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ABSTRACT
Objectives: To understand young people’s expectations of, and experience with sexual
healthcare in New Zealand. Methods: Online survey of 15–24 year olds in a region with high
socioeconomic deprivation, with selected outcomes compared for M�aori and Europeans.
Results: Of 500 respondents, 60% had received sexual healthcare (74.3% in general practice)
and 81% were happy with care received. Fewer M�aori and people not in education, employ-
ment, or training reported positive experiences of sexual healthcare on arrival and in the
consultation. Conclusions: Findings highlight the need for equitable delivery of youth-
friendly, culturally safe, sexual and reproductive healthcare in general practice settings.
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Introduction

To maintain good sexual health and wellbeing,
young people need universal access to culturally
safe, nonjudgmental healthcare that meets their
unique needs as individuals (Curtis et al., 2019;
World Health Organisation, 2017). Young people
are known to face barriers to healthcare access
generally (Health Quality & Safety Commission
New Zealand, 2019; Matich et al., 2015; Peiris-
John et al., 2020), so services and staff need to be
approachable and actively support young people
to develop independent health-seeking skills
(Tylee et al., 2007). Young people accessing care
for their sexual and reproductive health (SRH)
may experience additional complexities due to
persistent societal negative attitudes surrounding
disclosure of sexual activity and stigma surround-
ing sexually transmitted infections (STIs) (Bender
& Fulbright, 2013; Cunningham et al., 2002;
Denison et al., 2017; Kennedy et al., 2013; Morris
& Rushwan, 2015). Patient satisfaction with sexual
healthcare service provision is determined by fac-
tors related to accessibility, acceptability, effective-
ness and confidentiality (Hathorn et al., 2011;
Weston et al., 2010). These factors are also among
those deemed to be important indicators of

“youth-friendly” healthcare by the World Health
Organization (World Health Organization, 2012).

Past research (Denison et al., 2018; Turner et
al., 2017; Tylee et al., 2007) has found fear that a
sexual health visit will not be kept confidential,
and real or perceived stigma and discrimination
from health providers can prevent young people
seeking care or revealing the actual reason for
presentation when they do present (e.g., possible
STI symptoms). Stigma, discrimination, and impli-
cit or unconscious biases held by clinicians are
internationally recognized as impacting on sexual
healthcare provision particularly for marginalized
groups and indigenous populations (FitzGerald &
Hurst, 2017; MacLean, 2018). For these reasons, it
is often young, gender and sexuality diverse, indi-
genous (M�aori in the case of New Zealnd [NZ]),
and young people not in education, employment,
or training (NEET) who are among those facing
challenges accessing acceptable sexual healthcare,
and who are disproportionately affected by nega-
tive sexual health outcomes (Clark et al., 2020;
Tipene & Green, 2017).

The inability to routinely access SRH services
can have serious short- and long-term health and
wellbeing consequences. For example, inability to
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access contraception or a preferred method of
contraception influences the ability to avoid,
plan, or space pregnancies. Unwanted hormone-
related side effects or troublesome bleeding pat-
terns associated with nonpreferred contraceptive
methods can reduce quality of life and result in
method discontinuation (Polis et al., 2018).
Without early access to sexually transmitted
infection (STI) information, testing, and treat-
ment, bacterial infections like chlamydia and
gonorrhea can lead to adverse reproductive, preg-
nancy, and neonatal outcomes and can facilitate
the transmission of HIV and HPV (World
Health Organization, 2016). In NZ, SRH services
are delivered in a range of settings, but most
often in primary care or general practice clinics.
M�aori and Pacific health clinics, Family Planning
clinics, Youth One Stop Shops, and student and
school health clinics also provide SRH services.
Appointment costs for SRH visits vary by patient
age within and between services but are often
free in general practice for under 20-year-olds,
and free for under 22-year-old NZ residents in
Family Planning clinics that are available in 15
cities and towns. For “older” young people, costs
may be up to NZ$45 (approximately USD33).
Specialist sexual health clinics are mostly located
in main cities (or in smaller towns with limited
hours), offering free consultations but some pri-
oritize higher risk groups and not all offer
contraceptive services, so specialist sexual health
clinics provide for only small proportions of
young people’s SRH needs.

Currently, there is a lack of data about the extent
to which SRH care aligns with young people’s
expectations of youth-friendly healthcare in NZ.
The present study surveyed 15–24 year olds about
their expectations and experience of sexual health-
care with responses compared for M�aori and
European ethnic groups. The survey was under-
taken in the Hawkes Bay region in the North
Island of NZ which is home to a high proportion
of people living in areas of greater deprivation
(Ministry of Health, 2021). NZDep2018 is an area-
based measure of deprivation where Quintile 1
(NZDep scores 1–2) is a low deprivation commu-
nity and Quintile 5 (NZDep scores 8–10) a high-
deprivation community (Atkinson et al., 2019).
Just over half the Hawkes Bay population live in

the two most deprived quintiles, whereas in the
Wellington region in the lower North Island, over
half the population lives in the two least deprived
quintiles (Ministry of Health, 2021). Hawkes Bay
has a higher than average proportion of M�aori �
37% of people aged 15–24 are M�aori compared
with 21% of 15–24 year olds in NZ overall
(Statistics New Zealand, 2021). The region includes
two cities, a number of smaller towns and rural set-
tlements and has around 27 general practices serv-
ices, one Youth One Stop Shop, one sexual health
clinic (but no Family Planning clinic). Hawkes Bay
has disproportionately high population rates of
chlamydia and gonorrhea than many other regions
in New Zealand (Environmental Science &
Research Ltd, 2021), so it is particularly important
to know whether SRH service provision is meeting
the needs of young people in this area.

Materials and methods

Participants and recruitment

Survey respondents were recruited via social
media advertising (Facebook and Instagram) over
five weeks (during August–October 2020).
Sponsored posts were presented to people meet-
ing the inclusion criteria (15–24 years and resi-
dent in Hawkes Bay, NZ). The text on the
advertisement read “Hawkes Bay 15–24 year olds.
Share your views.” The image included a graphic
of four young people, with a rainbow colored
wash, M�aori artwork and a University logo in the
background. The tagline read “Tell us what you
think about health care for young people and be
in to win $100! (USD72), 5–10min anonymous
survey.” Sexual healthcare was only mentioned
once people clicked through to the information
sheet as we wanted to hear from people who had,
and had not previously accessed care for their
sexual health. The information sheet stated that
participants had the chance to enter a prize draw
for one of three NZ$100 cash prizes by sending
an email to the researchers asking to be entered
into the draw once the survey was complete (an
email link was provided at the end of the survey).
We ran two prize draws and sent a total of six
people one NZ$100 voucher each (upon receipt
of their name and a Hawkes Bay postal address).
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Ethical approval was granted by the University of
Otago Human Ethics Committee Health (ref
H19/154).

Sample size
A sample of at least 370 participants was deemed
necessary to provide a 5% margin of error (ie a
confidence interval of ±5 percentage points
around the proportion of responses to a given
survey item). The target demographic group
included an estimated 24,000 individuals who
met the inclusion criteria. Sample size calculation
performed using the sample size for a descriptive
study function on OpenEpi.com.

Survey development and data collection

This cross-sectional, descriptive survey included
questions that were customized for the current
study but drew on past research (Bender &
Fulbright, 2013; Howarth et al., 2017; Mazur et
al., 2018; Sutcliffe et al., 2011; Weston et al.,
2010). To ensure the survey was appropriate for,
and relevant to, the target study population, the
draft questionnaire was reviewed by two focus
groups (12 males, eight females, aged 14–24 years,
including M�aori) who were given NZ$20
(USD15) vouchers for their contribution.
Questions and response options were modified
following focus group feedback. The recruitment
strategy, advertisement image and wording fol-
lowed recommendations provided by the groups.

The survey was delivered using the Qualtrics
online survey platform, with questions formatted
as multiple choice, Likert/rating scales, and matri-
ces. Questions that led to branching required a
response to continue, but otherwise respondents
could skip questions they did not wish to answer.
Respondents were asked about access to sexual
healthcare (when and where they had been, rea-
sons for choice of place for sexual healthcare), the
importance of factors describing attributes of the
staff/clinic, access and consultation, and overall
satisfaction and experience of sexual healthcare.
Near the beginning of the survey, sexual health was
defined as including “talking about staying safe
when sexually active, sexually transmitted infec-
tions (STIs), an STI or symptom check, contracep-
tion or anything else you think is related to your

sexual health and wellbeing.” Demographic infor-
mation was collected at the end of the survey
including age, gender, self-identified ethnicity, sex-
ual orientation, education/employment status and
place of residence. Potential respondents who
clicked on the advertisement link were taken to the
information sheet describing the study that
included the statement “Agreement to take part
(consent): starting the survey will tell us that you
agree to take part. You can stop the survey at
any time.”

Data cleaning and analysis

Data were exported into Microsoft Excel for col-
lation and analysis. A number of measures were
undertaken to check the legitimacy of responses.
IP addresses (that are unique to a computer or
device) were checked for duplication, and the
geolocation of responses reviewed. The patterning
of responses was checked to ensure they told a
logical story, and free text fields (not reported on
here) checked for random keystrokes and
inappropriate comments that might indicate
“mischievous responders.” Survey completion
time was checked for outliers. Emails sent by par-
ticipants wishing to enter the prize draw were
reviewed for duplication and those randomly
drawn for one of six prizes were asked to provide
a name and postal address.

Responses were reviewed for completeness and
a decision made to include partially completed
surveys only if the first block of questions in
each branch (4–5 items) had been answered in
full. Demographic data were re-coded by combin-
ing selected responses, for respondents reporting
more than one ethnic group, ethnicity was re-
coded using prioritization as per standardized
protocols (Ministry of Health, 2017). Response
frequencies were tabulated with number, percen-
tages and 95% confidence intervals (CI) calcu-
lated where appropriate. Cross-tabulated tables
were populated for selected questions to compare
responses by demographic characteristics (pri-
marily ethnicity, but also employment/education,
gender and sexuality diversity). Chi-square tests
for significance were performed for post hoc
comparisons between demographic groups (with
p values reported in results where relevant). All
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statistical tests were performed using R 4.0 (R
Institute, Vienna, Austria).

Results

Participant characteristics and survey completion

The advertisement received 1,187 clicks, and of
those who clicked through to the survey, 560
submitted a partially or fully completed survey
(47.2%). Fully completed surveys were received
from 439 individuals (78.4%, 469/560), and 121
were partially completed (of which 61 were suffi-
ciently complete to be included in the analysis),
resulting in a total sample of 500 respondents.
Around half the respondents (277) asked to be
included in the prize draw. Following completion
of checks for response legitimacy, we were satis-
fied that responses included in the sample for
analysis represented those of respondents who
had participated with good intent. None of the
completed surveys violated checks for duplica-
tion, ineligibility (location), or response pattern-
ing. Denominators varied for individual questions
due to the inclusion of incomplete surveys, the
branched nature of the survey and participants’
ability to skip questions. The majority of
respondents who reached the end of the survey
completed all of the questions they were pre-
sented with (that is, few questions had miss-
ing data).

Table 1 presents the characteristics of the 500
respondents, together with the number and pro-
portion (95% CI) who had ever received sexual
healthcare. Survey respondents were spread
across the study region, with 58.8% identifying as
female, a quarter self-identified as M�aori (25.4%),
42.6% were in school or studying, 39.4% in
employment and 13% were NEET. Of those who
answered gender identity and sexual orientation
questions, 21.4% of participants were lesbian, gay,
bisexual, transgender, queer (LGBTQþ) (107/
500). Around 11% of respondents included in the
analysis did not reach the end of the survey so
did not provide any demographic data.

Receipt of sexual healthcare

Sixty percent of all respondents had ever received
sexual healthcare (see Table 1). Significant

differences in characteristics of those who had
received sexual healthcare were observed. Older
respondents, females, M�aori, and those NEET
were more likely to report experience of sexual
healthcare. For a third of the sample, sexual
healthcare was accessed in the past 3-months
(32.7%, 98/300), 19.7% within 3–6-months (59/
300), 23% within 6–12-months (69/300), 22%
over 12-months ago (66/300), and 2.7%
responded “don’t know” (eight people).

Accessing services and choice of clinic

The majority of participants (74.3%, 223/300)
went to a general practice clinic for their sexual
healthcare. Small proportions went to the sexual
health service (8.7%, 26/300), a school or student
health service (8.7%) the youth health clinic
(3.7%), after-hours primary care clinic (1.0%), the
hospital emergency department (1.3%).

Reasons for choice of clinic
The majority of respondents reported that they
went to (or in the case of those who had not yet
accessed sexual healthcare, would want to go to)
the same place for all their healthcare needs
including sexual health (72.6%, 363/500). This
finding did not differ between M�aori and
European participants. A higher proportion of
LGBTQþ participants who had not before
received any care for their sexual health, indi-
cated they would not want to go to their usual
healthcare provider for sexual health in the future
(41%, 16/39 versus 21%, 31/144 of the heterosex-
ual/cisgender group, p< .05). For those who indi-
cated they prefer to go somewhere different for
their sexual health (26.6%, 133/500), reasons
relating to ease of access were common, with
45.1% selecting because its free (60/133), 26.3%
because it’s easier to get to (35/133) and 31.6%
because its quicker to get an appointment (42/
133). Privacy reasons were also commonly
selected, 43.6% indicated they don’t want to talk
to their usual nurse/doctor about their sexual
health (58/133), 19.5% don’t want to go where
their family go (26/133) and 15% don’t want to
see people they know in the waiting room (20/
133). Factors relating to staff at their preferred
place for sexual healthcare included: they’re
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nonjudgmental (19.5%, 26/133), the staff know
more about sexual health (26.3%, 35/133), and
the staff are more welcoming of gender and sexu-
ality diverse young people (18.8%, 25/133).

Factors deemed important when accessing
sexual healthcare

Respondents were asked to rank the importance
of various positive aspects of service provision

relating to staff/clinic, access and consultation
attributes (see Figure 1). Items most frequently
ranked as very important (by two thirds or more
participants) included trusting their discussion is
confidential, staff being welcoming of different
genders, sexualities and cultures and seeing staff
that understand young people. Those less often
ranked by the majority as being important
included seeing staff that know you, that are the
same ethnicity or in the same age group and

Table 1. Demographic characteristics of all survey respondents (n¼ 500), and numbers (%, 95% CI) who had
ever received sexual healthcare.

Total sample Ever received sexual healthcare

Characteristics n % n % 95% CI

Total 500 100 300 60.0 [55.6�64.3]
Age
15–17 years 151 30.2 42 27.8 [20.8–35.7]
18–21 years 147 29.4 100 68.0 [59.8�75.5]
22–24 years 149 29.8 121 81.2 [74.0�87.1]
Not stated 53 10.6 37 69.8 [55.7�81.7]

Ethnicity (prioritized)
M�aori 127 25.4 87 68.5 [59.7�76.5]
Pacific 14 2.8 9 64.3 [35.1�87.2]
Europeana 281 56.2 158 56.2 [50.2�62.1]
Asian 18 3.6 6 33.3 [13.3�59.0]
Middle Eastern, Latin American, African 4 0.8 2 50.0 [6.8�93.2]
Not stated 56 11.2 38 67.9 [54.0�79.7]

Genderb

Female 294 58.8 214 72.8 [67.3�77.8]
Male 138 27.6 42 30.4 [22.7�38.6]
Transgender and gender diverse 11 2.2 4 36.4 [10.9�69.2]
Not stated 57 11.4 40 70.2 [56.6�81.6]

Sexual orientation
Heterosexual or straight 315 63 180 57.1 [51.3�62.6]
Bisexual 72 14.4 50 69.4 [57.5�79.8]
Gay or lesbian 27 5.4 13 48.1 [27.8�68.7]
Other 11 2.2 7 63.6 [32.3�83.7]
Don’t know 9 1.8 5 55.6 [21.2�86.3]
Not stated 66 13.2 45 68.2 [55.6�79.1]

LGBTQþc 107 21.4 68 63.6 [53.7�72.6]
Education/employment
School or studying 213 42.6 89 41.8 [35.6�49.4]
Working full/part-timed 197 39.4 135 68.5 [61.5�74.9]
Not in employment, education, or training 65 13.0 50 76.9 [62.5�84.5]
Caring for child(ren)/someone else 27 5.4 20 74.1 [62.6�95.3]
Not stated 58 11.6 40 69.0 [57.8�82.7]

Usual place for general healthcare
General practice 432 86.4 255 59.0 [54.2�63.7]
M�aori or Pacific clinic 11 2.2 7 63.6 [30.8�89.1]
School/student health clinic 25 5.0 13 52.0 [31.3�72.2]
Youth One Stop Shop clinic 13 2.6 10 76.9 [46.2�95.0]
After hours clinic 4 0.8 4 100 [47.3�100]
Emergency department 3 0.6 3 100 [36.8�100]
Other/Don’t know/Not stated 12 2.4 4 33.3 [9.9�65.1]

Sexual healthcare access
Ever tested for STIs 192 38.4 192 100 [98.5�100]
Ever treated for STIs 79 15.8 79 100 [96.3�100]

Note. STI¼ sexually transmitted infections.
aIncludes 277 NZ European and 4 “other European” groups.
bTransgender and gender diverse group includes: 2 transfemales, 3 transmales, 2 gender fluid, 1 gender apathetic and 3 did not fur-
ther define “gender diverse.”

cLGBTQþ is used as an umbrella term that includes individuals who identified with gender and/or sexual orientation sub-categories
including lesbian, gay, queer, bisexual, and/or transgender or gender diverse (note we did not ask participants whether they identi-
fied as “LGBTQþ”).

dPeople in job training or apprenticeships are included with those in full/part-time work. Respondents could select more than one
option here so column percentages sum to more than 100%.
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being able to access phone or video (telehealth)
appointments.

When comparing responses for M�aori and
European participants (see Table 2), M�aori were
significantly more likely than European respond-
ents to rank selected items as being very import-
ant including access-related factors (turning up

without an appointment, being easy to get to and
open after hours). A number of staff/clinic-related
factors were more often ranked by M�aori than
European as being very important. Those that
reached statistical significance included being set
up for young people with disabilities, staff that
know you and who are the same ethnicity as you

Table 2. Comparison of M�aori and European respondents ranking statements describing aspects of care as “very important.”

Aspect of care

M�aori (n¼ 127) European (n¼ 281)

p valuen % 95% CI n % 95% CI

Staff/clinic factors
Welcomes people of different genders, sexualities and cultures 105 82.7 (75.0�88.8] 214 76.2 (70.7�81.0] .178
Is set up for young people with disabilities 92 72.4 (63.8�80.0] 164 58.4 (52.4�64.2] .009
Staff understand young people 87 68.5 (59.7�76.5] 182 64.8 (58.9�70.3] .532
You can see someone of the same gender as you 57 44.9 (36.1�54.0] 106 37.7 (32.0�43.7] .208
The staff know you 22 17.3 (11.2�25.0] 22 7.8 (5.0�11.6] .007
Some staff are the same ethnicity as you 20 15.7 (9.9�23.3] 17 6.0 (3.6�9.5] .003
Some staff are in the same age group as you 12 9.4 (5.0�15.9] 12 4.3 (2.2�7.3] .067

Access factors
Appointments are free 72 56.7 (47.6�65.5] 131 46.6 (40.7�52.6] .076
You can take a friend/partner/support people 70 55.1 (46.0�63.9] 119 42.3 (36.5�48.4] .022
The clinic is easy to get to 56 44.1 (35.3�53.2] 94 33.5 (28.0�39.3] .051
It is open “after hours” or at the weekend 47 37.0 (28.6�46.0] 69 24.6 (19.6�30.0] .014
Gives out free condoms 47 37.0 (28.6�46.0] 91 32.4 (26.9�38.2] .423
Doesn’t keep you waiting too long 46 36.2 (27.9�45.2] 75 26.7 (21.6�32.3] .067
You can turn up without an appointment 40 31.5 (23.5�40.3] 56 19.9 (15.4�25.1] .015
Phone/video appointments are offered 25 19.7 (13.2�27.7] 40 14.2 (10.4�18.9] .212

In the consultation
What you say is kept confidential 114 89.8 (83.1�94.4] 255 90.7 (86.7�93.9] .896
Doesn’t rush you through the appointment 86 67.7 (58.8�75.7] 158 56.2 (50.2�62.1] .037
Offers good advice about safe sex 77 60.6 (51.6�69.2] 169 60.1 (54.2�65.9] 1.00
Staff ask you if you’re safe at home 74 58.3 (49.2�67.0] 129 45.9 (40.0�51.9] .027

Figure 1. Perceived importance of factors related to access, the staff/clinic and the consultation when receiving sexual healthcare.
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(p< .05). Higher proportions of LGBTQþ young
people ranked confidentiality as “very important”
(104/107, 97% versus 293/336, 87% of heterosex-
ual/cisgender young people, p< .05). Similarly,
91% (97/107) of LGBTQþ young people ranked
staff who were welcoming of different genders,
sexualities and cultures as very important (versus
250/336, 74% of heterosexual/cisgender young
people, p< .05).

Experience of sexual healthcare

Figure 2 presents the frequency (proportions)
with which participant’s experiences aligned with
each of 12 statements describing positive aspects
of care. Overall, the collective experience of the
300 young people who had received sexual
healthcare was positive, with three quarters or
more reporting that care was always or usually as
described in statements presented, with the
exception of having enough time to talk about
everything (72.7% always or usually experi-
enced this).

To determine whether experiences of care dif-
fered between demographic groups, proportions of
always and usually responses (combined) were
compared by ethnic group, gender/sexual identity
and education/employment status. No statistically
significant differences were observed by gender/sex-
ual identity on any of the statements when always

and usually responses were combined. However
proportionately fewer LGBTQþ participants
reported that reception staff were always welcoming
(42.7% versus 51% of the heterosexual/cisgender
comparison group), and fewer always trusted what
they said would be kept confidential (68.7% versus
75% for the comparison group). Table 3 presents
the results of comparisons by ethnic group and
education/employment status. M�aori were signifi-
cantly less likely than European participants to
always or usually experience care described in most
of these statements. Differences that reached statis-
tical significance included fewer M�aori always or
usually: feeling welcomed by reception staff, having
their name pronounced correctly, and feeling the
nurse/doctor understood their needs (p< .05).
Young people who were NEET were less likely to
respond always or usually on many of the state-
ments compared with those who were employed/in
education or training. Note that M�aori were over-
represented in this group with half of those in the
NEET group self-identifying as M�aori.

Overall satisfaction with sexual
healthcare received

When asked to rate overall satisfaction with sex-
ual healthcare on a “happy face” slider scale, 81%
of participants were happy overall (28.7% [86/
300] were very happy, and 52.3% [157/300] were

Figure 2. Frequency (%) with which respondents “always” or “usually” experienced positive aspects of sexual healthcare described
in statements presented.
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happy). Ten percent gave their experience a neu-
tral rating (31/300), 4.7% were unhappy (14/300),
and only one person was very unhappy. Eleven
people did not answer the question. Respondents
who were neutral or unhappy (n¼ 45) were more
likely to have selected never in response to one
or more of the items describing positive aspects
of care (i.e. those in Figure 2 and Table 3).
Proportionately fewer M�aori (78.2%, 95% CI
[68.0, 86.3]) than European (84.8%, 95% CI
[78.2, 90.0]) gave very happy/happy ratings (but
overlapping confidence intervals suggest these
percentage differences did not reach statistical
significance). Fewer participants in the NEET
group (72%, 95% CI [57.5, 83.8]) than those in
education/employment (84.3%, 95% CI [78.7,
89.0]) rated their overall experience(s) as happy/
very happy.

Discussion

The majority of young people surveyed in the
study region reported positive experience(s) of
sexual healthcare in general practice. Just over
half of all respondents were always able to get to
services easily, with another third usually able to
do so. Generally speaking, for the majority of
participants, their experience aligned with their
expectations of SRH care, but for the minority of
young people who less often had positive experi-
ences, M�aori and young people NEET were over-
represented. Young M�aori less often reported
feeling welcomed by reception staff, having their
name correctly pronounced, and feeling that the
nurse/doctor understood their needs. Similarly,
young people NEET reported fewer positive expe-
riences than their peers who were in employ-
ment/education. M�aori participants were more
likely to place greater importance on factors
related to ease of access than European, yet fewer
reported being able to access sexual healthcare
easily. Similarly, young people NEET were less
often able to easily access sexual healthcare com-
pared to those in employment/education.

A concerning finding was that proportionately
fewer M�aori reported feeling welcomed when
attending healthcare services. Poor experience(s)
with health services can impact on subsequent
health-seeking behavior for any health issue: if aTa
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young person feels the staff were not friendly
toward them, they may decide not to return
(Tylee et al., 2007). It is therefore particularly
important that all staff in the practice, including
receptionists, are welcoming and approachable
(with provision of appropriate training if neces-
sary) (Turner et al., 2017). Although only a small
number of participants were NEET, M�aori were
overrepresented in this category, highlighting the
multiple forms of disadvantage and discrimin-
ation some young M�aori face (Cormack et al.,
2020). Unfortunately, findings related to differen-
tial experience of healthcare by M�aori are not
unexpected, as the literature shows that young
people in more vulnerable groups including indi-
genous and youth NEET face more challenges
accessing health services in general as well as for
sexual healthcare (Clark et al., 2020; Peiris-John
et al., 2020; Tipene & Green, 2017). Although we
did not directly ask participants about their
experience of discrimination or racism, the differ-
ential experiences reported by young M�aori in
this study are suggestive of systemic racism.
Inadvertent perpetuation of systemic racism in
the NZ health system is increasingly being recog-
nized as negatively impacting on the way M�aori
are able to access services and the quality of care
they receive, with disadvantage seen throughout
their life course (Came et al., 2019; Cormack et
al., 2018; Health Quality & Safety Commission,
2019; Houkamau, 2016).

Aspects of care deemed most important to
young people surveyed included confidentiality
and staff being welcoming of different genders,
sexualities and cultures. It was encouraging to see
that nearly three quarters of respondents reported
always feeling that they trusted their consultation
was treated confidentially. This finding reinforces
the need for general practice teams to reassure
young people that it is clinic policy to maintain
confidentiality. Signs at reception, in the waiting
room and consultation room, together with ver-
bal reassurance in the consultation (and ideally
wider promotion via sexuality education and
advertising) would help to acknowledge this
important aspect of care (Hargreaves, 2011;
Patton et al., 2016). We saw that most survey
participants felt the nurse or doctor explained
everything well and understood what would

happen next. This positive finding suggests most
young people experienced good communication
from their health providers.

Although not addressed in the current study,
research in Australia showed that young people
want their nurse or doctor to ask about sexual
health even in consultations for other health
issues (Turner et al., 2017). This reflects an
understandable lack of confidence many young
people experience in raising the issue when in
need of sexual healthcare, and highlights the
importance of clinicians having good communi-
cation skills that are youth-appropriate, and being
proactive in prompting discussion of sexual
health and wellbeing. Participants in the recently
reported NZ Youth19 survey (a periodic national
survey of school-aged young people; Clark et al.,
2020; Peiris-John et al., 2020) placed importance
on knowing the clinician when accessing general
healthcare, something that wasn’t ranked as
highly by participants in our survey. This differ-
ence may be due to differences in age (our survey
included fewer people younger than 18, most of
whom did not yet have experience of sexual
healthcare), or different preferences for receipt of
sexual and general health needs.

Strengths of the study include the diverse
demographic characteristics of participants.
Although not a representative sample, we
achieved good participation by young M�aori and
other groups known to face challenges in access-
ing sexual healthcare (e.g., LGBTQþ and NEET;
Tipene & Green, 2017). We surveyed young peo-
ple in a region that has high proportions of
M�aori, higher proportions of people living in
greater deprivation, city, small town and rural
dwellers and few choices for SRH care. Our study
findings are likely to be at least partially general-
izable to the experience of young people in other
regions of NZ. Our recruitment method was both
a strength and weakness of the study. Use of
social media advertising allowed us to successfully
engage with diverse groups of young people as
has been shown in past research (Pedersen &
Kurz, 2016). However, we acknowledge those not
engaged with the social media platforms used to
recruit participants, and people without access to
a device, data or WIFI would have been excluded
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from participation (groups for whom accessing
healthcare may also be more difficult).

Other limitations of the study also relate to the
study sample. Despite attempts to increase the
proportion of males in the sample (by targeting
recruitment only to males in the final two weeks),
participation by males was lower than that of
females. This is a common limitation of health
research, and research using social media recruit-
ment (Whitaker et al., 2017). The sample was
self-selected so reflects the views of young people
willing to participate in research, and perhaps
who have more positive experiences to share than
those choosing not to participate. Some respond-
ents may have shared the survey details with
peer/friend groups leading to in-group responder
bias. This could mean the responses are not as
divergent as they would otherwise have been.

Measures taken to assess the legitimacy of
responses revealed no indication of fraudulent
responders, however we had no way to truly ver-
ify whether or not participants answered truth-
fully. The study sample was not sufficiently large
to detect as statistically significant small differen-
ces between the responses of demographic sub-
groups. This may account for the lack of
significant differences in the reported experiences
of LGBTQþ young people that might have been
expected based on past research. Alternatively, it
could be that the young people in this group had
generally received acceptable care when being
seen for their sexual health. The survey was kept
brief to maximize completion rates, so we did
not comprehensively cover all relevant aspects of
care, nor ask for specific information about the
nature of participant’s sexual healthcare needs.
Qualitative research with young people, particu-
larly young M�aori, would provide further insights
into their expectations and experiences of SRH
care that could help to shape future service deliv-
ery improvements.

These study findings reinforce the need to
ensure SRH care is delivered in a more equitable
way to young people, in ways that align with
WHO recommendations for youth-friendly care
(World Health Organization, 2012). Services that
have been specifically designed to meet the needs
of young people including Youth One Stop
Shops, student health and school clinics, as well

as those that specialize in SRH care (Family
Planning) are likely to perform better on many of
the youth-friendly aspects of care (Ministry of
Health New Zealand, 2009). Yet, there are only
11 Youth One Stop Shops and 23 Family
Planning services in NZ (one Youth One Stop
Shop but no Family Planning in our study
region). Furthermore, not all schools have health
services, so the majority of young people receive
SRH care in general practice. It is critical that
general practices are aware of their key role in
SRH service provision, and that they have the
skills, knowledge and youth-friendly attitudes to
foster engagement with young people in health-
care – for all types of consultation, including
sexual health (Patton et al., 2016). This may
require review of youth-friendly policies and
practices, and training in the provision of youth-
appropriate and culturally safe healthcare to
ensure they are effectively meeting the needs of
young M�aori and other vulnerable groups.
Adaptations and improvements in services would
ideally involve direct input from young M�aori to
help shape the delivery of positive healthcare
experiences that are currently being enjoyed by
their more privileged peers. This would be a
positive step toward addressing current inequities
in the SRH and wellbeing of young people in
New Zealand.
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