
Three studies reported findings regarding consistent

condom use (not shown).29,30,35 None of these three

showed statistically significant effects, although the

95% confidence intervals for the odds ratios were

very wide.

Other behavioralmeasures assessed in the studieswere

number of partners, sexual activity and incidence of STDs

(not shown). One study showed a clear reduction in the

risk of testing positive for chlamydia (odds ratio, 0.17;

95% confidence interval, 0.03–0.92),30 but another

found no impact on STD incidence.35 Aarons and col-

leagues reported an increase in the odds that female

adolescents hadnever had sex (1.88,1.02–3.47); no effect

was observed among males.25 Other studies failed to

show clear evidence of benefit in reducing the number of

regular or casual partners,26 recent partners31 or unin-

tended pregnancies.37

All 13 studies assessed knowledge, attitudes or inten-

tions (not shown). Twelve of the studies measured

knowledge of the information provided by peer educa-

tors, including information about STD symptoms, types

of contraceptives, how to use condoms, andmeans ofHIV

transmission and prevention;25–28,30–37 all but two32,33 of

these studies showed statistically significant improve-

ments in knowledge. Moreover, all 10 of the studies that

assessed attitudes and intentions reported positive

effects.25–29,31–33,35,37

DISCUSSION

This article provides an overview of peer-led sex educa-

tion interventions published in 1998–2005. Overall, we

found no clear evidence that peer-led sex education

promotes condom use or reduces the odds of pregnancy

or of having a new partner. However, study results were

highly heterogeneous, suggesting that there may be real

differences in the effects of interventions included in the

review. One study reported a statistically significant

reduction in chlamydia incidence,30 and another showed

an increase in the odds that female participants had never

had sex.25 Both studieswere randomized controlled trials

and fulfilled all but one of the methodological criteria

(blinding of the outcome assessors was not reported).

Most of the studies found positive effects on measures

of knowledge, attitudes and intentions. These results

should be viewed cautiously, however, as it was not always

clear how many variables were measured and whether

the length of time between intervention exposure and

outcome assessment was consistent among studies.

Another reason for caution is that the methodological

quality of studies was generally poor. Only 13 of 33

potentially eligible studies fulfilled the four basic method-

ological inclusion criteria. Even among the studies

included in the review, just three met all of Harden and

colleagues’ quality criteria.30,31,37 The low methodological

quality suggests the potential for bias in the study results.

No study addressed all of Harden and colleagues’

recommendations for the development and evaluation

of peer-led sexual health interventions. Although nearly

all of the studies examined the interventions’ applicability

to high-risk groups and their relative contribution to

broader health strategies, each of the remaining evalua-

tion criteria was met by fewer than half of the studies.

In general, thehigh level of heterogeneity across studies

was not reduced by subgroup analysis according to

quality criteria or fulfillment of Harden and colleagues’

recommendations, perhaps because different sources of

heterogeneity were acting in different directions. How-

ever, in the analysis by selection and recruitment process

for peer educators, four studies showed homogeneity

(I2=0).27,35–37 The peer recruitment methods used in

these four studies varied, so it is not clear why the studies

would be homogeneous. The finding could be a statistical

artifact and should be reassessed in future systematic

reviews.

Our review had a number of limitations. In making

adjustments for clustering, we used a conservative value

of rho; however, this did not influence themain findings, as

both the adjusted and the unadjusted 95% confidence

intervals of the odds ratio for condom use at last sex

included 1.0. Because of resource constraints, data in this

TABLE 4. Adjusted odds ratios (and 95% confidence inter-
vals) from randomized and quasi-randomized controlled
trials examining intervention effects on condom use at
last sex

Study No. of
subjects

Odds ratio

Agha and Van Rossem26 193 0.55 (0.12–2.47)
Borgia et al.27 653 1.03 (0.78–1.36)
Brieger et al.28 569 1.28 (0.63–2.60)
DiClemente et al.30 460 1.34 (0.56–3.17)
Smith et al.35 51 0.98 (0.29–3.26)
Speizer et al.36 816 0.99 (0.54–1.80)
Stephenson et al.37 2,112 1.00 (0.60–1.67)

All studies 1.04 (0.85–1.28)

Note: Odds ratios are adjusted for cluster effects.

FIGURE 1. Funnel plot of relationship between the log odds ratio of intervention
effect on condom use at last sex and standard error of log odds ratio

Note:From left to right: Borgiaet al.,27 Stephensonetal.,37 Speizer et al.,36Brieger et al.,28DiClementeet al.,30

Smith et al.35 and Agha et al.26
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