Not clear Done Not clear Not done Done Not clear Done Done + 

Shope et al., 1996b; Shope 
et al., 1998  

Not clear Not clear Not clear Not clear Done Done Done Not clear Not clear - 

Snow et al., 1992 Done Not clear Not clear Not done Not clear Not clear Not clear Not clear Not clear - 

Snow et al., 1997  Not clear Not clear Not clear Not done Not done Not clear Not clear Not clear Not clear - 
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Appendix 5. Conversion table for English key stages and US grade equivalents 

Age England USA 

  Year  Grade 

0-4 

Pre-School 

-  - 

4-5 - Pre Kindergarten - 

5-6 
Primary School 
(Key Stage 1) 

1 Kindergarten - 

6-7 2 

Elementary 
School 

1 

7-8 

Junior School 
(Key stage 2) 

3 2 

8-9 4 3 

9-10 5 4 

10-11 6 5 

11-12 

Lower Secondary 
(Key stage 3)  

7 

Middle School 

6 

12-13 8 7 

13-14 9 8 

14-15 
Upper Secondary  

(Key stage 4) 

10 

High School 

9 

15-16 11 10 

16-17 

6th Form College 

- 11 

17-18 - 12 

 

 

 


