ORIGINAL PAPERS

Do the attitudes and beliefs of young teenagers
towards general practice influence actual

consultation behaviour ?

RICHARD CHURCHILL
JANE ALLEN

SUSAN DENMAN
DEBORAH WILLIAMS
KATHERINE FIELDING
MARTIN VON FRAGSTEIN

SUMMARY

Background. Teenagers are believed to have health
concerns that are not adequately addressed in primary care
because of perceived barriers that inhibit them from consult-
ing a general practitioner (GP). We report the results of a
study examining links between potential attitudinal barriers
and actual help-seeking behaviour.

Aim. To determine whether the attitudes of teenagers
towards general practice are associated with differences in
consultation patterns.

Method. Results of a postal questionnaire survey of atti-
tudes to general practice, performed among teenage
patients aged 13 to 15 years registered with five general
practices in the East Midlands, were analysed in relation to
consultation data from retrospective casenote analysis for
the preceding 12 months.

Results. Matched questionnaire and consultation data were
available for 678 teenagers. We found few significant differ-
ences in overall consultation rates between teenagers
expressing differing attitudes about aspects of general prac-
tice. Differences did exist in relation to perceived difficulty in
getting an appointment, feeling able to confide in a GP, and
perception of adequate time being given in the consultation.
Fear of embarrassment was associated with lower consulta-
tion rates for gynaecological problems and contraception.
Conclusions. Negative perceptions of general practice by
teenagers may have less of an influence on actual consulta-
tion behaviour than previously believed. However, there are
some aspects of care that merit further attention if teenagers
are to feel able to consult their GP more easily.
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Introduction

Teenagers are recognised as having health concerns that are not
adequately addressed by healthcare professidfdisere has
therefore been growing interest in understanding perceived barri-
ers to accessing services so that alternative models of health care
can be provided. Potential barriers include the attitudes and
beliefs of the teenagers themselves, the characteristics of the ser-
vices provided, and the attitudes and behaviour of health profes-
sionals involved. Aspects of care that have been shown to be
important to teenagers in previous surveys include the perceived
attitudes of reception staff, privacy of the reception area, difficul-
ty getting an appointment, waiting times before being seen, dura-
tion of the consultation, attitudes of the doctor, concerns about
confidentiality, and fear of embarrassment.

Previous research into teenagers and general practice has
been conducted in one of two ways: cross-sectional surveys or
interviews with teenagers providing evidence of the opinions that
they hold and insight into their concerrs? or analysis of con-
sultation patterns, offering insight into actual general practice
utilisation®° The aim of the current study was to combine both
strategies in an attempt to gain a greater understanding of the
impact of teenagers’ attitudes on consultation behaviour.
Specifically, we wanted to know whether teenagers expressing
opposite attitudes differed significantly in their overall consulta-
tion patterns.

Method
Study design

A cross-sectional postal questionnaire survey was performed
among 13- to 15-year-old teenagers registered with general prac-
tices in the East Midlands. Consultation data for these teenagers
for the previous 12 months were obtained from medical records.
The study received local research ethical committee approval.

Practices and patients

The study was carried out in five group practices in the East
Midlands that were selected opportunistically on the basis of per-
sonal contact and willingness to participate. None of the prac-
tices had current health promotion initiatives aimed specifically
at young people and all were located in different settings: two in
inner-city areas, one in a rural setting, and the other two in semi-
urban settings. All registered patients aged between 13 and 15
years, inclusive, at the sampling date were included, with the
exception of patients known to have significant learning difficul-
ties or special needs.

Postal questionnaire survey

The postal questionnaire incorporated a range of questions about
health attitudes, behaviours, and concerns. Attitudinal questions
consisted of statements to which responses of ‘agree’, ‘disagree’,
and ‘not sure’ were invited. Some statements were adapted from

Submitted: 2 February 2000; Editor's response: 9 May 2000; final accep-the Surgery Satisfaction Questionnditdhe questionnaire was

tance: 13 September 2000.
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piloted among 13- to 14-year-old pupils in a mixed comprehen-
sive school, with minor modifications incorporated into the final
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version as a result. Prior to the survey, parents or guardians weye

sent a letter explaining the purpose of the study and allowing therf:c'® 1- Annual consultation frequency in relation to gender.

to request further information or ‘opt out’ if desired. A £4 gift yumber of Boys Girls Al
voucher was offered for all returned completed questionnaires. consultations n (%) n (%) n (%)
Consultation rates 0 132 (30.8) 100 (24.5) 232 (27.8)
Details of all recorded face-to-face contacts between the teenagbr 16221 ((1248'53) ?g gg}; ﬂé Efgg;
and a primary health care professional working in the gene%ﬁe 50 (11:7) 37 (9_'1) 87 (10_;1)
practice setting over the previous 12 months were extracted fromg 63 (14.7) 107 (26.2) 170 (20.3)

manual and computerised records. Specified reasons for consabtal 428 408 836
tation were coded into broad categories. In order to account fer
multiple consultations for the same problem, and for multipleDifference between males and females: ¢® = 22.9, df = 4, P<0.001.
problem categories in the same consultation, analysis of consul-

tations according to category was performed on an ‘ever’ opttitudes to the practice and medical care

never' basis. Responses to attitudinal questions about the practice and medical

Data entry and analysis care provisior_1 are shown in Tak_)le 3. The most neg_a_tive attitudes
) _concerned privacy of the reception area and the ability to confide

Data were numerically coded and double entered onto an Epilnig the general practitioner (GP) about very personal things. Girls

database, with cross-file verification. Analyses were performegypressed more negative attitudes to their practice than boys.

using SPSS for Windows (Release 6.1.3) and Stata (Version 5.0)hey were significantly less likely to agree that:

Principal analyses consisted of comparison of overall consulta-

tion rates against sex, practice, and attitudinal responses. Alt they were satisfied with the care provided (difference = 9%,

statistical tests were two-sided and carried out at the 5% signifi- 95% CI = 2.4%-15.8%);

cance level. Ninety-five per cent confidence intervals were cal-* they could talk to the doctor about very personal things (dif-

culated where appropriate. A chi-squared test was used to com- ference = 10.5%, 95% CI = 4.1%-16.9%); or

pare categorical data. Poisson regression analysis was used to the doctor took them seriously (difference = 15.3%, 95% CI

calculate incidence rate ratios (IRR) comparing annual consulta- = 8.8%-21.7%).

tion rates of groups of teenagers givjng different. attitUdinalThey were more likely to report that getting to the doctor could
responses, adjusting for sex and practice as potential confoungé difficult for them (difference = 6%, 95% CI = 1.3%—10.7%).

ing variables. An IRR greater than 1 demonstrates that a particl-rahe 3 also shows the overall consultation rates of teenagers in

lar group had a higher annual consultation rate than the compatri-,_ . ; . .
son group and vice versa. Logistic regression analysis was us%ﬁatlon_ to '[I“IEII' expfessed attitudes. Th(_a association between
to compare groups in relation to whether or not they had eve certainty (‘not sure’) and lower consultation rates for a number
. o 8 . V&t factors reflects lack of experience on which to base perceptions
attended for specific conditions during the index year, Wlthand is to be expected. Statistically significant differences in con-
results presented as odds ratios (ORs). - P ’ y signit a > 1N CC
sultation rates between teenagers expressing opposing views
Results (‘agree’ versus ‘disagree’) were found in relation to difficulty get-
. ) ting an appointment, feeling able to talk to the doctor about per-
Postal questionnaire response rate sonal things, and perceived adequacy of time in the consultation.
Eight hundred and eighty-six teenagers were sent questionnaires We performed separate analyses of self-reported attitudes
and 713 (80.5%) responded. Of the remainder, seven wegainst consultation for potentially sensitive problems. Girls who
returned because the patient was no longer at the registerednsulted for contraception were more likely to agree that it was
address. Three parents declined permission for their child to paghfficult to get an appointment (OR = 3.03, 95% CI = 1.06-8.33,
ticipate. The response rate from girls was 85% compared witR = 0.037) and were also less likely to report being satisfied with
76.1% from boys (difference = 8.9%, 95% CI = 3.7%-14.1%).care (OR = 0.32, 95% CI = 0.12-8.83= 0.029) than those who
Response rates from different practices ranged from 70.4% tid not. There were no other statistically significant associations.
85.1% {>=17.6, df = 4P = 0.001).

Attitudes to confidentiality and embarrassment

Consultation data Teenagers were asked to indicate their agreement or otherwise
The medical records of 836 (94.4%) teenagers were examinedjth a series of statements about confidentiality. Confidentiality
with the remainder being unavailable or incomplete for the relewas explained as follows: ‘What you tell your doctor should not
vant 12-month period. Matched consultation and guestionnairbe discussed with other people without you knowing.” Six hun-
data were available for 678 teenagers (76.5%). There were rised and forty-nine (91.8%) responders agreed with the state-
significant differences in overall consultation rates betweerment that doctors should keep everything they are told confiden-
guestionnaire responders and non-responders. tial. However, only about two-thirds believed that their GP did
Table 1 shows the distribution of annual consultation ratesctually keep everything they are told confidential, with most of
among those teenagers whose medical records were examindile remainder being uncertain. Responses to the remaining ques-
the median consultation rate was 1; 27.8% of teenagers had tions are shown in Table 4.
recorded consultations; and 20.3% had four or more consulta- The only significant difference between sexes was in relation
tions over the 12-month period, with a maximum of 18. Girls hado the question about embarrassment: 206 (46.9%) girls agreed
significantly higher annual consultation rates than boys. Table that they might not be able to talk to a doctor about problems
shows recorded reasons for consultation with respiratory anldecause of embarrassment compared with 176 (39.3%) boys (dif-
dermatological problems being the most common. Among ‘uroference = 7.8%, 95% CI = 0.5%-15.0%).
genital conditions’, 23 (5.2%) girls had consulted for contracep- Table 4 also shows overall consultation rates in relation to
tive purposes. guestion responses. There were no significant associations
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Table 2. Reasons for consultation: teenagers consulting at least once for particular conditions (n = 836).2

Consultation category n (%)
Respiratory conditions (including asthma and upper/lower respiratory tract infections) 293 (35.1)
Dermatological conditions (including acne and eczema) 242 (28.9)
Musculoskeletal conditions (including trauma, sports injuries, and joint problems) 185 (22.1)
Otorhinological conditions (including rhinitis, otalgia, and ear infections) 147 (17.6)
Urogenital conditions (including menstrual disorders, urinary disorders, and contraception) 82 (9.8)
Gastrointestinal conditions (including abdominal pain, diarrhoea, and vomiting) 70 (8.4)
Psychological conditions (including emotional, behavioural, and sleep problems) 38 (4.5)
Ophthalmic conditions (including conjunctivitis and visual problems) 35 (4.2)
Miscellaneous conditions (any not covered elsewhere) 118 (14.1)

2Based on all teenagers for whom consultation data were available.

Table 3. Associations between attitudinal responses to statements about general practice and mean annual consultation rates controlling for
sex and practice.?

ACRP
Statement (n) Response Percentage Mean  Median IRR® 95% Cl P-value
My doctor’s surgery is Agree 76.6 2.2 1 1 - -
modern and up-to-date (675) Disagree 4.3 2.6 2 1.17 0.92-1.48 0.194
Not sure 19.1 2 1 0.91 0.79-1.05 0.186
The receptionists at the surgery Agree 67.6 23 1 1 - -
are always friendly and helpful (675) Disagree 12.6 2.4 2 1.06 0.92-1.24 0.403
Not sure 19.8 1.7 1 0.75 0.65-0.87 <0.001
The surgery is private enough to talk Agree 16.5 23 1 1 - -
to the receptionist (674) Disagree 60.7 21 1 0.93 0.8-1.07 0.307
Not sure 22.8 2.2 1 0.95 0.8-1.12 0.514
If I go to the surgery | will always Agree 38.3 2.2 1 1 - -
have to wait a long time (673) Disagree 38.3 2.2 1 0.96 0.85-1.08 0.475
Not sure 23.3 21 1 0.88 0.76-1.01 0.061
It can be difficult to get through Agree 17.2 25 1.5 1 - -
to the surgery by telephone (673) Disagree 51.6 2.2 2 0.96 0.83-1.1 0.555
Not sure 31.2 1.9 1 0.83 0.71-0.96 0.016
| am always satisfied with the care Agree 69.7 2.1 1 1 - -
| get at my doctor’s surgery (672) Disagree 14.9 25 2 1.15 1-1.33 0.051
Not sure 15.5 2.1 1 0.94 0.81-1.08 0.377
It can be hard to get an appointment Agree 31.2 2.6 2 1 - -
to see the doctor (671) Disagree 43.9 2.1 1 0.84 0.75-0.94 0.004
Not sure 24.9 1.7 1 0.68 0.59-0.78 <0.001
Getting to my doctor’s surgery can Agree 11.6 2 1 1 - -
be a problem for me (674) Disagree 83.4 2.2 1 1.14 0.97-1.35 0.115
Not sure 5 1.7 1 0.83 0.62-1.13 0.239
| feel able to talk to the doctor about Agree 26 25 2 1 - -
very personal things (674) Disagree 40.9 2.1 1 0.82 0.72-0.93 0.002
Not sure 33.1 2 1 0.8 0.7-0.91 0.001
| feel the doctor takes me seriously (674) Agree 711 2.2 1 1 - -
Disagree 6.2 2.6 2 1.12 0.92-1.37 0.266
Not sure 22.1 2 1 0.87 0.76-0.99 0.032
When | see the doctor | am given enough Agree 63.3 2.3 1 - -
time to talk about everything | want (673) Disagree 16 1.9 1 0.8 0.68-0.93 0.003
Not sure 20.7 1.9 1 0.8 0.7-0.92 0.002

aPoisson regression analysis; Pannual consultation rate; cincidence rate ratio, adjusted for sex and practice.

between positive or negative attitudes and overall consultationelation to discussion of emotional problems. Girls who
rates. Further analysis was performed to determine whether suelkpressed concern about embarrassment were less likely to have
attitudes influenced consultation for potentially sensitive prob-consulted for any gynaecological problem (including contracep-
lems, as above. Teenagers who consulted for psychological protien) (OR = 0.49, 95% CI = 0.25-0.97 = 0.040) with a similar

lems were more likely to agree that they ‘might not be willing totrend in relation to consultations specifically for contraception.
tell their GP about some health problems because they wefiéhere were no other statistically significant associations between
afraid of other people finding out’ (OR = 2.5, 95% CI = consultations for sensitive problems and attitudes towards confi-
1.15-5.26). A similar, but non-significant, trend was observed irdentiality and embarrassment.
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Table 4. Associations between attitudinal responses to statements about confidentiality and embarrassment and mean annual consultation
rates controlling for sex and practice.?

ACRP
Statement (n) Response Percentage Mean  Median IRR® 95% Cl P-value
I might not tell my GP about some Agree 22.3 2.1 1 1 - -
health problems because | would worry Disagree 60.8 2.1 1 0.97 0.85-1.11 0.656
about other people finding out (673) Not sure 16.9 5.5 2 1.12 0.95-1.31 0.167
I might not want to tell my GP about Agree 21.3 2 1 1 - -
emotional problems because | would Disagree 54.9 2.2 1 1.11 0.98-1.28 0.1
worry about other people finding out (670) Not sure 28.7 2.2 1 1.08 0.92-1.26 0.340
| might be too embarrassed to talk to my GP Agree 43.1 22 1 1 - -
about my problems (673) Disagree 33 2.1 1 0.96 0.85-1.08 0.465
Not sure 23.9 2.2 1 0.96 0.84-1.09 0.499
I might not go see my doctor about all my Agree 6.1 1.7 1 1 - -
healthproblems because | do not trust Disagree 82.9 22 1 1.2 0.93-1.53 0.154
him/her (650) Not sure 11 25 2 1.3 0.98-1.72 0.073
aPoisson regression analysis; Pannual consultation rate; incidence rate ratio, adjusted for sex and practice.
Discussion However, the results obtained in our survey (for example, with

Jespect to self-reported smoking rates) were similar to those from

T know! his is the fi lish ; : .
0 our knowledge, this is the first published study to atempt t rveys performed in other settings, suggesting that such an

evaluate the influence of the attitudes of teenagers with respect ;5 : inimal. We al ned ltati it i
general practice on actual consultation behaviour. The purpo zgt'g\;l?;rrg"}lgabn d:r: 22 de)riimrr:?s gr?g:rus grll(():infopanc?rgg :. i
was to try to determine the extent to which particular attitudes opuest : P P u '9

beliefs act as barriers to primary health care. Our findings sug{-"flcam differences between the groups. In addition, we exam-

. : ed questionnaire responses of those who reported having
ggﬁ;\fggt ;::1%3;‘ gnltﬁ?/s t;)% rlﬁlsaiic?; an actual barrier than previous ceived help in completing it with those who did not and found

The study was conducted among teenagers aged 13 to e significant differences in reported attitudes between the

years, since people in this age group are believed to have signiﬁ-rOUps'

Finally, the retrospective nature of the study means that the
cant health concerns that are not addressed. They are also devely,.;aions found cannot necessarily be interpreted as demon-

opltng In terms.t?]f persor:atll ?#tolngaomy, while not yet being fu”ystrating causality between attitudes and behaviours. However, we
autonomous with respect to the : . ...._have attempted to interpret our findings in this context. Further
We acknowledge that there are a number of potential Ilmltaf search could be performed to determine the stability of

tions to t_he study design. First, among the age group studig enagers’ attitudes over time and the influence of experience on
parental influence may be an overriding factor that could not bg, .,

directly taken into account. However, we performed an analysis O.ur findings confirm the concerns that teenagers have
based on the 143 (20%) responders who reported that they hadyressed in previous research. The most prevalent negative
gone into the consultation alone on the most recent occasion agghys about general practice in this study concerned privacy of
there were no significant differences in attitudes or consultatiogy, o surgery reception area and waiting times to be seen for
patterns between this subgroup and the whole sample. —  a555intments. However, the fact that there was no association
The practices in the study were selected opportunisticallyyetyeen the expression of these concerns and actual consultation
Although they were not undertaking specific teenage intervenpehaviour suggests that they are only a minimal or theoretical
tions over the period studied, a prior interest in teenage heal{yrier to health care.
was evidenced by their willingness to participate. Thus, the  The association between perceived difficulty getting an
views expressed by their teenage patients may be unrepresenigpointment and consultation rates does not reflect a barrier to
tive of the whole teenage population: these practices could bgeaith care since the association is in the opposite direction to
providing better teenage care than average practices with cons@iat which would be expected. Instead it is consistent with the
quent satisfaction higher and the effect of any potential ‘barriersprobability that teenagers who attend more frequently are more
diminished. However, the fact that a wide range of attitudes wergkely to have had difficulty obtaining an appointment in the past
expressed by the teenagers, and many had only limited contagid their belief is therefore based on experience. Perceived diffi-
with the practices over the period of the study, might suggest thatilty getting an appointment may act as a barrier to health care
such an effect would be minimal. for specific problems and our findings suggest that this might be
To undertake the study it was necessary to use general practigge in relation to contraception, where the need for emergency
registered lists as the sampling frame and carry out a postal quesntraception requires accessible health care.
tionnaire survey. This approach has potential disadvantages in In contrast, the finding that teenagers who disagreed that
terms of problems of differential response bias and lack of conthey were given enough time within a consultation had lower
trol over the setting in which the questionnaire is completed. Tgonsultation rates than others could be consistent with this
reduce the former problem an inducement in the form of a gifbelief acting as a barrier overall. It is also consistent with previ-
voucher was used to maximise response rates. The potentialis evidence that teenagers are actually given less time in
effect of such an inducement on individual responses to quegieneral practice consultations than adtfitalternative expla-
tions must be acknowledged, particularly as it may have encounations also exist; for example, teenagers who consult more
aged more positive attitudinal responses than otherwisdrequently may develop a better relationship with their GP
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resulting in improved satisfaction with the consultation and thel0.
perception that more time is given. A similar argument can b
applied to the association between willingness to confide in a™
GP and higher consultation rates. The importance of developing
a good doctor—patient relationship with teenagers has beéei#-
emphasised in other studies reporting that many teenagefs
believe their GP to be unsympathéfior that they feel uncom-
fortable in the consultatioh.

While teenagers’ concerns about confidentiality are frequentl)}4‘
cited as barriers to consultatibsuch concerns were not associ-
ated with differences either in overall consultation rates or conl5.
sultation for sensitive issues. ‘Embarrassment’ was a more WidEj_-
spread concern, especially among girls, and such concerns were
shown to be associated with reduced consultation for sensitiver.
problems such as gynaecological and contraceptive reasons. The
importance of ‘embarrassment’ as a potential barrier has been
emphasised in previous surveéyBhis may have implications for
the gender mix of health care professionals accessible f

Kramer T, lliffe S, Murray E, Waterman S. Which adolescents attend
the GP? [Letter.Br J Gen Practl997;47: 327.

Baker R. The reliability and criterion validity of a measure of
patients’ satisfaction with their general practieem Pract1991;8:
171-177.

Jacobson LD, Wilkinson CE. Review of teenage health: time for a
new directionBr J Gen Practl994;44: 420-424.

Jacobson LD, Wilkinson C, Owen PA. Is the potential of teenage
consultations being missed? A study of consultation times in primary
care.Fam Pract1994;11: 296-299.

Malus M. Towards a separate adolescent medicine. Do one billion
teenagers worldwide deserve their own specialty? [EditoBa.)
1992;305: 789-790.

Donovan CF. Is there a place for adolescent screening in general
practice™Health Trend<1988;20: 64.

Hibble A, Elwood J. Health promotion for young people.
Practitioner1992;236: 1142-1143.

Jacobson LD, Mellanby AR, Donovanet al Teenagers’ views on
general practice consultations and other medical advére. Pract
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survey that suggested that most teenagers are generally satisfied
with the care that they receivVeSpecific concerns might better

be addressed within the context of routine care rather than pro-
viding separate special services for this age group. However,
where special services are being proposed it will be important to
carry out proper evaluation for evidence of added benefit to justi-
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Conclusion

Previously reported negative attitudes of teenagers towards
general practice appear to have limited inhibitory effect on their
use of services. However, our study confirms the need for GPs to
try to develop trusting relationships with their teenage patients so
that they are more likely to confide, and be less embarrassed to
do so, when they do have health concerns.
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