Review: School-based sex education linked to access to
contraceptive services may reduce teenage pregnancy

Objective
To summarise the evidence on the effectiveness of various approaches used
to prevent teenage pregnancy and to
alleviate the negative health and social
effects of teenage pregnancy.

Data sources
{Studies were identified by searching
MEDLINE, CINAHL, EMBASE,
Applied Social Science, ERIC, PsycLit,
DHSS Data, Sigle, Conference Proceedings, Dissertation Abstracts, Care
Data, Social Science Citation Index, the
Cochrane Library, and Health Place
from 1980 to August 1996. Additional
articles were identified by hand searching 9 key journals, scanning the bibliographies of retrieved articles, and
contacting experts.}*

Study selection
{Review articles were included if they
summarised the evidence of the effectiveness of primary prevention strategies for reducing teenage pregnancy
and included s= 1 of the following out-

comes: time to initiation of sexual
activity, use of contraception, number
of sexual partners, and incidence of
teenage pregnancy. Primary studies
not included in the reviews were included if they evaluated the effectiveness of education programmes designed to reduce teenage pregnancy,
included the same types of outcomes
as in review articles, and had an experimental or quasi-experimental
study design.}*

Data extraction
Data were extracted on characteristics
of the study population, duration of
follow-up, programme description,
and outcomes.

Main results
42 studies evaluating the effectiveness
of educational programmes in reducing teenage pregnancy were included;
15 were randomised controlled trials.
There was consistent evidence that sex
and contraceptive education within
the school setting did not lead to increased sexual activity or incidence of
pregnancy. The provision of clear information about contraceptive methods appeared important to the success
of school-based programmes. The few
studies that have shown a reduction in
teenage pregnancy (none of which

were randomised controlled trials)
provided mukifaceted programmes
with links to contraceptive services or
work experience. Economic evaluations indicated that the provision of
contraceptive services was cost-saving
to the health care system. The health
and development of teenage mothers
and their children have been shown to
benefit from programmes promoting
access to antenatal care, support by
health visitors or social workers, educational opportunities for the mother,
and preschool education for the child.

Conclusions
School-based sex education can be effective in reducing teenage pregnancy,
especially when linked to access to
contraceptive services. Programmes
promoting access to antenatal care,
educational opportunities, and targeted support by health visitors improve the health and development of
teenage mothers and their children.
Sources of funding: National Health Service
Executive and the Health Departments ofScotland, Wales, and Northern Ireland.
For article reprint: NHS Centrefor Reviews and
Dissemination, University of York, Fork
YOl 5DD, England, UK. PAX 44-1904433661,
"Information provided by the author.

Commentary
Adolescent pregnancy rates are high, especially in the United States (116/1000 females
15 to 19 years old), the United Kingdom
(S6.8/1000 females 16 to 19 years old), and
Canada (49.5/1000 females 15 to 19 years
old). Dickson and colleagues outline the adverse health, social, and economic outcomes
of adolescent pregnancy for both mother and
child, substantiating the implementation of
effective antenatal and postnatal programmes.
The authors identified 42 studies that
evaluated prevention programmes, 15 of
which were randomised trials. Rather than
drawing conclusions from meta-analyses of
the 15 trials, the authors chose to rely on the
results of less rigorous cohort studies and
concluded that "school-based sex education
can be effective in reducing teenage pregnancy especially when linked to access to
contraceptive services." In fact, if the analy150
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sis had been limited to randomised trials, the
authors would have concluded that interventions have not been effective in reducing
teenage pregnancy. Although the authors
correctly identified limitations of the trials,
including small sample sizes, short followup, weak interventions, and the absence of
no-intervention control groups, this does not
substantiate the decision to base conclusions
on even weaker cohort studies with a substantial risk for selection bias.
Given that no intervention has yet to be
rigorously shown to reduce adolescent pregnancy, should we discontinue all current interventions to address this problem? In most
trials, comparisons were made with control
groups that received some type of intervention, and therefore, at minimum, the control group programs should continue. Do we
then accept that this is the best we can do?

There has yet to be a long-term trial of an
intervention that combines the provision of
contraceptive services in a confidential, accessible, affordable manner with an educational programme that provides a risk-free
environment for sharing knowledge and
developing skills and is reinforced annually
through booster sessions. This multifaceted
approach is used in the Netherlands, where
the rate of adolescent pregnancy is 8.1/1000
females 15 to 19 years old (1).
Alba DiCenso, RN, PhDMcMaster University
Hamilton, Ontario, Canada-.;.
Reference
I. Retting E, Visser AP. Contraception in the
Netherlands: the low abortion rate explained.
Patient Educ Couns. 1994;2 3:161 -71.
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Plasma Exchange/Sandoglobulin
Guillain-Barre Syndrome Trial Group.
Randomised trial of plasma exchange, intravenous immunoglobulin, and combined treatments in
Guillain-Barre syndrome. Lancet.
1997 Jan 25;349:225~30.

Exclusion criteria were atypical forms
of the Guillain-Barre syndrome, other
serious diseases, or contraindications
to IVIg or PE.

Objective

Design
Randomized, single-blind, controlled
trial with 48-week follow-up.

Conclusions

Disability grade, group grade, and
vital capacity.

Setting
38 centers in 11 countries.

Main results
4 patients were excluded from the analysis; 96% of the remaining 379 were followed for 48 weeks. Analysis was by intention to treat. No difference existed
between the treatment groups for mean
disability-grade improvement after
4 weeks. The difference in improvement

Patients
383 patients > 16 years of age (mean
age 53 y) with severe Guillain-Barre
syndrome (required an aid to walk or
worse) and had onset of neuropathic
symptoms within the previous 14 days.

Plasma exchange and intravenous
immunoglobulin were similar in improving the symptoms in patients with
severe Guillain-Barre syndrome. The
combination of the 2 treatments did
not confer any additional benefit.
Source of funding: Sandoz.
For article reprint: Not available.
Abstract and Commentary also published in
ACP Journal Club. 1997;127:39.

„

The Plasma Exchange/Sandoglobulin
Guillain-Barre Syndrome Trial Group reports the first comparison of PE, IVIg, and
combined therapy (PE plus IVIg) for the
Guillain-Barre syndrome. The methods of
the trial were sound.
The 2 individual treatments for the
Guillain-Barre syndrome were found to be
equipotent. After 4 weeks, the disability
grade improved by 0.9 points with PE and
0.8 points with IVIg. A clinically important effect was assumed to be at least 0.5
disability grade improvement. The authors
conclude that "on the grounds of equal
therapeutic benefit, greater convenience,
and similar overall cost, IVIg may be preferable to PE."
An important issue in this study is the
clinicai significance of the treatment effect noted with PE and IVIg compared
with combined therapy. However, a sub-
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Main outcome measures

Intervention

To evaluate the effectiveness of intravenous immunoglobulin (IVIg),
plasma exchange (PE), and the combination of both in the treatment of
the Guillain-Barre syndrome.

Commentary

121 patients were allocated to PE, five
50 mL/kg exchanges over 8 to 13 days.
If the exchange was inadequate, a sixth
exchange was given to achieve a total
exchange of 250 mL/kg. 130 patients
were allocated to IVIg, 0.4 g/kg daily
for 5 days starting on the day of randomization. 128 patients were allocated to the PE course immediately
followed by the IVIg course.

between the PE group and the IVIg
group was 0.09 grade (95% CI - 0.23
to 0.42), between the PE plus IVIg and
IVIg alone groups was 0.29 grade
(CI- 0.04 to 0.63), and between the PE
plus IVIg and PE alone groups was 0.20
grade (CI - 0.14 to 0.54). The study had
90% power to detect a true difference
of > 0.5 in disability grade between the
IVIg and PE groups. No differences
existed between the groups for time to
ability to walk unaided, time to discontinuation of ventilation, time to hospital discharge, time to return to work, or
time to recovery from disability over the
48-week follow-up.

group of 344 patients (i.e., those with complete neurophysiologic data) showed a statistically greater benefit from combined
treatment compared with either treatment
alone, after adjustment for prognostic
factors that differed between treatment
groups. The combined therapy was 0.43
disability grade better than IVIg or PE
alone and promoted faster recovery (P ~
0.0S). These findings may be clinically
important. Is the marginal cost worth this
degree of extra benefit, and might some
patients (e.g., those who are refractory to
PE or IVIg alone) require the more expensive, dangerous, and potent alternative? Although IVIg is preferable to PE,
there may also be a place for PE in patients who cannot tolerate IVIg.
Combined therapy is statistically better,
but further clarification of the clinical importance of this difference is required. It
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is likely that many neurologists will continue to use combined therapy for the most
severely ill patients, and many will recognize that these data tentatively support this
practice.
John R. Absher, MD
Bowman Gray School of Medicine
Wimton-Salem, North Carolina, USA
Author's response
Clinicians should note that in our primary
analysis before adjustment and in our secondary analysis, no statistically significant
differences were found in favor of combined treatment. Only a trend toward
faster recovery of unaided walking in the
combined treatment group was reported.
Therefore, we do not feel that our data
support the use of combined treatment.
Richard A. Hughes, MD
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Plasma exchange and intravenous immunoglobulin were equally
effective for the Guifiain-Barre syndrome

