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We ‘have been slow to give adolescence the same
concentrated care that has gone into the study of the
baby and the young child’. ‘If as a society we are to
understand our adolescents instead of being
estranged from them, we have to catch up fast on
our ignorance of what life means to adolescents
today, and what the world looks like through their
eyes’.
James Hemming1

Abstract
A descriptive survey regarding adoles-
cents’ knowledge and use of local health
related services and service providers was
undertaken using a two stage probability
sample. Two hundred and fifty three
adolescents aged 14 and 15 years, attending
eight of the 16 mainstream secondary
schools in Stoke-on-Trent, England, were
randomly selected. They were interviewed
confidentially, using a semistructured
questionnaire. They had used various
service providers; knowledge of some local
health services was poor. The preferred
service provider varied with the nature of
the problem. Adolescents had clear views
regarding the nature of services they
would like to see provided. Factors the
adolescents associated with confidentiality
were identified. Adolescents need infor-
mation about local services. Issues they
associate with lack of confidentiality
should be addressed. Their preferences for
care must be taken into account in devel-
oping future services.
(Arch Dis Child 1997;77:115–119)
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Young people’s right of access to health related
services, and to express opinions about them is
enshrined in the United Nations Convention
on the Rights of the Child.2 Recent reports add
to the growing concern about the health of
young people today and the future health of
nations.3–7

According to the World Health Organisation
(1980),8 service provider may refer to an indi-
vidual, a team, parents, peers, doctors, teach-
ers, professionals, and non-professionals. The
service provided may be advice, education,
counselling, testing, medical, or others.
Adolescents may turn to informal service

providers for advice on health related issues,9 10

yet may not know where to go with a health
problem, or have diYculty getting health
related help or information.11 Additionally,
adolescents may forgo health care in some situ-
ations where confidentiality is not assured12;

little is known about how to overcome this
major barrier. Surveys frequently focus on spe-
cific service providers10 or settings,13 14 while the
wider range of services available to adolescents
is not addressed. The purpose of this study was
thus to explore services and service provision
for adolescents within its broadest context, and
from the perspective of the adolescents.
This study was conducted in Stoke-on-

Trent, where in common with other areas in
England, a wide variety of both formal and
informal services and service providers exist.
Young people may seek health advice through
formal services such as primary health care,
school or hospital based services, or young per-
sons’ advice centres. Other sources such as
family, peer group, teachers, social workers,
alternative practitioners, and the media may
also be consulted.

Methods
We carried out a descriptive study using a two
stage probability sample. Ethical approval was
obtained. A questionnaire, developed for the
purpose of data collection by interview, was
pretested in a pilot study. Where possible we
included questions validated by other
surveys.11 12 Three questions were repeated as a
check of reliability. We designed an evaluation
sheet to obtain the adolescents’ opinions about
the interview. Provision was made in the study
design for teenagers identified during the
course of their interview as requiring help.
Eight of the 16 mainstream secondary schools
in the city of Stoke-on-Trent were randomly
selected. One school declined to participate so
one further school was randomly selected. We
identified pupils aged 14 and 15 years between
1 April and 30 June 1994 from computerised
class lists and randomly selected 25%.
Parental and individual consent was sought

after highlighting the confidential and volun-
tary nature of the project. Reminder letters
were sent to those who did not return their
forms by the required date. Non-respondents
at one school were contacted by phone and
subsequently interviewed. Each adolescent was
interviewed in private at school by one of three
female doctors, all of whom had previous
experience of adolescent research. The first
interview session was used as a training session
and to ensure uniformity of procedures.
Responses to open ended questions were

recorded verbatim and coding categories sub-
sequently developed. At least three call backs
were made to each school, in an attempt to
minimise exclusions. Participants were invited
to complete an evaluation form after their
interview.
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DATA HANDLING AND ANALYSIS

Epi-Info version 5, a statistical system for
microcomputers was used for analysis. The
data were double entered as two independent
files and compared for discrepancies, which
were traced back to the original questionnaires
and corrected. The ÷2 test for comparing
proportions was used with Yates’s continuity
correction. DiVerences are reported as statisti-
cally significant where p<0.05.

Results
Four hundred and ninety nine pupils were eli-
gible for inclusion. Seventy two per cent (362),
returned their parental consent forms, and
75% of these parents (272), gave consent. No
adolescent in this group declined consent.
Nineteen subjects were not interviewed due to
repeated absences (14), being oV sick (3), or
having left the school (2). The original and
final samples had a similar distribution of sub-
jects by school. No significant diVerences were
found for three repeated questions using
McNemar’s test (p>0.05, p>0.1, p>0.1).

SAMPLE CHARACTERISTICS

There were 111 males and 142 females in the
sample. Due to protraction of the data
collection period, three pupils had turned 16
years by the time they were interviewed. The
majority of the sample were white British
(87%), and had no religion (60%). The distri-
bution of these variables by sex was broadly
similar (see table 1). Twenty nine per cent of
the sample said they had a health problem,
while 65% said they had a health worry. A wide
variety of health related problems and worries

relating to lifestyle and risk taking behaviour,
sexual and reproductive health, emotional and
related problems, and biological problems were
identified. Seventy per cent of the sample had
used tobacco, alcohol or drugs, either alone or
in combination.

KNOWLEDGE OF LOCAL SERVICES AND SERVICE

PROVIDERS

The majority knew their general practitioner by
name and or sight (92%). Fewer knew their
school nurse (54%) or their school doctor
(6%). Knowledge of the school nurse was
higher among those living in areas of high
(60%, n=136) or moderate deprivation (59%,
n=73) (by Jarman score) compared with those
in areas of low deprivation (29%, n=38).
(Jarman score not known for six subjects.)
More females (37%) than males (23%) had

heard of two local contraceptive services for
young people (p=0.03). These females were
twice as likely to have heard about the contra-
ceptive service from a friend (67%), compared
with the males (31%).
Only nine females and one male (4% of

sample) knew the location and opening times
of the centres.

USE OF HEALTH RELATED SERVICES (TABLE 2)
In the preceding 12 months,more males (37%)
had used the accident and emergency unit than
females (25%), p=0.04. There was no statisti-
cally significant diVerence by sex for the other
health services used.
The school health service was predominantly

used for medical reviews, screening and immu-
nisation, hospital services for injuries, and
investigations such as chest radiographs and
blood tests, and the general practitioner was
consulted with a wide variety of physical prob-
lems including chest and skin complaints. Oral
and dental problems were seen by ‘other’ doc-
tors. Sources of advice ‘ever used’ included
family members, a homoeopath, phone lines,
chemists, teenage magazines, the school nurse,
social workers, and hospital staV.
The girls were significantly more likely than

the boys to say they had consulted an adult
family member (p=0.01) or their peers/siblings
(p=0.01) for health related advice.

PREFERENCES FOR HEALTH RELATED CARE

(TABLES 3 AND 4)
The preferred service provider, and reasons for
choosing them, varied with the nature of the
problem. For example, adult family members
were the preferred source of advice for a sore
throat (90%) and for substance abuse (37%).
However reasons for this choice were diVerent;
for the complaint of sore throat, family
members were primarily consulted because
they were readily available, and would try and
sort the problem out. However their choice
regarding substance abuse was because family
members were perceived as having knowledge
and understanding of the problem.
Peers/siblings were the preferred source of

advice for relationship problems (52%), due to
the perception they had had a similar
experience/problem or had the knowledge and

Table 1 Sample characteristics by sex: age, religion, racial group, and socioeconomic status
by father’s occupation (results expressed in percentages)

Variable Male (n=111) Female (n=142) Total (n=253)

Age (years)
14 54 52 53
15+ 46 48 47

Religion
No religion 61 59 60
Christian 22 29 25
Sikh 1 2 2
Muslim 13 8 10
Other 1 2 2
Don’t know 3 0 1

Racial group
White British 86 89 87
Non-white British 12 10 11
Non-British (Asian) 3 1 2

Socioeconomic group
I: Higher professional 2 3 2
II: Lesser professional 15 14 15
III: Skilled occupation 22 16 18
IV: Partly skilled 26 31 29
V: Unskilled 14 15 15
Unemployed 14 11 12
Don’t know/not applicable 7 10 9

Table 2 Use of health services in the preceeding 12 months (results expressed in
percentages)

Service used Male (n=111) Female (n=142) Total (n=253)

General practitioner 69 68 69
School nurse 39 41 40
School doctor 7 8 8
Accident and emergency department 37 25 30
Hospital outpatient department 27 18 22
Hospital ward 11 7 9
Other clinic/doctor 14 14 14
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understanding to help, but confidentiality was
the most important reason why they were con-
sulted about contraception.

CONFIDENTIALITY

Confidentiality was an important issue for this
group of adolescents. Seventy per cent felt their
general practitioner would keep something
confidential compared with 56% for the school
nurse, 40% for school doctor, and 59% for
other doctor/clinic.
Factors considered to influence confident-

iality included proximity of service provider to
adolescent’s familiar environment, previous
experience, attendance with a parent, relationship
between service provider and others, for exam-
ple adolescent, adolescent’s parents, and other
context, for example school, legal obligation of
service provider, and severity of the condition
(referred to as PPARLS).
Eighty four per cent felt comfortable going

to see their general practitioner (always or
sometimes), compared with 64% for their

school nurse, and 34% for their school doctor.
Significantly more of the girls (74%) felt com-
fortable going to see the school nurse, com-
pared with the boys (50%) (p=0.0006). The
reasons given included approachability, and
confidentiality (table 5). A third of the girls felt
embarrassed, shy, scared, or nervous about
seeing their general practitioner.

PREFERRED SERVICES

The majority (85%), felt that there should be
health related services specifically for young
people. Reasons given included teenagers have
a lot of problems, a specialist is needed who
understands young people, afraid or apprehen-
sive about using existing services, prevention/
education needed, existing facilities are inac-
cessible or insuYcient, and contraceptive
services are inadequate.
The variety of services the adolescents

wanted to see provided, shown in fig 1,
reflected their wide range of needs. Almost a
third listed information/advice centres covering

Table 3 Sources of advice preferred by adolescents for various health related problems (results expressed in percentages)

Source of advice
Illness like sore
throat (n=253)

Smoking/alcohol/drugs
(n=253)

Contraception
(n=253)

Relationship
problems
(n=253)

HIV/AIDS
(n=253)

Family (adults) 90 37 29 32 32
Peer/siblings 2 34 27 52 6
School < 1 1 1 < 1 3
School health service < 1 2 7 < 1 7
Media 0 1 1 0 0
Community services 1 2 2 0 3
Welfare/police < 1 < 1 1 1 0
General practice 4 11 13 < 1 28
Hospital 0 < 1 3 0 4
Teenage clinic 0 1 2 0 3
Several sources 2 5 5 7 8
No one 0 3 2 4 1
Don’t know 0 2 6 3 5

Table 4 Reasons given for preferred service provider for diVerent health related problems (results expressed in percentages)

Reasons given
Illness like sore
throat (n=253)

Smoking/alcohol/drugs
(n=253)

Contraception
(n=253)

Relationship
problems
(n=253)

HIV/AIDS
(n=253)

Knowledge/understanding 15 28 23 32 56
Confidentiality/trust 2 20 32 10 9
Parents won’t understand 1 9 3 3 1
Similar experience or problem 1 8 5 22 1
Would try and sort out problem 28 6 4 5 8
Less embarrassing < 1 4 8 6 3
Readily available 27 4 1 1 1
Other 21 11 9 9 6
Keep it to myself 0 3 3 5 2
Don’t know 4 7 13 7 13

Table 5 Reasons given for feeling comfortable or uncomfortable with general practitioner, school nurse, and school doctor,
by male and female adolescents (results expressed in percentages)

Reasons given

General practitioner School nurse School doctor

Male
(n=111)

Female
(n=143)

Total
(n=253)

Male
(n=111)

Female
(n=143)

Total
(n=253)

Male
(n=111)

Female
(n=143)

Total
(n=253)

Professional, qualified 14 4 8 7 3 5 6 1 4
Familiar 17 8 12 6 5 5 0 1 < 1
Confidential, understanding,
approachable 18 16 17 17 24 21 12 8 10

Similar experiences 0 1 < 1 0 12 7 0 3 2
Unfamiliar, unapproachable 4 9 7 22 17 19 20 23 22
Lack of confidentiality 0 3 2 1 2 2 1 1 1
Other (for example, keep it to
myself) 9 9 9 11 4 7 8 4 5

Embarrassing, shy, scared,
nervous 14 34 25 4 8 6 4 8 6

Don’t know 20 15 17 14 15 15 19 16 17
Not applicable 4 1 2 18 10 13 30 35 32

Adolescent health services 117



topics such as substance abuse prevention and
treatment, healthy eating, sexuality, and pu-
berty. Sports and recreation facilities were
mentioned more frequently by boys, and the
need for contraceptive services was raised
mainly by girls. The other category included
various suggestions such as condom machines
in the girls’ toilets in school, a mobile clinic to
go round the schools, and the use of school
drama huts for discussion groups.

Discussion
THE SURVEY

StaV at three of the schools had explained that
response rates to previous surveys in this
deprived inner city area were generally very
low, around 30%. The overall response rate,
(51%, n=499), though low, was thus higher
than had been predicted. It is possible that
responders may diVer from non-responders
and may not be representative of the whole
cohort. An attempt was made to evaluate
whether or not responders diVered significantly
from non-responders. The results of the group
of non-responders who were phoned to obtain
consent and subsequently interviewed did not
diVer in any significant way from the original
group of responders.
The use of trained, experienced interviewers

allowed a verbatim record of the richness of
detail expressed in response to the open ended
questions.

FINDINGS

The high level of knowledge and use of general
practitioners, and perception of their service as
generally confidential, and comfortable to visit
suggests adolescents would be open to initia-
tives from general practitioners.15 16 However a
third of the girls were not comfortable about
seeing their general practitioner and specific
eVorts should be directed to clarifying the rea-
sons for this. Additionally the adolescents had
mainly consulted their general practitioners
with physical problems, and not the variety of
other health related problems they faced.
The significantly higher knowledge of the

school nurse in areas of highest deprivation was

consistent with the additional input of nurses
in schools serving a deprived population. The
poor knowledge of the school doctor may be a
reflection of their high turnover, as some were
on six monthly appointments, as well as their
relatively infrequent visits to each school.
Some adolescents expressed a need for con-

traceptive services, yet many lacked awareness
of two local contraceptive clinics for young
people. This emphasises the importance of
ensuring that adolescents have accurate knowl-
edge about local services. Unless adolescents
know about services, they cannot advise their
peers when consulted, and will not know where
to turn if they require help.
The larger proportion of girls consulting

peers for health related advice is developmen-
tally consistent with the diVerence in friendship
patterns of adolescent girls who share confi-
dences about deepest feelings and personal
decisions with close friends.17 This has implica-
tions for peer education programmes which
might be expected to have a greater impact on
girls.

EVALUATION OF QUESTIONNAIRE

Altogether 92% of the sample completed an
evaluation sheet. They generally found the
questionnaire interesting, felt comfortable an-
swering the questions, and enjoyed the chance
to air their views. Unexpectedly some subjects
also felt they had learnt something!

CONCLUSIONS

EVorts must be directed to ensuring that ado-
lescents know about their local health related
services. Some factors adolescents associate
with confidentiality (PPARLS) have been
identified in this study. These factors could be
used by various service providers as the basis of
discussions with adolescents regarding their
rights to confidential care. Adolescents consult
a variety of service providers, and their
preferred source of advice varies with the
nature of the problem. Adolescents have
important contributions to make regarding the
nature of health related services that they wish
to see provided. Purchasers and providers must
take adolescents’ preferences into account
when planning services.
We hope these results will contribute to fur-

ther understanding of adolescents’ needs and
preferences for health related services, and will
be translated into positive changes so that as
one of the adolescents wrote on the evaluation
sheet, ‘at least you can put your views across
and perhaps things can get a little better’.
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