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Young teenagers’ attitudes towards general
practitioners and their provision of sexual

health care

RICHARD BURACK

SUMMARY

Background. Pregnancy rates in under-16-year old
teenagers and sexual risk-taking are both increasing.
Ensuring that teenagers access health care — particularly
sexual health care — appropriately is problematic.

Aim. To find out the opinions and attitudes of 13- to 15-year-
old teenagers towards general practice-based sexual health
care services.

Method. A quantitative survey, using a questionnaire com-
pleted during school hours.

Results. One thousand and forty five children aged 13 to 15
years completed questionnaires. The majority (709 [68%])
were aware of the sexual health services offered by general
practitioners (GPs), and 786 (75%) were positive about
being given helpful advice at a consultation. However, 567
(54%) teenagers believed they had to be over 16 years old
to access sexual health services and 604 (58%) were con-
cerned about their confidentiality not being preserved by
their GP. They were also concerned about GPs not having
the time or skills to deal with their problems (314 [30%)]).
Conclusions. This study suggests that work is needed to
improve teenagers’ access to, and use of, primary care sex-
ual health services. In particular, identifying strategies that
improve teenagers’ awareness of services and general
practitioners’ approaches towards teenagers are priorities.
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Introduction

issues315Using lowered conception rates and increased contra-
ceptive uptake as performance indicators, designated youth-
orientated clinics have been shown to be better than other
providers of sexual health servidé3? However, general practi-
tioners (GPs) are among the most accessible and available health
providers for teenagers and also the most cost-effective way of
delivering contraceptive servicésUnfortunately, attempts to
persuade teenagers to attend GP surgeries or designated clinics
have been generally unsuccessfif.

Specific targets for reducing teenage pregnancy rates were set
in the Health of the Natio#t yet these have not yet been met.
More recently, the Green Papgeur Healthier NatioA?has high-
lighted teenage sexual health as a priority area. There is some
evidence to suggest that such services should take local circum-
stances and needs into accotinthis paper describes a study of
13- to 15-year-old teenagers’ views on the availability and acces-
sibility of local sexual health care provision by GPs.

Method
Derivation of questionnaire and pilot

The methods used in the study have been described in detail else-
where?* A quantitative survey was carried out using a question-
naire that was based on a previously used questiofhaire

with some locally relevant questions included. It was initially
piloted in two secondary schools in a neighbouring district. Face
validity and acceptability of the questionnaire (such as running
time, presentation, legibility, question interpretation, and under-
standing) was confirmed by interviewing 20 of the 247 teenagers
who piloted the study. After appropriate modification, this was
used for the main study. The Barking and Havering Research

EENAGERS’ elusiveness and reluctance to use health ca
services is well documentéd.Their sexual behaviour and
attitudes to sexual health have major effects on the health seg .
vice. Nationally, the number of teenagers engaging in unsafe a%ample size and frame
unprotected sexual behaviour is increasing and the age of firés there were no comparable data on which to base a sample size
intercourse is falling. The number of children aged 13 to 15 estimate, a pragmatic decision was made to sample 10% of the
years who become pregnant is risfrithose who engage in sex- 13 894 pupils aged 13 to 16 years (school years 9 to 11), attend-
ual intercourse before the age of 16 report more high-risk behaing state schools in Barking and Havering. To increase validity
iour, including having more sexual partners than older@nd reduce sample bias, the decision was also made to focus

teenagers. analysis onto 13- to 15-year-olds only. This was because data on
Observational studies suggest that these teenagers are at(@hthe majority of those sampled fell into this age group and so
increased risk of performing less well than their peers in sociakample size would not be adversely affected, and (b) by the age
economic, and educational teffd@and to have more health of 16 years some teenagers may have already left school so the
problems, including infertilityt HIV infection, cervical cytology =~ sample we collected might not truly reflect the views of all 16-
abnormalities?and pregnancies. year-olds. The 26 secondary schools in the area were geographi-
Accessibility and confidentiality issues are major concerns forcally divided into eight clusters based on the percentage of pupils
teenagers wishing to use services to discuss sexual healith special educational needs, proportion receiving free school
meals, percentage of children obtaining five or more GCSEs,
average class size, unauthorised absentee rate and geographical
locality. This had been devised by the Barking and Havering
Health Authority Public Health Department for a previous school
based survey, to ensure adequate geographical representation
across the Health Authority. One school from each of these clus-
ters was randomly selected. Within each school, a number of
classes, proportional to the size of the total school roll, were
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selected to complete the questionnaire. Thus larger schools wergble 1. Thirteen- to 15-year-old teenagers’ awareness of GP-based
required to sample a larger number of pupils than smallegexual health services.

schools. No school had classes streamed; therefore, the schoals’

Personal Health and Sex Education (PHSE) co-ordinator rarpervice provision n Percentage ~ 95% Cl
domly selected classes. Children attending these schools w:g
lived outside of the Health Authority boundaries were not includ-

exual health advice

. . N Male 482 77 73-81
ed as ethical approval and funding had only come from within.  Fgmale 486 74 70-78
. Sexually active 144 81 74-88
Implementation Sexually inactive 579 74 70-78
The questionnaires were administered during PHSE sessiorfgentraceptives
The questionnaire was answered in ‘examination style’ condi- '\F"a'el 153 ;4 ;?‘;g
tions to ensure pupils’ privacy. This was supervised either by 6M&¢ S 5 -
. o . . - Sexually active 135 72 64-80
outside facilitators or by school form tutors. Detailed instructions Sexually inactive 569 73 69-77
were provided for the supervisors to ensure consistency acrogs  iocts

sites. The questionnaires did not include any identifying marks,,

that could link them to individual students. All pupils were aware pgmale 323 ;g gg_gga
that participation was voluntary, confidential, and anonymous Sexually active 139 79 72-86
and that if any question was felt to be too intrusive or offensive, Sexually inactive 573 80 77-83

they did not have to answer it. The questions were aimed at idepregnancy testing
tifying pupils’ opinions and attitudes towards school sex educa-Male 478 90 87-93
tion, their own perceived knowledge on sexual health issues,Female 486 92 90-94
their declared sexual behaviour, and their opinions and knowl-Sexually active 147 93 89-97
edge about community and GP sexual health care provision. ~ Sexually inactive s i 88-92

The study took place between January and March 1996. THortion counselling

schools informed all parents of the questionnaire and offered a :I'T?ale igg gg gg:gg
opportunity for them to withdraw their child from the survey. Sexually active 138 62 54-70
. Sexually inactive 547 53 49-57

Data anaIySIS Pregnancy testing
Analysis was carried out using Statistical Packages for the SociaMale 438 38 33-43
Sciences (SPSS) for Windows. Any out of range values wereFemale 417 34 29-39
coded as missing. Examining outlying responses from threeSexually active 130 43 34-52
Sexually inactive 537 35 31-39

blocks of questions identified responders answering the question=
naire in a random or playful manner. Data analysis was peg—o—

. . . ) ) ¢ = 18.5, P<0.007.
formed using chi-square analysis and confidence interval analy-
sis was performed using statistics with confidefice.

Table 2. Thirteen- to15-year-old teenagers’ beliefs about GP accessi-
bility.
Results
Of the 1300 questionnaires given to schools, 1280 were compldielief n Percentage 95% Cl
ed by pupils from school years 9 to 11 (98%). Following parental

requests, two children did not participate on religious ground5eeding to be over 16t
obtain contraception

and no children directly objected themselves. Absenteeism on the'y,,o 508 59 55-63
days the study took place was similar to the seasonal average.  Female 491 54 49-58

None of the outlying responses in the three groups of check Sexually active 158 38 30-462
questions had come from the same individuals and so no individ- Sexually inactive 616 61 57-65

ual's responses were excluded. Twenty-seven of the 1280 queégeding to be over 16 to
tionnaires did not have either their age/gender or geographicakee GP on your own

locality specified and so were excluded from processing. Of the Male 505 34 30-37
remaining 1253 questionnaires, 1045 were completed by Female 484 27 23-31°
teenagers aged 13 to 15 years. Although the precise number of Sexually active 160 34 27-41

13- to 16-year-olds was known, via the school rolls, an exact fig- Sexually inactive ] 615 27 2282
ure for 13- to 15-year-olds was not available. However, the higﬁprso‘\’/"i‘é?‘r:d 233?;’;2";; .
response rate means any effect on completion rate should b& 9 P

. Male 509 80 74-84
minor. , , Female 498 77 74-81°
The principal responses are summarised in Table 1. The sexually active 158 73 66-80
majority of teenagers surveyed were aware of most of the sexual Sexually inactive 620 79 76-82

health services offered by GPs. Three quarters were aware thgis would be helpful in
GPs provided a contraception service and a pregnancy testingexual matters/advice

service. Significantly more sexually active girls were aware of Male 523 76 72-80
pregnancy testing compared with sexually inactiyeé= 6.2, Female 502 68 64-72¢
P<0.05). Eighty-five per cent of girls and 74% of boys were Sexually active 160 69 62-76

aware of the provision of smear testing and over half of teenagers Sexually inactive 628 3 69-77

were aware of GPs providing abortion counselling. A thirda 2 — 55 p<0.0001: b c2 = 4.76. P<0.05: © c2 = 9.3. P<0.01: ¢ c2 =
believed that free condom provision was available. 15.9, P<0.001.
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Knowledge on service accessibility, as summarised in Table 2yay. Over two-fifths of teenagers had decided not to visit their
showed that over a quarter believed they had to be over 16 yed®® for fear of wasting either their time or the GP’s time, with
of age before they could see their GP on their own; more boysore sexually active teenagers having expressed this. More sex-
believed this to be true than girls. Sexually active girls also sigually active girls than boys expressed this view £ 3.9,
nificantly felt this to be true (35%) compared with sexually inac-P<0.05).
tive girls (23%) k2 = 5.6,P<0.05). Over half believed that they
had to be over 16 years of age to obtain contraception from thej. .
GP, with no significant gender difference identified. However, IScussion
sexually inactive teenagers were under this impression signifiThe results were obtained from a questionnaire survey from eight
cantly more than sexually active ones, both boys and girls. Oveichools within the London Boroughs of Havering, Barking, and
three-quarters believed that their GP would be helpful in providDagenham. School selection was random and based on locally
ing sexual health advice or contraception, with significantlypre-determined clusters. The sample obtained was 10% of the
more boys believing this than girls. children aged 13 to 15 years at the selected schools. There is

Their preferences for how to access GP services are shown @@od reason to believe that it was representative of the local 13-
Table 3. Significantly more boys than girls preferred to see theiio 15-year-old population.

GP on their own (68% versus 39%). This was partly accounted The majority of teenagers were aware of services provided by
for by a female preference for seeing a GP with a friend (43%Ps. Not surprisingly, girls were more likely than boys to be
versus 18%). Just over 13% of teenagers would choose to see

their GP accompanied by their parents, with significantly more
girls — in particular those who were sexually inactiy¢é£ 9.3,  Table 4. Thirteen to 15-year-old teenagers’ preferences on GP gen-
P<0.01) — choosing this preference. der.

Table 4 shows that a strong preference was expressed to see a
GP of the same sex for consultations involving sexual healtffender preference n Percentage  95% Cl
issues, with significantly more girls than boys and more sexuaII)éame sex as th h
inactive than active teenagers expressing this preference. In par; X as them wher
ticular, sexually inactive girls expressed this preference comparedd

iscussing sexual health

Male 460 73 69-77
to sexually active girlsy¢ = 6.6,P<0.01). Similar responses were Female 479 08 97-992
obtained where significantly more girls preferred a doctor of the Sexually active 147 81 75-87
same sex than boys if examination was required. There was no Sexually inactive 587 87 84-90°
difference in teenagers with regards to their sexual activity. Same sex as them when
Service satisfaction from GPs is summarised in Table 5. medically examined
Despite over 75% of teenagers feeling GPs would be helpful Male 477 61 57-75
towards them if they were seeking advice about contraception or Female 486 98 97-99¢
sexual health issues, over half remained concerned about their Sexually active 155 77 70-84
Sexually inactive 599 82 79-85

confidentiality not being preserved, with more girls than boys
(62% versus 54%) remaining concerned about this. A third of > — 100 P<0.0001: b ¢? = 6.44, P<0.05: ¢ ¢ = 196, P<0.0001.
teenagers believed their GP was too busy to deal with their prob-

lems and, in addition, would not understand their problems any-
Table 5. Thirteen- to 15-year-old teenagers’ concerns about GP ser-
vice provision.

(o)
Table 3. Thirteen- to15-year-old teenagers’ preferences for access- Concerns n Percentage 95% Cl

ing GP services.

That confidentiality
would not be kept

Choice n Percentage 95% CI

Male 517 56 52-60
. Female 499 63 59-672
To see GP on their own 486 o8 647 Sexually active 159 53 45-61
Female 464 39 34442 Sexually inactive 621 60 56-64
Sexually active 151 60 52-68 That GPs would not
Sexually inactive 587 54 50-58 understand their problems
To see GP with a friend Male 486 35 31-39
Male 486 18 15-21 Female ) 493 33 29-37
Female 464 43 38-47° Sexually active 157 36 28-44
Sexually active 151 31 23 39 Sexually inactive 607 34 30-38
Sexually inactive 587 30 26-34 Tr&at CIEPS harﬁ too bubsly to
; eal with their problems
TOMS;: GP with a parent 486 11 814 Male 491 33 29-37
Female 464 16 12-18¢ Female . 487 32 28-36
Sexually active 151 8 4129 Sexually active 157 42 34-50°
Sexually inactive 587 14 11-17 Sexually inactive 606 44 40-48
To see GP with ‘other’ Had decided not to see their GP
Male 486 3 1-5 for fear of wasting their time
Female 464 2 0-3 Male 486 42 38-46
Sexually active 151 1 0-2 Female 489 47 42-52
Sexually inactive 587 2 0-3 Sexually active 156 53 45-61°
Sexually inactive 606 44 40-48
ac? = 82, P<0.0001; ® ¢ = 70, P<0.0001; ¢c? = 4.2, P<0.05; 9 c® =
4.2, P<0.05. ac? =4.91,P<0.05;°c? = 6.6, P<0.05; ° c? = 4.33, P<0.05.

552 British Journal of General Practice, July 2000



R Burack Original papers

aware of pregnancy testing, smear tests, and contraception provi-Confidentiality in the doctor—patient consultation is an
sion as these are directly relevant for them. Teenagers were alsoportant issue for teenagers as the majority of them; despite
positive about how helpful they felt GPs would be if they neededbeing aware that they could see the GP on their own, they still
help with contraceptive or other sexual health services. Howevehad concerns that the GP would not keep the consultation confi-
despite this positive perception over half the teenagers surveyekkntial. This perception is likely to negatively influence their
felt they would have to be over 16 years of age to access the selecision to access services, even if they need to. With teenagers
vice. This indicates a lack of knowledge by teenagers on theipelieving that GPs did not understand the problems they faced
rights and perhaps a lack of effort from GPs and primary carand were too busy to deal with them anyway, it is not surprising
health services to publicise them effectively. Understandablythat nearly half had made a decision not to visit the GP for fear
sexually inactive teenagers would be less likely to be aware aff wasting their time. This suggests that there are teenagers who
contraceptive access issues as shown but, interestingly, sexuadiye not using services for which they have an expressed need.
active teenagers, particularly the girls, were more likely to General practice is a readily accessible service for teenagers
believe that they had to be over 16 to see their GP on their owwith recent guidelines having highlighted the need for primary
This might have implications on teenage pregnancy rates fazare to be more ‘user friendly’ and for sexual health provision
those girls who are already sexually active, and who might ndor teenagers to remain a priorffy?> However, many teenagers
access services, such as obtaining emergency contraceptidigve concerns about trust, confidentiality, and accessibility of the
because they thought they were not able to attend on their own.service. This is likely to continue to adversely affect the use of
Teenagers were very clear when asked about the choice &ervices by teenagers unless proactive steps are taken to address

their GP and how they would prefer to see them. The majoritfhese concerns.

stated a preference for seeing their GP either on their own (par-

ticularly the boys) or with a friend (especially the girls). Very References
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