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For young people’s sexual health services to be effective,
they must be user-friendly, nonjudgmental, accessible, ap-
proachable and confidential.1 They also must provide a
range of services for both men and women,2 and above all,
they should be deemed appropriate and acceptable by
young people in the locality.3 In the United Kingdom, youth-
oriented sexual health services are often delivered from
venues other than health care settings that are accessible
and acceptable to young people, such as youth centers, gen-
eral advice centers, town halls, schools and fitness clubs.
Although they vary in their approach, such services offer
contraceptive information, advice and products, and many
provide specialized counseling services.

The number of UK sexual health services for young peo-
ple has increased steadily over the past decade as a result
of the government’s 1990 Health of the Nation initiative,
which aimed at halving the pregnancy rate among women
younger than 16 by the year 2000,4 and the current gov-

ernment’s 1999 plan to halve the pregnancy rate among
women younger than 18 by 2010.5 Local audits have shown
good client uptake,6 and evidence from the census ward
level has revealed that youth-oriented services are effective
in reducing the rate of teenage conceptions.7

In addition to specialized sexual health services for young
people, generic family planning clinics, genitourinary clin-
ics and general practitioners are increasingly serving young
people. Health, education and social sectors also are col-
laborating to serve youth, in response to a government re-
port in 1999 that stressed the need for an integrated ap-
proach to reducing teenage pregnancy rates.8

However, despite the wide availability of free and confi-
dential contraceptive services to youth of all ages in the Unit-
ed Kingdom,* not all young people use contraceptives con-
sistently.9 Although the first National Survey of Sexual
Attitudes and Lifestyles (Natsal), conducted in 1990, re-
vealed an increase in condom use at first intercourse among
successively younger cohorts, preliminary findings from
Natsal 2000 show that one in five sexually experienced peo-
ple aged 16–24 did not use a condom at first intercourse.10

Furthermore, among sexually experienced people aged
16–24, only 39% of men and 24% of women reported con-
dom use at last sex in Natsal 1990;11 among those aged
16–44, 24% of men and 18% of women said in Natsal 2000
that they had used a condom during all occasions of in-
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*Adults, defined as people older than 18, are usually regarded as compe-
tent in deciding their own treatment, and the Family Law Reform Act of
1969 gives the right to consent to treatment to anyone aged 16–18. A health
care professional can also give contraceptive advice and treatment to some-
one younger than 16, if the professional is satisfied that the young person
is able to understand fully what is proposed. Guidance on this policy was
issued in 1985, following the House of Lords ruling in the case of Gillick v.
West Norfolk and Wisbech Health Authority and the Department of Health
and Social Security.
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amined contraceptive behavior among young people, little
is known about their first use of sexual health services. It re-
mains unclear if young men and women who delay obtain-
ing services until after first intercourse do so out of a lack of
knowledge about the availability of services, because of anx-
iety about visiting a provider or because they are using com-
mercially available contraceptives and thus feel they do not
need to see a provider. The aim of this study was to investi-
gate when young people first use sexual  health services, fac-
tors that prompt service use and, among those who delay
use until after sexual debut, reasons for the delay, and sex-
ual behavior and contraceptive use before their first visit.

METHODS

We used purposive sampling techniques to study current
attendees at young people’s sexual health services in the
United Kingdom. After ranking health authority districts
(administrative units of the National Health Service) by their
rates of conception among women aged 13–15 during
1994–1996, we divided the districts into quintiles and used
stratified random sampling by race and population densi-
ty to select three districts from the first quintile and three
from the fifth quintile that had comparable demographic
compositions. The final sample included two rural and four
urban districts; two of the urban districts had racially di-
verse populations.‡

Semistructured interviews were initially conducted with
41 people aged 21 or younger who had visited any of 12
randomly chosen sexual health services in the study dis-
tricts (two in each district) between February and March
1999. Two researchers independently analyzed the survey
responses and identified themes, which we used to design
a four-page self-administered questionnaire; the question-
naire was approved by the National Health Service South
and the West Multicentre Research Ethics Committee, as
well as by the nine local research ethics committees that
had jurisdiction over the study districts.

The questionnaire was distributed to all youth-oriented
sexual health services in the six study districts—a total of
27 establishments. During a two-month period between
June and August 1999, the receptionist at each service site
asked all clients to complete the questionnaire on arrival,
explaining that replies were confidential and that partici-
pation did not affect the provision of services. To maintain
anonymity, participants were requested to place their replies
in unmarked envelopes and to deposit them in reply boxes.

Attendees were asked to supply demographic informa-
tion and to indicate whether they had been sexually expe-
rienced and, if so, how old they were at first intercourse, how
long they had been seeing their first partner before inter-

tercourse in the previous four weeks.*12

Adolescents, in particular, do not use contraceptives con-
sistently. In a survey of students in higher education, one-
quarter of sexually active 16–19-year-olds had never or only
rarely used condoms with their current partner.13 In ad-
dition, a nationally representative study of men and women
aged 16–55 who had ever had sex found that roughly one
in five 16–17-year-olds had ever had unprotected sex with
a new partner, thereby putting themselves at risk of both
pregnancy and sexually transmitted infections (STIs).14 Iden-
tifying barriers to obtaining and using contraceptives among
young people is thus important in promoting consistent
method use.

For example, sexually active people younger than 16 are
more likely than other age-groups to find obtaining con-
traceptives difficult.15 With an ever-increasing proportion
of young people becoming sexually experienced before age
16, this problem cannot be ignored. In Natsal 1990, 16%
of women and 25% of men aged 16–24 had had sex before
age 16, compared with only 2% of women and 10% of men
aged 45–59 at the time of interview.16 More recent estimates
suggest that up to one-third of British 16–19-year-olds were
sexually experienced before age 16.17

Understanding when and why a young person first uses
a sexual health service could help in increasing contraceptive
use, especially at first intercourse. Sizable proportions of
young people in the United States have sex for the first time
before seeking contraceptive help from a recognized
source.18 Analyses of data from the U.S. National Survey of
Family Growth revealed that just 24% of sexually experi-
enced women interviewed in 1978 and 21% in 1995 had
made their first visit to a family planning clinic before first
intercourse. Furthermore, the median interval between first
intercourse and first clinic visit among women who became
sexually active between 1991 and 1995 was 22 months.19

In the United Kingdom, anecdotal evidence from the Lon-
don branches of the Brook Advisory Centres† reveals that
on average, women delay going to a family planning clinic
for approximately six months after first intercourse. Addi-
tionally, data from a survey of attendees at young people’s
sexual health services in Southampton and Southwest
Hampshire show that almost 80% of sexually experienced
young men and women had first used a sexual health ser-
vice for advice or contraceptives after they had had inter-
course; the median delay was two months.20

According to an analysis of personal accounts of sexual
development, many young people initiate sexual intercourse
but start to think about and obtain adequate protection only
after accepting their new status.21 As a result of this delay,
young people are at risk of unintended pregnancy: An audit
at the London-based Brook Advisory Centres found that
almost one-half of first-time clients younger than 16 obtained
a pregnancy test or emergency contraceptives.22 In a more
general survey among school pupils in the Lothian region
of Scotland, one-third of sexually active women younger
than 16 had ever used emergency contraceptives.23

Although much research in the United Kingdom has ex-

*Natsal 2000 has yet to publish this figure disaggregated by age.

†The Brook Advisory Centres is a registered charity and the only national

voluntary-sector provider of free and confidential sexual health advice and

services specifically for people younger than 25. 

‡Rurality is defined by population density; racial composition was deter-

mined using 1991 census data. 
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course and whether they had ever used a sexual health ser-
vice. The questionnaire also asked whether the first time
they used a service was before or after first intercourse and
what type of service provider was visited. Attendees who
had ever used a sexual health service were requested to in-
dicate the reasons for their first visit and the services they
received, choosing from a list of responses or writing in oth-
ers, as well as to recall the length of time between first in-
tercourse and their first visit, or vice versa. Respondents who
had first used a service after sexual debut were asked to re-
port the reasons for not having used a service before first
intercourse, again choosing from a list of reasons or writing
in others. The questionnaire asked these respondents to in-
dicate the number of times they had had sex before using
services and how consistently they had used contraceptives.

Questionnaire responses were coded and entered into

a Microsoft Access database. We used SPSS version 10.0 to
perform chi-square testing to determine whether the type
of service provider seen at the first visit and reasons given
for delaying their visit until after first sex were associated
with the client’s age.

RESULTS

Sample Characteristics
Because we deemed it unethical to collect information from
attendees who chose not to participate in the study, we could
not weight the dataset for nonresponse. In addition, the
task of defining each establishment’s catchment area and
hence population served proved to be logistically very dif-
ficult. Nevertheless, the questionnaire was distributed at a
variety of settings—youth centers, health centers and one-
stop drop-in advice centers*—that provide sexual health
services to diverse groups of young people within areas of
varying levels of social deprivation.† We therefore believe
that the sample represents a cross-section of attendees.

A total of 996 attendees returned questionnaires; 11%
of the respondents were male and 89% female. Respon-
dents’ ages ranged from 11 to 39, with median and mean
ages of 17 and 18, respectively. In an effort to reduce recall
bias regarding the timing of, and reasons for, the first visit
to a sexual health service provider, we excluded from further
analysis respondents older than 21, as well as those who
provided incomplete or inconsistent information about their
use of a service. As a result, 747 respondents remained in
the study sample. However, the exclusion of respondents
did not affect the overall gender composition of the sam-
ple (Table 1). 

The mean age of the attendees in the final sample was
17, with no significant difference between males and females
(not shown). Twenty-seven percent were younger than 16—
26% of females and 35% of males (not shown). Roughly
three-quarters of respondents were receiving full-time ed-
ucation—32% at secondary school, 31% at sixth-form col-
lege‡ and 9% at university—and nearly all (95%) were white.
About one-half of the 651 attendees who provided postal
codes were living in areas classified as having very high so-
cial deprivation, whereas only 8% were living in areas with
very low social deprivation. 

The vast majority (90%) of respondents were sexually
experienced—93% of males and 90% of females (not
shown). Furthermore, nine in 10 respondents had ever used
a sexual health service; the remainder had never used such

When and Why Do UK Youth First Use Sexual Health Services?

TABLE 1. Percentage distribution of attendees aged 21 or
younger at specialist youth service sites, by selected char-
acteristics, United Kingdom, 1999

Characteristic %
(N=747)

Gender
Male 11.2
Female 88.8

Age
<14 3.6
14–15 23.6
16–17 40.7
18–19 22.6
20–21 9.5

Receiving education
Yes 71.5

Secondary school 31.6
Sixth-form college† 30.7
University 9.2

No 25.8
Employed 18.6
Unemployed 7.2

Other‡ 2.7

Race
White 95.4
Black 2.9
Other 1.6

Social deprivation of residential area§
Very low 8.4
Low 7.5
Average 11.5
High 20.9
Very high 51.6

Sexually experienced
Yes 90.1
No 9.9

Ever used a sexual health service
Yes 89.7

After first sex 61.2
Before first sex 28.5

No 10.3

Total 100.0

†Institutions that specialize in the highest two grades of secondary school and
vocational training. ‡Full-time caregiver or at home. §Among 651 respondents
who provided a valid postal code, which was allocated a social deprivation score,
on the basis of socioeconomic indicators of census wards.

*Among the innovative approaches to delivering contraceptives and sex-
ual health advice to young people in the United Kingdom, one-stop drop-
in advice centers offer young people information, counseling and advice
on a range of issues, such as housing, employment, addiction, relation-
ships and sexual health. 

†Levels of social deprivation were measured by assigning scores to cen-
sus wards, on the basis of socioeconomic indicators from census data, such
as unemployment levels, the number of households with no car and ex-
tent of overcrowding.

‡In the British educational system, sixth-form colleges are institutions that
specialize in the highest two grades of secondary school and vocational
training. (Most sixth-form college students are aged 16–18.)
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their visit (cited by 63%); 10% had wanted “to be prepared”
for sex with a new partner and 13% had been encouraged
by others to attend. In contrast, women most commonly
reported having visited a service site because they had had
unprotected sex (cited by 32%); only 21% of women had
wanted to obtain free condoms. In addition, 26% had want-
ed to switch methods, 25% had sought help because of con-
traceptive failure, 14% had been encouraged by others to
attend and 12% had wanted “to be prepared.”

Twelve percent of women had visited a service provider
to obtain a pregnancy test, including 19% of those who cited
having had unprotected sex as a reason for attending. The
proportion who had attended because of suspicion of preg-
nancy was significantly higher among those younger than
16 than among those aged 16 or older—16% vs. 7% (p=.04). 

Among women whose first visit to a service site followed
their initiation of sex, 40% had obtained emergency con-
traceptives at that visit, 37% oral contraceptives and 45%
condoms. Women who had received emergency contra-
ceptives included roughly two-thirds of those who said that
unprotected sex was a reason for their first visit and rough-
ly three-quarters of those who cited contraceptive failure.
Further exploratory analyses of women who attended a ser-
vice site for contraceptive failure or unprotected intercourse
failed to reveal any significant differences for any of the in-
dicators available between those who obtained emergency
contraceptives and those who did not.
•Reasons for not visiting before first sex. In all, 407 respon-
dents (9% males and 91% females) who used a service after
first sex gave a reason for delaying their visit. The most com-
monly reported reason among the women was that they had
not planned or expected to have sex (43%—Figure 1, page
118). One-quarter of women indicated that they had gotten
condoms from places other than a sexual health service, and
20–24% reported that lack of confidentiality, embarrassment
or fear, or young age had made them delay using services. In
an analysis of reasons for delaying service use by client’s age

a service but may have visited a facility to accompany a
friend.*

When and Where Youth First Used Services
Sixty-one percent of the sample had used a sexual health
service only after having had intercourse for the first time
(Table 1). In contrast, 29% reported having visited a ser-
vice before they had first sex—29% of men and of women
(not shown). Younger adolescents were more likely than
older youth to have sought help before sexual debut: Among
respondents who reported having had first intercourse
when they were younger than 16, 21% of those currently
aged 18 or older used a sexual health service before first
sex, compared with 24% of those aged 16–17, 26% of those
aged 14–15 and 43% of those younger than 14.

Of the respondents who had ever used a sexual health
service, 50% had visited a specialist youth-oriented service
site on the first occasion, 33% a generic family planning
clinic and 17% a general practitioner (Table 2). As the age
at first visit increased, so did the proportion of respondents
who went to a family planning clinic or general practitioner;
however, the proportion who visited a youth-targeted ser-
vice site decreased. Although these findings reflect the re-
cent expansion in specialist youth services, they also sug-
gest that young teenagers find these services acceptable.

Reasons for the First Visit
•Reasons for visiting before first intercourse. Of the 148 at-
tendees (10% males and 90% females) who had first visit-
ed a service site before first intercourse and who indicated
reasons for seeking help, 87% of men and 69% of women
reported that they had wanted “to be prepared.” In addi-
tion, 36% of women had wanted “to obtain information
and advice,” 27% had visited because they had planned or
expected to have sex soon and 14% had attended “out of
curiosity.” Among the men, 20% had visited because they
were curious and 20% because they wanted information
and advice. 

Analysis of respondents’ reports of the length of time
that they had been going out with their partner before hav-
ing intercourse with that partner and the period between
the first visit and first sex revealed that 70% of young peo-
ple who had gone to a service site before first sex subse-
quently had intercourse with the partner they were seeing
when the visit occurred. For 30% of the respondents, the
relationship began after the visit.

A total of 203 people who used a service before sexual
debut reported the type of service received. All 22 men said
they had obtained condoms; one man had also received
help and advice. Of the 181 women, 65% had obtained con-
doms, 51% the pill and 2% the injectable; 14% reported
having received help and advice. 
•Reasons for visiting after first intercourse. Among the 402
attendees (8% males and 92% females) who had delayed
their first visit until after first intercourse and who indicated
reasons for seeking help, men most commonly reported
having wanted to obtain free condoms as the reason for

*The questionnaire read “Listed below are some of the sex advice services
where you can get help about sex, contraception, sexually transmitted in-
fections, etc. Which have you ever visited to get contraception and/or ad-
vice about sex for yourself (not just to accompany a friend)?” Respondents
who had never used a service checked the option “I have never visited any
service for contraception/advice for myself.”

TABLE 2. Percentage distribution of youth who had ever
used a sexual health service, by type of provider seen
at first visit, according to age at first visit

Age N Youth  Family General Total
service planning practitioner 

clinic 

All 602 50.2 32.7 17.1 100.0
<14 81 60.5 24.7 14.8 100.0

14–15 279 53.4 33.3 13.3 100.0

16–17 199 44.7 34.2 21.1 100.0

18–19 43 34.9 37.2 27.9 100.0

χ2=15.0* (df=6)

*p<.05. Note: Excluded are 58 respondents who did not report the service first
used, four who had first used a service at age 20–21 and six who had visited a
hospital emergency department.
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(not shown), women younger than 16 were more likely than
those aged 16 or older to report having not known about ser-
vices (14% vs. 5%; p=.04). They also were more likely to cite
concerns about age (34% vs. 5%; p<.001) and about confi-
dentiality (25% vs. 12%; p=.001).

Men most commonly indicated that they had postponed
using a sexual health service because they had obtained
condoms elsewhere (33%), had not thought about using
a service (31%) or had not felt it necessary to seek help
(25%). These findings are not surprising, given that con-
doms are widely available from both commercial and non-
commercial sources.

Both men and women who had delayed their first visit
to a service provider until after first intercourse reported
that they had lacked knowledge about services: Nineteen
percent of men and 11% of women had been unaware of
the services that were available, and 11% of men and 14%
of women had not known where services were located.

Sexual and Contraceptive Behavior Before First Visit
Young people who had delayed their first visit to a sexual
health care provider were asked to recall details about their
sexual and contraceptive behavior between the first time

they had intercourse and their first visit. 
•Extent of delay. The interval between first sex and first visit
for the 398 respondents who provided this information (of
whom 9% were males and 91% females) ranged from less
than one day to six years. One-fifth of the women had vis-
ited a service site within 72 hours of first intercourse; 77%
of these had obtained emergency contraceptives because
of contraceptive failure or unprotected sex. By one month,
one-half of the women had used a service, and by six
months, three-quarters had done so. Among male re-
spondents, one-fifth had used a service within one week
of first sex and one-half within four months.
•Episodes of intercourse. It is deceptive to just examine the
time period between first sex and first visit to a service site,
given that an individual may engage in first intercourse but
no subsequent episodes thereafter. We therefore examined
the number of acts of intercourse that occurred before the
initial visit among respondents who had used a service after
sexual debut. One-quarter of the 366 respondents who
replied to this question reported having had sex only once
before visiting a provider. A further one-quarter first visit-
ed a provider after having engaged in intercourse two or
three times. In contrast, almost one-quarter of respondents
had delayed visiting a provider until after engaging in in-
tercourse more than 10 times.
•Contraceptive use. Of greater interest, however, is young
people’s contraceptive behavior between first sex and ini-
tial visit. Among respondents who had delayed visiting a
provider, 344 gave information on contraceptive use before
their first visit. More than one-half (57%) of these young
people had had unprotected sex at least once—27% who
had not used a contraceptive method before the first visit,
which included 11% of those who had had intercourse more
than 10 times, and 30% who had practiced contraception
sporadically (Table 3). Four in 10 respondents had used a
method for all episodes of intercourse.

DISCUSSION

The main study limitation is that we sampled only young
people visiting clinics offering youth-oriented sexual health
services. We recognize that other institutions and groups,
such as schools and youth workers, provide general sexu-
al health information and advice, as well as some forms of
contraception, to young people. Furthermore, condoms
are widely available and can be obtained easily. Hence,
young people who obtain contraceptives from sources other
than specialist youth services are underrepresented in the
sample. Nevertheless, our findings shed light on an im-
portant and policy-relevant set of concerns. The majority
of attendees at youth-oriented sexual health services had
used a sexual health service after having had intercourse
for the first time, commonly delaying the use of services by
several months.

Having had unplanned or unexpected sex, embarrass-
ment or fear, and concern about confidentiality and about
being too young were common barriers among women who
had delayed using a service, especially among those younger

When and Why Do UK Youth First Use Sexual Health Services?

TABLE 3. Percentage distribution of youth who had first
used a sexual health service after first intercourse, by con-
traceptive behavior before visit, according to number of
episodes of intercourse before visit

No. of N Never Used Used Total
episodes used consis- inconsis-

tently tently†

All 344 26.7 43.2 30.1 100.0
1 88 58.0 42.0 na 100.0
2–3 83 25.3 48.2 26.5 100.0
4–5 49 14.3 46.0 39.7 100.0
6–10 43 9.3 43.2 47.5 100.0
>10 81 11.1 37.9 51.0 100.0

†At least one episode of sex was protected and one unprotected. Note: na=not
applicable.

0 10 20 30 40 50

Was forced to have sex

Didn’t know about service

Didn’t know location of services

Worried about lack of 
 confidentiality

Didn’t feel it necessary

Too embarrassed/scared

Didn’t think about it

Worried about being too young

Obtained condoms elsewhere

Didn’t plan/expect to have sex

Females 
(N=371)

Males
(N=36)

FIGURE 1. Percentage of youth who had first used a sexual health service after first
intercourse, by reported reasons for the delay, according to gender

%



119Volume 35, Number 3, May/June 2003

organize introduction days, when future users meet ser-
vice personnel, including receptionists, thereby reducing
concerns among younger individuals about the adults they
are likely to meet.

However, embarrassment and fear about lack of confi-
dentiality are sustained only through a social context in
which young people’s sexuality is stigmatized. Comfort in
using services effectively will be fully achieved only when
familial and social contexts change. For example, parents
and other adults need to be realistic about young people’s
emerging sexuality. Early teenage years are a time for sex-
ual exploration and experimentation: Young people are
learning about their bodies and experiencing new sensa-
tions; often, only after having had sex do they think about
the consequences. Parents may therefore benefit from guid-
ance and advice on how to address the topic of sexuality
with their children, and schools might consider holding
discussions during sexuality education classes about the
realities of sex—including that many young people do not
anticipate having intercourse. 

Comparative research on sexual and reproductive health
among youth in different countries has clearly demonstrated
that greater acceptance of young people’s emerging sexu-
ality is not associated with increased levels of sexual activity,
but is associated with improved sexual health.25 Remov-
ing some of the barriers to effective service use is as much
a challenge to health care professionals as is improving
knowledge and skills among young people.
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than 16. Lack of knowledge regarding the location or avail-
ability of services was frequently mentioned by both men
and women. These results highlight the need not only to
provide greater information on the location of services, but
also to reassure young people (particularly those younger
than 16) of the usability and confidentiality of services. 

As expected, both men and women reported that having
obtained condoms from sources other than a sexual health
service was a reason for not visiting a service site before first
intercourse. Even though many sexual health care providers
not only supply condoms and pills, but also provide a holis-
tic service that includes education and counseling, young
people may not rely on them as their first source of protec-
tion against pregnancy and STIs. Instead, many youth choose
the easier and less-threatening option of using a vending
machine or visiting a local store or pharmacy.

Our study also has shown that the supply of free condoms
can influence first service use especially among sexually ex-
perienced men. In contrast, having had unprotected sex or
experienced contraceptive failure (e.g., condom breakage or
slippage) is a major trigger for sexually experienced women
to visit a provider, probably reflecting their fear of pregnan-
cy and infection. However, 23% of women who had visited
a service site within 72 hours of sexual debut because of con-
traceptive failure or nonuse continued to be at risk of preg-
nancy because they did not obtain emergency contraceptives.

A prolonged delay in using sexual health services after
first sex may represent a period of continued risk-taking
behavior, of intercourse during which nonprescription meth-
ods of contraception are used effectively or of no further
intercourse. Our findings indicate that when sex does occur
again before service use, contraceptive use tends to be spo-
radic—57% of people who had delayed use had engaged in
unprotected intercourse at least once. 

There is some encouraging evidence that younger co-
horts increasingly visit services before engaging in first in-
tercourse, possibly because of the increasing availability of
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