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Clinical Question
Which interventions are effective in prevent-
ing unintended adolescent pregnancy and its 
antecedent risk behaviors? 

Evidence-Based Answer
Among adolescents, educational interven-
tions increase reported condom use at most 
recent intercourse (number needed to treat 
[NNT] = 21; Strength of Recommenda-
tion [SOR]: B, based on inconsistent or 
limited-quality patient-oriented evidence), 
whereas contraceptive-promoting interven-
tions increase use of hormonal contracep-
tion (NNT = 5; SOR: A, based on consistent, 
good-quality patient-oriented evidence). 
Combining these interventions lowers the 
risk of unintended pregnancy compared 
with existing conventional population-wide 
activities alone1 (NNT = 25; SOR: B, based 
on inconsistent or limited-quality patient-
oriented evidence).

Practice Pointers
Unintended adolescent pregnancy is asso-
ciated with adverse physical and psycho-
logical outcomes for mother and child, lower 
lifelong socioeconomic and educational 
achievement, and higher medical costs.2 
Births among adolescents have been decreas-
ing over time in most countries, includ-
ing the United States, primarily because of 
lower rates of sexual activity and higher 
rates of contraception use.2-4 However, the 
rate of unintended adolescent pregnancy 
in the United States is higher than in many 
other industrialized countries and dispro-
portionately affects minority and impover-
ished youth.3,4

This Cochrane review included 53 trials 
with 105,368 adolescents across community, 
home, school, and clinic settings in varied 

cultural and economic contexts.1 Unin-
tended pregnancy was significantly reduced 
over medium- and long-term follow-up peri-
ods among participants who were random-
ized to receive a combination of educational 
and contraceptive-promoting interventions 
compared with those who received stan-
dard sex education, general counseling, or 
no intervention (relative risk [RR] = 0.66; 
95% confidence interval [CI], 0.5 to 0.87; 
NNT = 25; 95% CI, 17 to 67; n = 1,905). 
However, among those receiving multiple 
interventions, the evidence was inconclu-
sive regarding rates of sexually transmit-
ted infections, use of birth control, and 
abortion.

In cluster randomized controlled trials, 
the authors found that participants who 
had received educational interventions (e.g., 
health education by the parent or peers) were 
more likely to have used condoms at their 
most recent intercourse than those who had 
not received that education (RR = 1.18; 95% 
CI, 1.06 to 1.32; NNT = 21; 95% CI, 12 to 
63; n = 1,431). Education alone did not delay 
the initiation of sexual intercourse com-
pared with control interventions, and rates 
of unintended pregnancy were not reported 
in those studies. Furthermore, individual 
randomized controlled trials demonstrated 
that adolescents who were encouraged to use 
contraception were more likely to use hor-
monal contraception than those who did not 
receive that intervention (RR = 2.22; 95% 
CI, 1.07 to 4.62; NNT = 5; 95% CI, 2 to 91; 
n = 3,091). Within the analyses, variability 
among studies and lack of direct compari-
sons precluded identification of the most 
effective intervention within each strategy.

The Centers for Disease Control and Pre-
vention recommends that clinicians broadly 
and confidentially inquire about adolescents’ 
reproductive health care needs and offer 
services at every encounter.5 This Cochrane 
review provides additional evidence that 
education and concurrent information 
about contraception can decrease the risk of 
unintended adolescent pregnancy.1 
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The practice recommendations in this activity are avail-
able at http://www.cochrane.org/CD005215. 

EDITOR’S NOTE: The numbers needed to treat reported in 
this Cochrane for Clinicians were calculated by the AFP 
medical editors based on raw data provided in the origi-
nal Cochrane review.

The views expressed in this article are those of the 
authors and do not reflect the official policy or position 
of Fort Belvoir Community Hospital, the Departments 
of the Air Force or Navy or their respective Medical 
Departments, the Department of Defense, or the U.S. 
government.
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Clinical Question
In patients with chronic kidney disease 
(CKD), does altering dietary salt intake affect 
risk factors or delay cardiovascular or renal 
complications?

Evidence-Based Answer
Reducing salt intake lowers blood pressure 
and reduces proteinuria in patients with 
CKD, but there is no evidence to determine 
whether lowering salt consumption leads to 

clinically significant reductions in end-stage 
renal disease, cardiovascular events, or all-
cause mortality.1 (Strength of Recommenda-
tion: C, based on a review of limited, though 
consistent, high-quality disease-oriented 
studies.)

Practice Pointers
CKD is a progressive condition often encoun-
tered by family physicians; it is both a com-
plication of commonly encountered disease 
(e.g., hypertension, diabetes mellitus)2 and 
an independent risk factor for cardiovascular 
disease.3 Patients with end-stage renal disease 
incur dramatically higher costs of care4 and 
have markedly increased mortality.5 Reli-
able interventions that may delay or prevent 
progression of CKD have not been fully 
elucidated. Restriction of dietary sodium 
(salt) intake is often recommended in these 
patients. This review sought to evaluate the 
benefits and harms of this intervention in 
patients with CKD.

The authors identified eight random-
ized controlled trials of parallel or cross-
over design that compared salt-restricted 
to higher-salt diets in 258 participants.1 
Some of the studies provided supplemen-
tal salt tablets to achieve a high-salt diet, 
and others used dietary counseling as the 
intervention for the low-salt diet. Patients 
on a low-salt diet had a reduction in blood 
pressure, with an effect size comparable to 
that of a single antihypertensive medica-
tion. Systolic blood pressure was reduced by 
9 mm Hg (95% confidence interval, 6 to 11) 
and diastolic blood pressure was reduced by 
4 mm Hg (95% confidence interval, 2 to 5).

The two studies conducted in patients with 
more advanced kidney disease (one study in 
patients receiving dialysis and one study in 
patients following transplant) showed simi-
lar results. Other biomarkers were assessed 
as secondary outcomes; only proteinuria 
showed consistent improvement with salt 
restriction, with relative risk reductions 
ranging from 21% to 49% across studies.

This review does not provide long-term 
evidence that reduced salt intake affects 
cardiovascular mortality or progression 
of kidney disease, because it was limited 
by the small number of studies of rela-
tively short duration (one to 26 weeks) 
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and heterogeneity among patient popula-
tions. Only two of the included studies 
assessed harms of salt reduction and found 
a nonsignificant increase in symptomatic 
hypotension. Other studies have found an 
increased risk of hospitalization and mor-
tality associated with long-term sustained 
salt-restricted diets.6

This review is consistent with the cur-
rent state of knowledge that salt restriction 
has a positive effect on disease-oriented 
markers such as blood pressure and pro-
teinuria. Long-term effects of sustained 
dietary salt restriction are unknown. The 
general lack of data is reflected in the het-
erogeneity of dietary recommendations. The 
National Kidney Foundation recommends 
that dietary sodium intake be limited to less 
than 2,400 mg per day in patients with CKD 
and hypertension.7 A more recent clinical 
practice guideline issued by Kidney Dis-
ease: Improving Global Outcomes recom-
mends lowering sodium intake to less than 
2,000 mg per day in patients with CKD.8 
Future work should be directed at clarifying 
the long-term effects of reduced salt intake 
and its desired effect on delaying progres-
sion of CKD to end-stage renal disease.

The practice recommendations in this activity are avail-
able at http://www.cochrane.org/CD010070.
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