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	Background to this Commentary

The National Institute for Health and Clinical Excellence (NICE) in England produces two types of guidance on public health topics: Public Health Intervention Guidance (interventions being defined as involving single measures, eg GP advice to patients to be more active) and Public Health Programme Guidance (on broader activities, eg strategies for smoking cessation).  In Scotland, such Guidance has no formal status but attracts interest and provides a useful source of reviewed evidence.

As part of its role in promoting and supporting evidence-informed action for health improvement in Scotland, NHS Health Scotland (HS) produces Commentaries on NICE Public Health Guidance.  Each Commentary, with Comments/Conclusions on the Recommendations set out in the NICE Guidance, is produced in collaboration with an appropriately constituted specialist Reference Group with members from within and beyond HS.  The process involves consideration of the evidence cited and the Recommendations presented in the NICE Guidance, in the context of policy and practice in Scotland.




	Purpose and limitations of this Commentary

By offering Comments/Conclusions on NICE Guidance, this Commentary is intended to help organisations, professionals and others make use of that Guidance in a Scottish context.  It does not in itself constitute formal Guidance or Guidelines.  

The scope and contents of the Commentary are limited by those of the NICE Guidance on which it is based.  The Commentary should not be seen as a full action plan or full basis for a health improvement strategy on the subject area concerned, but rather as one evidence-informed contribution to such an action plan or strategy.  By not only addressing the NICE Recommendations but also presenting in an accessible way the cited evidence statements on which these are based, the Commentary gives decision makers the opportunity to formulate their own action points informed by the evidence statements, combining these with evidence from other sources and taking account of other relevant considerations.




The Commentary

	General HS Notes:

1. Overall Scottish contextual points – This Commentary should be read together with Respect and Responsibility: Strategy and Action Plan for Improving Sexual Health (Scottish Executive, 2005) and other relevant Scottish documents, notably: the SIGN Guideline on management of genital Chlamydia trachomatis infection (SIGN 42); the replacement for that Guideline once published (expected in late 2008); and a set of Key Clinical Indicators for sexual health that is informing the development of standards for sexual health services from NHS Quality Improvement Scotland (NHS QIS), expected in March 2008.  It should be noted that Respect and Responsibility focuses on (among other things) reducing the rate of under-16 (rather than under-18) conceptions. 

2. Other specific Scottish contextual considerations are highlighted where relevant in this Commentary.

3. In the production process for NICEPHIG3, evidence from specially commissioned reviews were used to construct evidence statements that guided the formulation of Recommendations by NICE’s Public Health Interventions Advisory Committee (PHIAC).  In this Commentary, the evidence statements that were cited for each of the NICEPHIG3 Recommendations are presented immediately under the corresponding Recommendations, for ease of reference.  Also as part of the NICEPHIG3 production process, fieldwork was carried out to test the relevance, usefulness and feasibility of recommendations, and the findings from that fieldwork were taken into account in developing the final Recommendations.

4. In the Comments/Conclusions on Recommendations in this Commentary, the statement ‘cited evidence base limited’ should be taken to suggest limitations regarding the strength of evidence, or limits to the applicability of findings from major trials to everyday practice, or questions over the transferability of evidence from another country to a UK context, or some combination of these.  



	General HS Notes, contd:

5. It is important to note that limitations to the currently available evidence have hampered the ability of NICEPHIG3 to provide evidence-informed advice on meeting specific needs of particularly vulnerable groups (see under ‘Groups covered’ in ‘Scope of the Guidance’, below).



	Scope of the Guidance:


	Areas covered 
The question framing the scope of the Guidance was: how can professionals – and others involved in the delivery of one-to-one direct sexual health interventions – reduce the transmission of STIs including HIV, and reduce the rate of under eighteen conceptions, especially among vulnerable and high risk groups?  

Interventions and settings covered

One to one interventions in the following areas:

· contraceptive advice and provision for the reduction in the rate of under 18 conceptions and STIs, including HIV, and the accessibility and acceptability of these interventions
· partner notification for STIs including HIV (the process of locating and notifying partners that they have been exposed to an infection)
· chlamydia screening of young men and young women under 25 years of age in genitourinary medicine (GUM) and non-GUM settings.
Evidence was considered for all the above interventions undertaken in both NHS and non NHS settings, including: pharmacies; school-based provision by school nurses or in school clinics; and through outreach and detached work, including mobile clinics and street work.

One to one interventions were defined to include those undertaken through email, on-line enquiry services, telephone helplines and text messaging, as well as face-to-face direct interventions. 

Groups covered

The whole population, but with a particular focus on groups at greatest risk of STIs (including HIV), or becoming a teenage parent.  People affected by poverty and social exclusion, people with low educational attainment and people who have difficulty in accessing services were identified as particularly vulnerable.  Specific groups highlighted were: men who have sex with men (MSM), some black and minority ethnic (BME) groups, people living with HIV, people in prisons and youth offending institutions, young people in or leaving care, commercial sex workers, refugees, asylum seekers and migrants.



	
	Evidence reviews undertaken

Three rapid reviews of effectiveness were carried out to inform the guidance:

· Review 1: Contraceptive advice and provision for the prevention of under 18 conceptions and STIs: a rapid review

· Review 2: Rapid review of the evidence for the effectiveness of screening for genital chlamydia infection in sexually active young women and men

· Review 3: Rapid review of the evidence for the effectiveness of partner notification for sexually transmitted infections including HIV.
Outcomes of interest in the reviews included:

· Review 1: Reductions in under 18 conceptions and STIs including HIV (primary outcomes); increased condom use, improved sexual health knowledge, reduction in number of sexual partners and general sexual risk taking (intermediate outcomes)
· Review 2: Reduction in prevalence and incidence of chlamydia and female reproductive tract morbidity 

· Review 3: Reduction in incidence and prevalence of STI (patient and index patient); increase in number of partners contacted, tested and treated.

The reviews also included studies that considered adverse effects or barriers to testing and effectiveness of the interventions as perceived by the people offered them.  
Economic appraisal consisted of a review of economic evaluations and a cost-effectiveness analysis.

In addition to identifying evidence on the effectiveness and cost effectiveness of interventions, the Guidance considers evidence (where found) of the impact on inequalities in health, particularly with reference to social class, ethnicity, sexual orientation and educational attainment.


	HS Comments on scope:

1. NICEPHIG3 acknowledges that one to one interventions are only one element of a broader sexual health strategy.  Sexual health and wellbeing are influenced by social and cultural environments, experiences at various stages in the lifecourse, lifeskills, relationships, socioeconomic and other forms of disadvantage, and social exclusion, as well as by access to services and sex and relationships education.  It is important that the focus on one to one interventions in NICEPHIG3 does not deflect from continued recognition of the need for multifaceted and broad-based approaches to the promotion of, and tackling of inequalities in, sexual health and wellbeing.

2. NICEPHIG3 does not consider the relative effectiveness and cost effectiveness of one to one interventions and other types of intervention, nor does it assess how one to one interventions combine with other elements of sexual health programmes.

3. The scope of the Guidance and the reviews and evidence statements are such that no assessment can be made of how the effectiveness of one to one interventions may vary with the context in which they take place.  

4. The scope includes both NHS and non-NHS settings, which is welcomed, and the Guidance is explicitly aimed at NHS and non-NHS professionals who have a direct or indirect role in sexual health services.  However, 5 of the 6 Recommendations in NICEPHIG3 are for health professionals and the other for the NHS, so the Guidance might be perceived as playing down potential roles for non-health professionals.  Non-health professionals (such as community learning development staff, care workers and social workers), with appropriate training and working to relevant protocols, have potential or actual roles in the promotion of sexual health.  Recommendations relating to such professionals would have been helpful, particularly in view of the need to embrace broader and more innovative approaches to sexual health among hard-to-reach groups (which are an important focus of the guidance).

5. The span of groups specified in the scope is supported.  However, men and women could usefully have been separately specified in view of the facts that findings from much of the literature reviewed is gender-specific, and that in a number of cases interventions are differentially effective for men or women.  In addition, rurality and remoteness are issues of particular relevance to service access in Scotland, and effectiveness evidence for sexual health interventions using innovative communication technologies would have been useful in these contexts.




	Study selection criteria:
	Inclusion and exclusion criteria for the reviews varied, but in general:

· Review 1 included one to one interventions which offered information, advice, condoms, counselling, cognitive behavioural therapy and/or activities that increase self-confidence, self-esteem and skill development

· Review 2 considered any activity described as screening or where testing for chlamydia was offered to asymptomatic sexually active adults

· Review 3 considered any intervention described as partner notification or contact tracing, or where partners were located and informed they had been exposed to an infection.

In summary, all 3 reviews synthesised material from 1990 to late 2005, including systematic reviews and single studies (primarily randomised controlled trials, and non-randomised controlled studies addressing primary and intermediate outcomes and key questions).  All 3 reviews also included other quantitative and qualitative studies if they addressed the process of interventions (why they might or might not work), adverse effects of interventions and users’ perceptions of their acceptability.  Studies in both NHS and non-NHS settings were considered.

There was an element of pragmatism in all 3 reviews: non-controlled studies were included where they addressed the vulnerable populations central to the guidance, or where other material on interventions was lacking.
NICEPHIG3 draws attention to the fact that much of the evidence is US-based, but states that PHIAC considered that it was sufficiently applicable to the UK context to inform the Recommendations.  PHIAC also considered the consistency of findings across the studies to assess the strength of evidence.



	HS Comments on study selection criteria:

1. Supported, given the nature of the interventions concerned.

2. It is considered that a question mark remains over the extent to which findings from the USA are transferable to the Scottish context.




	Study appraisal methods:
	In the reviews for NICEPHIG3, in relation to intervention studies, research designs/sources of evidence were each categorised as one of four types: 

1 Meta-analyses, systematic reviews of randomised controlled trials (RCTs), RCTs (including cluster RCTs)

2 Systematic reviews of, or individual, non-randomised controlled trials, case-control studies, cohort studies, controlled before-and-after (CBA) studies, interrupted time series (ITS) studies, correlation studies

3 Non-analytic studies (eg case reports, case series)

4 Expert opinion, formal consensus.

Studies of types 1 and 2 were each quality-rated as ++, + or - according to the risk of potential bias/confounding or chance in their design/execution.  

Levels of evidence accordingly ranged from 1++ (‘highest’ in the scheme used) through to 4.  For example, 1++ may refer to a high-quality single RCT where all or most of the criteria for the minimisation of bias have been met, and 1- may refer to a poor quality RCT where few or no criteria have been met. 



	HS Comments on study quality appraisal methods:

1. Supported.




	Recommendation  1:
	Recommended action

· Identify individuals at high risk of STIs using their sexual history.  Opportunities for risk assessment may arise during consultations on contraception, pregnancy or abortion, and when carrying out a cervical smear test, offering an STI test or providing travel immunisation.  Risk assessment could also be carried out during routine care or when a new patient registers.

· Have one to one structured discussions with individuals at high risk of STIs (if trained in sexual health), or arrange for these discussions to take place with a trained practitioner. 



	Recommendation  1, 

contd:


	Target population

Key groups at risk of STIs including: 

· men who have sex with men

· people who have come from or who have visited areas of high HIV prevalence. 

Behaviours that increase the risk of STIs include: 

· misuse of alcohol and/or substances

· early onset of sexual activity

· unprotected sex and frequent change of and/or multiple sexual partners. 

Who should take action?

Health professionals working in:

· general practice

· genitourinary medicine (GUM)

· community health services (including community contraceptive services) 

· voluntary and community organisations 

· school clinics. 



	Evidence base for Recommendation 1:

Evidence base for Recommendation 1, 

contd:


	From Review 1

1. In summary, the evidence on the effectiveness of one to one interventions for the prevention of STIs is mixed but, on balance, marginally supports the interventions.  There is evidence from Project RESPECT, a large (++) US study, that both a 2-session and a 4-session one to one counselling intervention can reduce STIs in the long and very long term in heterosexuals, and from one (+) study that STIs in men can be reduced in the long term after one 90 minute session.  However, the effect appears to decrease over time, with one study finding a reduction in effect after 6 months.  (See Appendix 2 for details of the Project RESPECT intervention model.)

2. In addition, EXPLORE, a large (++) US study of 10 sessions of one to one counselling for men who have sex with men (MSM), found a 15.7% reduction in HIV infection but this was not statistically significant.  The other studies found no effect on STIs, but may have been underpowered for this outcome.  (See Appendix 2 for details of the EXPLORE intervention model.)

3. Interventions with adolescents appeared to be particularly effective.  A subgroup analysis of Project RESPECT found a significant reduction in sexually transmitted infections with both the 4- and 2-session interventions versus a didactic control.  Although this was the only study to show a statistically significant difference, the general trend in this group of studies was towards a reduction in STIs. 

4. 25 studies reported condom use, of which only 8 showed a statistically significant increase in condom use in the intervention group compared to the control.  However, overall there is weak evidence (that is, it is mixed or conflicting but on balance marginally supports) that one to one STI/HIV prevention interventions can increase short and long-term condom use compared to control.  Project RESPECT, a large good quality (++) US study found an increase in condom use in both the 4- and 2-session counselling intervention groups compared to a didactic control.  However, several studies found the effect of an intervention appears to decrease or disappear over time.  Greater uniformity is needed in the way in which condom use is measured in studies. 

From Review 2

1. There is evidence from two (+) controlled trials (one randomised, one non-randomised) that offering chlamydia testing in general practice increases the number of young women and men screened compared with usual care.  This evidence applies to women and men under 30 years attending general practices. 

2. There is evidence from two (+) randomised controlled trials (one large, one small) suggesting that changing systems of health service delivery can increase the numbers of teenage women screened opportunistically, and the number of chlamydia cases detected.  This evidence applies to sexually active young women under 20 years attending general paediatric or teen clinics. 

3. Descriptive studies in general practice (two studies, one ++, one +) suggest that offering GPs incentives (to screen patients) might increase acceptance rates by patients.  There were too few studies to be able to say anything about the effects of incentives on effective screening rates. 

4. Data from one (+) randomised controlled trial, one (++) descriptive study, and three (+) descriptive studies (one + contradictory study) show that less than half of women and men under 25 years attending general practice get screened for chlamydia because not all those who are eligible for screening are offered a test. 

Plus ‘Inference derived from the evidence.’



	HS Comments/Conclusions on Recommendation 1:

1. Cited evidence base limited, but Recommendation supported subject to the addition of sexually active young people under the age of 25 to the target population, especially since that group is at particular risk of chlamydia infection.  



	


	Recommendation 2:


	Recommended action

· Have one to one structured discussions with individuals at high risk of STIs.  The discussions should be structured on the basis of behaviour change theories.  They should address factors that can help reduce risk-taking and improve self-efficacy and motivation. Ideally, each session should last at least 15-20 minutes.  The number of sessions will depend on individual need. 

Target population

Key groups at risk of STIs including: 

· men who have sex with men 

· people who have come from or who have visited areas of high HIV prevalence. 

Behaviours that increase the risk of STIs include: 

· misuse of alcohol and/or substances 

· early onset of sexual activity 

· unprotected sex and frequent change of and/or multiple sexual partners. 

Who should take action?

Health professionals trained in sexual health who work in: 

· general practice 

· GUM

· community health services (including community contraceptive services)

· voluntary and community organisations 

· school clinics. 



	Evidence base for Recommendation 2:

Evidence base for Recommendation 2, 

contd:
	From Review 1

1. In summary, the evidence on the effectiveness of one to one interventions for the prevention of STIs is mixed but, on balance, marginally supports the interventions.  There is evidence from Project RESPECT, a large (++) US study, that both a 2-session and a 4-session one to one counselling intervention can reduce STIs in the long and very long term in heterosexuals, and from one (+) study that STIs in men can be reduced in the long term after one 90 minute session.  However, the effect appears to decrease over time, with one study finding a reduction in effect after 6 months.  (See Appendix 2 for details of the Project RESPECT intervention model.)

2. In addition, EXPLORE, a large (++) US study of 10 sessions of one to one counselling for men who have sex with men (MSM), found a 15.7% reduction in HIV infection but this was not statistically significant.  The other studies found no effect on STIs, but may have been underpowered for this outcome.  (See Appendix 2 for details of the EXPLORE intervention model.)

3. Interventions with adolescents appeared to be particularly effective.  A subgroup analysis of Project RESPECT found a significant reduction in sexually transmitted infections with both the 4- and 2-session interventions versus a didactic control.  Although this was the only study to show a statistically significant difference, the general trend in this group of studies was towards a reduction in STIs. 

4. 25 studies reported condom use, of which only 8 showed a statistically significant increase in condom use in the intervention group compared to the control.  However, overall there is weak evidence (that is, it is mixed or conflicting but on balance marginally supports) that one to one STI/HIV prevention interventions can increase short and long-term condom use compared to control.  Project RESPECT, a large good quality (++) US study found an increase in condom use in both the 4- and 2-session counselling intervention groups compared to a didactic control.  However, several studies found the effect of an intervention appears to decrease or disappear over time. Greater uniformity is needed in the way in which condom use is measured in studies. 
Plus ‘Inference derived from the evidence.’



	HS Comments/Conclusions on Recommendation 2:

1. Cited evidence base limited, but Recommendation supported subject to the addition of sexually active young people under the age of 25 to the target population, especially since that group is at particular risk of chlamydia infection.  

2. With regard to theories of behaviour change, NICE is preparing Public Health Programme Guidance on generic and specific interventions to support attitude and behaviour change at population and community levels (anticipated publication date October 2007).  HS will produce a Commentary on that Guidance, which may be a useful adjunct to this Commentary.



	

	Recommendation 3:


	Recommended action

· Help patients with an STI to get their partners tested and treated (partner notification), when necessary.  This support should be tailored to meet the patients’ individual needs.

· If necessary, refer patients to a specialist with responsibility for partner notification.  (Partner notification may be undertaken by the health professional or by the patient.) 

· Provide the patient and their partners with infection-specific information, including advice about possible re-infection.  For chlamydia infection, also consider providing a home sampling kit. 

Target population

Patients with an STI.




	Recommendation 3, 

contd:
	Who should take action?
· Health professionals working in general practice, GUM and community health services (including community contraceptive services), voluntary and community organisations and school clinics.  (However, they may need to refer the patient to a specialist.) 

· Specialists with responsibility for helping to contact, test and treat partners of patients with an STI (partner notification).  They may be sexual health advisers, general practitioners (GPs) or practice nurses providing enhanced sexual health services, chlamydia screening coordinators or GUM clinicians. 



	Evidence base for Recommendation 3:
	From Review 3

1. There is evidence from four large randomised controlled trials (two +; two -) that patient delivered partner therapy, plus additional information for partners, reduces persistent or recurrent infections in women and men diagnosed with gonorrhoea or chlamydia by approximately 5% compared to patient referral (either minimal or supplemented by contact card). 

2. There is evidence from one large randomised controlled trial (-) that patient referral, supplemented by additional information about infection for index patients and partner(s), reduces persistent or recurrent infections in men diagnosed with gonorrhoea or chlamydia by approximately 5% when compared to minimal patient referral. 

3. There is weak evidence from two randomised controlled trials (both -) that giving index patients diagnosed with chlamydia sampling kits for their partner(s) can increase the number of partners who get tested, when compared to getting the partner(s) to visit their doctor for testing. 

4. There is evidence from one randomised controlled trial (++) that patient referral for patients with chlamydia conducted in general practice is at least as effective, in terms of partners who get treated, when compared to referring patients to a specialist health service. 

Plus ‘Inference derived from the evidence.’



	HS Comments/Conclusions on Recommendation 3:
1. Cited evidence base limited, but Recommendation supported with the proviso that the recommended action be amended if necessary following the publication of a new SIGN Guideline on management of genital chlamydia infection (including testing of asymptomatic groups, antimicrobial treatment, partner notification, and health education in primary prevention and prevention of re-infection), expected in late 2008.

2. Scottish contextual points – As regards home sampling kits for chlamydia, the action plan set out in Respect and Responsibility included consideration of possible extension of the use of postal testing kits for chlamydia in the light of evaluation of the Healthy Respect National Health Demonstration Project; that extension is in progress.  The other recommended action within this Recommendation is consistent with the existing SIGN Guideline on management of genital chlamydia infection (SIGN 42).  



	

	Recommendation 4:


	Recommended action

· Ensure that sexual health services, including contraceptive and abortion services, are in place to meet local needs.  All services should include arrangements for the notification, testing, treatment and follow-up of partners of people who have an STI (partner notification). 

· Define the role and responsibility of each service in relation to partner notification (including referral pathways). 

· Ensure staff are trained.

· Ensure there is an audit and monitoring framework in place. 

Target population

Population served by a PCT.

Who should take action?

PCT commissioners.




	Evidence base for Recommendation 4:
	From Review 3

1. There is evidence from four large randomised controlled trials (two +; two -) that patient delivered partner therapy, plus additional information for partners, reduces persistent or recurrent infections in women and men diagnosed with gonorrhoea or chlamydia by approximately 5% compared to patient referral (either minimal or supplemented by contact card). 

2. There is evidence from one large randomised controlled trial (-) that patient referral, supplemented by additional information about infection for index patients and partner(s), reduces persistent or recurrent infections in men diagnosed with gonorrhoea or chlamydia by approximately 5% when compared to minimal patient referral. 

3. There is weak evidence from two randomised controlled trials (both -) that giving index patients diagnosed with chlamydia sampling kits for their partner(s) can increase the number of partners who get tested, when compared to getting the partner(s) to visit their doctor for testing. 

4. There is evidence from one randomised controlled trial (++) that patient referral for patients with chlamydia conducted in general practice is at least as effective, in terms of partners who get treated, when compared to referring patients to a specialist health service. 

Plus ‘Inference derived from the evidence.’



	HS Comments/Conclusions on Recommendation 4:

1. Cited evidence base limited, but Recommendation supported subject to adaptation to fit the organisational structure and arrangements of NHS Scotland.

2. Scottish contextual points – The recommended action on ensuring that sexual health services are in place to meet local needs is consistent with recommendations in Respect and Responsibility, its associated practical plan for action, and Key Clinical Indicator 3 on services for termination of pregnancy (an implication of which is that NHS Boards should ensure that there are no referral pathway barriers to service access).  In addition, it is anticipated that NHS QIS standards for sexual health services, expected in March 2008, will address partner notification, termination of pregnancy, contraceptive services and the training of staff who provide sexual health services.  This Recommendation should be read alongside the Key Clinical Indicators, and the QIS standards for sexual health services once published.



	


	Recommendation

5:

	Recommended action

· Where appropriate, provide one to one sexual health advice on: 

· how to prevent and/or get tested for STIs and how to prevent unwanted pregnancies 
· all methods of reversible contraception, including long-acting reversible contraception (LARC)

· how to get and use emergency contraception 

· other reproductive issues and concerns. 

· Provide supporting information on the above in an appropriate format. 
Target population
Vulnerable young people aged under 18.  This may include young people: 

· from disadvantaged backgrounds 

· who are in – or leaving – care 

· who have low educational attainment. 

Who should take action?
· GPs, nurses and other clinicians working in healthcare settings such as primary care, community contraceptive services, antenatal and postnatal care, abortion and GUM services, drug/alcohol misuse and youth clinics, and pharmacies. 

· GPs, nurses and other clinicians working in non-healthcare settings such as schools and other education and outreach centres. 



	Evidence base for Recommendation 5:

Evidence base for Recommendation 5,

contd:
	From Review 1

1. Interventions with adolescents appeared to be particularly effective.  A subgroup analysis of Project RESPECT found a significant reduction in sexually transmitted infections with both the 4- and 2-session interventions versus a didactic control.  Although this was the only study to show a statistically significant difference, the general trend in this group of studies was towards a reduction in STIs.  (See Appendix 2 for details of the Project RESPECT intervention model.)

2. 25 studies reported condom use, of which only 8 showed a statistically significant increase in condom use in the intervention group compared to the control.  However, overall there is weak evidence (that is, it is mixed or conflicting but on balance marginally supports) that one to one STI/HIV prevention interventions can increase short and long-term condom use compared to control.  Project RESPECT, a large good quality (++) US study found an increase in condom use in both the 4- and 2-session counselling intervention groups compared to a didactic control.  However, several studies found the effect of an intervention appears to decrease or disappear over time. Greater uniformity is needed in the way in which condom use is measured in studies. 
3. In relation to the prevention of pregnancy, two (-) studies evaluated contraception advice and support in a clinic-based setting.  Neither found a significant reduction in pregnancies but both showed a trend towards a reduction in the intervention group compared to control. 

4. Seven studies reported contraception use.  This was measured in various different ways, including oral contraception, emergency contraception (EC) and condom use.  Four studies showed a statistically significant effect on contraception use.  Two increased oral contraceptive use.  These were a (++) RCT and a (+) RCT that found one to one interventions with teenagers can improve contraception use in the long term.   Of the two (++) studies of advanced provision of EC, one found an increase in the use of EC at 6 month follow-up and the other found a short term increase in EC use but this was no longer significant at 6 months; the second of these studies also reported an increase in condom use but no significant difference in use of the oral contraceptive pill. In the other studies the general trend was towards an increase in contraception use although one (-) study found the effect on contraception use was no longer significant at 12 months.  Therefore, there is some evidence that one to one interventions with under 18s can increase contraception use. 

Plus ‘Inference derived from the evidence.’



	HS Comments/Conclusions on Recommendation 5:

1. Cited evidence base limited, but Recommendation supported subject to substitution of the term ‘unintended pregnancies’ for ‘unwanted pregnancies’.

2. Scottish contextual points – LARC is to be the subject of Key Clinical Indicator 6 for sexual health (expected in the near future), and it is anticipated that LARC will also be covered in the NHS QIS standards for sexual health services due to be published in March 2008.  The latter are also expected to refer to identifying population needs for sexual health information and ensuring the accessibility of services.  This Recommendation should be taken together with Key Clinical Indicator 6 and the NHS QIS standards, once published.




	Recommendation 6:


	Recommended action

· Regularly visit vulnerable women aged under 18 who are pregnant or who are already mothers. 

· Discuss with them and their partner (where appropriate) how to prevent or get tested for STIs and how to prevent unwanted pregnancies.  The discussion should cover: 

· all methods of reversible contraception, including LARC, and how to get and use emergency contraception 

· health promotion advice 

· opportunities for returning to education, training and employment in the future. 

· Provide supporting information in an appropriate format. 

· Where appropriate, refer the young woman to the relevant agencies, including services concerned with reintegration into education and work.
Target population

Vulnerable young women aged under 18 who are pregnant or who are already mothers. This may include young women: 

· from disadvantaged backgrounds 

· who are in – or leaving – care 

· who have low educational attainment. 

Who should take action?

Midwives and health visitors who provide antenatal, postnatal and child development services.



	Evidence base for Recommendation 6:
	From Review 1

1. Six studies evaluated interventions to support pregnant women or mothers.  Although only two of the studies focused solely on adolescents, all included at least 40% of adolescents and focused on disadvantaged, low income women.  There is good evidence that multi-session support and home visiting for disadvantaged low income pregnant women or mothers can prevent repeat pregnancies, with two (+) and one (-) studies showing a significant reduction in repeat pregnancies in the intervention group compared to control. In addition, one (-) study found a reduction in repeat pregnancies in poor unmarried women, although not in the sample as a whole.

Plus ‘Inference derived from the evidence’.



	HS Comments/Conclusions on Recommendation 6:

1. Cited evidence base limited, but Recommendation supported.

2. Scottish contextual point – While there is much work with pregnant women/mothers under 18 and their partners underway in Scotland, efforts with these specific groups were not referred to in Respect and Responsibility.  It is suggested that this Recommendation be taken into account in future strategy development.




	Recommendations for Research,

and gaps in the evidence:

Recommendations for Research,

and gaps in the evidence,

contd:


	NICEPHIG3 notes that current UK and US research being undertaken on ‘expedited partner therapy’ may inform future guidance in this area. 

Recommendations for Research 

NICEPHIG3 recommends that the following research questions should be addressed in order to improve the evidence relating to one to one interventions in the UK. 

1. What are the most effective and cost-effective methods of – and tools for – identifying individuals at high risk of STIs and under 18 conceptions? 

2. What are the key characteristics of an effective and cost-effective one to one discussion to reduce STIs and under 18 conceptions among people who engage in high risk behaviour? 

3. What is the relative effectiveness and cost effectiveness of one to one interventions delivered by different health professionals and in different settings? 

4. In the UK, what are the most effective and cost-effective methods of contacting, testing and treating partners of patients who have an STI, particularly those engaged in high risk behaviour? 

5. What utility scores should be applied to individuals with STIs and women who conceive under 18 to generate QALYs [Quality Adjusted Life Years] for use in cost-effectiveness analysis?

Gaps in the evidence
Based on an assessment of the evidence, stakeholder comments and fieldwork, NICEPHIG3 identifies the following evidence gaps/needs in relation to the one to one interventions under examination, in respect of the UK in particular.

1. More rigorous evaluation of the effectiveness and cost effectiveness of one to one interventions to prevent STIs (including HIV) and under 18 conceptions in the UK.  Studies should be sufficiently powered to detect a reduction in STI infections and conceptions.  They should include the following:

· interventions by different health professionals in different settings (for example, in schools, youth and outreach settings) 

· peer led interventions 

· interventions aimed at vulnerable groups. 

2. A comparison of the relative effectiveness and cost effectiveness of one to one and group interventions aimed at reducing STIs and unintended teenage pregnancies. 

3. An evaluation of the most effective and cost effective ways of communicating sexual health information to young people and the wider public.  In particular, an assessment of effective and cost effective ways of addressing the stigma and discrimination surrounding sexual health issues. 

4. An evaluation of the relative effectiveness and cost effectiveness of proactive and opportunistic screening to detect, prevent and reduce chlamydia. 

5. An evaluation of the relative effectiveness and cost effectiveness of different methods of partner notification. 

6. Generation of QALYs for use in cost-effectiveness analysis by deriving utility scores for individuals with STIs and for underage conception.  Utility scores need to be quantified for the UK population as a whole and among high risk groups (for example, for re-infection and multiple infection rates and the incidence of other health complications). 

7. Studies to reflect the effects of onward transmission of STIs, using dynamic (rather than static) modelling to capture re-infection rates and further health consequences. 



	HS Comments/Conclusions on Recommendations for Research, and evidence gaps:

1. The Recommendations for Research and identified evidence gaps/needs are supported.  It is considered important to highlight the need for more evidence in relation to meeting specific needs of particularly vulnerable groups (see under ‘Groups covered’ in ‘Scope of the Guidance’ in this Commentary), including evidence concerning access to services.  This sort of evidence is necessary not only to inform action aimed at reducing inequalities in sexual health but also to help safeguard against possible widening of such inequalities. 
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· Ms Shirley Fraser, Health Improvement Programme Manager (Sexual Health), NHS Health Scotland

· Ms Nuala Healy, Health Improvement Programme Manager (Young People), NHS Health Scotland

· Ms Cathy Magee, Health Improvement Delivery Co-ordinator, Public Health and Wellbeing Directorate, Scottish Executive
· Ms Dona Milne, Project Manager, Healthy Respect 

· Mr David Pattison, Specialist Public Health Adviser, Chief Medical Officer Directorate, Scottish Executive
· Ms Lorna Renwick, Health Improvement Programme Manager (Health Service) NHS Health Scotland
· Dr Lisa Williamson, Research Scientist, MRC Social and Public Health Sciences Unit, Glasgow

In addition, thanks are due to Dr Harpreet Kohli, Medical Advisor, NHS Quality Improvement Scotland, for advice on particular aspects of the Commentary.

Appendix 2

Project RESPECT and EXPLORE intervention models

Project RESPECT

This comprised brief or enhanced counselling sessions.  The brief intervention consisted of two, 20 minute, client-focused interactive sessions with a counsellor.  It involved negotiating an acceptable and achievable risk-reduction plan that focused on condom use.  The enhanced counselling consisted of four interactive sessions with a counsellor, based on the theory of reasoned action.  The sessions took place over a 2 week period.  The first lasted 20 minutes, the remainder were 60 minutes long. They involved negotiating a long-term plan for behaviour change.  The aim was to ensure condoms were consistently used.  Both types of counselling helped change the attitudes and self-efficacy (determining intention) of women who attended.  Only the more intensive counselling was effective for men.  The models of behaviour change underpinning Project RESPECT were the social cognitive theory and the theory of reasoned action. 

EXPLORE 

The intervention consisted of 10 core counselling modules delivered at one to one counselling sessions, over a 4–6 month period.  Typically, one module was delivered per session.  After the initial 10 modules, maintenance sessions were delivered every 3 months.  The intervention was designed to address the individual, interpersonal and other factors associated with risk taking by some men who have sex with men.  These factors include: the greater pleasure derived from risky sexual behaviour; negative mood states; communication difficulties; social norms that encourage misperceptions of risk and risk taking; use of alcohol or recreational drugs; and life events and environments that are catalysts for risk taking.  The intervention was carried out by counsellors who had completed the required 40 hours of training specified by the intervention protocol. 
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