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Abstract
Examining the implementation and engagement of reproductive and sexual health
services for young people
Background and Rationale
Young people are becoming more sexually active and are forming relationships during the
early stages of their lives, sometimes engaging in sexual risk-taking, which contributes to high
rates of conception and sexually transmitted infections (STIs). Findings from past studies have
shown that young people, especially those at risk of STIs and unplanned pregnancy, are less
likely to access reproductive and sexual health promotion programmes and services (RSHPPs)
especially at mainstream clinics. This was attributed to concerns about judgemental attitudes
of healthcare staff, confidentiality, fear of the unknown and worries about being seen entering
venues providing RSHPPs. In the UK, the response to this is contained in the Government’s
sexual health policy aimed at reducing the impact of poor reproductive and sexual health
outcome in the population. There is the need to improve our understanding about how the
voices of young people can be incorporated into the design and implementation of RSHPPs to
better address their RSH needs.
Study aim
The aim of this research study is to examine the factors affecting the design, implementation,
and engagement of RSHPPs for young people aged 16 - 25.
Study design
A mixed methods design was utilised to examine the design, implementation and engagement
of RSHPPs for young people aged 16-25. Qualitative methods utilised two case studies
involving four community-based organisations (CBOs) and two general practice surgeries
(NHS-GP surgeries). Interviews and review of documentary evidence were utilised to explore
the views and experiences of managers and health promotion workers (HPWs) regarding the
design, implementation and engagement of RSHPPs for young people. A total of 25 managers
and HPWs were interviewed across four community-based organisations and two GP surgeries.
Qualitative data were analysed using the framework analysis.
Similarly, quantitative methods utilised survey questionnaire involving 317 young people to
examine their engagement with RSHPPs through six RSHPPs constructs, namely RSH
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knowledge, sexual behaviour, RSH seeking, attitude and expectation of RSHPPs, rating
RSHPPs use and HPWs, barriers to accessing RSHPPs. SPSS was utilised to describe the data
and to examine the association between the six RSHPPs constructs and demographic
characteristics.
Key findings
The qualitative findings from the two case studies involving managers and HPWs indicate that
RSHPPs afforded young people the opportunity to access RSE, chlamydia screenings and
contraceptive services, especially within outreach settings as a first easy step to engaging with
other RSHPPs. Quantitative findings from young people aged 16-25 indicate that the
facilitators of RSHPPs include more frequent RSHPPs (35%), awareness of RSHPPs (31%)
and the need for privacy (29%). Barriers to accessing RSHPPs include confidentiality (19.3%),
embarrassment (19.1%) and was corroborated by managers and HPWs who reported that
worries about confidentiality and embarrassment were the most cited barriers to accessing
RSHPPs by young people.

Implication for practice
Addressing the local health priorities like reducing teenage pregnancies and STIs requires
organisations to provide RSHPPs at both non-clinical and clinical settings to ensure that
RSHPPs are accessible to young people. RSE should be tailored to meet the evolving RSH
needs of young people before they initiate sexual activities to enable them to make informed
decisions about their RSH. Embedding RSHPPs within youth related activities provide young
people with some level of anonymity. Future evaluation of RSHPPs could explore the views
and experiences of young people and service providers to understand how such collaboration
could deliver better RSH outcomes for young people.
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Overview of the thesis
This thesis consists of seven chapters with a brief overview of each chapter presented below.
Chapter 1 introduces the research study, with the description of the concept of reproductive
and sexual health. Also included is an international definition of a child, adolescence and young
people. This initial discussion set out the context and background of reproductive and sexual
health (RSH) among young people as well as the need for them to access reproductive and
sexual health promotion programmes and services (RSHPPs) to address their RSH needs. The
rationale for conducting the research study was also presented along with a research question,
a research aim and four objectives.
Chapter 2 discusses the scoping review of the literature on the RSH of young people to explore
key theoretical concepts and ideas, map out the evidence with a view to situate this research
study within current literature. The review involves the organisation, structure and context of
RSHPPs, the provision of RSHPPs by exploring UK and international perspectives, facilitators
and barriers of access to RSHPPs for young people. Other relevant topics pertinent to the RSH
of young people were also discussed. Mapping the literature made it possible to identify what
is currently known about the design, implementation and engagement of RSHPPs for young
people and the gaps in the literature that this study aimed to address.
Chapter 3 discusses the research methodology and consists of the conceptual framework and
philosophy of the research study. The chapter started by providing a broad overview of the
theory-based evaluations (TBEs) and explored their applications within evaluation studies and
how it relates to the current research study. The research design utilised mixed methods and
combined qualitative and quantitative methods to address the research question. The qualitative
methods utilised two case studies, with data collection including reviews of documentary
evidence and semi-structured interviews, to explore the design, implementation and
engagement of RSHPPs for young people. The quantitative methods utilised survey
questionnaires to examine RSH use through the engagement of young people with RSHPPs.
A detailed discussion of the research ethics application and data collection for the main study
were also provided in this chapter. Prior to this, details of the three pilot studies along with
profiles of the pilot study sites were provided and includes information relating to gaining
access to the pilot study sites. Discussion in this chapter also includes findings from the pilot
studies and how this shaped and contributed to the final research design and protocol. Within
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the chapter are discussions of the selection of case studies, methods of data collection, data
collection processes and analysis.
Chapter 4 presents the findings from case study one and case study two and explored the
facilitators and barriers to the design, implementation and engagement of RSHPPs for young
people. The chapter explored the views and experiences of managers and health promotion
workers (HPWs) working for the community-based organisations (CBOs) and the National
Health Service-General Practice surgeries (NHS-GPs). The interview was augmented with
documentary evidence to explore the organisation, structure and context of the design,
implementation and engagement of RSHPPs for young people.
Chapter 5 presents the cross-case analysis and compared the facilitators and barriers to the
design, implementation and engagement of RSHPPs for young people between the CBOs and
GP surgeries. The themes from Chapter 4 were aggregated to form new themes that are needed
to synthesise the findings from the two case studies (CBOs and NHS-GP surgeries).
Furthermore, this is to explore the sources of similarities, differences and diversities within the
two case studies in relation to the design, implementation and engagement of RSHPPs for
young people in outreach and clinical settings.
Chapter 6 presents the quantitative findings from service users (young people survey
questionnaires) across all settings. The survey questionnaire examined the engagement of
RSHPPs for young people using the six RSHPP constructs including RSH knowledge, sexual
behaviour, RSH seeking, attitude and expectation of RSHPPs, rating RSHPP use and HPWs
and barriers to accessing RSHPPs. The chapter discusses the results of the quantitative findings
in relation to the association between the RSHPP constructs and the demographic
characteristics (age, gender, ethnicity, relationship status, RSHPPs settings, sexual experience).
Chapter 7 discusses the integration of the qualitative and quantitative findings from Chapters
4, 5 and 6. Both qualitative and quantitative findings were analysed separately and then
integrated using the triangulation protocol to identify the point of convergence or divergence
of the findings to help address the research question, aim and objectives. The chapter also
discusses the utilisation of the triangulation protocol and the conceptual framework of
programme theory for the interpretation of the data. The qualitative methods (two case studies)
are exclusive of the quantitative methods (survey questionnaire) and were conducted
independently, although the findings were triangulated as mentioned above to understand the
xxix

roles of the organisations (CBOs and NHS-GP surgeries) in the design, implementation and
engagement of RSHPPs for young people. The chapter also presents the implications of the
research findings to policy and practice; this was followed by a discussion of the strengths and
limitations of the research study. The discussion also centres on the findings of the research
study and their applications to real-world situations by policymakers, CBOs and healthcare
providers, followed by the conclusions of the study.
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Chapter 1: Introduction
1.1 Overview
This chapter sets out the introduction and content of the research study and consists of three
main parts. The first part discusses the concept of RSH along with sexual healthcare, which is
followed by the definition of children, adolescents and young people. The discussion sets the
stage for the second part and features a discussion on the background and rationale for the
research study. Areas explored include the epidemiology of sexually transmitted infections,
teenage pregnancies, risky sexual behaviours and the engagement of young people with
RSHPPs. This is followed by a discussion on the policy overviews aimed at addressing RSH
problems among young people. Additionally, a brief health profile of Wakefield and Bradford
was provided, highlighting the need for the provision of RSHPPs for young people. Finally,
the research question, research aim and objectives are discussed in this chapter.
Furthermore, it is prudent to provide a brief definition and meanings attributed to ‘programmes
and services’ prior to laying out their relevance in relation to the RSH of young people. The
online English dictionary defines programmes as sets of related measures or activities with a
particular long-term aim, while services are defined as a system supplying a public need such
as health, transport, communication or utilities such as electricity and water. For the current
research study, RSHPPs involve programmes and include the provision of relationships and
sex education (RSE) with the long-term aim of increasing the knowledge of young people
regarding their RSH. This enables them to make informed decisions concerning their RSH and
to have knowledge of the available services such as the RSH services (sexually transmitted
infection (STI) screening, STI treatments, contraception, smear tests) provided at community
venues, GP surgeries and other outreach venues. These terms make up the acronym RSHPPs,
meaning reproductive and sexual health promotion programmes and services, as referenced
throughout this thesis.
1.2 The concept of reproductive and sexual health
RSH is relevant for people to have responsible, satisfying and safe sexual lives, requiring
positive approaches to human sexuality to understand the complex factors that form human
sexual behaviour (World Health Organisation, 2006). In the Programme of Action of the
International Conference on Population and Development (ICPD, 1994, p. 59), sexual health
was defined as part of reproductive health in the following texts:
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A state of complete physical, mental, social well-being and not merely the absence of disease
or infirmity, in all matters relating to the reproductive system, its functions and processes.
Reproductive health, therefore, implies that people are able to have a satisfying and safe sex life
and that they have the capability to reproduce and the freedom to decide if, when and how often to
do so. Implicit in this last condition are the right of men and women to be informed and to have
access to safe, effective, affordable and acceptable methods of family planning of their choice, as
well as other methods of their choice for regulation of fertility which are not against the law, and
the right of access to appropriate health-care services that will enable women to go safely through
pregnancy and childbirth and provide couples with the best chance of having a healthy infant.

With the above definition in mind, there is the need for healthcare providers and policymakers
to design and provide appropriate programmes and activities to enhance the reproductive health
of the population, specifically young people who are the basis of this research. The
International Conference on Population and Development Programme (1994) proposed a
definition for reproductive healthcare below:
Reproductive healthcare, on the other hand, is defined as the constellation of methods,
techniques and services that contribute to reproductive health and well-being by preventing and
solving reproductive health problems. It also includes sexual health, the purpose of which is the
enhancement of life and personal relations, and not merely counselling and care related to
reproduction and sexually transmitted diseases.

As stated above, policymakers and service providers can address these needs by designing
RSHPPs that can address the overall well-being and needs of young people. The design,
implementation and engagement of RSHPPs for young people referred to in section 1.1 are
provided by generic HPWs, youth workers and healthcare providers (World Health
Organisation, 2010). In the framework of action on developing sexual health programmes by
the World Health Organisation (2010), providers of RSHPPs should be trained and receive
updated training so that the provision of information to young people is accurate, appropriate,
evidence-based and free from bias, stigma and discrimination. Those involved in the provision
of RSHPPs for young people should consider strategies that promote and improve access,
cultural sensitivities and confidentiality and are nonjudgemental and friendly (Advocate for
Youth, 2004; Hayter, 2005; Owen et al., 2010; Salmon & Ingram, 2008).
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1.3 Defining children, adolescents and young people and their reproductive and sexual
health
There are various definitions of a child. For instance, the Office of the High Commissioner for
Human Rights in 1989 maintained that the UK, like numerous countries, has ratified the United
Nations Convention on the rights of a child, which defines a child as everyone under 18 unless
‘under the law applicable to the child, the majority is attained earlier’. The World Health
Organisation (2013) defines children as those who are aged 19 or younger unless national laws
define a person to be an adult at an earlier age; however, if a person falls into the 10-to-19 age
categories, they are referred to as an adolescent. A young person can be identified at the onset
of puberty and changes as they become an adult, which varies for boys and girls, most often
starting at age 11 for girls and 12 for boys (NHS Choices, 2013). The variation in the definition
of a young person changes with circumstances, particularly changes in demographics, financial
and sociocultural settings. However, the definition of youths aged 15–24 serves statistical
needs in accessing young people and provides guidelines used in youth development (United
Nations Department of Economic and Social Affairs, 2014), with researchers using age
stratification of under 25. Many United Nations affiliates’ definition of a young person varies
within the 10–35 age range (see Appendix xiv, Table 76). A new theory of development by
Arnett (2000) explored the late teens through to the 20s with a focus on young people aged 18–
25 as a period termed ‘emerging adulthood’, where a person is neither in adolescence or young
adulthood but theoretically and empirically different from both. It is useful to highlight that the
above definition reflects the sociocultural, political and economic contexts of a child,
adolescent and young person. For the purpose of the research study, the term ‘young person’
refers to those aged 16–25 because this period is acknowledged to be when young people are
most likely to leave home and possibly engage in risky behaviours, like experimenting with
sex and drugs. In the UK, the age of consent to any form of sexual activity for both women and
men is 16 years regardless of gender and sexual orientation (Family Planning Association,
2015).
The need to address the gap in knowledge of RSH among young people aged 16–25 was
articulated in research a finding by Helmer et al. (2015), where young people expressed the
desire to know about relationships and the knowledge and skills needed to have relationships
that are not purely on the physical aspects of sex. The RSH outcomes of young people aged
16–25 continue to be a source of concern for many researchers and policymakers. For instance,
as young people approach the age of 25, the need for committed long-term relationships and
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planning to have families are important; they are also likely to experience onset of sexual
dysfunction (Department of Health, 2013).
In the UK National Health Service (NHS, 2016), people aged 16 and above are considered
mature enough to consent to treatment, which extends to research studies as well. When
recruiting children and young people into research, there are practical, methodological and
ethical considerations to deliberate (Shaw et al., 2011; British Educational Research
Association, 2017). In examining the design, implementation and engagement of RSHPPs for
young people aged 16–25, six RSHPP constructs were measured using a survey questionnaire
to generate new evidence about this group of young people. Young people taking part in the
current research study can give consent without parental or carer consent as would have been
the case with people below 16 years of age Shaw et al., 2011).
1.4 Background and rationale of the study
The shift in demographic makeup of those in their midteens through to late teens and early
adulthood occurred over the past half-century (Arnett, 2000). This meant that the period from
early teens to early 20s or early adulthood is not just a brief period of transition into adulthood
but also a unique time in life, characterised by changes and the propensity to explore possible
life directions (Arnett, 2000). Those who fall into this age group are known to engage in risky
behaviour that includes unprotected early sexual debut, sexual encounters and multiple sexual
partners; moreover, they are also known to have little knowledge about sexual health, often
lacking the skills to negotiate protective sexual behaviour (Hayter, 2005; Ingram & Salmon,
2010; Jayakody et al., 2011; Matser et al., 2013; Salmon & Ingram, 2008). Dunne et al. (2015)
revealed the sexual health awareness and risk among young people (aged 13–25) attending
sexual health clinics in the UK and observed that pressure from peers can encourage young
people to have sex. They also noted that early sexual debut is associated with poorer sexual
health knowledge.
In the UK, most young people are sexually active and can form a relationship between 16 and
24 years of age (Department of Health, 2013a). The problem is that this age group has been
shown to have little knowledge of sexual health including STIs and abortion than the remainder
of the older population (Department of Health, 2013a). Hayter (2005) also observed that young
people are reluctant to access RSHPPs, especially at mainstream provisions because of their
perception that healthcare staff are disrespectful, judgmental and cannot be trusted with private
information. Foley et al. (2017) suggested that access to Genito Urinary Medicine (GUM)
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clinics for those with symptoms of STIs has deteriorated and has become significantly worse
for women with asymptomatic signs of STIs. The chlamydia detection rate among those aged
15–24 has witnessed a dramatic reduction and varies according to the geographic area (Public
Health England, 2018). The high positive STI test rate for women who tested within sexual and
reproductive health services implies that some infected women are going undiagnosed, and
they could be responsible for the onward transmission of STIs among young people to potential
partners through unprotected sex (Public Health England, 2018). Previous studies show that
young people would have had sex by the time they are 16 years old and those who are 16–25
years old are more likely to report oral sex and other risky sexual practices (Haggel, 2014;
Jayakody et al., 2011; Lewis et al., 2017). Another research finding shows that among those
aged 16–25 who attended nurse-led sexual health drop-in services, the attendance was lower
among men from BME than white men (Samangaya, 2007).
Despite the overwhelming empirical evidence on the evaluation of RSHPPs for young people,
the articulation of the theoretical and philosophical bases of such evaluations are often limited
or lacking. For instance, using theory to examine the structural, organisational and contextual
basis of the design, implementation and engagement of RSHPPs for young people would have
provided sound evidence on what works, under what circumstances and how optimal RSH
outcomes can be achieved for young people. However, the evidence from previous studies
mentioned above and those referenced throughout this thesis has resulted in several significant
findings that have contributed to an understanding of the factors that contribute to the design,
implementation and engagement of RSHPPs for young people. Additionally, given the wider
application of the outreach model of sexual health in the UK, there is the need for current
empirical evidence that provides both theoretical and philosophical bases of the evaluation of
its application to RSHPPs. Such evaluation should aim to address the practical use,
acceptability within the broader societal contexts and how this was adapted to various settings
to address the RSH needs of young people in relation to similar services offered within clinical
settings. The current research applied a mixed-method research design, where qualitative
methods employed two case studies, while quantitative methods utilised survey questionnaires
to examine the design, implementation and engagement of RSHPPs for young people in both
outreach and clinical settings.
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1.4.1 Epidemiological overview of the reproductive and sexual health of young people
Reproductive and sexual ill health is a global problem with the United States bearing
disproportionate burdens of STIs and unplanned pregnancy compared with other developed
nations (Centres for Disease Control and Prevention, 2015; Satcher et al., 2015). Globally,
more than 41% of the 208 million pregnancies that occurred each year are unplanned, with 16
million adolescent females (aged 15–19) giving birth (World Contraceptive Day Coalition,
2013). In the United States, among women of childbearing age, those who are aged 15–19
years (adolescent) and young women aged 20–24 are at risk of unintended pregnancy (Centres
for Disease Control and Prevention, 2015). More than 2 million STIs were diagnosed in 2016
(chlamydia, gonorrhoea and syphilis) with 1.6 million cases of chlamydia reported in young
people, while nearly 46% of women aged 15–24 faced severe consequences of undiagnosed
infections, costing approximately $16 billion annually (Centres for Disease Control and
Prevention, 2017). Ford et al. (2004) in their research findings noted that young people aged
18–25 reported feelings of depression, anxiety, fear, anger and low self-esteem and concerns
about the stigma associated with STIs.
Young people who initiate sexual activity at an early age are at increased risk of poor sexual
health outcomes during their first sexual encounters and later in life (Burke et al., 2018). There
is a steady increase in new diagnoses of STIs in England between 2001 and 2010 with young
people aged 20 or below being disproportionately affected (Office for National Statistics 2012;
Teenage Pregnancy Unit, 2010). Young people continue to be at risk of STIs in the UK as
observed by the Family Planning Association (2010), which reported that in 2009, roughly
two-thirds of new diagnoses in STIs in women were among the under 25s, while more than
half of new diagnoses in men were among the under 25s. Among young people aged 16–19
years who were diagnosed with STIs in the UK, up to 11% of females and 12% of males will
be at risk of reinfection within a year (Family Planning Association, 2011). In a study of
sexually active young people aged 16 to 21, 9.1% of men and 13.4% of women reported a
distressing sexual problem that lingers up to three months (Mitchell et al., 2016). Findings from
the National Survey of Sexual Attitudes and Lifestyles (NATSAL-3) indicated that people who
are aged 16–24 are most likely to report a new sex partner or two or more sexual partners of
the opposite sex in the past year (Mercer et al., 2013). In a report by Public Health England
(2016), out of those diagnosed in sexual health clinics in 2015, the results indicate that 62%
(62,191 of 100,165) with chlamydia, 52% (9,088 of 17,414) with gonorrhoea, 51% (32,113 of
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62,547) with genital warts and 41% (12,591 of 30,658) with genital herpes were young people
aged 15 to 24. There are many reports of syphilis outbreaks among young people who are
below the age of 19 years from across the UK (Simms et al., 2011). Additionally, Chen et al.
(2007) noted that in a chlamydia screening test for women aged 16–25 and who reported more
than one sexual partner, 44% of the infection was detected on examination.
Although the overall numbers of STI diagnoses among those aged 15–24 have risen
considerably in the last five years, there has been a decline recently in cases of genital warts in
young females (Public Health England, 2016). Additionally, out of the over 1.4 million
chlamydia tests carried out in England, more than 128,000 positive tests were among those
aged 15–24. Although chlamydia is generally associated with risky sexual behaviours, the
prevalence of chlamydia in minority and majority groups in the Netherlands was not explained
by the differences in sexual behaviour or among those with a median age of 25 years (Matser
et al., 2013). However, this age group continues to bear a disproportionate burden of STIs in
comparison with the older population (Public Health England, 2017a).
Teenage conception is associated with disadvantaged socioeconomic status leading to
increased complications from abortion and infant mortality (Office for National Statistics,
2010; Teenage Pregnancy Unit, 2010). Since the 1998 baseline of under-18 conception, the
rate had fallen by 13.3% (Office for National Statistics and Teenage Pregnancy Unit, 2010);
however, the UK has the highest teenage conception rate than the rest of Western Europe
(Family Planning Association, 2016). Approximately 12% of pregnancies conceived by
women below the age of 20 are young women who are already teenage mothers; 10% of those
below 19 years old enduring an abortion have had one or more previous abortions although this
varies significantly between CCGs from 1%–20% (Crawford et al., 2013). The under-18
conception rate for the four countries of the UK in 2008 as reported by the Family Planning
Association (2011) is presented below. England reported 38,750 conceptions with a rate of
40.5 per 1,000 females with nearly half resulting in termination. Wales reported 2,578
conceptions with a rate of 44.3 per 1,000 females with nearly half resulting in abortion.
Scotland reported 3,857 conceptions with a rate of 40.4 per 1,000 females with nearly 45%
ending in termination. There is no available official data for contraception in Northern Ireland;
however, in 2009, 185 women aged under 20 years went to England to have pregnancy
termination; additionally, 1,334 under-20 conceptions were reported with a rate of 21.8 per
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1,000 females (Department for Education, 2010; Northern Ireland Statistics and Research
Agency, 2010).

1.4.2 Policy overview and its implications aimed at addressing the RSH of young people
There are varieties of government policies and strategies utilised in addressing the RSH needs
of young people. The timeline of the relevant RSH policies and strategies from 2001 upwards
are presented below. See also Appendix xiii, Figure 51, for more details.
The Sexual Health Strategy as outlined by the Department of Health (2001) aimed to reduce
the transmission of HIV and STIs, reduce the prevalence of undiagnosed HIV and STIs, reduce
unintended pregnancy rates, improve health and social care for people living with HIV and
reduce the stigma associated with HIV and STIs.
All this adds up to a strategy that proposes the following:
•

Providing clear information so that people can make informed decisions about
preventing STIs, including HIV, through managed networks for HIV and sexual health
services. This should include a broader role for those working in primary care settings
and with providers collaborating to plan services jointly so that they deliver a more
comprehensive service to patients.

•

Evaluation of the benefits of more integrated sexual health services should be
undertaken, including pilots of one-stop clinics, primary care youth services and
primary care teams with a special interest in sexual health to ensure its effectiveness
and value for money.

The strategy also set the stage for beginning a programme of screening for chlamydia for
targeted groups in 2002, further leading to the National Chlamydia Screening Programme
(NCSP). The NCSP was established in 2003 and targeted under 25 years old to prevent and
control chlamydia through early detection and treatment of infection, with a view to reduce
transmission to sexual partners (NCSP, 2003).
Additional remits of the strategy include setting standards for the treatment of STIs and the
treatment, support and social care of people living with HIV, setting priorities for future
research to improve the evidence base of good practice in sexual health and HIV and addressing
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the training and development needs of the workforce across the whole range of sexual health
and HIV services.
There was a further review of the strategy in 2013 (Department of Health, 2013) along with
the Public Health Outcomes Framework which builds into the most recent Public Health
England strategic action plan for health promotion for sexual and reproductive health and HIV
2016–2019 (Public Health England, 2015). The current strategy comprised four cardinal
objectives and aimed to
•

reduce the burden of HIV infection by decreasing HIV incidence in the population that
is most at risk of the new infection and reducing rates of late and undiagnosed HIV in
the most affected communities.

•

reverse the rapid increase in STIs in the population that is most at risk of infection.

•

minimise the proportion of pregnancies that are unplanned.

•

reduce the rates of under-18 and under-16 conceptions as well as narrow the variation
in rates across the country.

These policies can be achieved by developing sexual health strategies specifically tailored to
meet the RSH needs of the population including young people. In studies undertaken by
Mitchell et al. (2016), Hayter et al. (2012), Hayter (2005) and Salmon and Ingram (2008), it
was reported that young people who are at risk of STIs and unplanned pregnancy are the least
likely to attend mainstream sexual health clinics. Similarly, young people are susceptible to
many adverse sexual health outcomes as noted above. Irrespective of young peoples’
background and sexual orientation, they should, therefore, comprehend RSH and have the
confidence to seek help and guidance (Public Health England, 2015a). Such RSHPPs should
promote and encourage young people to access appropriate contraception and condom use
besides STI screening and treatment for STIs (Public Health England, 2015a).
There have been dramatic gains in the reduction in teenage conception in England and Wales
which could be directly or indirectly attributed to these government policies. In a release by
the Office of National Statistics (ONS, 2018), there were 18,076 conceptions among women
below 18 years old in England and Wales, which is a decrease of 11% compared to 20,351 in
2015. The rate of conception for those below 18 years old was 18.9% conceptions per thousand
women aged 15–17 in 2016, a 10% decrease from 21% in 2015. This is the lowest number of
conceptions and the lowest conception rate for women below 18 years since comparable
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statistics were first produced in 1969. In 1969, there were 45,495 conceptions to women below
18 years, resulting in a rate of 47.1% conceptions per thousand women. This gain may be due
to the policies described above and may also be attributed to a shift in the aspirations of young
girls towards education. Other reasons include the investment in RSE programmes and
perception of the stigma attributed to being a teenage mother (Office National Statistics, 2018).
There is also an improved detection rate for chlamydia leading to treatment and ultimately
reduced transmission among sexual partners (Public Health England, 2016). There was a 2%
decline in the number of diagnoses of gonorrhoea (from 9,120 to 8,896) and genital herpes
(from 12,622 to 12,374) among young people (Public Health England, 2017a). There continues
to be a decline in the diagnoses of genital warts among young women in England as a result of
the national HPV vaccination programme introduced in 2008 using the bivalent HPV 16/18
vaccine (Public Health England, 2016). The preceding years 2009–2015 witnessed a dramatic
decline, 38.9%, of first episode of genital warts diagnoses in specialist sexual health clinics
among 15- to 19-year-old females with young males aged 15–19, recording a smaller reduction
of 30.2% (Public Health England, 2016).

1.4.3 RSHPPs in Wakefield and Bradford within the West Yorkshire context
This section provides brief background information about West Yorkshire with more emphasis
on Bradford and Wakefield where the research study was undertaken with organisations
providing RSHPPs to young people aged 16–25. The diverse nature of West Yorkshire,
including young people from Wakefield and Bradford in this research, provided an ethnically
diverse population with varying socioeconomic and cultural attributes.
As depicted in Figure 1 below, West Yorkshire is in the northern region of England and
comprises five administrative areas or district councils, specifically Leeds, Bradford, Kirklees,
Wakefield and Calderdale. It is one of the largest counties in England with a diverse population
of over 2.2 million living in a mixture of urban and rural areas (Office of National Statistics,
2012). Using a rough estimate from Wakefield Observatory (2015; Public Health England,
2013), Wakefield has a population of 326,000 with those aged 16–25 estimated to be around
39,000. Similarly, Bradford Council (Bradford Council, 2015) estimated the population of
Bradford to be 534,500 with those aged 16–25 estimated to be in the region of 47,000. The
health of the people living in Bradford and Wakefield is described as generally worse than the
England average, according to the Health Profile of 2013.
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Figure 1: Geographical map of West Yorkshire with arrows showing the two research study areas
The Department of Health (2013) states that sexual ill health is not equally distributed within
the population and noted that the relationships between deprivation and STIs, teenage
conceptions and abortions were linked to health inequality. The highest burden of STIs is borne
by women, men who have sex with men (MSM), teenagers, young adults and those from black
and minority ethnic communities (Department of Health, 2013). Despite the above outlook,
there has been a 50% reduction in under-18 conceptions in Bradford achieved via the Teenage
Pregnancy and Young People’s Sexual Health Strategy 1998–2010 (Bradford Joint Strategic
Needs Assessment, 2016b). The number of young people aged 15–24 with positive chlamydia
tests in 2014 was 1,563 in Bradford with a detection rate of 1,089 per 100,000 population. This
is below both the regional average of 2,244 per 100,000 population and the average in England
of 2,012 per 100,000 population (Bradford Joint Strategic Needs Assessment, 2016b). Out of
the 2,785 new STIs diagnosed in Bradford, 52% were young people aged 15–24 compared with
the average in England, which was 46%. Additionally, 6.3% of women and 6.8% of men with
new STIs from 2010 to 2014 were reinfected with a new STI within 12 months (Bradford Joint
Strategic Needs Assessment, 2016a).
The level of teenage pregnancy is worse than the national average for Wakefield; although
Bradford is within the average for England, acute STIs are within the average for both
Wakefield and Bradford (Public Health England, 2013). The teenage pregnancy figure for
Wakefield highlights a decline in teenage conception. For instance, the figures for under-16
conceptions for 2012, 2013, 2014, 2015–2016 per 1,000 population were 6.6, 5.2, 4.0, 4.2, 4.2
respectively, indicating a slight increase from 2015–2016 (Wakefield Joint Strategic Needs
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Assessment, 2018). There is an increase in number of most of the five major STIs: syphilis
increased by 12%, gonorrhoea by 16% and chlamydia by 5%. Genital herpes decreased by 2%
and genital warts by 11% in Yorkshire and Humber with young people aged 15–24 accounting
for 62% of all the new STI diagnoses in 2017 (Public Health England, 2018a). This rate for
Wakefield and Bradford excluding chlamydia diagnoses among those aged 15–24 per 100,000
was 510 and 413 respectively (Public Health England, 2018a). Additionally, in both Wakefield
and Bradford, alcohol-related hospital stays, smoking in pregnancy among those aged under
18 and breastfeeding were worse than the national average. Alcohol use was associated with
unintended sexual consequences such as nonconsensual sexual activity, STIs and unplanned
pregnancies due to lack of inhibition (Lewis et al., 2015). Tobacco use during pregnancy can
lead to complications during pregnancy and congenital disabilities (Centres for Disease Control
and Prevention, 2016).
To address the RSH needs of young people aged 16–25, organisations that participated in this
research study designed, implemented and engaged young people with RSHPPs in various
settings. This research study examined the factors that affect the design, implementation and
engagement of RSHPPs for young people. A mixed-method research design was employed
where qualitative methods involved two case studies and explored the organisational, structural
and contextual factors associated with the provision of RSHPPs for young people. Quantitative
methods utilised survey questionnaires to examine the engagement of RSHPPs for young
people using the six RSHPPs constructs described in section 1.5 below.

1.4.4 Current challenges in the availability and access to RSHPPs
Despite the gains recorded over the last few years in reducing STIs and teenage conception
rates, the cuts to funding of these preventative programmes and services simply mean that these
significant gains are at risk of being reversed (Blake & Simpson, 2013). The most recent figures
indicate that young people experienced the highest STI; moreover, there is also a rise in the
five major STIs: syphilis, gonorrhoea, chlamydia, genital warts and genital herpes (Public
Health England, 2017a; Public Health England, 2018a).
The Children and Social Work Act of 2017 stipulates that RSE should be made compulsory at
all schools including academies and free schools (Local Government Association, 2017). This
is because RSE has been shown to improve healthy relationships, in addition to the mental
health and well-being of young people by addressing their RSH needs, including the sexual
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functions of young people (Field et al., 2016; Hirst, 2013; Mitchell et al., 2016; Wellings et al.,
2016). Macdowall et al. (2015) observed that gaining information about RSH from school and
parents was associated with reduced reports of negative RSH outcomes for young people
especially girls. However, opposition to RSE in school by teachers, parents and the community
remains strong because of the perception that it encourages sexual behaviour and sexual risktaking (Formby et al., 2010; Hirst, 2013; World Health Organisation, 2008).
There are current challenges to achieving same-day access and waiting times for GUM clinics
consultation. The figures demonstrate a decline of 90.8% in 2015 compared to 95.5% in 2014,
which was noticeably greater in England, notably among women (Foley et al., 2017). It can be
deduced from the above that young people will be significantly affected by this challenge, as
they have been shown to bear the disproportionate burden of STIs and other sexual health
problems in contrast to the remainder of the population (Public Health England, 2016; The
Family Planning Association, 2010). The UK government’s austerity programme meant
restrictions to several areas of public-sector spending and, in terms of RSH, reduced access to
RSHPPs leading to a reduced level of awareness programmes, contraception and sexual health
services, resulting in a 5% rise in new STIs in 2012 (Blake and Simpson, 2013). There is
reduced availability of RSHPPs at GUM clinics because of extensive budgetary cuts since
moving from the NHS to the local authorities. As a result, RSHPPs are tendered with lower
budgets, causing closure of clinics, relocation or RSHPPs operating at inconvenient times
(Iacobucci & Torjesen, 2017). One scenario was the movement of the walk-in clinic to
appointment-only services and the refusal of local authorities to pay for services outside their
local areas. Furthermore, this resulted in the report of incidences of ‘menstrual bleeding’ among
many young women during their menstrual cycles given that patients were not able to access
long-acting reversible contraception on time (LARC) (Iacobucci & Torjesen, 2017). If the
current trend is not addressed urgently, services that support children with STIs and unintended
pregnancies could experience an increase in expenditure by 10-15% of the total UK spending
on social welfare (Blake & Simpson, 2013; Her Majesty Treasury Targets for 2013–2015). The
additional cost of poor access to RSH services specifically with young people bearing most of
the burden of unintended pregnancy and STIs is projected to be between £8.3 and £10 billion
by 2020; however, improved access could save between £3.7–£5.1 (Blake and Simpson, 2013).
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1.5 Research question, aim and objectives
Based on the background and context of RSH needs of young people and the need to address
the paucity of evidence in the literature on the design, implementation and engagement of
RSHPPs for young people, the research question, aim and objectives were formulated to
address these issues (see below).

1.5.1 Research question
The research question is set out to address the following: “What factors contribute to how
community-based organisations (CBOs) and the NHS-GP surgeries designed, implemented
and engaged young people aged 16–25 with reproductive and sexual health promotion
programmes and services (RSHPPs)?”

1.5.2 Research aim
The aim of this research study is to examine the factors affecting the design, implementation
and engagement of RSHPPs for young people aged 16–25 by addressing the following
objectives.

1.5.3 Research objectives
The research study addressed four objectives as presented below:
Research objectives 1, 2 and 3 were addressed in the order presented below via a qualitative
approach and made use of two case studies to explore the design, implementation and
engagement of RSHPPs for young people.
•

To explore the views and experiences of managers and senior personnel on the factors
that affect the design, implementation and engagement of RSHPPs for young people
aged 16–25 using interviews and documentary evidence.

•

To explore how managers recruited, trained, retained and supported HPWs who provide
RSHPPs for young people aged 16–25 using interviews and documentary evidence.

•

To explore the views and experiences of HPWs on the provision of RSHPPs for young
people aged 16–25 using interviews and documentary evidence.
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Research objective 4 was addressed via a quantitative approach and utilised survey
questionnaires to examine the engagement of young people with RSHPPs.
•

To examine the engagement of RSHPPs for young people through the six RSHPPs
constructs, namely, RSH knowledge; sexual behaviour, attitudes and expectation of
RSHPPs; RSH seeking; rating RSHPPs use; and HPWs; as well as the barriers to
accessing RSHPPs.

1.6 Summary of the chapter
This chapter began by describing the concept of RSH with its definitions along with sexual
healthcare. The current study explores the various definitions of children and young people and
the new theories about the development of emerging adulthood in section 1.3. The inherent
ethical issues relating to the involvement of young people in sensitive research topics such as
examining their engagement with RSH were explored. The background and rationale of the
study were provided and included the epidemiology of STIs among young people besides the
overview of the policy aimed at tackling STIs and teenage conception. This chapter discussed
the current challenges with availability and access to RSHPPs. This was followed by the
research question; research aim and objectives and the contexts of promoting RSH among
young people aged 16–25 in West Yorkshire with the emphasis on Wakefield and Bradford.
The above sets the stage for scoping and mapping the evidence to identify what is known in
the literature concerning the design, implementation and engagement of RSHPPs for young
people in the next chapter.
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Chapter 2: Scoping review
2.1 Introduction
The aim of this chapter is to map the evidence within a global context and critically review the
factors that contributed to the design and implementation of RSHPPs for young people. The
discussion also includes the current empirical evidence on the engagement of young people
with RSHPPs. This chapter discusses the organisation, structure and context of RSHPPs and
explores the main drivers and actors in the implementation of RSHPPs for young people. This
chapter also explores a brief historical context of the roles of public health and its current roles
in RSHPPs in the UK, including at the local level, and highlights the roles of CBOs and the
NHS in the current service delivery model. Additionally, the discussion in this chapter explores
the facilitators and barriers to the design, implementation and engagement of RSHPPs for
young people in outreach and clinical settings from local, national and international
perspectives. Other areas discussed in this chapter include a review of the relationships between
the various RSHPPS constructs and demographic characteristics. A scoping review of the
literature, using the Arksey and Malley (2005) framework, was undertaken with the aim of
systematically mapping past studies to understand the broader context of the contributing
factors to the design, implementation and engagement of RSHPPs for young people. In
identifying the gap in the evidence base and to explore methodological issues including the
application of theories to the evaluation of RSHPPs for young people, the scoping review
provides an avenue for a rigorous and transparent approach to mapping out relevant studies.
Compared to the systematic and traditional literature review, the scoping review can provide
volumes, nature and features of primary research, in this case RSHPPs for young people, within
a limited period.
The sections below provide an account of the five-stage framework to scoping review proposed
by Arksey and Malley (2005) and involves the following steps: identifying a review question;
identifying relevant studies; selecting relevant studies; charting the data and collating,
summarising and reporting the results. These steps are discussed in sections 2.2–2.6 below.
Although the approach to scoping reviews is like that for systematic reviews, there are key
distinctions. For instance, the scoping review dealt with broader topics and posed a broad
review question addressed with many research designs and provides no requirements to assess
the quality of the study, while systematic reviews address a narrow review question using
quality assessed research studies (Arksey & Malley, 2005).
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2.2 What is known about the factors that contribute to the design, implementation and
engagement of RSHPPs for young people?
To address the review question posed above, the scoping review was used to synthesise existing
evidence relating to the design, implementation and engagement of RSHPPs for young people.
Studies on RSHPPs for young people emphasise the need for access to RSHPPs in
environments that they are comfortable in and to be treated with respect and free from
judgmental attitudes by service providers, which they regularly cited as prevalent within
clinical environments (Myers 2009; Heritage & Jones, 2008; Jomeen & Whitfield, 2010).
The need to encourage uptake and access to RSHPPs for young people gave rise to the
provision of many sexual health services across different settings like clinics and outreach at
community venues, colleges, parks and pubs. However, the evaluation of such activities is often
limited to a single setting like in clinical settings or outreach venues including parks, city
centres and community venues with smaller age brackets (Hayter, 2005; Perkin et al., 2003;
Heritage & Jones, 2008; Jomeen & Whitfield, 2010, Phillips-Howard et al., 2010), where the
age of participants in most studies range from 11–24 years old. However, additional methods
of accessing RSHPPs that utilise mobile health units are popular in America (Campos &
Olmstead-Rose, 2012; Oriol et al., 2009; Taylor., 2009) to reach out to underserved members
of the community. There is, however, limited exploration of its varied practice in the UK for
targeted young people, especially within RSHPPs.
In the UK, Frankis and Flowers (2006) undertook an evaluation of contact efficacy using
mobile units within a public sex environment (PSE) to promote sexual health among MSM.
The study utilised a questionnaire to measure sociodemographic data, sexual behaviours and
services used by MSM. However, other demographic details involving young people of both
genders were not covered in their study, which limited the scope of their research together with
its findings. Other researchers in the UK such as Hayter (2005) and Myers (2009) conducted
studies into sexual outreach clinics for young people using mobile units in colleges and other
settings and employed mixed methods for evaluation. These studies provide evidence to
support the need for RSHPPs to be designed and implemented in ways that encourage young
people to feel comfortable enough to engage with the RSHPPs. However, the research
participants are either policymaker, service providers and service users with few of these
studies including the views and experiences of both service users and service providers within
the same evaluation. A combination of the views and experiences of all the relevant

47

stakeholders (service providers and service users or policymakers) would have provided key
insights that adequately captured issues around RSHPP design and implementation required to
address the RSH needs of young people.
2.3 Methods employed in identifying and reviewing empirical evidence
The methods utilised to gather the evidence that addressed the review question on what factors
contribute to the design, implementation and engagement of RSHPPs for young people are
described in the sections below.

2.3.1 Identifying relevant studies
The scoping review strategy was devised from the review question and the main issues
pertinent to the research objectives. Working with the researcher’s supervisory teams, the
scoping review strategy was drawn up to comprehensively search for relevant empirical
evidence that addressed the design, implementation and engagement of RSHPPs for young
people. To identify relevant studies, a clear description of the search terms was devised and
featured the inclusion and exclusion criteria of potential evidence to be reviewed. Additionally,
lists of databases and search strategies utilised were also included.
Databases
The databases searched included EBSCO, PubMed Central, University of Bedfordshire Library
catalogues, University of Bradford Library catalogues via SCONUL access, Mendeley-enabled
searches, Google Scholar and Google and other Internet search engines. Other sources include
grey literature, hand searches and other published and unpublished publicly available health
materials on RSH. The reference lists for already searched articles were screened for relevant
studies that met the inclusion criteria. Those studies considered to be relevant were searched
and included.
•

Search strategies

The search strategies utilised were devised based on the review question, considering the key
issues within the overall research study. The search terms were based on the comprehensive
literature review that was initially considered for the review of the evidence. It was later
decided that a scoping review would adequately capture and map the scope and range of the
evidence regarding the design, implementation and engagement of RSH services for young
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people. The researcher worked with two supervisory teams to devise the search terms provided
below:
•

Organisation and structure of RSH

•

RSH in the UK (including history)

•

The roles of community-based organisations in promoting RSH

•

The roles of sexual health services in promoting RSH

•

Providing contraceptive and sexual health (CaSH) services to adolescents and young
adults

•

The RSH of young people aged 16–25

•

Developing a conceptual framework for RSH

•

Theory-based evaluation in RSH

2.4 Study selection, inclusion and exclusion criteria
The decision to adopt broad inclusion criteria for the scoping review was intended to capture a
range of relevant themes that addressed the research issues pertinent to the RSH of young
people featuring mental health elements. The studies included RSH, STIs, contraception,
relationship and sex education, while other studies dealt with CSE, FGM and youth
programmes. There was no age restriction concerning studies, and studies were included if they
explored the organisation and structure of RSH along with general contexts relevant to young
people. A similar strategy was utilised by Botfield et al. (2016) in their scoping review of young
people’s use of RSH services in Australia to enable broader access to literature that offered
important insights into their review questions. Other health promotion programme research that
explored organisational contexts of programmes were included. Additionally, studies that
examined health promotion programmes undertaken using mobile health units, outreach
venues and clinical environments were included. Relevant literature between 1944 and 2019
was included to understand a very brief historical perspective of the evolution of public health
in the UK and how this shaped its sexual health strategy. Other relevant studies that address
the current RSH of young people both locally and internationally from the time range above
were included.
The studies included featured an extensive range of research designs that include mixed
methods, qualitative, quantitative, case studies, quasi-experimental designs, literature reviews
along with books, reports, editorial, reviews, policy documents, guidelines and guidance from
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multilateral and government agencies. The studies that dealt with mental health with no direct
link to the RSH of young people, as well as studies that focused on care with no link to young
people’s RSH, were excluded from consideration. Additionally, studies that were undertaken
at hospital emergency departments and other venues and had no RSH promotion elements were
excluded from the review. Furthermore, studies conducted in languages other than the English
language were excluded from the reviews.
A practical application of the inclusion and exclusion criteria listed above is demonstrated with
the aid of the PRISMA-ScR Flow diagram see Figure 2 below. It was generated from the
THETA Collaborative Canada (THETA Collaborative Canada, n.d.) by inputting the relevant
information such as databases, several citations, numbers of studies screened and more as
shown in Figure 2 below. The PRISMA-ScR statement presents a graphical illustration of the
citations and sources identified and screened during the scoping reviews. The application of
the inclusion and exclusion criteria along with the PRISMA-SCR flow diagram was again sent
over to both members of the researcher’s supervisory teams for vetting and agreeing to
minimise bias.

Figure 2: PRISMA-ScR flow diagram generator
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A total of 19,238 citations were identified and screened for the scoping review. The citations
were subsequently downloaded into Mendeley (reference manager software) and classified for
their usefulness based on the procedure previously applied by Bailey et al. (2015) below:
•

Unclear - maybe a relevant study is needed to be considered further during the reading
of the full texts

•

Yes - fully meets the inclusion criteria as the core citation

•

Yes - meets the inclusion criteria and will serve as a supplementary citation

•

No - does not meet the study inclusion criteria and hence excluded from further
consideration.

After screening all the citations for duplicates, a total of 2,703 was excluded, leaving out 16,535
articles and abstracts, which were eventually screened using the exclusion criteria. Thus,
15,648 studies and articles including reports, policy documents and reviews were excluded
after screening for abstracts and titles, as they were irrelevant and failed to meet the inclusion
criteria. A total of 887 articles including reports, policy documents and reviews were eventually
retrieved for full-text screening. A total of 479 were excluded after screening for full texts
because there was no clear link to the review question. For instance, several of the excluded
materials included mental health, studies on obesity, youth and social works besides health and
well-being promotion in the community but offered no added value to the scoping review
question on the RSH of young people. Additionally, 357 articles, studies and other materials
(see above) were subsequently excluded during data extraction because they did not meet the
inclusion criteria largely because of the reasons given above. Other reasons that warrant
excluding some of the articles include a lack of information about the organisation, structure
and context of health promotion programmes or services. A total of 122 sources of evidence
were included in the review, of which 58 of the most relevant were summarised for inclusion
in the review as core papers, while the remaining 64 served as supporting or supplementary
materials. The inclusion of extra materials was to address the gap in missing evidence and to
supplement the 58 papers (Derish & Annesley, 2011; Ferrari, 2015).
2.5 Analysis and charting of evidence
The scoping review does not involve a quality appraisal of evidence, which is a norm in a
systematic review. In its place, a narrative account of the available research was performed.
The steps are like the framework approach (Ritchie & Spencer, 1994) in synthesising and
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interpreting qualitative data, where the evidence from the literature was obtained by sifting,
charting and sorting materials into themes. This process is described as data extraction in a
systematic review. The analysis involved the extraction of the relevant data and includes
studies, articles, reports, policy documents and other materials (see section 2.4 above) and
presents information that relates to the following:
•

The author and title of the paper including the year of publication

•

The main aim of the paper

•

Methods used

•

Sample size

•

Findings

•

Age of participant

The evidence extracted from the articles, reports and policy documents were grouped based on
the type of materials or research study, the location of the materials and age groups (where
relevant) for the study participants (service providers, policymakers, service users, all groups
and others); this was followed by the research areas and included studies on RSHPPs or other
health-related programmes (see Table 1 below). Final details of the summary table of evidence
are provided in section 2.6 below, and the table of the summary of extracted evidence is
presented in Appendix xvii, Table 78.
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Table 1: Characteristics of the included literature

Characteristics

Type of materials/study
Mixed methods
Qualitative studies
Quantitative studies
Literature reviews
Quasi-experimental designs
Case studies
Editorials/commentaries
Books
Policy documents, reports
Others
Location
UK
U.S.
South Africa
Iran
Brazil
Jordan
Tanzania
Nigeria
Canada
Australia
Taiwan
Multi-national
Netherlands
Iceland
Greece
Age groups
Under 25s
Unclear age stratification
25 and over
No age provided
Groups/participants
Service providers/policymakers
Service users
All groups
Others
Research areas
Reproductive and sexual health programmes
and services (RSHPPs)
Other health services and health promotion
programmes

Number of studies/
publications/documents

Percentage (%)

17
11
20
17
2
8
17
2
21
7

13.9
9
16.4
13.9
1.6
6.6
13.9
1.6
17.2
5.7

81
18
2
1
2
1
1
1
6
3
1
1
1
1
1

66.4
14.8
1.6
0.8
1.6
0.8
0.8
0.8
4.9
2.5
0.8
0.8
0.8
0.8
0.8

50
2
28
42

41
1.6
23
34.4

52
31
28
11

42.6
25.4
23
9

94

77

28

23

2.5.1 Scoping the field: mapping the evidence
The distribution of the sources of evidence and materials that addressed the review question
‘What is known about the factors that contribute to the design, implementation and engagement
of RSHPPs for young people?’ is presented below. Table 1 above illustrates the characteristics
of the evidence and materials which are grouped broadly into different types of materials,
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which also include research methods, geographical distribution, the age distribution of
participants, groups and participants and the research areas.
Number and proportion of studies and materials (including reports, articles, editorials,
policy documents) according to the type of research (N = 122)
Table 1 above indicates that a total of 10 sources of evidence were identified in this scoping
review. Slightly more of the sources of evidence reviewed utilised policy documents compared
with other sources of evidence (21, 17.2%); the research methods utilised for the rest of the
evidence are quantitative methods (20, 16.4%), followed by mixed methods, literature reviews
and editorials/commentaries (each comprising 17, 13.9%). qualitative methods (11, 9%), case
studies (8, 6.6%) and others (7, 5.7%). The least employed sources of evidence in this scoping
review were books and quasi-experimental designs, with both accounting for 2 (1.6%) each.
Geographical distribution of materials
Table 1 above shows the number and proportion of studies, publications and documents
reviewed in the scoping reviews by country. Fourteen countries contributed to the evidence for
the scoping review with an additional source from more than one country. A total of 81 (66.4%)
of the materials were from the United Kingdom, followed by the United States (18, 14.8%).
Nine countries (Iran, Jordan, Tanzania, Nigeria, Taiwan, the Netherlands, Iceland, Greece and
multinational (more than one country)) contributed the fewest materials 1 (0.8%) in the scoping
reviews. There were two papers identified from South Africa and Brazil, each representing
1.6%, while Canada and Australia contributed 6 (4.9%) and 3 (2.5%), respectively.
Age distribution of participants
Table 1 above reveals the age distribution of participants. The materials (articles, policy
documents, reports and reviews) that featured young people below 25 years old represent a
higher number and proportion (50, 41%) compared with the remainder of the age groups. Fortytwo (34.4%) of the materials had no age grouping and may well apply to all population groups
whereas the materials that featured people over 25 included 28 (23%). Additionally, 2 (1.6%)
of the materials demonstrated no clear age stratification.

54

Distribution of the evidence and materials based on groups and participants
Table 1 above reveals that the distribution of the evidence and materials for the groups and
participants includes a higher percentage of service providers and policymakers (52, 42.6%),
which accounts for most of the materials and evidence. This was followed by service users (31,
25.4%); all groups, which include a combination of service providers, policymakers and service
users (28, 23%) and others (11, 9%).
Distribution of the evidence and materials based on the research focus
Table 1 above explains the distribution of the evidence and materials based on the areas of
focus and consisted of two areas of research focus. RSHPPs account for a higher proportion of
the reviewed evidence at 94 (77%), while others including health services and health promotion
programmes accounted for 28 (23%) of the reviewed evidence.
2.6 Collating, summarising and reporting the results of the scoping review
In interpreting the results and conclusions, a narrative summary of the findings was provided
regarding the contribution of the findings to the design, implementation and engagement of
RSHPPs for young people. The studies that warranted particular attention were then
summarised and reported, giving appropriate credit to the studies that made significant
contributions, as well as the studies that yielded the most significant findings (Derish &
Annesley, 2011; Ferrari, 2015).
The final process of the analysis was the categorisation of the topics pertaining to the scoping
reviews into themes based on the review questions which were grouped into five broad themes
including adjoining subthemes (see Table 2 below and sections 2.6.1–2.6.5. See also Appendix
xvii, Table 78, for more details on the summary table of evidence utilised in the scoping
review).
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Table 2: Summary of themes generated from the scoping review

Themes

Subthemes and subthemes 2

Organisation, structure
and context of RSHPPs

Providing
RSHPPs
within the current PHE
scope

The UK and international
perspectives on
promoting the
reproductive and sexual
health of young people

No of articles/
reports, policy
documents/guidance

Percentage
(%)

7

5.7

•

Organisational capacity and
implementation of RSHPPs

the

13

10.7

•

Organisational strategies needed to
improve standards in RSHPPs
✓ Clinical governance for
better RSHPPs
✓ Lifelong
learning
for
reproductive and sexual
health promotion workers
✓ Training and regulatory
framework for reproductive
and sexual health promotion
workers

14

11.5

7

5.7

10

8.2

9

7.4

Total: n = 56

45.9

8
16

6.6
13.1
19.7

•

•
•
•
•

What do the community-based
organisation and the NHS have to do
with providing RSHPPs for young
people?

Providing RSHPPs at community and
multiple settings
Peer education and RSHPPs at
educational settings
Providing RSHPPs in clinics and
general practices (GPs)
Providing RSHPPs using outreach
and mobile health clinics

Total n = 24
9

7.4

10

8.2

15
5

12.3
4.1
11.5

14
34.4
Total n = 42

Facilitators and barriers
to the implementation
and engagement of
RSHPPs for young
people
Reviewing the
relationships between
RSHPPs constructs and
demographic indicators

•

-

Total n = 19

15.6

-

Total n = 32

26.22

Organisation, structure and context of RSHPPs yielded 58 out of the 122 articles (47.5%),
giving rise to further subthemes: organisational capacity and the implementation of
RSHPPs (13, 10.7%) and organisational strategies required to improve standards in
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RSHPPs (14, 11.5%). This latter subtheme had three further subthemes and addressed
clinical governance for better RSHPPs (7, 5.7%) lifelong learning for reproductive and
sexual HPWs (10, 8.2%) and training and regulatory frameworks for reproductive and
sexual HPWs (9, 7.4%).
•

Providing RSHPPs within the current PHE scope yielded 24 (19.7%) studies, articles,
policy documents, reports and reviews. This theme traces a brief historical perspective of
public health, the NHS and the roles of Public Health England within the current Health
and Social Care Act 2012 and how it relates to the promotion of young people’s RSH.

•

The UK and international perspectives on promoting the RSH of young people: for this
theme, 42 (34.4%) of materials were included from studies, articles, reports and policy
documents. There were four adjoining subthemes: providing RSHPPs at community and
multiple settings (10, 8.2%), peer education and RSHPPs at educational settings (15,
12.3%), RSHPPs in clinics and general practices (GPs) (5, 4.1%) as well as providing
RSHPPs using outreach and mobile health clinics (mobile outreach venues) (14, 11.5%).

•

Facilitators and barriers to the implementation of RSHPPs for young people. For this theme,
19 (15.6%) of materials were included from studies, articles, reports, policy documents and
editorials/reviews.

•

Reviewing the relationships between RSHPPs constructs and demographic indicators. For
this theme, 42 (26.2%) of materials were included from studies, articles, reports, policy
documents and editorials/reviews.

The findings based on the themes generated from the scoping reviews are presented below and
discussed in detail from section 2.6.1 to 2.6.5.

2.6.1 Organisation, structure and context of RSHPPs
This section explored the organisational, structural and contextual issues that contributed to the
design, implementation and engagement of RSHPPs for young people.
The provision of RSHPPs to the general population and, by extension, young people can be
linked to organisations acting as service providers, which could be based on statutory
provisions, organisational objectives or partnership arrangements with other organisations. To
achieve the desired outcome and satisfactory patient experience, policymakers understood the
need to account for improvements delivered by service providers, which are commissioned for
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sexual health, reproductive health and HIV services (The All Party Parliamentary Group on
Sexual and Reproductive Health in the UK, 2015).
The government policy on RSH was articulated in reports and guidelines in the scoping review,
highlighting the government’s intention to improve reproductive and sexual outcomes of the
population via a reduction in teenage pregnancy, STIs and HIV prevention (Department of
Education, 2017; Department of Health, 2001; Department of Health, 2013; National
Chlamydia Screening Programme, 2003; National Institute for Clinical Excellence, 2013;
Public Health England, 2015a). These policy documents aimed to provide strong organisational
structure and leadership within the context that identifies the RSH needs of young people using
effective and quality commissioning and provision of RSHPPs to improve engagement and
access.
2.6.1.1 Organisational capacity and the implementation of RSHPPs
Organisational capacity such as capital and human resources backed by organisational
objectives are necessary for the implementation of RSHPPs for young people. This statement
is in line with Dyer and das Nair (2013), who in their findings obtained from systematic reviews
indicated that access to RSHPPs can be improved when service providers take proactive
organisational, structural and personal factors into account in the design and implementation
of RSHPPs for young people. The implementation of RSHPPs relies on effective collaboration,
well-trained HPWs, supportive structures and resources within the organisations, as well as
purposeful leadership that supports the implementation of RSHPPs by putting the needs of
service users first (Watt, 2017).
Kawonga et al. (2016) explored whether organisational structures and cultures within the health
systems support the integration of HIV services with similar provisions. Their study utilised a
case study research design and utilised interviews with programme managers (n = 54) and
reviewed documentary evidence to explore administrative support pertaining to the integration
of South Africa’s HIV programme. In their findings, they maintained that for the successful
integration of HIV services, there was the need for a highly formalised and centralised
healthcare system that promotes programme managers as lead role players in HIV interventions
in their areas. Their findings also highlight a significant focus on HIV monitoring and
evaluation to the detriment of other health system functions, such as governance, which would
have provided better insight into the overall HIV intervention programmes. The current
researcher explored the views and experience of managers and HPWs regarding the design and
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implementation of RSHPPs to provide further insight into the organisation and structure of
RSHPPs for young people. The qualitative data was integrated with quantitative data using a
survey questionnaire to examine the engagement of young people with RSHPPs to provide a
more holistic picture of the implementation of RSHPPs for young people.
Powell et al. (2013) utilised mixed-method case studies to investigate the implementation in
children’s social service organisations to examine the relationships between organisational
contexts including the culture concerning implementation strategy selection, implementation
decision-making and the perception of implementation strategies. The qualitative methods
employed interviews with managers, while reviews of documentary evidence revealed
organisational contexts and tools for managers to provide evidence-based care for young
people. The cross-sectional nature of the research design captured stakeholder’s perceptions of
implementation strategies but was limited in adequately addressing how changes occurred over
time. The two case studies utilised in the current research study involved four CBOs and two
GP practices where characteristics such as organisational structures, contexts and mode of
service delivery made it possible to compare characteristics between both case studies.
Additionally, a survey questionnaire of service users (young people) provided further
information on their engagement with the RSHPPs.
Riley et al. (2003) undertook a comparative case study of organisational capacity and
implementation of change in Ontario Public Health Agencies. The study provided an insight
into two cases that experienced substantial changes in implementation from 1994 to 1996
although in the opposite direction. The two cases included several health centres and
community agencies. Quantitative and qualitative data gathered from the Community Heart
Health Initiative Ontario Project (CHHIOP) were used to select the cases. One of the cases
experienced an increase in implementation, referred to as ‘Up’, whereas the other underwent a
decrease in implementation, known as ‘Down’. Both cases had a similar baseline level of
implementation slightly above the provincial average at a low level of implementation. The
determinants of organisational practices and predisposition to implement change within
healthcare settings are influenced by internal reasons to the organisations, for example, human
and financial resources, structures, processes and leadership, while external factors are
partnerships, support from the resource system and contextual factors (Riley et al., 2001). This
finding adds to both the science and practice of health promotion and contributed to the
knowledge on organisational aspects of health promotion from both cases of the
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implementation of change in community-based health promotion activities. They identified
certain core elements in transforming public health to include leadership, organisational
structure and staff skills but provided limited details of the perspectives and satisfaction of
service users regarding the programmes.
The findings demonstrate the importance of institutional contexts in the implementation change
process, the interaction of individual (skills) and organisational (structure) levels by explaining
the implementation change and community context in shaping change. Similarly, combining
all organisations into two meant that some of the unique insights from the organisations and
their individuality are restricted, which would have been addressed by providing a brief
overview or profiles of the participating organisations in both case studies. The current research
study utilised two case studies (four CBOs and two NHS-GP surgeries) to examine the design,
implementation and engagement of RSHPPs for young people. As a way of providing further
insights, the profile of each of the organisations within the case studies was given to provide a
better understanding and unique contributions of individual organisations to the case studies.
The structural and contextual issues in an organisation include span of control, decision-making
authority and distribution of resources, reflecting the stated values of the organisation’s leaders
on such things as empowerment, service user engagement and employee satisfaction (Scott,
2013). A study undertaken by Dyer and das Nair (2013) on why healthcare professionals do
not talk about sex reported that within healthcare settings, organisational, structural and
personal factors are responsible for influencing their discussions around sexual health with
patients. Within RSHPPs, issues around the personal factor can be addressed through training
to boost the confidence of HPWs to understand what is required, for them to effectively offer
RSHPPs to their patients (Dyer & das Nair, 2013; Bdair & Constantino, 2017). Training and
mentoring of HPWs could be a way of easing concern and facilitating their understanding of
what organisational leaders want and what is expected of them by ways of implementing
RSHPPs to meet the desired RSH outcome for young people. Structural issues within these
organisations are therefore concerned with the resources and tools within the organisation,
which includes the workforce to design and implement RSHPPs for young people aged 16–25
in the local community. The context in which healthcare is provided can be infinite at one level
because it is undertaken in various settings, communities and cultures and influenced by
economic, social, political, fiscal, historical and psychosocial factors (McCormack et al.,
2002).
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Both organisational, contextual and structural issues are interrelated as shown above and are
necessary for the success of the RSHPPs. According to Davies et al. (2000), for a healthcare
organisation to deliver the desired outcome in the delivery of RSHPPs, there is the need to have
a realistic strategy, tactics and supporting initiatives. According to them, these can be achieved
by defining appropriate quality standards, delivering RSHPPs that are in line with those
standards and monitoring to make sure that high-quality care is achieved. These standards are
also articulated through government policy documents, guidance and reports (Department of
Health, 2011; Department of Health, 2013; Public Health England, 2017). These processes are
interwoven into the organisational culture as an intangible structure defined by organisational
objectives (Tsai, 2011). The culture within the organisations is shaped by the values that existed
over time and passed down to staff by way of training, induction and mentoring to influence
their attitudes, behaviours and how they perform their duties (Kawonga et al., 2016; Tsai,
2011).
In addition, cultural factors within an organisation enhance the organisation’s objectives and
missions and insights into how these shape the implementation of RSHPPs for young people
warrant examination. For instance, the CBOs and NHS-GP surgeries involved in the design,
implementation and engagement of RSHPPs for young people (aged 16–25) would want to
enhance their reputation as providers of quality RSHPPs and related services because they have
qualified, well-trained and motivated employees. This reputation ensures that these
organisations are called upon by both statutory and partner organisations when the need arises
because they have created the environment to maximise the effectiveness of interventions in
RSHPPs (Rietmeijer, 2013). The design, implementation and engagement of RSHPPs for
young people is the subject of the current research study and is based on addressing the RSH
needs of young people. The outcome is dependent on organisational, structural and contextual
issues including a robust evaluation of what works under what circumstance (Chapman et al.,
2001).
2.6.1.2 Organisational strategies required to improve standards in RSHPPs
The strategies needed to address the RSH needs of young people are based on organisational
contexts, objectives and leadership (Gadsby et al., 2017; Peckham et al., 2015; Riley et al.,
2003). In a study undertaken by McCormack et al. (2002), they noted that the context in which
healthcare is provided could be infinite at one level because it is undertaken at various settings,
communities and cultures and influenced by economic, social, political, fiscal, historical and
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psychosocial factors. Because of the sensitive nature of RSHPPs and the expectation of young
people to have their RSH needs met within optimal and acceptable standards, training of
employees to enhance a culture of respect and compassionate service would form part of
meeting the organisational objectives and tasks (Department of Health, 2011; Department of
Health, 2017; Olsen et al., 2012; Public Health England, 2017). Additional factors that shape
organisational objectives are the need to meet statutory requirements which are based on
organisational needs to fulfil their contractual obligation and deliver RSHPPs to young people
in the community (Gadsby et al., 2017; Olsen et al., 2012; Public Health England, 2015b). The
contractual agreement could be to reach out to a specific target community – in this case, young
people aged 16–25 in West Yorkshire. The aim as stated above is to address local health
priorities by helping to reduce STIs among young people, providing access to contraception to
reduce teenage conception, provision of RSE to enhance knowledge, making informed
decisions regarding their RSH and improving healthy relationships.
The quality standards in healthcare in the UK are set to address unacceptable variations in
access to services and raise quality in RSHPPs. These are monitored through clinical
governance, lifelong learning and professional self-regulation (Chapman et al., 2001; Davies
et al., 2000). The Medical Foundation for HIV and Sexual Health (2010, 2014) also discussed
the relevance of these standards and supports the views above that the management of STIs,
clinical governance, lifelong learning and appropriately trained staff in conjunction with
professional self-regulation should be considered by both service providers and policymakers.
These subthemes will now be addressed individually along with the implications in relation to
the provision of RSHPPs to young people aged 16–25.
2.6.1.2.1 Clinical governance for better RSHPPs
Wakley (2004) made a case for the provision of high-quality sexual health services with a
guaranteed minimum standard of care for all. The quality outcome framework (QOF) provides
avenues for service providers to demonstrate standards with some of the quality and outcome
data for sexual health services, additional services, holistic care and access (Wakley, 2004).
Clinical governance is the system where healthcare organisations including the NHS account
for the continuous improvement of the quality of services (emphasis on RSHPPs) and
safeguarding high standards of care in environments where clinical excellence thrives
(Department of Health, 2013b). Young people attending RSHPPs and other related services are
expected to access high-quality healthcare from organisations managing STIs, contraception
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and sexual-related health provisions that are safe, well managed and accountable (British
Association for Sexual Health and HIV, 2013; Department of Health, 2013b).
Watt et al. (2017), in their reviews of barriers and facilitators to the integration of HIV and
chronic diseases services, stressed the need for explicit rules that should guide practices. For
instance, on prescribing and referring patients, care checklists should be uniform across
organisations and facilities where mechanisms for robust information exchange exist to
facilitate lesson-learning. The lack of clarity on how to address several of the pertinent
questions arising from the integration of services makes it difficult to provide optimal patient
outcomes and this needs further exploration.
Williams et al. (2010), in their guidance on steps to integrating planning and STIs treatments
with other RSH programmes in primary health services, noted that leadership and governance
processes should
[c]reate communication channels and regular opportunities for program management
and policymakers to discuss the implementation, address challenges, barriers and bottlenecks
and recommend improvements to implementation as they emerge through the documentation
mechanism.
This can be achieved via determined steps to surmount risks or inequality by combining
organisational and clinical improvements to ensure qualitative healthcare practices (Wakley,
2004). As part of clinical governance, an evaluation could be undertaken by the provider
organisations of RSHPPs for young people, both internally and externally. Internal evaluation
can be carried out to access how both CBOs and the NHS-GP surgeries met the RSH needs of
young people. This can be achieved by asking young people to evaluate their experience of the
RSHPPs and offering useful pointers to service providers to design a well-tailored provision
that meets the needs of young people. Similarly, external evaluation relates to those conducted
by commissioners of the services, namely, the local authorities or CCGs, to ascertain how
provider organisations are meeting key performance indicators.
An example of key performance indicators could relate to the local health priorities or the joint
strategic needs assessments of the local authorities that could either be a reduction in STIs
among young people, in addition to a reduction in teenage conception and related criteria.
Further areas of evaluation could also be the number of trained healthcare professionals or
HPWs delivering RSHPPs as part of the organisational priority, to strengthen organisational
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practices by accessing, planning and mobilisation of resources necessary for implementation
(Riley et al., 2001). There is the need for new evidence on aspects of the organisation, structure
and contexts of RSHPPs. Additionally, the dynamics within organisations that influence the
decision on the implementation of RSHPPs for young people warrant further investigation.
2.6.1.2.2 Lifelong learning for reproductive and sexual health promotion workers
The sexual health workforce is diverse and includes specialist doctors and nurses in community
and RSH services, GUM and GPs, nurses, pharmacists, teachers and college tutors (Department
of Health, 2013a). Service providers should ensure that the skills of their workforce are
employed to the best effect while identifying arrangements for continuing professional
development with staff supported to undertake appropriate training and development
(Department of Health, 2013a).
Ford et al. (2013) observed the potential benefits when healthcare providers shift towards
training and education that encompasses training in comprehensive sexual health rather than
the common disease-focused elements such as STIs, HIV and contraception. The term ‘lifelong
learning’ in an organisation is a dynamic process that encompasses personal and professional
life, which is both formal and informal in provision (Davies et al., 2000).
Karimian et al. (2018) undertook a systematic review in Iran and explored the educational and
training module for professional capacity building (PCB) among professionals around sexual
and reproductive health. The training was aimed at nurses and midwives who are recognised
as the first point of contact for patients to boost their knowledge and confidence to tackle
sensitive topics such as sexual and reproductive health and address patients’ concerns. Their
findings established that the use of nurses and midwives in counselling within reproduction
and sex was essential. These findings were also in agreement with a report in the United States
by Ford et al. (2013), where they noted that sexual health in medical education was important
in relation to improving the skills and confidence of healthcare professionals to enable them to
deal with the RSH needs of patients. The provision of adequate training to boost the confidence
and competencies of HPWs on discussing topics around RSH during RSHPPs continues to be
a challenge and warrants further exploration to understand what supports are needed.
Provider organisations thrive in enhancing organisational cultures that support their objectives
of the delivery of high-quality RSHPPs and related services for young people in the local
community (Kawonga et al., 2016). The implication of this is that HPWs including GPs, nurses,
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healthcare and support workers, as well as general HPWs, are trained and retrained, when
necessary, on relevant topics around RSH. An added reason for this is to ensure that those
employed to provide RSHPPs and related services for young people are competent and
qualified and work in accordance with regulatory guidelines. Professional self-regulation
ensures that providers are conscious of encouraging good practice to ensure optimal service
delivery to young people and other clients accessing their services. Additional training that
incorporates a sexual health approach is beneficial to RSHPPs because it has been shown to
improve the efficiency of patient visits and create more nonjudgemental and inclusive clinical
environments (Ford et al., 2013; Hayter, 2005; Jomeen & Whitfield, 2010).
Despite the efforts of policymakers and service providers to design and implement RSHPPs
that meet the needs of young people, access continues to be a challenge. HPWs reported a
feeling of unease and sometimes a lack of confidence with regard to approaching RSH issues
with patients. The training of HPWs had been adjudged to be an important step in bridging this
gap (Ford et al., 2013; Heritage & Jones, 2008; Howarth et al., 2017). A new source of evidence
is now needed to explore the organisational support involving training and mentorships to
encourage HPWs to be more proactive in engaging young people with discussions about their
RSH needs. The current research study explored the strategies utilised by the CBOs and NHSGP surgeries to recruit, train and retain their HPWs and crucially how HPWs are supported in
their roles to provide effective RSHPPs for young people
2.6.1.2.3 The regulatory framework for reproductive and sexual health promotion
workers
The establishment and enforcement of appropriate standards of practice in the delivery of
RSHPPs for those working in the healthcare profession are important in self-regulation, as it
ensures they appreciate the expectations of the profession, their employers and the public
(Canadian Nurses Association, 2009; Schiller, 2014). Healthcare professionals and those
working in social care and other settings like GPs, nurses, young people and social workers are
expected to possess the requisite licence and qualifications to practice. In the past, to keep up
with its self-regulatory privileges, the profession acts as a reliable guarantor for the competence
and conduct of each of its members. However, this is no longer the case, as every healthcare
professional is expected to be accountable to prevent abuse of their licence to practice (DixonWoods et al., 2011).
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Regulators in health and care in the UK consist of 12 organisations that oversee the health and
social care profession by regulating individual professionals (General Medical Council, 2017).
The reasoning behind the approach is to safeguard the public by upholding and enforcing
regulations in line with statutory frameworks (Department of Health, 2013). The reason for this
is to ensure that those employed to provide RSHPPs and related services for young people are
competent, qualified and work by regulatory guidelines and, moreover, are expected to respect
personal boundaries (Bauchner et al., 2015; Marcovitch, 2015). Professional self-regulation
ensures that providers are conscious of encouraging good practice to ensure optimal service
delivery to young people and other clients accessing their services.
In the United States, Bita et al. (2007) undertook a national survey of community health
workers’ training to analyse trends and approaches to professional development and
certification programmes. The findings indicated that the programmes allowed community
health workers to develop their skills and knowledge aimed at targeting specific individual
careers, service agencies and community-level goals. The programme ensured that participants
were trained and gained relevant certification, which is recognised at the state level, to serve
as a new skilled workforce that could help improve healthcare access to the underserved. The
equivalent terms in the UK included health trainers, community health educators or even youth
workers with enormous potential to contribute to the improvement of health outcomes in
primary care settings (Harris et al., 2012). Harris et al. (2012), in their article, mentioned that
generic community health workers do not have regulatory frameworks like doctors and nurses,
who are expected to conform to internationally recognised standards. They, however, noted
that generic community health workers from high- to low-income countries could improve a
range of health outcomes and advocated the need for further evaluation of the model integrated
into primary care in the UK. The current research study explored through interviews the
qualification and skill set of HPWs like GPs, nurses, youth workers and generic HPWs
involved in improving the RSH outcomes for young people, particularly within outreach and
clinical provisions.

2.6.2 Providing RSHPPs within the current Public Health England scope
Historically, the health and social welfare functions extended back to at least the Tudor times,
where responsibilities for poverty and the environment were given to parishes. The
establishment of the NHS signified the reduction in the size and scope of public health
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departments (Ministry of Health, 1944; Gorsky et al., 2014). From 1948 to 1974, local
authorities’ health departments were separate from workforces in environmental and clinical
areas in addition to health visitors and home nurses providing community services (Gorsky et
al., 2014). The inception of the NHS gave rise to comprehensive RSH services in 1948 with
consultants working in sexual health clinics in the UK, diagnosing and treating STIs (Adler,
1980). The consultants were able to attend to many other conditions that were not necessarily
STIs and include patients needing reassurance, check-ups and help with psychosexual
problems. These additional services reduced the stigma of attending an RSH clinic (Adler,
1980). According to Gorsky et al. (2014), the current arrangements indicate that for the first
time since 1974, local authorities can commission services for public health, which are
normally provided by the NHS; this includes RSH. The current Health and Social Care Act of
2012 places the responsibility for public health roles under local authorities. This by extension
means that promoting RSH is the responsibility of Public Health England. Clinical
commissioning groups (CCGs) came into existence following the Health and Social Care Act
of 2012, which led to the abolition of primary care trusts leading to the organisation and
structure of healthcare and how it is provided for people (Gadsby et al., 2017; NHS England,
2017). The roles of this newly established body are to get the best possible health outcomes for
the local population, including the RSH needs of young people, develop priorities and strategies
and subsequently purchase relevant services on behalf of service users from hospitals, clinics,
community health bodies and other relevant agencies (NHS England, 2017). Similarly, NHS
England commissions contraceptive services on top of GP contracts and provide care and
treatment for HIV, promoting opportunistic chlamydia screening and STI treatment.
The Sexual Health Strategy, as outlined by the Department of Health (2001) and the
current health promotion for sexual and reproductive health and HIV (Public Health England,
2015a, as cited in section 1.4.2), articulated the action plans and strategies required to, among
other roles, promote the RSH of the population and included reducing teenage pregnancies,
STIs and HIV prevention and transmission. The current role of local authorities under the
Public Health Act of 2012 transferred the responsibilities of providing sexual health services.
This gave each local authority the power to develop strategies and designs on how best to tackle
ill health, including sexual ill health. A contraceptive service was one of the services within
the provision; others are listed below:
•

Preventing the spread of sexually transmitted infections.
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•

Treating STIs by performing tests and delivering care for people with such infections.

•

Notifying sexual partners of people with STIs.

This new responsibility for local authorities via Public Health England means that they need to
devise strategies aimed at improving sexual health outcomes where sexual health models are
commissioned within primary and secondary care while attracting the expertise of the third
sector (Medical Foundation for HIV and Sexual Health, 2010). These activities can be
enhanced by working in partnership with the community of providers using the lead providers’
model (Medical Foundation for HIV and Sexual Health, 2010). Such partnerships involve all
relevant players in RSHPPs (meaning that NHS sexual health services, CBOs and other
providers can bid for sexual health contracts) for the provision of sexual health services for
young people in the local community. Local authorities in conjunction with commissioners
base their decision on the accessed needs of the service users, which means that service
providers are required to consider the views and needs of service users in the design and
delivery of sexual health services (Medical Foundation for HIV and Sexual Health, 2010;
Public Health England, 2015b).
Patrick et al. (2016), in their survey of healthcare professionals on the impacts of cuts to health
and social care spending, expressed regret and feared that the gains recorded in areas of
reduction in STIs and the teen conception rate might be reversed if steps are not taken to fund
crucial RSHPPs. This assertion was also supported by Wise (2018) and blamed the current
deteriorating child health outcome on the government’s aggressive cuts to public health
spending in the UK. These changes and their effects on the implementation of RSHPPs for
young people need further investigation to understand what safeguards are needed to ensure
that the quality of RSHPPs is maintained.
2.6.2.1 What do community-based organisations and the NHS have to do with providing
RSHPPs for young people?
The provision of RSHPPs is based on the contexts of RSHPP designs, especially for young
people who expect to access RSHPPs in a conducive and respectable environment. They expect
that service providers pay attention to issues of privacy and confidentiality and that HPWs have
nonjudgemental attitudes. The reasons above have been highlighted in many studies (Hayter,
2005; Wellings et al., 2016; Clifton et al., 2016; Jomeen & Whitfield, 2010; Whitfield et al.,
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2013) as being responsible for the nonattendance or hitherto poor attendance of sexual health
services by young people.
The design and implementation of RSHPPs are based on addressing aspects of local health
priorities through joint strategic need assessments (JSNAs) and joint health and well-being
strategies (JHWS), which are regularly undertaken by local authorities and CCGs to identify
the current and future health needs of local communities (Department of Health, 2013). The
aim is to improve health outcomes and counter health inequalities (Department of Health,
2013). RSHPPs and related services are then designed by the provider organisations, namely,
the CBOs and the NHS-GP surgeries, by considering the JSNAs and JHWS and the need to
increase engagement and access of RSHPPs for young people while considering their concerns
as highlighted by studies above. Public Health England, which is now part of the local
authorities along with the CCGs as previously stated, commissions RSHPPs and related
services to prevent and treat STIs, provides access to RSE to promote healthy relationships,
provides contraception and contraception advice and provides access to abortion to reduce
teenage conception. Other provisions are comprehensive open access to sexual health services
(which include free STI testing and treatment, notifying sexual partners of those with STIs and
free provision of contraception). Specialist services are directly commissioned by clinical
commissioning groups (CCGs) and at the national level by NHS England. Others include
chlamydia screening and HIV testing specialist services, including young people’s sexual
health, teenage pregnancy services, outreach, HIV prevention and sexual health promotion
services in schools, college and pharmacies.
Similarly, NHS England is tasked with commissioning more specialist RSHPPs for provider
organisations (Public Health England, 2015). The prospective provider organisation then
examines the terms of the tender and relates it to their organisational objectives, capabilities
and workforce to deliver the specified RSHPPs. Organisations that are successful in the tender
and bidding process would then be expected to provide the RSHPPs within the terms of the
contract. RSHPPs are made up of the provision of advice and services around contraception,
relationships, STIs including HIV, and abortion, which involve different providers such as GPs,
acute hospitals, community services and pharmacies, together with voluntary, charitable and
independent sectors (Department of Health, 2013). (See also an expanded definition of
reproductive and sexual healthcare in Chapter 1.) The local authorities, the CCG and NHS
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England are responsible for commissioning RSHPPs at the local and national levels to meet
the needs of the local population (Public Health England, 2013, updated in 2015).
Wilson et al. (2012), in their review, noted that community organisations are relevant
stakeholders within the healthcare system because they provide valuable programmes and
services to members of their local communities. Their findings stress the focus of community
organisations on mental health and HIV/AIDS in their grassroot environments in response to
filling the gaps frequently neglected by the government. The current research study examined
the RSHPPs provided by CBOs and the NHS-GP surgeries for young people that aim to address
RSH issues and advance young people’s knowledge and social skills to make informed
decisions concerning their RSH.
Aiken et al. (2011) undertook mixed-method case studies of seven CBOs to understand and
explain the contribution of community-based organisations in promoting formal and informal
participation in deprived areas. They employed different data collection tools to examine the
views of managers, staff, local stakeholders and service users of the seven CBOs about their
programmes and activities. They noted that CBOs are established to enable community
participation in programmes and activities and made a case for adequate capacity and funding
to sustain their activities. Their findings also highlighted the relevance of service delivery,
partnerships, as well as the location and hosting of community-orientated activities as
beneficial to host communities.
Gadsby et al. (2017) credited the health and social care reform with improvements in
population health via a more joined-up system with clearer leadership but noted the challenges
in the new model to be fragmentation, dispersed decision-making and uncertainties regarding
funding. Similarly, Fuller (2016) noted that putting clinicians and GPs at the core of the
commissioning and purchasing of health care might be beneficial for patients’ choice. The
impact of commissioning of RSHPPs in diluting the patient/public interaction with health and
social care, with its adverse consequences regarding excluded and vulnerable groups, requires
further exploration.
There are gaps in evidence on how organisational contexts including leadership and
partnerships affect the design, implementation and engagement of RSHPPs for young people.
The current research study employed a mixed-methods approach, which includes two case
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studies to explore the design and implementation of RSHPPs and a survey of young people to
examine their engagement and access to RSHPPs.

2.6.3 The UK and international perspectives on promoting the reproductive and sexual
health of young people
Promoting RSH requires knowledge of normal physiology and developments, healthy
expressions of sexuality, understanding the consequences of reproductive and sexual
behaviours and communication skills, which allow people to make informed and responsible
decisions (Shaw, 2009). Improving the RSH of young people requires that the design of
RSHPPs must be tailored to cater to the overall needs of the young person. This can be achieved
by considering other strategies like programme access, cultural sensitivities and confidentiality,
in addition to the nonjudgemental and friendly attitude of healthcare staff (Stacks et al., 2004;
Heritage & Jones, 2008; Hayter et al., 2012; Perkins et al., 2003; Hayter, 2005; Whitfield et
al., 2013; Salmon & Ingram, 2008). Access to RSHPPs depends on the setting where the
provision of contraception, safe abortion and treatment of STIs are provided for young people
(Rootman et al., 2001; Kahan & Goodstadt, 2001; Shaw, 2009). This current research study
examines access to RSHPPs at various settings including outreach-community venues besides
colleges/universities and clinical settings, for example, GP surgeries and CaSH clinics. A
mixed-methods research design was employed where the qualitative methods comprised two
case studies, and the quantitative methods utilised survey questionnaires for young people to
examine the implementation and engagement of young people with RSHPPs.
2.6.3.1 Providing RSHPPs in the community and multiple settings
The word ‘community’ typically refers to the idea that there is something common to a group
or section of the population (Hawtin et al., 1994). However, for public health programmes and
research, the target population can further be based on the objectives and classifications that
are readily measurable. Such a classification includes demographic profiles, specific health
conditions or risk factors for diseases (Heitman & McKieran, 2001). To this end, self-defined
communities featured in many programmes associated with public health agencies and
professionals are target populations, which is a construct defined by goals of a project funded
by public health bodies rather than any social grouping (Heitman & McKieran, 2001). An
example is sexually active young people taking part in RSHPPs at colleges, universities, pubs,
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parks, other community venues and GP surgeries referred to above and which are the subject
of this current research study.
Young people are able to access RSHPPs at community venues such as youth and community
centres as well as schools and other venues where they can have easy access to RSHPPs
(Downing & Cook, 2006; Phillips-Howard et al., 2010). The readiness of young people to
access RSHPPs depends on the ability of the service to meet their needs irrespective of whether
RSHPPs are offered at GPs, in school-based settings or alternative methods like outreach in
community venues (Bender & Fulbright, 2013).
Olsen et al. (2012) undertook an evaluation of the accessibility of sexual health services in
teenage service users by applying local-area geospatial analysis. The study was conducted in
two areas in the North West region of England and included 11 community sexual health
services for people of all ages and two young people’s clinics. The study inclusion criteria
included young females aged 17 and below (primarily for those aged 15–17). The clinic
attendance for the period between January to December 2009 comprised 3,082 females aged
under 17 years, 81% of those attending the young person’s clinics. The main finding was that
deprivation was a factor in young people accessing community sexual health services, with
those who are most deprived travelling farther from home to access sexual health services than
the least deprived. The study was unable to identify why young people used the service they
did, including factors inﬂuencing their decision, and assumed that young people travelled from
their home address when accessing services. Although sexual health inequality has been linked
to deprivation (Hayter, 2005), there was no indication from this study that distances travelled
to access sexual health services of less deprived young females meant that they received better
sexual health services than the more deprived ones. The main reasons given by young people
from the findings by Olsen et al. (2012) and alluded to by Hayter (2005), Jomeen and Whitfield
(2010) and Phillips-Howard et al. (2010) for the attendance of sexual health services are
confidentiality, the nonjudgemental attitude of HPWs and privacy. Current evidence is needed
to explore the views and experiences of managers, HPWs and young people on the best
strategies aimed at improving uptake and access to RSHPPs for young people.
In their study, Phillips-Howard et al. (2010) evaluated ‘The WiSHiNG Project’: Wirral sexual
health, health and well-being needs assessment of young people. They used an observational,
noninterventional descriptive approach using qualitative and quantitative methods to capture
the attitude, behaviour and experience of young people aged 11–19. The tools utilised included
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interviews and a survey to explore and examine their real-life difficulties, opportunities and
perceived impediments on how they deal with their health and well-being, including sexual
health needs.
The data collection process involved telephone interviews with service providers to explore the
views and experiences of those who worked directly with young people on the frontline.
Similarly, the questionnaire was used to examine RSH knowledge, RSHPP use, sexual health–
seeking, barriers to RSHPPs and gaps identified in provision by service providers. A total of
374 young people participated in the studies: 83 from sexual health services, 64 from
community venues and 227 from further education. The focused group discussion was
conducted with 72 young people across the service settings to explore their views and
experience of using the service among other themes.
The findings provided valuable insights into the provision of RSHPPs across outreach and
clinical settings to young people from all segments of the local population. It provides
understanding of the variations in service utilisation across the various settings and what would
encourage young people aged 11–19 to access RSHPPs offered at these places. Majority of
young people preferred accessing GP services and suggested that healthcare professionals be
provided with more training to understand the needs of young people. Young people wanted
healthcare professionals to be approachable whereas others suggested HPWs are scary and
intimidating. Young people, specifically girls, indicated that they preferred their services
delivered via the mobile health bus because of the perceived privacy it offers. Some of the
limitations identified from the research study included little or no reference to the sampling
techniques along with the projected sample size estimate for data collection. Similarly, methods
used to establish the validity and reliability of the data were not articulated by the researcher
and further raised questions concerning the quality of the data. The sexual health services
evaluated by Phillips-Howard et al. (2010) included young people from ‘at risk groups’, such
as looked-after children, the homeless and BMEs but provided limited evidence on how their
RSH was affected by the services. A further point to consider is that while Phillips-Howard et
al. (2010) evaluated RSHPPs at all the main RSHPP settings, organisational, contextual and
structural issues in RSHPPs were not adequately articulated, and the sample included much
younger age groupings with limited definition and rationale for the selected age groups.
This current research utilised a mixed-method design to examine the structural, organisational
and contextual issues associated with the design, implementation and engagement of RSHPPs
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for young people. The age grouping in this current research was broadened to capture those
from the midteens to early adulthood using the theory of development by Arnett (2004). The
current research study involved service providers and target areas and venues where young
people from all backgrounds are likely to congregate to reflect the use of RSHPPs and the
experiences of all young people.
2.6.3.2 Peer education and RSHPPs at educational settings
In healthcare settings, peer education involves people with similar health conditions where they
give each other support emotionally and, moreover, provide reassurance and advice about their
health problems (Harris et al., 2015). Peer-education has varied advantages over other health
promotion efforts, one of which is its credibility because individuals who are made to speak to
the audience have had similar experiences, tribulations and trials to the audience they attempt
to reach out to (Sriranganathan et al., 2012). This is because peers, particularly young people,
regard information provided by people in authority, for example, teachers, police and
government employees with mistrust and often perceive them as preaching (Sriranganathan et
al., 2012).
Harden et al. (1999), in their systematic reviews of the delivery of peer-inspired health
promotion programmes, observed the different demographic characteristics of peer educators
regarding their target audience. According to them, this is dependent on the training received,
the methods used to recruit peer educators or the extent to which they were involved in the
development of the RSHPPs along with the contents. Peer education can also be incorporated
into RSE where young people are trained to deliver RSE together with youth workers and other
health professionals. Any new evidence should explore the contribution of young people during
the design phase of RSHPPs.
Further evaluation of peer-inspired education for HIV prevention in schools undertaken in
Greece by Merakou and Kourea-Kremastinou (2006) utilised a questionnaire to evaluate the
efficacy of the programme. Their finding indicated that peer education can influence young
people’s protective behaviour against HIV infection. In contrast, a systematic review
undertaken by Tolli (2012) established no clear evidence of the effectiveness of peer education
in preventing teenage pregnancy aside from preventing HIV and the promotion of sexual health
in the European Union member countries. This current research study explored the utilisation
of peer education in RSHPPs and how it was incorporated into the overall RSHPPs, especially
RSE.
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Jones et al. (2019) undertook a qualitative exploration of peer support to examine the discourse
regarding teenage conception among young people who had recently become pregnant and had
experienced motherhood. They discovered the negative connotation associated with teenage
motherhood and stressed the need for a more nuanced approach to peer education and peer
support in young people’s RSH as a crucial factor to reducing stigma, discrimination, isolation
and exclusion. In the UK, the provision of RSHPPs at schools is still confronted by obstacles
from schools largely due to the mistaken perception of promoting sexual behaviour among
young people (Formby et al., 2010; Downing & Cook, 2006). Apart from the apathy displayed
by teachers and schools for RSEs, young people also felt that teachers should not be involved
in the delivery of RSE because such messages could be lost when interpreted by teachers
(Pound et al., 2017).
Elliot et al. (2013) applied a quasi-experimental design and cross-sectional surveys to evaluate
part of the Scottish Government’s National Health Demonstration Project, tagged Healthy
Respect 2. The project targeted young people aged 11–18 to reduce sexual health inequalities
through the provision of RSE and youth-friendly sexual health services. The findings suggested
that the existing level of sexual health promotion was, to some extent, successful, but a minority
of young people with poor sexual health outcomes may be resistant to a population-level
intervention. The finding also indicates that there was less availability of sexual health services
for young people, which may have contributed to the overall impact of the intervention. They
concluded that a more generic intervention to address poor parenting and detrimental social
and cultural factors could have a better sexual health outcome for young people. The dynamics
and the interaction between teachers and students, students and HPWs during school-based
sexual health promotion interventions need further examination to offer additional insight into
how best to address the RSH needs of young people at school settings.
A study undertaken in the United States by Donaldson et al. (2013) suggested that parents and
teachers could also serve as key avenues in the provision of information and advice regarding
sexual health. Their findings suggested that parents and teachers could also serve as barriers to
information and advice about RSH for young people. The objection to the provision of schoollinked sexual health services in the UK was a prominent issue for HPWs, as parents, teachers,
school governors and the community assumed that sexual health services in school promote
sexual behaviour and risky sexual behaviour (Hayter et al., 2012).
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Carroll et al. (2012), in their systematic reviews of the opinions of young people on the reasons
for the use and non-use of school sexual health services, noted that the principal concerns for
young people are awareness and need; confidentiality and disclosure; perceptions of staff;
service location; physical environment; costs, for instance, transport, in addition to types of
services on offer. This finding explored the reasons for the use and non-use of RSHPPs but
was unable to assess if RSHPPs seek to address these barriers by improving access and uptake
or taking steps for reporting improved sexual health outcomes among young people. This
current research study explored the views and experiences of managers and HPWs relating to
the design and implementation of RSHPPs for young people in various settings that include
schools and colleges, while the engagement of young with RSHPPs was examined using survey
questionnaires.
Findings from NATSAL-3 data indicate that schools serve as essential sources of information
regarding sex for young people. Similarly, the school health programmes delivered using health
promotion schools provide an avenue for addressing the health issues among young people.
This is because health promotion at schools can reach many adolescents, while it can also have
an impact at community levels (World Health Organisation, 1997; World Health Organisation,
2008). This could have positive impacts on HIV/AIDS, STIs, unplanned pregnancies and poor
RSH (World Health Organisation, 1997; World Health Organisation; 2008 & Kismödi et al.,
2014). The provision of school-based RSE for young people is associated with positive sexual
health outcomes and can be effective at improving their sexual health (Pound et al., 2017).
Young people who reported lessons at school as their principal source of information
concerning sex are more likely to practice safe sex than those who reported that they accessed
information about sex from other sources excluding parental sources (Pound et al., 2017;
NATSAL-3).
For the current research study, RSHPPs undertaken at schools and colleges consisted of RSE,
contraception advice and contraception that includes distribution of condoms, outreach nurse
services with mandates to reach out to young people and where appropriate HPWs provided
RSHPPs. The current research study explored the dynamics of the RSE at schools about the
relationships between students and HPWs within the contexts of RSHPPs and explored the
involvement of young people in the design of RSHPPs.
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2.6.3.3 RSHPPs in clinics and general practices (GPs)
The GP surgeries are typically the first point of call for patients attending UK primary care,
and for young people, it is an opportunity to have their RSH needs addressed by either GPs or
nurses (Redsell et al., 2007). In a survey undertaken by Donaldson et al. (2013), to describe
where sexually active young people sought information as regards their RSH, healthcare
professionals were ranked the least. Their research findings highlight gaps in sexual health
information seeking among service providers and gender differences across information
sources.
In their study, Perkins et al. (2003) undertook a qualitative study into opportunistic screening
for chlamydia in GPs, ‘the experience of healthcare professionals’. The study involved the
provision of opportunistic chlamydia screening to sexually active young females aged between
16 and 24 who attended GPs and other healthcare settings, such as family planning clinics and
GUM clinics. The screening involved the use of reception staff as the first point of call for
people accessing the service. The opportunistic testing models in GPs required chlamydia
screening by urine to be offered to all young females aged 16–24 regardless of their reasons
for attending the GP. From the interviews, GPs believed that involving receptionists to recruit
young women into the pilot model for screening saves time, although the receptionists were
concerned that they are ill-equipped (lack of medical training and knowledge) to answer queries
on sexual health from young women who are being screened. It was also observed that the
distribution of leaflets on chlamydia screening was an essential step to helping young women
consider whether to participate in screening. Certain GPs felt that practice nurses could take on
the responsibility for screening. Therefore, the roles of GPs and nurses in the pilot screening
are broadly similar.
The study’s initial outline was to include 13 GPs, 11 practice managers, 14 practice nurses and
15 receptionists. However, there was no mention of any interviews with practice managers in
the final reports. The omission of this information may have had some impact on the overall
findings of this study. Notwithstanding, this study provided valuable insight into the views of
healthcare professionals relating to the provision of opportunistic chlamydia screening to
young women aged 16–24 in GP surgeries and GUM clinics. New evidence is now needed and
should include the views and experiences of sexually active young males and females along
with HPWs to provide a holistic picture of the best approach to addressing the RSH needs of
young people in GPs.
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Heritage and Jones (2008) undertook a qualitative study of young people’s attitudes towards
opportunistic chlamydia testing in GP surgeries in the UK. The study consisted of two focusedgroup interviews with participants aged 16–18 (including one focused-group interview in a
school and the other at GP premises). Results obtained from the focused-group interviews
indicated that participants accepted the necessity for the NCSP and are happy for GPs to be
one of the venues for chlamydia screening. Participants, however, expressed reservation with
the idea of being recruited by receptionists at the front desk for a chlamydia test. This reiterated
the views from an earlier study undertaken by Perkins et al. (2003), which was cited above.
The participants in this study felt that GP receptionists are not competent enough to handle the
sensitive nature of recruiting participants for opportunistic chlamydia testing.
Jones et al. (2017) carried out a qualitative interview with young people aged 16–24 in GP
surgeries in England before or after regular practice attendance, consisting of 30 participants
(9 males and 21 females). The study was conducted as part of the public health pilot of 3Cs,
including chlamydia and HIV testing, contraception advice and free condom distribution in GP
surgeries. The study was undertaken in areas of England to obtain a mix of demography based
on deprivation, ethnicity as well as rural and urban areas. Findings specified that young people
considered the methods of testing besides the ways HPWs tackled the topics and contributed
to their experience of the RSHPPs. Young people felt that the RSPPPs at GP surgeries were
convenient and confidential and that discussions around sexual health were appropriate and
routine. They felt that embarrassment, unease, time constraints and religious reasons were the
main barriers to the RSHPPs, while awareness of the RSHPPs, reassurance regarding
confidentiality and the professional and nonjudgemental attitudes of HPWs would encourage
access. This finding provided useful insight into access to chlamydia and HIV testing,
contraception advice and free condoms in GP surgeries for young people. Any future
evaluation of similar services that incorporate outreach provisions needs an examination to
understand variation in access, perceived barriers and facilitators of access.
In examining the factors that influence the design, implementation and engagement of RSHPPs
for young people aged 16–25, this current research utilised a mixed-methods research design
across clinic and outreach settings to help address the research questions and objectives (see
section 1.5). It examined the design, implementation and engagement of RSHPPs for young
people by exploring the views and experience of service providers and service users. The
current researcher recruited participants from underrepresented groups of the population at
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various settings. For young people, this was at venues where they often meet to obtain a
comprehensive picture of their engagement with chlamydia screening and other RSHPPs in
outreach and clinical settings, as discussed in section 2.6.3.4 below.
2.6.3.4 Providing RSHPPs using outreach and mobile health clinics
In the UK, Frankis and Flowers (2006) evaluated the use of mobile health units and outreach
work within a PSE for MSM. Findings from this study utilising cross-sectional survey methods
inferred that many service users were contacted and that service users preferred the mobile unit
outreach model compared to the traditional outreach model. Although contact efficacy
evaluation within the PSE was used to access ongoing intervention, it was extensively rated as
positive by 89% of service users; just 26% felt it contributed to sexual behaviour changes. An
evaluation design, with the chance to triangulate the findings using different research
tools, would have provided more robust evidence into contact efficacy from both service
providers’ and service users’ perspectives. This current research study employed a mixedmethods research design to examine the design, implementation and engagement of RSHPPs
for young people at both outreach and clinic settings.
Myers (2009) noted the positive evidence on the benefit of outreach work in sexual health,
which could take the form of mobile sexual health clinics for young people aimed at reducing
sexual risk-taking behaviour. The findings maintained that the provision of outreach sexual
health services should be opportunistic, proactive and should be adapted to environments that
young people are comfortable with. However, other studies maintained that a combination of
factors such as confidentiality, privacy and being seen entering venues offering sexual health
services remain a cause for concern among young people (Mbeba et al., 2012; Carroll et al.,
2012; Bersamin et al., 2016; Jones et al., 2017).
In the United States, the use of mobile health units (clinics) is documented in the literature as
serving a broad spectrum of the at-risk population and primarily those with no health insurance
to increase their access to healthcare (Song et al., 2013; Oriol et al., 2009; Campos & OlmsteadRose, 2012). They also noted that mobile health units emerged to respond to the essential health
needs of the local community and have been a beneficial tool in providing access to healthcare
for millions of vulnerable Americans. The above is consistent with an assertion by Taylor
(2009), where community-based health promotion programmes are expected to reduce
disparity in access to healthcare, quality and outcomes.
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In the UK, Black (1997) undertook a comparative study of specialist outreach clinics in GPs,
where their findings reported modest benefits from outreach clinics relating to patients, GPs
and consultants. They advised that the modest benefits from specialist outreach clinics should
be considered in conjunction with potentially high costs, which might mean that it might be
less cost-effective.
Another evaluation undertaken by Bond et al. (2000) of outreach clinics held in GP surgeries
in England reported that the main advantages of setting up an outreach clinic over an outpatient
clinic included improved access to specialist care and patients’ convenience. Patients utilising
the outreach clinics reported that they were satisfied with the process of their care in contrast
to outpatient settings. They also noted that their access to specialist care was better than that of
outpatients.
A remarkable characteristic of the mobile health clinic or those provided within outreach
settings is ease of mobility, which, according to Campos and Olmstead-Rose (2012), enable
them to be deployed flexibly to fill gaps where community health needs and resources are
constantly changing. For the current research study, the type of services chosen, in this case
the RSHPPs, should be appropriate and must be planned carefully. The popularity of the
outreach and mobile health units in RSHPPs was primarily due to its informality, relative to
other statutory health care facilities, which frequently appear intimidating to certain people like
immigrants, low-income residents and others (Campos & Olmstead-Rose, 2012). To the hardto-reach and underserved members of the community, the mobile health units offer them a
more intimate setting with a higher level of anonymity and take healthcare to them rather than
waiting to be seen at clinics (Campos & Olmstead-Rose, 2012; Frankis & Flowers, 2006; Song
et al., 2013).
Hayter (2005) undertook a study into reaching marginalised young people by way of sexual
health nursing outreach clinics. The study explored the views of young people towards the
RSHPPs situated across youth clubs in economically deprived areas of Doncaster in the UK.
The RSHPPs were designed to attract young people of both genders aged 13–18 who are
reluctant to attend RSHPPs offered in mainstream clinics. The study utilised a descriptive
survey design made up of a mixed-methods approach. From the 250 questionnaires distributed
(25 for each of the 10 clinics studied), a total of 166 responses were received, and this
demonstrates a response rate of 66%. Data indicated that the most cited reasons for attending
the clinic were for contraception although a good number of responses cited ‘to chill out’ as
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their reasons for attendance. Responses to questions on the attitude of staff were positive, with
90.3% of respondents stating that workers are good listeners, while regarding accessibility,
95% of respondents interviewed said that the clinic was easy to use.
Three key themes emerged from the interviews: confidentiality, attitudes of staff and someone
to talk to. This study corroborated those undertaken in the United States and the UK where
participants cited confidentiality, privacy and a nonjudgemental environment as some of the
reasons for people choosing to attend RSHPPs and other services offered within outreach
provisions in comparison to similar services offered at mainstream clinics (Myers, 2009; Oriol
et al., 2009; Taylor, 2009). This study by Hayter (2005) employed data from a wide range of
clinics in Doncaster, UK, which provided an important insight into the views and perspectives
of young males and females. It was, however, devoid of valuable insight from the BME
although it utilised a good representation of young people within the studies’ planned target
age group.
The success stories recorded in the engagement of RSHPPs for young people were due to the
nonjudgemental and client-led approach to addressing both acute and chronic conditions (Oriol
et al., 2009). However, despite the overwhelming contribution of the mobile healthcare
programme to the healthcare system, the evaluation of its efficacy has been mostly elusive
(Oriol et al., 2009). This is because conventional research methods do not create a trusting
environment that fosters active relationships with clients who access mobile health
programmes and who are often marginalised, homeless or undocumented (Song et al., 2013;
Oriol et al., 2009 & Taylor, 2009). To bridge the gap in the uptake of specifically designed
programmes, for instance, RSHPPs, the need for outreach is frequently the next step required
to carry out programmes and services targeting the improvement of health and well-being of
people in the community (Alzheimer, 2009). The studies reviewed are now dated; however,
they provide unique insights into the use of the outreach model to improve access to RSHPPs
for young people. Robust evaluations of RSHPPs that compare the implementation and
engagement of RSHPPs for young people from all backgrounds using the mobile and outreach
model along with clinical settings are limited. The current research study aimed to bridge this
gap and sought to examine the deployment of the numerous RSHPPs outreach models either
via the mobile health units or outreach provided by RSHPPs at community venues, pubs and
town centres for access to RSHPPs by young people.
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2.6.4 Facilitators and barriers to the design, implementation and engagement of young
people with RSHPPs
Marcell et al. (2017) explored the facilitators and barriers to RSH care use among urban African
American and Hispanic young men aged 15–24. They utilised a mixed-methods approach
including 12 focused-group discussions and a survey of a conservative sample size of 70 young
men. The FGD explored the facilitators and barriers to RSH care use whereas the survey
assessed the participant’s sociodemographic data and sources of information for RSH use.
Their findings indicated that young people’s perceptions of the facilitators and barriers were
traced to multiple levels of their socioecology. This includes cultural, structural, social and
personal contexts. They observed a culture where reproductive and sexual healthcare was
principally focused on women’s health, while structural concerns related to costs, long visits
and confidentiality. The social level concerns relate to fears of being seen entering venues
offering RSHPPs, while self-risk assessment influenced their decisions to seek reproductive
and sexual healthcare. Although they utilised a modest sample size for their survey, their
findings and their ramifications were consistent with past research findings regarding the
facilitators and barriers to the use of RSHPPs by young people.
Botfield et al. (2016) performed a structured scoping review in Australia to describe a range of
studies examining RSH among culturally diverse young people in Australia. Their study
reviewed 120 articles and concluded that the level of engagement of young people with RSH
services is dependent on national and state strategies or policies which are, in turn, based on
the interpretations of service providers and their decisions on which service or provisions to
prioritise. The decision on which RSH services to implement was based on the local needs
articulated in local health priorities and joint strategic needs assessment used by agencies in
the UK (Bradford Joint Strategic Needs Assessment, 2016b; Public Health England, 2015a;
Public Health England, 2018b; Wakefield Joint Strategic Needs Assessment, 2018). More
current empirical evidence that articulates the impact of statutory policies on the design,
implementation and engagement of RSHPPs for young people warrants attention and
investigation.
Mbeba et al. (2012) noted that a few of the barriers to RSH access for young people include
poor training of HPWs. Young people accessing RSHPPs sought information concerning
family planning, voluntary counselling and testing for STIs and HIV. These services were
poorly accessed by young people because of the lack of privacy, poorly equipped facilities and
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negative attitudes from HPWs towards young people accessing RSHPPs. This finding reflects
the result of a similar study by Geary et al. (2014) where nurses reported that barriers to RSHPP
access for young people included a lack of youth-friendly training for staff and dedicated
spaces for young people.
Mitchell et al. (2016), in a survey of the sexual function of young men and women aged 16–21
in the UK, observed that 9.1% of men and 13.4% of women reported a distressing sexual
function lasting up to three months. They noted that the facilitators to accessing the correct
type of assistance include education and counselling to prevent lack of knowledge, anxiety and
shame, which could progress into lifelong sexual difficulties. They acknowledged that the
proportion of young people who experienced distressing sexual difficulties and refused to seek
help is enormous, and steps should be taken to ensure that their sexual health needs are met.
Bdair and Constantino (2017), in their findings from a systematic review, revealed that
organisational barriers to sexual health assessment for coronary patients in nursing practice
include inadequate capacity, lack of policy support and workloads. This finding was also
corroborated by another systematic review where the need to address the barriers to accessing
RSHPPs requires proactive steps to facilitate access by taking proactive organisational,
structural and personal factors into account (Dyer & das Nair, 2013). Further perceived barriers
relate to the experience of professionals to discuss sexual health and time constraints. They
also observed that worries about causing offence and the lack of awareness regarding sexual
health issues are personal barriers on the part of HPWs as reasons for their lack of engagement
with sexual health topics with their patients (Bdair & Constantino, 2017; Dyer & das Nair,
2013).
In a survey of young people from BMEs aged 16–25 using sexual health services, while 62%
of respondents reported that they had heard of RSH services, only 31% had accessed these
services. The reasons given included embarrassment and inappropriate opening times, with a
few citing religious reasons (Samangaya, 2007). Young people, however, reported that
advertising at appropriate places and provision of RSH at nontraditional locations would
encourage them to access RSH services.
Newby et al. (2017) conducted a study to develop a website and web app intervention aimed
at improving young people’s access to RSHPPs with 10 young people codesigning the
intervention. In identifying the barriers to and facilitators of access, three FGDs were
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undertaken with 24 young people aged 13–19. Additionally, 12 professionals from health and
social services were also interviewed. The intervention was developed based on intervention
mapping, a framework consistent with guidance by the Medical Research Council (2008), and
was utilised to develop theory- and evidence-based programmes around the complex
intervention. The intervention used a service finder that allows young people to locate RSH
services by location and information on how to get there. The barriers to and facilitators of
access were categorised based on behaviour change techniques (BCTs). The intervention was
able to tackle some of the barriers to accessing RSH services such as confidentiality, fears of
not knowing what to expect and a lack of confidence to communicate their needs. This was
provided in a section on ‘what to expect’; the website and web app provide reassurance and let
young people know that professionals are welcoming. A future evaluation is needed to address
which barriers to and facilitators of RSH would benefit from evidence-based theories, which
addresses these issues at the personal, organisational, structural and contextual levels.
A mixed-method research study was undertaken in Nigeria by Odo et al. (2018) to evaluate the
availability and accessibility of RSH services. Their findings revealed that 87.5% and 57.1%
of young people reported that safe motherhood and services to prevent and manage STIs
including HIV are available and accessible. They noted that most young people aged 12–22
reported that while RSH services are available, few young people were financially available to
make use of them, which thus reduces the accessibility of available RSH due to funding.
In another research finding, Bersamin et al. (2018) reported that sexual intercourse was the
strongest predictor of having received RSHPPs among female students, while knowledge of
available services was the strongest predictor for assessing RSHPPs for male students. The
barriers to RSHPPs were in line with other findings and included transportation cost,
disapproval from parents or friends, confidentiality, inconvenient opening hours, distrust of
providers, fear of results and the gender of the provider (Hayter, 2005; Newby et al., 2017;
Samangaya, 2007). In the United States, Donaldson et al. (2013) documented that teachers and
parents support young people to access RSHPPs, while in the UK (Downing & Cook, 2006;
Formby et al., 2010; Pound et al., 2017), teachers and parents are ambivalent vis-à-vis young
people accessing aspects of RSHPPs such as RSE and condoms.
There is the need for more research to generate evidence across clinical and nonclinical settings
to examine the facilitators and barriers to accessing RSHPPs by taking a holistic approach aided
by a sound theoretical basis to the design, implementation and engagement of RSHPPs for
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young people. This current study utilised a mixed-method research design where the qualitative
element comprised two case studies where interviews and documentary evidence explored the
factors that affect the design, implementation and engagement of RSHPPs across CBOs and
GP surgeries. A quantitative method was utilised where RSHPP use by young people was
examined using a survey questionnaire. Additionally, the RSHPP designs, which featured the
various delivery models within clinic and outreach settings, were explored to compare the
implementation of RSHPPs.

2.6.5 Reviewing the relationships between the RSHPP constructs and demographic
characteristics
The RSHPP constructs utilised for the current research study were considered in relation to
current empirical evidence; they include RSH knowledge, sexual behaviour, attitude and
expectations of RSHPPs, RSH seeking, rating RSHPP use and HPWs and barriers to accessing
RSHPPs. Coast and Freeman (2016), in their book section, noted that demographic
characteristics such as age, ethnicity, gender and socioeconomic status contribute to the RSH
beliefs, behaviours and outcomes for young people. Findings from previous studies noted the
associations between sexual behaviour, attitude and the expectation of RSHPPs, knowledge of
sexual health, service use and barriers to RSHPPs and the demographic characteristics of young
people (Phillips-Howard et al., 2010; Jayakody et al., 2011; Downing & Cook, 2006; Matser
et al., 2013; Bersamin et al., 2016). They observed that those who had accessed RSHPPs in the
past are more likely to have a lower level of perceived social disapproval, cost and fear of result
barriers than those who had not accessed RSHPPs.
Donaldson et al. (2013), in their findings, suggested that more females than males reported
being the recipient of birth control information, and nearly one in five sexually experienced
males reported that they had never received information about birth control from parents or
teachers. This again has a clear implication for public health policy to ensure that this critical
information is accessible to every young person and ensure that parents, teachers and health
services have the knowledge and resources to address the information needs of young people.
The role of teachers as positive promoters of RSH in schools was also highlighted (World
Health Organisation, 1997; World Health Organisation, 2008; Kismödi et al., 2014), but
findings by Sriranganathan et al. (2012) noted that young people often regarded sexual health
information from teachers as preaching.
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Frost et al. (2012) examined young adults’ contraceptive knowledge, norms and attitudes
associated with the risk of unintended pregnancy. They surveyed 1,800 unmarried women and
men aged 18–29 using multiple regression to assess the association between contraceptive
knowledge, norms and attitudes and selected risky contraceptive behaviours. Findings
demonstrated strong evidence between RSH knowledge and protective sexual behaviour.
However, fears of side effects, norms and attitudes that favour nonmarital sex or undervalue
contraceptive use were factors associated with one or more contraceptive and sexually risky
behaviours.
Jomeen and Whitfield (2010), in their survey of teenage sexual health knowledge, behaviour
and attitudes in East Yorkshire, noted that girls displayed stronger RSH knowledge than boys
with both showing variations about the sources of information they find useful regarding their
RSH. Although boys and girls would speak to their friends about sex, a vast variation was
observed between boys and girls, with more girls preferring to speak to their friends than boys.
Their findings indicated that boys preferred less personal sources of information like the TV
and Internet than girls, with both equally preferring telephone helplines and RSE. RSE becomes
more focused on girls as the school year increases, which also confirms another finding by Arik
et al. (2016) where health care culture was focused on women’s health and traditional
masculinity scripts. More is needed to ensure that young boys are not left behind during this
crucial stage of their development. Greater emphasis is required by policymakers and service
providers to ensure that both boys and girls are given equal attention in relation to their RSH,
which also warrants greater attention and investigation to identify best practices.
Downing and Cook (2006), in their findings that evaluate young people’s CaSH services in
Knowsley, established that a higher proportion of girls than boys were more likely to have a
better knowledge of STIs. The implication is that young people who stated that they were aware
of STIs, for instance, chlamydia, were significantly more likely to understand its manifestation
or signs, the long-term consequences and/or treatment. Some young people felt they could talk
to their parents about RSH including STIs if they need to; however, a larger proportion of
young people who participated in the focused group discussion stated that they are
uncomfortable talking to their parents about sex. The study highlighted the need for parents to
be supportive to serve as a good source of RSH and/or education for their children.
Nevertheless, other studies revealed that young people are still mindful of their parents when
it comes to accessing RSHPPs (Allison et al., 2017). Given the conflicting evidence from the
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literature about sources of information about RSH accessed by young people, the preferred
RSH information sources for young people warrant further investigation to enable service
providers and policymakers to design targeted RSHPPs that address this specific area of need.
Ingram and Salmon (2010) explored the views of young people about the use of a school-based
sexual health drop-in service in deprived areas of the UK and reported that young people were
extremely satisfied with the attitude of staff and the atmosphere in the sexual health clinics.
Young people reported mixed feelings from FGDs regarding the different forms of
contraception use (Phillips-Howard et al., 2010). While some young people are satisfied with
the implant and coil methods, others stated that the injection methods ‘messes up your insides’,
and the dislike for the condoms was attributed to their smell and perceived discomfort (PhillipsHoward et al., 2010).
Wendland et al. (2018) conducted a survey in Brazil about sexual behaviour and STIs among
young people aged 16–25 as they transitioned into adulthood. In their findings, they observed
that alcohol and other addictive substances are associated with an increased risk of STIs and
are reported among more men (41.2%) than women (20.9%). The frequency of participants
who reported STIs was 12.38%, with men reporting a higher rate of gonorrhoea than women.
The finding is not surprising, as some of the findings pertain to known elements of people in
this group. They are known to engage in risky behaviour involving sex, drugs and alcohol
during their developmental stage as they transition into adulthood (Arnett, 2000).
A study undertaken by Clifton et al. (2016) observed the pattern of sexual behaviour in people
who attended RSHPPs at GUM and non-GUM settings. Clifton et al. (2016) defined other nonGUM settings apart from GPs as NHS family planning clinics, antenatal service, termination
of pregnancy clinics, school, college and university. They reported associations between
service settings (GUM and non-GUM, GP surgeries) and the sexual behaviour of participants,
age, gender, relationship status and sexual preferences. In their findings, young people aged
16–24 were more likely to use Internet-based testing compared to those aged 25–34 and 35–
34. Women who were recently tested for chlamydia in GP surgeries were more likely to be
older, living with a partner, have no educational qualifications and living in rural areas than
those tested in GUM clinics. Women who were tested in other non-GUM settings were more
likely to be aged 25–34 and living with a partner. Their findings point to the preferences of
people about accessing RSHPPs at specific venues based on their demographic make-up. For
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instance, young people preferred more informal and fewer contact settings like Internet-based
RSHPPs compared with the older populations.
Saffier et al. (2017), in a scoping review of HIV prevalence and risk factors among young
people aged 10–25 in Brazil, reported that a history of STIs and several sexual and drug
behaviours are associated with HIV infection. There is a particular interest in the link between
relationship status and HIV infection for women, in which men are likely to be HIV positive if
they are unmarried; a similar finding was reported in previous studies regarding sexual
behaviours and STIs (Bersamin et al., 2016; Lehmiller et al., 2014).
A research finding by Jayakody et al. (2011) established relationships between sexual
behaviour, ethnicity and age among BME teenagers in London, UK. The study demonstrated
that teenagers from BME backgrounds were more likely to engage in early risky sexual
behaviour than those from other backgrounds although black Caribbean and black African
teenagers reported a high rate of protective behaviour in addition to the high-risk behaviour
noted above.
A different study undertaken in the Netherlands by Matser et al. (2013) revealed that ‘higher
chlamydia trachomatis prevalence in ethnic minorities does not always reflect higher risky
sexual behaviour in Amsterdam’. Their study investigated whether an association between
ethnicity and chlamydia could be explained by risky sexual behaviour and socioeconomic
status. Although this study compared differences between Dutch and people from an
Antillean/Surinamese background, unlike other studies that examined variations among
various ethnic backgrounds, they found significant associations between chlamydia, ethnicity,
sexual risk behaviour, gender and age.
Wayal et al. (2017) analysed the probability survey data from the third UK National Survey of
Sexual Attitudes and Lifestyles (NATSAL-3, n = 15162, conducted in 2012). They applied
multivariate regression to examine ethnic variations in sexual behaviour and sexual health
markers among the various ethnic groups in the UK. Their findings indicated the existence of
inequalities in sexual health markers with black African and black Caribbean men in addition
to mixed-ethnicity women. People from this group were shown to be more likely to have
attended a sexual health clinic and diagnosed with STI in the past five years compared to the
white British population. A more complete picture of this assertion was provided by the
findings reported by Jayakody et al. (2011), which stated that young people of black African
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and African Caribbean origin engaged in risky sexual behaviour compared with the rest of the
population, but they are known to engage in sexual protective behaviour, such as condom use,
compared with the rest of the population. The findings also referred to the need for RSE to
address the adverse public health implication of early sexual debut and the resulting low sexual
competence mostly within these groups.
An evaluation of the accessibility of sexual health services among teenagers utilising local area
geospatial analysis was undertaken by Olsen et al. (2012). The study was conducted in two
areas in the North West region of England and included 11 community sexual health services
for people of all ages and two young people’s clinics. The clinic attendance for the period
between January to December 2009 consisted of 3,082 females under 17 years old. Of those,
81% attended a young person’s clinic. In their main finding, deprivation was a factor in young
people accessing community sexual health services. They pointed out that those who are least
deprived travelled further from home to access sexual health services than the least deprived.
Travelling further away from home has been shown as one of the reasons considered by young
people when deciding when, where and how to access sexual health services (Carrol et al.,
2012; Bender and Fulbright, 2013; Dunne et al., 2015). This could be due to the financial
implication linked to travel or the need to avoid being seen by family members and friends
while accessing RSHPPs. Additionally, other factors that have been shown to deter a young
person from accessing sexual health services include embarrassment and shame (Ingram &
Salmon, 2010; Samangaya, 2007; Jones et al., 2017).
There is the need to provide a further evidence base that utilises sound theoretical and
methodological approaches to allow an understanding of the relationships between RSH
constructs and the demographic characteristics of young people with the design,
implementation and their engagement with RSHPPs. This is because, according to Cassidy et
al. (2017), previous interventions to improve the use of RSHPPs lack a theoretical assessment
of the barriers. The current research study employed the conceptual framework of programme
theory to examine the design, implementation and engagement of RSHPPs for young people.
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2.7 Conclusion from the scoping review
What is the current evidence on the design, implementation and engagement of RSHPPs for
young people?
This chapter presents insight into the current literature and assisted with the understanding of
the design, implementation and engagement of RSHPPs for young people while bringing into
context the roles of CBOs, the NHS and other partners (see also section 2.2 above). The scoping
review discussed previous studies and, moreover, explored and examined RSHPPs at various
settings – outreach clinics, GPs, colleges and community venues. The aim of this was to situate
the current research within the literature by identifying gaps in knowledge while taking note of
past contributions. Several studies reviewed in this chapter were undertaken more than a decade
ago; nevertheless, some of their findings are still relevant to the present-day context of RSHPP
provision. However, current evidence is now needed in line with present realities regarding the
RSH of young people.
Although there is a considerable amount of evidence on the RSH of young people, it only
addresses some questions within broad RSH topics for young people. The current evidence
base on the design, implementation and engagement of RSHPPs for young people is replete
with examining young people’s RSH knowledge, their sexual behaviour, their engagement
with sexual health services and service providers. However, these studies are limited in scope
and do not adequately address the diversity of young people. For instance, many of the studies
were undertaken within restricted age brackets (under 25) with limited constructs of young
people by researchers and policymakers. These studies were limited to a single setting, while
others were undertaken with one gender, which understandably was aimed at addressing the
scope of the study designs and objectives. There is a paucity of evidence on key insights into
the design, implementation and engagement of young people with RSHPPs. This would have
been helped by exploring the organisational, structural and contextual issues in RSHPPs, seeing
as most of the evidence base addressed the individual-behavioural elements of RSH. In some
of the studies reviewed, findings were largely restricted to the views and experiences of either
the service providers or service users and rarely both in a single study that offered limited
insights on how RSHPPs can be tailored to meet the RSH needs of young people. The design,
implementation and engagement of RSHPPs for young people within outreach and clinical
settings were also explored, citing empirical evidence from primarily the UK and other
countries, but again, these studies are limited in scope with a narrow focus as highlighted above.
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Additionally, most of the studies that were closely aligned to the design, implementation and
engagement of RSHPPs for young people provided scant evidence of the theoretical or
conceptual basis for their studies, especially at the organisational, structural and contextual
levels. Where theories are utilised, they were confined to mainly individual-behavioural
theories.
What does this study add to the current evidence base?
This current research study utilised a mixed-methods design where the qualitative elements
included two case studies, whilst the quantitative elements incorporated a survey questionnaire
to examine the design, implementation and engagement of RSHPPs for young people aged 16–
25. The research design explored the structure, organisation and contexts of RSHPPs and
utilised case studies involving two types of organisations (four CBOs and two NHS-GP
surgeries) to explore the factors that contribute to the design, implementation and engagement
of RSHPPs for young people. The survey questionnaire examined six RSHPP constructs: RSH
knowledge; sexual behaviour, attitudes and expectations of RSHPPs; RSH seeking; rating
RSHPP use and HPWs as well as the barriers to RSHPP use. The findings from the two case
studies and survey questionnaire were subsequently integrated using the triangulation protocol
in the first instance and then the conceptual framework of programme theory to provide further
insights needed to address the research question. The application of the conceptual framework
of programme theory to integrate and interpret the finding is to strengthen the research study
and address the limited use of theories in studies that examined RSHPPs for young people,
especially those aged 16–25.
The diversity in the participants across professional, sociocultural and demographic affiliation
ensures findings that reflect a microcosm of the society and relevant to the present discourse
on the RSH needs of young people.
There is a paucity of evidence on the evaluation of RSHPPs across different settings,
specifically at venues that addressed concerns such as transportation, privacy and
confidentiality. This also includes evaluation of services offered at nonmainstream venues
including pupil referral units (PRU), home visits, pub and park events, which have been
examined in this research study. The findings from this current research study provide evidence
to address the gap in knowledge in the provision of the RSHPPs enumerated above and provide
platforms for future research studies.
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In addressing the gap in the evidence on what is known about the factors that contribute to the
design, implementation and engagement of RSHPPs for young people, the current research
study aimed to answer a research question addressed through four research objectives
articulated in sections 1.5.1–1.5.3. The next chapter discusses the research methodology used
for the research study.
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Chapter 3: Research Methodology
3.1 Introduction
In this chapter, discussion centres on the overall research methodology and includes the choice
of the research design, data collection and analysis. The research question and aim, as well as
the objectives, were described in Chapter 1. Chapter 2 utilised a scoping review to map out
evidence on what is known about the factors that contribute to the design, implementation and
engagement of RSHPPs for young people, while the conceptual framework and research
philosophy were set out in this chapter. The research study comprised of a simultaneous mixedmethods design, where qualitative methods utilised two case studies and quantitative methods
employed a survey questionnaire to examine the design, implementation and engagement of
RSHPPs for young people. The case study utilised semi-structured interviews and a review of
documentary evidence to explore the views and experiences of managers and HPWs on the
factors that contribute to the design, implementation and engagement of RSHPPs for young
people. Young people completed a survey questionnaire that examined their engagement with
RSHPPs measured using the six RSHPP constructs: RSH knowledge; sexual behaviour,
attitude and expectations of RSHPPs; RSH seeking; rating RSHPP use and HPWs, as well as
the barriers to accessing RSHPPs.
The rationale for the choice of a mixed-methods design was described while exploring the
strengths and limitations of the single approach to either qualitative or quantitative method.
Further methodological considerations discussed in this chapter included methods employed
to ensure rigour and validity, as well as the ethical considerations relating to the research study.
The data collection design and tools were discussed in this chapter and included designing the
interview topic guides, documentary evidence protocols and designing survey questionnaire
tools. This chapter also explored the process of conducting the pilot studies and the number of
pilot studies conducted while providing accounts of the selection of these studies.
Figure 3 below features a diagrammatic depiction of all the components for the research study
by showing the links in the development of the research questions, theoretical framework,
research philosophy and research design.
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Qualitative design
Two case studies (interview, documentary
evidence) addressing objectives one, two and
three with service providers as participants
(purposive sampling).

Theoretical framework
Conceptual framework of programme
theory adapted from Chen (2005).

Analysis: Nvivo – the framework approach

Research question
What factors contributed to how
community-based organisations and
the NHS designs and implements
reproductive and sexual health
promotion programme for young
people?

Research design
A mixed-method design comprising of
two case studies (four CBOs and two
GPs) and a survey of young people

Continuous reflection
on methodology

Quantitative design
Survey – self-administered questionnaires for
service users (cluster sampling) addressing
research objective four.

Research philosophy

Analysis – SPSS – describes the data, examines
the association between the RSHPPs constructs
and demographic characteristics)

Pragmatism

Figure 3: Diagram showing links between the development of the research questions, theoretical framework, philosophy and research designs.
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3.2 Developing a conceptual framework for RSHPPs
To provide a comprehensive understanding of theory development in RSH, this section
discusses the utilisation of theory-based evaluation (TBE) in research studies. The aim is to
support an understanding of the design, implementation and engagement of RSHPPs for young
people. An additional reason for this is to address the paucity of evidence on the utilisation of
theory to examine structural, organisational and contextual factors associated with the design,
implementation and engagement of RSHPPs for young people.
According to Chen (1990), theory is a frame of reference that assists humans in understanding
their world and function in it. Theory is therefore beneficial by not only providing a guide for
analysing a phenomenon but also as an avenue to understanding the value of research findings
(Chen, 1990). Other common denominators or theoretical models attributed to theories are that
they might be a conceptual or theoretical framework or broadly conceived perspectives used to
organise ideas (Glanz et al., 2008). Theories and conceptual frameworks are useful because
they enrich, inform and complement the practical technologies of health promotion and
education (Glanz et al., 2008). There are countless theories and concepts available in health
promotion research. The task is to identify a theory or concepts suitable for programmes. To
conduct a robust and rigorous evaluation of the outcome of RSHPPs undertaken by communitybased organisations and the NHS-GP surgeries for young people aged 16–25, careful
consideration was given to the need for an analytical framework to interpret and integrate data
arising from multiple sources across the study areas (Lalor et al., 2013).
In a TBE, the researcher is concerned with the chain of events that enable a programme to
achieve its outcome. For example, RSH promotion and education for sexually active young
people aged 16–25 stress the risk of STIs and unplanned pregnancies (Birckmayer & Weiss,
2000; Broucke & Van Den, 2012). The processes that resulted in the programme keeping young
people away from engaging in early sexual activities or having unprotected sexual encounters
are not the activities per se but how young people react to the programme (Van de Broucke,
2012; Bickmayer & Weiss, 2000; Chen, 1990; Weiss, 1972). An assumption from the above
relates to the fact that young people gain knowledge regarding the possible health and social
effects of sexual risk-taking and that knowledge generates fear of the risks associated with early
sexual activities or having unprotected sexual encounters (Bickmayer & Weiss, 2000). The
evaluation subsequently examined how and to what extent young people gained knowledge
concerning the negative effect of the activities in question and the extent to which those with

the knowledge became worried (Birckmayer and Weiss, 2000). To this end, the TBE was
applied to the design, implementation and engagement of RSHPPs for young people and
examined the role of the CBOs and NHS-GP surgeries. The steps taken to examine the roles of
the organisations included process evaluation by collecting qualitative and quantitative data
about the manner and context through which RSHPPs were provided for young people (Van
de Broucke, 2012; Bickmayer & Weiss, 2000).
Data for this research study were obtained to examine RSHPPs provided for young people in
Wakefield and Bradford West Yorkshire at pubs, restaurants, park events, community centres,
colleges, CaSH clinics in addition to GP surgeries. Sources of evidence collected were
qualitative data using case studies (interviews and reviews of documentary evidence) from
managers and HPWs, while quantitative data included a survey questionnaire of young people
accessing RSHPPs. Outcome evaluation then collected data on the mechanism through which
young people gained knowledge about their RSH, abstinence from early and unprotected sexual
activities, engagement and uptake of screening for STIs and treatment and use of contraception.
The theory-based part of the evaluation subsequently focused on the mechanism that links the
process to the outcome (Van de Broucke, 2012; Bickmayer & Weiss, 2000). A study conducted
by Breton and De Leeuw (2011) suggested the need for health promotion researchers to move
away from practices that encourage the use of models that serve them well concerning
conceptualising behaviour change at the micro levels and use the complexity of the policy
change process and its current requirements relating to theoretical frameworks and levels of
changes. In other words, research questions should be the determinants of theory selection and
not as was the case over the last 20 years (Breton & De Leeuw, 2011).
Weiss (1972) noted that simply using input/output evaluation does not provide information on
how and why a programme worked or failed and therefore cannot identify which element of
the programme was an essential ingredient for successful implementation. Success or failure
from the process above explores the organisational contexts, socioecological factors, training
from managers, views and experiences of HPWs on the design and implementation of the
RSHPPs. Further investigation into the RSHPPs examines how this interacts and translates to
the RSH of young people. Once these and other factors were considered, a much clearer picture
emerges on why, how and what occurred during the design, implementation and engagement
of RSHPPs for young people. Consequently, lessons learnt from the evaluation serve as a guide
for future RSHPPs and other initiatives on the path that is likely to yield success once RSHPPs
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contexts and other factors are considered. Chen (1990) emphasised that when developing
programme evaluations, there is the need to incorporate theoretical perspectives that are
comprehensive enough to be sensitive to important evaluation issues in areas such as
programme implementation, underlying causal mechanisms, treatment and programme
outcomes.
It is essential to state the contrasts and similarities between the logic model and programme
theory which have been used interchangeably in the literature (Chen, 2005). The logic model
is a graphical representation of the relationships that exist between the day-to-day activities
and outcomes of a programme. The diagram also helps in the analysis of programmes just like
the programme theory although the conceptualisation of programmes within programme theory
and the logic model is different (Chen, 2005). Programme theory can also be similar in concept
to the logic model, with the logic model representing a picture of programme theory revealing
how one thing leads to the next in the form of a flowchart (Wilder Research, 2009). The crucial
difference, however, is that while the logic model uses arrows to indicate that one thing leads
to another in a simplified format, the programme theory lays out the evidence to indicate why
and how one thing leads to another (Wilder Research, 2009; Petersen et al., 2013). Despite the
many advantages of using the programme theory in research studies, it is prudent to admit some
of its limitations, which include the risks of obscuring the real issues because of its slickness
and projecting stakeholder’s views subjectively into the evaluation (Chen, 2005). These
limitations can be minimised with the use of mixed method designs by ensuring that the views
from multiple stakeholders are represented using different data collection tools. Designing a
programme theory requires the awareness of the critical aspects consisting of how the various
expected outcomes and functions are interrelated (Rossi et al., 2004). These concerns and
issues explored above provide the basis for the development of a conceptual framework on
evaluation (Chen, 1990). Moreover, for this research study, the conceptual framework of
programme theory adapted from Chen (2005) in section 3.2.1 was utilised to collect, analyse
and interpret the findings on the design, implementation and engagement of RSHPPs for young
people.

3.2.1 Conceptual framework of programme theory
This section discusses the Chen conceptual framework of programme theory and explores
programme theories to help highlight the added value of Chen’s conceptual framework to the
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current research study. Programme theories are the core of theory-driven evaluation which can
be represented in graphical diagrams, tabular, narratives, hierarchies and other forms that
specify relationships among programmatic actions, outcomes and other factors (Coryn et al.,
2011; Rossi et al., 2004). The aim is to identify the relationships and links in programme theory
and to engage programme personnel and stakeholders (Rossi et al., 2004). For the current
research study, the utilisation of Chen’s model helps trace how the design, implementation and
engagement of RSHPPs for young people are reflected in the need to address the evaluation of
which factors contribute to how CBOs and the NHS-GP surgeries designed and implemented
RSHPPs for young people aged 16–25. An earlier version of Chen’s model was applied to the
evaluation of a garbage reduction programme in Taiwan (Chen et al., 1997) and included action
and change models within the overall framework of an integrative process/outcome evaluation.
The government created a policy to reduce daily garbage collection by sanitation workers to
reduce the amount of garbage produced in the community. The evaluation consisted of field
observation to monitor and establish whether the residents were provided with adequate
information about the new policy and whether sanitation workers were adequately preventing
residents from dumping the garbage. Qualitative and quantitative methods were used for the
collection of information about the different elements and components of the action model,
while the qualitative method was used for the change model. The mixed-methods approach of
qualitative and quantitative data was used to understand the workings of programme theory in
the field, and the design of the current study reflects this viewpoint.
The complementary strategies in the conceptual framework of programme theory have their
root in mixed methods because of the multiple components where elements within a component
require qualitative information and vice versa, to address the evaluation questions (Chen et al.,
2006). The application of triangulation within the conceptual framework of programme theory
was utilised in the current research study; this was evident in a previous study by Chen et al.
(2006) on the evaluation of a physician-based prevention programme for HIV-positive patients
in a clinical setting to prevent the spread of HIV. The evaluation of the action model was
conducted by way of an assessment of the physician’s commitment using a survey whereas the
qualitative assessment was undertaken via participant observation in the form of diaries
documenting and recording their reactions to the project. Patients completed an exit survey and
were interviewed by the research staff to cross-validate the report of the physician to address
the change model. Findings from the qualitative and quantitative data indicate that physicians
delivered the prevention programmes but showed a reduced commitment to HIV prevention
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services during the first six months of the programme. The action model component of the
Chen model was addressed by means of qualitative methods, which explored the strengths and
weaknesses of the causal chain (Chen, 2006). Furthermore, this led to the change model and
was addressed by means of the quantitative methods, both integrated at the point of
interpretation to address the research question.
There is a paucity of empirical evidence on the research findings that utilised the theoretical
model or framework to examine the organisational, structural and contextual issues associated
with the design, implementation and engagement of RSHPPs for young people. Several of the
studies that utilised theoretical frameworks for RSHPPs studies restricted it to behaviour
change models mainly at the individual level. Cassidy et al. (2017, 2018) criticised the lack of
theories in explaining the barriers to RSH use. They utilised the behaviour change wheel for
understanding patterns in RSH service use among university students in Nova Scotia, Canada,
using an existing dataset. The facilitators and barriers to the use of RSH services among
university students included capability, opportunity and motivation. Cassidy et al. (2018) used
their findings to design interventions that target the barriers and enablers and are identified to
improve students’ use of RSH with the aim of promoting their overall health and well-being.
Newby et al. (2017) also utilised the behaviour change technique (BCT) to explore the barriers
and facilitators to accessing RSHPPs based on a website and web app intervention, which was
aimed at improving access. According to Cassidy et al. (2017, 2018), the conceptual framework
they utilised was restricted to BCT at individual levels.
After considering the models and theories detailed above (see also section 3.2), the conceptual
framework of programme theory by Chen (2005) was adopted (see Figure 4 below). This is
because the simple input/output evaluation or the black-box model of evaluation is not enough
to provide holistic pictures of how programmes succeeded or failed (Weiss, 1972; Rossi et al.,
2004). The programme theory links the chain of events and activities involved in the design,
implementation and engagement of RSHPPs for young people. The reason for the above is that
it becomes easier to trace the lines of activities during the implementation process of the
RSHPPs for young people aged 16–25 (Weiss, 1972; Rossi et al., 2004).
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Figure 4: Conceptual framework of programme theory adapted from Chen (2005)
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Outcomes

3.2.1.1 The Action Model
The conceptual framework of programme theory consists of two components: the action model
and the change model (see Figure 4 above). The programme components need to be organised
and connected in a meaningful way to achieve the programme aim. For instance, the action
model should be implemented to activate change in the change model, eventually leading to
the causal process (Chen, 2005). For the action model within the current research study,
qualitative methods were utilised for the collection of information about different elements and
components of the RSHPPs (Chen et al., 1997).
This instance aligns with implementing organisations and implementers and consistent with
Riley et al. (2003), with the implementation of the Canadian Heart Health Promotion
Programme featuring two case studies of Canadian Public Health agencies. The findings
indicate that factors that support implementation include organisational structure, leadership,
staff skills and community contexts. Another instance was the study undertaken by Kawonga
et al. (2016), which explored how organisational structures and cultures support the integration
of HIV services and similar provisions in South Africa. (This study was described elsewhere
in section 2.6.1.1.) The instigation of the action model in the programme implementation phase
involved various programme activities and described the roles of the workforce aided by
supportive management to ensure the success of their respective programmes. The
implementing phase of the RSHPPs for the current research study is depicted by the doublebanded arrows between both components (see Figure 4 above); it represented a sequential order
between them, implying that the completion of some components leads to the completion of
the next component (Chen, 2005). An example is reflected in the double-banded arrows
between the CBOs and the NHS-GP surgeries, while the implementers indicated the need to
have capable CBOs (BYDP, Step2, Spectrum Community Health, HALE Project and NHSGPs) as implementing organisations. This would enhance the recruitment and training of
qualified HPWs. This interrelationship between components in the action model also signifies
those relationships must exist between the CBOs and the participating local NHS for the
associate organisation or community partners to reach out to the target participants. The
associate organisations and community partners are the pubs, colleges, community centres,
park management, GP practices, CaSH clinics and drop-in services offering RSHPPs. The
CBOs and NHS-GP surgeries sought to establish collaborations with associate organisations
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and community partners to reach out to the target population. The CBOs and NHS-GP surgeries
subsequently designed the intervention and service delivery protocols.
Following the service delivery protocols, other steps taken involved seeking relevant approval
for the implementation of the RSHPPs from an appropriate organisation(s). The reasoning
behind this is to satisfy the requirements for ethics in the design and implementation of the
RSHPPs, ensuring safety from harm, and to prevent the unwholesome exposure of young
people during their engagement with the RSHPPs. The steps taken to prevent this have been
adequately described in the consideration of the ethics part of the study. Awareness of the
RSHPPs differs in the three settings. For the college and further educational settings, awareness
would have been created by the colleges, universities and CBOs before the implementation and
engagement of the RSHPPs for young people. At the community venues, pubs and park events,
awareness will be on the day when the HPWs engage young people with RSHPPs. However,
some young people who had previous encounters with the HPWs during RSHPPs would be
aware of the RSHPPS. Finally, awareness would have been created in clinical settings before
visits. This could be based on referral to the service, prebooked appointments or by using the
walk-in service. Data collection consists of a review of documentary evidence, interviews with
service providers and asking young people taking part in the RSHPPs to complete a survey
questionnaire.
One of the many elements of the conceptual framework of programme theory mentioned above
is the ecological context, which has to do with the organisational processes and the objectives
in the design, implementation and engagement of RSHPPs for young people (Chen, 2005).
This infers that changes in the organisations were present in an ecological context, while
organisational changes are a necessity to enhance long-term behavioural changes among
individuals and organisations (McLeroy et al., 1988). While some health promotion
programmes are short term, for instance, health fairs and certain screening programmes, it is
essential to develop environmental and organisational support that is necessary to enhance the
implementation and eventual institutionalisation of the programme (McLeroy et al., 1988).
Organisational changes are essential aspects of creating an organisational culture that supports
health issues; therefore, organisational changes are an essential prerequisite for the adoption,
implementation and institutionalisation of RSHPPs (McLeroy et al., 1988; Riley et al., 2003).
An example is that CBO and the NHS-GP surgeries are known for promoting RSH within the
community; such organisations are usually associated with that aspect of health promotion.
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Employees of these organisations are trained and are aware of these values; making it an
integral part of what the CBOs or the NHS-GP surgeries stand for. Their employees become
acculturated into the norms and values by helping the CBOs and the NHS-GP surgeries to
project their core values to the community.
Additional factors to take note of regarding the ecological context of the programme relate to
how young people who are the target participants engage with the RSHPPs. For instance, in
outreach or clinical settings, young people are targeted for RSHPPs in confidential and
nonjudgemental environments where they feel respected (Hayter, 2005; Burack, 2000; Rogstad
et al., 2002; Salmon & Ingram, 2008; Salmon & Ingram, 2010; Downing & Cook, 2006). The
implementation of the RSHPPs naturally results in the outcome examined in the change model
below.
3.2.1.2 The Change Model
As noted in section 3.4.1.4.3, the analysis of quantitative and, to some extent, qualitative data
examined the change model that was addressed in research objective 4 (see section 1.5). The
research objective examined RSH knowledge; sexual behaviour, attitudes and expectations of
RSHPPs; RSH seeking; rating RSHPP use and HPWs and barriers to accessing RSHPPs using
a survey questionnaire. The RSHPPs were designed considering the local health priorities and
the need to address the local joint strategic needs assessment, which is based on improving the
RSH knowledge of young people through RSE, thereby reducing teenage conception and STIs
including HIV/AIDS. The implementation of RSHPPs includes providing information around
RSH and RSE, condom distribution, screening and treatment for STIs besides contact tracing,
cervical screening, contraception and access to abortion.
The full details of the remaining components of the change model (determinants and outcomes)
were provided in detail in Chapters 4, 5, 6 and 7. From the diagram above, the dotted arrow
from the implementation to the action model shows that feedback from the evaluation of the
RSHPPs can be utilised to enhance future planning or to develop the action model (Chen,
2005). The conceptual framework for the research study has three main actors as a source of
data for the evaluation of the RSHPPs. These included the management of the CBOs and NHSGP surgeries as well as the HPWs and young people participating in the RSHPPs. The
conceptual framework serves as a holistic tool for the study because of its flexibility and
adaptability to mixed-methods design and the research philosophy based on pragmatism. This
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is because pragmatism as a philosophy discussed in section 3.3 below supports the freedom to
utilise tools across methods to help address the needs of the research study (Chen, 2005).
3.3 Research Philosophy
This section discusses the researcher’s worldview and its influence on the choice of the
research design and the methods employed to address the research questions and objectives.
See Figure 4 above for more details on the associations between the research question,
conceptual framework, research philosophy and research design. A simultaneous mixedmethods research design was utilised to address the research question on what factors
contribute to how community-based organisations and the NHS-GP surgeries designed,
implemented and engaged young people with RSHPPs (Creswell et al., 2003).
The philosophy of mixed-method research can be positioned between the extreme Platonists,
who support quantitative research, and the Sophists, who support qualitative research but fully
respect the wisdom of both viewpoints to find a middle ground and address research problems
(Johnson & Onwuegbuzie, 2004). Without necessarily delving into the paradigm wars, Guba
and Lincoln (1994) asserted that a resolution of the differences between researchers could only
occur when a new paradigm that is more informed and sophisticated emerges. Pragmatism is
generally accepted as the primary research philosophy of mixed-methods research (Johnson &
Onwuegbuzie, 2004; Denscombe, 2007; Alzheimer, 2009). Pragmatism, as an attempt to gain
knowledge, considers the multiple viewpoints, perspectives, positions and standpoints of
qualitative and quantitative research (Johnson et al., 2007). The quantitative researcher views
reality as something objective and independent of the researcher, which can be measured
objectively with the aid of survey questionnaires or other instruments (Creswell, 1994).
Conversely, the qualitative researcher perceives reality as something that can be constructed
by the individuals involved in the research, where multiple realities exist in any given situation
involving the researcher, those being investigated, the reader or the audience interpreting the
study (Creswell, 1994).
This research study was strengthened by combining qualitative and quantitative methods to
examine the design, implementation and engagement of RSHPPs for young people by CBOs
and the NHS-GP surgeries. The aim is to promote the RSH of young people. Creswell and
Clark (2007) defined mixed methodology as a ‘research design with philosophical assumptions
besides a method of inquiry. As a methodology, it involves the philosophical assumption that
guides the direction of the collection and analysis of data; therefore, it is the combination of
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qualitative and quantitative data in a particular study or different studies. Its central premise is
that the use of qualitative and quantitative approaches in combination provides a proper
understanding of the research than either of the approaches alone’ (Creswell & Clark, 2007).
The mixed-methods approach in this research study went beyond the philosophical debates
where both qualitative and quantitative philosophies provided the basis for addressing the
research question. According to Roland (2009), constructionism is most frequently associated
with inductive qualitative studies whereas positivism is associated with quantitative deductive
studies. Roland (2009) further stated that mixed methods may be conceived as a methodology
that circles between constructionism and positivism (logical empiricism) and includes the
notion that something can be both socially constructed and yet real (Alzheimer, 2009).
During the 20th century, positivism was the norm and remained a dominant philosophy of
science where theory and data, induction and deduction, law-like statements, verification and
falsification were keywords (Gergen, 2009). According to Gergen (2009), positivism possesses
some semblance of data-orientated methods, such as grounded theory in addition to having
some paradoxical traits similar to postmodernism. These characteristics made it amenable to
health research and therefore formed part of the philosophical approach utilised for the study
in understanding the role of community-based organisation and the NHS-GP surgeries in
implementing and engaging young people with RSHPPs. Social constructionism, in contrast,
has gained more acceptance within social science; it is a belief that in social constructionism
the reality is precisely socially constructed (Guba & Lincoln, 1994, Gergen, 2009). This
approach is not particularly theory-driven; its central focus, however, is to unravel how social
phenomena are socially constructed because social constructionism is rich and multifaceted
and frequently linked to postmodernism (Guba & Lincoln, 1994; Gergen, 2009). For the social
constructionist, reality can be shaped over time by a series of social, economic, ethnic, gender
and cultural factors and subsequently crystallised, which are then understood rightly or wrongly
to be real (Guba & Lincoln, 1994).
Masse (2000) demonstrated that the worldviews ascribed to positivism and constructionism
can be combined in a single study to enhance the quality of the data generated to adequately
address the phenomenon of study. The study involved qualitative and quantitative analyses of
psychological distress. The qualitative data included interviews conducted with random
samples of 179 adult French Quebecois. The signs that people recognised as meaningful were
analysed, and they referred to their experience and communicated their distress in a specific
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sociocultural (French Canadian) and biographical context. Distress manifestations were treated
as significant culture-specific items and vehicles of dense symbolic content as opposed to
hypothetical, universal and symptomatic entities. This assertion was consistent with Guba and
Lincoln (1994), who noted that in constructionism, realities are multiple, intangible, socially
and experientially based, local and specific and dependent on their forms and content of the
individuals or groups holding the construction. In the quantitative study, 2,182 manifestations
of distress were sorted to form 47 lexicons of signs based on which 73 of the most significant
and prevalent manifestations of distress were created and represented each of the 47 lexicons
of signs people draw from to construct their personal experience discourse. Constructing the
final scale relied on data related to the frequency of occurrence of these symptoms (based on a
five-point Likert scale ranging from ‘never’ to ‘almost always occur’). The study explored both
the cultural contexts of life experiences of distress and the signs manifested, which were
quantified to present all-around perspectives of distress among French Quebecois. The study
above demonstrated how two paradigms could be utilised to present an enhanced picture of the
phenomenon under investigation. In this case, the constructionist paradigm demonstrated the
lived experience of French Quebecois with depression by giving an all-around account from
both the cultural and personal perspectives. Meanwhile, the positivist paradigm presented the
frequency of the symptoms of living with depression into the scale (five-point Likert scale), to
be quantitatively analysed. Although from different epistemological standpoints, the
combination of both the constructionist and positivist views of reality enhances
complementarity as previously mentioned so that the inherent weaknesses in either qualitative
method were complemented by way of using a quantitative approach to provide an
understanding of the phenomenon. In line with Masse (2000), the current research study
benefitted greatly from pragmatism, with a contribution from both constructionism and
positivism adding to the contexts, objectivity and a holistic picture of the design,
implementation and engagement of RSHPPs for young people.
3.4 Research design
The research study utilised mixed methods to examine the design, implementation and
engagement of RSHPPs for young people (see Figure 4 above). The overall research design
adopted for the current study was undertaken at three main service settings (educational,
outreach and clinics settings), which is similar to Phillips-Howard et al. (2010), who applied a
mixed-methods research design to examine the RSH and well-being of young people. The aim
of their study was to describe RSH seeking and barriers to RSH to identify how to encourage
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the engagement of RSH and improve the health and well-being of young people. Additionally,
the case study design was like aspects of Riley et al. (2003), where two case studies examined
internal organisational factors and external systems of public health agencies in Ontario on the
implementation of heart health promotion programmes (see section 2.6.1.1). For the current
research study, qualitative methods employed two case studies involving two specific types of
organisations (CBOs and NHS-GP surgeries) that designed and implemented RSHPPs for
young people in West Yorkshire. Data collection consisted of interviews and documentary
evidence with managers and HPWs to explore factors that contribute to the design,
implementation and engagement of RSHPPs for young people. The initial data collection plan
was to include either a focused-group discussion or interviews with young people to allow for
an in-depth exploration of their views and experiences of the design, implementation and their
engagement with RSHPPs. It became apparent during further consultation with the
organisations that the qualitative data with young people will not be facilitated by the
organisations; they, however, accepted to facilitate the administration of the survey
questionnaire to young people accessing RSHPPs. The quantitative methods utilised a survey
questionnaire for young people based on their engagement with the RSHPPs to examine their
RSH knowledge; sexual behaviour, attitudes and expectations of RSHPPs; RSH seeking; rating
RSHPP use and HPWs, in addition to barriers to accessing RSHPPs. In the simultaneous
mixed-method design utilised for the current research study, the two case studies were the
dominant method of enquiry. This assertion was supported by Yin (2008), who observed that
certain case studies constitute part of mixed-methods research that is supplemented with other
tools such as survey questionnaires for the current research study (Creswell & Plano, 2007).
In this situation, the case studies relied on more holistic qualitative data – interviews and
documentary evidence. The interviews were conducted with managers, senior personnel and
HPWs from the two types of organisations – four CBOs and two NHS-GP surgeries along with
documentary evidence. The interviews and review of documentary evidence aimed to explore
the factors that contribute to the design, implementation and engagement of RSHPPs for young
people along with how HPWs are supported in their roles and their views and experiences of
the RSHPPs. The case study subsequently relied on a survey of young people to examine and
describe young people’s RSH knowledge, sexual behaviour, RSH seeking, attitudes and
expectations of RSHPPs, rating RSHPP use and HPWs, as well as the barriers to accessing
RSHPPS. Both data sources were then integrated using the triangulation protocol adapted from
Farmer et al. (2006) and the conceptual framework of programme theory to address the research
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question, with research objectives 1, 2 and 3 integrating with objective 4 at the point of
interpretation of the findings.
The sections below provide additional details of the research designs that were utilised for the
research study as well as details of the data collection tools, sampling strategies and data
analysis utilised for the entire research study. See Table 3 below for some details on mixedmethod research designs.
Table 3: Mixed methods incorporating case studies and quantitative components

Mixed methods

Qualitative – interviews and
review of documentary
evidence (addressing research
objectives 1, 2 and 3)

Case studies of two types
of organisations that
designed and
implemented RSHPPs

Quantitative – survey
questionnaire with one opentext component (addressing
research objective 4)

A survey of young people who engaged with
RSHPPs and HPWs
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Four CBOs
Two NHS-GP
practices

3.4.1 Linking mixed-methods research study design to research philosophy and
conceptual framework
To put mixed methods into perspective and within the context of the current study, qualitative
and quantitative methodologies and their approaches were explored above and section 3.4.2
below. It describes the integration of qualitative and quantitative data to address the research
question and objectives.
The mixed-method design in health research is intended to add length and breadth to any study
by using the strength in either a qualitative approach and to bolster the weakness in the
quantitative approach or vice versa (see Table 3 and Figure 4 for more details). According to
Sale et al. (2002), the combination of qualitative and quantitative methods in a single study is
commonly practised and accepted in many areas in healthcare research, with each of the
methods based on a paradigm. This, according to Guba (1990), is a patterned set of assumptions
concerning reality (ontology), knowledge of reality (epistemology) and a way of knowing that
reality (methodology). Both paradigms do not study the same phenomena as reflected in the
evidence, with the understanding that quantitative methods help to offer a description and
frequency of service provision in the healthcare setting. It cannot, however, access some of the
phenomena that are of interest to healthcare researchers such as lived experiences as a patient,
social interactions and the patients’ perspectives of doctor–patient interaction (Sale et al.,
2002).
In a study to evaluate the impact of an integrative approach to cancer care in Canada, Brazier
et al. (2008) employed a mixed-method approach that included a case study and a survey. The
findings from the survey were not statistically significant before, and five months post
intervention. Qualitative data, which included interviews with patients, however, provided
insights into the process of patients’ care and provided more information into their lifestyles
and involvement in their own care. This insight would have been impossible with a survey
questionnaire alone. Similarly, Riley et al. (2003), in a study of changes in organisational
practices and motivation to undertake heart health promotion activities and practices, observed
that the outcomes could only have been noticeable because of the combination of qualitative
and quantitative data. Qualitative methods utilised interviews and observation of stakeholders,
while quantitative methods applied survey and secondary data. The current research study on
the design, implementation and engagement of RSHPPs for young people utilised simultaneous
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triangulation, based on Morse (1991), with primarily qualitative methods that relied on
quantitative data to enrich the findings on the outcomes of RSHPPs.
The current research study centres on two case studies on the RSHPPs, provided by four CBOs
and the NHS represented by two GP surgeries for young people aged 16–25 in West Yorkshire.
It involves young people accessing RSHPPs at outreach community venues at colleges, pubs,
parks, mobile health units, colleges, universities and clinics – youth advice clinics, CaSH
clinics and GP surgeries – completing a survey questionnaire. The mixed-methods design
enhanced the understanding of the sources of diversity in relation to the RSHPP design,
implementation and engagement for young people, and most importantly, outcomes like
differences in RSHPPs design and implementation, staff, administration, target participants or
the surrounding environment (Rossi et al., 2004).
For the current study, the case studies were the primary source of data, which was qualitative
in nature and used interviews and documentary evidence to explore structural, organisational
and contextual factors in the design, implementation and engagement of RSHPPs for young
people. The quantitative methods complemented the qualitative methods and employed a
survey questionnaire to examine and describe the engagement of young people with the
RSHPPs. According to Yin (1994), making use of case analysis provides the base necessary
for a case comparison of the qualitative methods and explored the similarities and differences
in the activities, reach and impacts of the RSHPPs by the two case studies.
3.4.1.1 Qualitative methodology
In addressing research objectives 1, 2 and 3, the qualitative methodology was explored along
with its methods in the sections below. The qualitative research methodology is a naturalistic
inquiry in a real-world environment rather than an experimental or manipulated setting, which
takes the ‘emic’ perspectives of the people being studied by penetrating their frames of
meanings (Ritchie & Lewis, 2003). Qualitative researchers placed emphasis and value on the
human interpretative aspects of knowledge about the social world and the significance of the
investigators’ own interpretation and understanding of the phenomenon being studied (Ritchie
& Lewis, 2003). This method of inquiry is extensively applied in health and social care settings
where research questions seek to explore and identify views or concepts, the design and
implementation of a programme(s) and real-life contexts or sensitive topics (Hancock et al.,
2009). Nonetheless, the method of enquiry has come under increasing criticism in the past. One
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of the reasons given for the criticism is that it lacked generalisability to a larger population
because of the moderate sample sizes.
A further public criticism of the qualitative method is that it is reductionist in view, based on
the experimental method (Everest, 2014; Hancock et al., 2009), whereas the quantitative
research design aims to measure the magnitude of an event, make predictions and develop
causal explanations (Navarette, 2009). Qualitative researchers make use of interviews,
focused-group discussions, documentary evidence and participants’ observation as a tool to
generate data to help map the processes, meaning and contexts of a social phenomenon or lived
experience (Ritchie & Lewis, 2003). The qualitative aspect of this research study incorporated
two case studies involving four CBOs and the NHS, which was represented by two GP
surgeries and utilised semi-structured interviews with managers and HPWs involved in the
design, implementation and engagement of RSHPPs for young people. Moreover, documentary
evidence was utilised to augment the interviews. Qualitative data captured the contexts,
processes and meanings attached to the design, implementation and engagement of RSHPPs
for young people detailed above. Although the term ‘case study’ is primarily associated with
qualitative research, it can also be applied in other research methods and can also be
quantitative (Yin, 1994; Ritchie & Lewis, 2003). For the current research study, the two case
studies (qualitative) and the survey questionnaire (quantitative) were conducted separately.
The quantitative aspect of the research design, which utilised the survey questionnaire to
address research objective 4 was described in section 3.4.1.7 and was utilised to complement
the qualitative data (case studies).
The semi-structured interviews with key programme personnel and HPWs help capture the
reality of the RSHPPs by eliciting the views and experiences of those involved in the design,
implementation and those who had contact with young people taking part in the RSHPPs.
While the qualitative methodology provides contexts and a real-life overview of a study, it does
not adequately address part of the objectives of this study, as it failed to go beyond exploration
and contexts. Hence, the need to combine the lived experience and perspectives of service
providers with numerical data for quantification and description of the extent to which the
RSHPPs addressed the RSH needs of young people. Qualitative data, although good at
exploring the roles of the CBOs and the NHS in the design, implementation and engagement
of RSHPPs for young people, lacked key analytical and descriptive elements relating to the
engagement of young people with the RSHPPs.
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3.4.1.2 Why was the case study considered appropriate to address part of the research
question and objectives?
This section describes why the case study was employed to address part of the research question
and objectives. Case studies are the preferred strategies when the ‘how’ and ‘why’ questions
are being posed, in situations where the researcher has little control over events and when the
focus is on contemporary phenomena within real-life contexts (Yin, 2003). According to
McDavid et al. (2013), a typical programme evaluation is undertaken with the use of a case
study. The case study approach utilised in the current research study is qualitative in nature and
aligns with the action model component of the conceptual framework of programme theory. It
utilised interviews and documentary evidence to explore organisational, structural and
contextual issues that contribute to the design, implementation and engagement of RSHPPs for
young people. The two case studies are broadly grouped into CBOs and NHS organisations
(GP surgeries) and involved managers and HPWs to explore their views and experiences of the
design, implementation and engagement of RSHPPs for young people.
In justifying the rationale for using the case study to address the qualitative research objectives,
the following reasons were considered. The ‘why and how’ questions are more explanatory
and likely to also favour the use of history and experiments as the preferred research method,
just as the case study (Yin, 2009). In relation to the research problem that needed to be
addressed, when the question is about who benefitted from the RSHPPs for young people aged
16–25 years and how many of the target population participated, then a survey of participants
and archival analysis could suffice too (Denscombe, 2010; Yin, 2009). However, if the research
problem is about ‘how’ and ‘why’ the RSHPPs failed or succeeded, then the study leans
towards a case study, history or field experiment (Yin, 2009). History is a preferred method
when reporting contemporary events where the researcher has no control or access; it is
principally about dealing with the ‘dead past’ where in most cases no relevant person is alive
to report what occurred, even retrospectively (Yin, 2009). This made history unsuitable in
examining the design, implementation and engagement of RSHPPs for young people aged 16–
25 years. This is because the researcher can only rely on documents and cultural artefacts as
the principal sources of evidence but unable to gain access to managers, HPWs and interviews,
direct observation or survey questionnaire as in the case with people aged 16–25.
The case study is the preferred method in examining contemporary issues as described above,
and in this case, relevant behaviours cannot be manipulated like those observed in quasi112

experimental designs (Yin, 2009; Denscombe, 2010). The merit of quasi-experimental designs
largely relies on the unit of analysis, especially if the design is within a community, individual
consumers or users of service (Yin, 2009, p. 12). The quasi-experimental design may be based
on the premise that individuals or communities are randomly assigned and given RSHPPs
whereas others are not given any RSHPPs (Denscombe, 2010; Bowling, 2009). Consequently,
outcomes would compare conditions in both sets of communities or individuals (Yin, 2009).
This, however, will not be the case, as the unit of analysis for this study includes the CBOs and
NHS-GP surgeries with three different actors (managers, HPWs and people aged 16–25) within
the unit of analysis. An instance was seen in the comparative case study of health reform in
England by Powell et al. (2010); they involved primary care trusts as the unit of analysis and
selected three contextual variables to address their research objectives. In the case study
approach, the researcher cannot control the unit of analysis but has access to the various actors
as well as the unit of analysis, which is about contemporary events occurring in a natural
environment where varieties of data are collected to examine the phenomenon of interest. The
inability of the other research designs described above to address the research problems as
articulated above means that the case study approach is more suited and hence adopted for the
qualitative aspects of the current research study.
3.4.1.3 Qualitative data collection: the use of pilot studies
The sections below provide a more detailed picture of the design, implementation and
engagement of RSHPPs for young people aged 16–25 using qualitative methods. The
qualitative methods utilise two case studies where data collection tools include interviews and
reviews of documentary evidence which have been mentioned in previous sections. As part of
the qualitative data collection processes, pilot studies were conducted as a way of refining the
research protocols and tools utilised for the main study. The interview topic guides and
documentary evidence protocol were designed to address the qualitative aspect of the research
question and objectives.
The documentary evidence review protocol was drawn up and includes lists of information
required from the documents, the sources of potential documents, the aim and purpose of use
and the value added to address the research objectives. Other useful details in the documentary
review protocol include dates of production of the document, date of access to the document
and the grading associated with the documents in terms of confidentiality risks (low, medium
and severe).
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The topic guide for the interview was devised based on the literature, bearing in mind the remit
of the research study needed to address issues relevant to the design, implementation and
engagement of RSHPPs for young people.
The most prominent sources of evidence used in designing the interview topic guides originated
from the following sources.
•

The first source was Owen et al. (2010); they evaluated the implementation of
school-linked sexual health services for young people to examine their effectiveness
and acceptability and to help identify areas of further research.

•

The second source was the public health services contract guidelines on integrated
sexual health services for CCGs 2013/2014, which were also consulted in designing
the interview topic guides.

•

The third source was part of the tool utilised by Fagen et al. (2010) to examine the
implementation of family life and comprehensive sexual health education. The
Chicago Public School sexual health education, which commits to be
comprehensive and age-appropriate, provides accurate medical information with an
emphasis on abstinence and at the same time information on condom use and other
methods of preventing unintended pregnancies and STIs.

The interview topic guides covered issues on the facilitators and barriers to the design,
implementation and engagement of RSHPPs for young people and includes the organisation
and structure of RSHPPs. Furthermore, this explores topics like the history of the organisation,
the workforce as well as leadership and organisational objectives relating to RSHPPs. The
contexts of the RSHPPs addressed areas around partnerships, the local health priority, the
catchment areas covered by the RSHPPs and target participants among other areas of interest
of the research study. Other areas covered are broadly related to the implementation of the
RSHPPs; the future of the RSHPPs; barriers to the design, implementation and engagement of
RSHPPs for young people and supports available to HPWs. See Appendix ii for the topic
guides.
The pilot study provided avenues to test the research protocol, interview topic guides and to
understand the likely situations and obstacles that might be encountered during the execution
of the main study, three pilot studies were undertaken as indicated in Figure 5 below. Pilot
studies 1 and 2 were qualitative in nature and were conducted with two CBOs to address
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research objectives 1, 2 and 3. Additionally, pilot study 3 is quantitative in nature where a
survey questionnaire was administered to young people at two pubs and a university library to
help identify and address any lapses in the survey questionnaire prior to the main study. Pilot
studies 1 and 2, also known as the ‘pilot case studies’, are part of case study 1 only while no
pilot study was conducted for case study 2. However, a GP participated in the discussion about
the research protocol and the research tools; the feedback provided was considered during the
refinement of the research protocol and interview topic guides. In the first instance, the pilot
studies were used to test the interview topic guides as stated above to prepare for potential
issues with access during the main study and the opportunity to refine the main study protocol.
A few of the merits of conducting the pilot studies are the possibility of revealing inadequacies
at the initial design phase and helping to remedy such lapses as observed by Yin (1994).
Conducting these pilot studies provided opportunities to identify gaps and offer pointers on
potential warning signs that might arise during the main study and therefore offered an
opportunity to modify the research study design or protocol (Creswell & Clark, 2007).
Additional defects that could be remedied as a result of the pilot studies are to point to where
the main study could fail due to research protocols not being followed or if the methods
proposed in the study along with instruments are inappropriate or too complicated (Van
Teijlingen & Hundley, 1998). Pilot studies are acknowledged to provide considerable
understanding relating to the phenomenon of interest; information generated were used in
parallel with the review of relevant literature to update the development of the research protocol
and research tools (Yin, 2003).
Researchers are encouraged to explicitly state the objectives of their pilot study, which in this
case aligns with the objectives of the main study and the rationale (Leon et al., 2012). The
design and conduct of the pilot studies were undertaken considering the work of Van Teijlingen
et al. (2001). They conducted five pilot studies in Scottish hospitals to establish the best of four
possible methods of approaching women, distributing the questionnaire and encouraging
returns of this questionnaire in their research study. Another rationale for their pilot studies was
to establish if there were variations in the administration of the questionnaire, the staff involved
in the distribution of the questionnaire, whether the questionnaire was distributed via local and
central processes and whether the questionnaire was anonymous.
A note of caution issued by Van Teijlingen et al. (2001) is the issue of contamination in pilot
studies, which is a cause of concern for many researchers. They identified two ways where this
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might occur in a study. First, they stated that data from pilot studies are frequently included in
the main findings of the study. However, this view was brought to light by an assertion by Yin
(2003) and encouraged researchers to report explicitly the lessons learnt from both research
designs and field procedures. For the present study, results from the pilot studies were
integrated into the main study indicating lessons learnt and how these were incorporated into
the main study. The second concern regarding pilot studies, as observed by Van Teijlingen et
al. (2001), is that where pilot study participants had taken part previously, new data were still
collected from these people giving rise to some form of duplication. The relevant parts of the
interviews from the pilot studies were incorporated into the main study, and no further
qualitative data was collected from the pilot study sites during the main study.

Pilot studies 1, 2 and 3 include pilot testing recruitment processes, research protocol and instruments.

Pilot study 2

Pilot study 1

Two CBOs

Two CBOs
➢
➢

➢

Interviews with managers
and senior personnel
Reviewing documentary
evidence

➢

Interviews with health
promotion workers
Reviews of documentary
evidence

Pilot study 3
A pub and university library
➢

Young people aged 16–25
completed questionnaires
at both outreach settings.

Figure 5: Pilot studies

3.4.1.3.1 Gaining access to the pilot study sites
Spectrum Community Health CIC was initially considered and contacted as a potential pilot
case study site. The management agreed to participate in the research study and informed all
relevant staff working in RSHPPs. This signified that the CBO was included in the research
protocol. It became apparent that using Spectrum Community Health CIC as a pilot study site
was untenable because of the structural and administrative changes taking place within the
organisation. The researcher was informed that the management was planning to move their
hub for sexual health services to Wakefield town centre. They had acquired and integrated the
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GUM clinics into their existing RSHPP provision and were planning to merge with other
services based on the award of public health contracts to provide RSHPPs along with other
relevant services. Nevertheless, they agreed to take part in the main study, by which time they
would have fewer commitments and be able to dedicate time and staff.
The unpredictable human element in any endeavour, according to Feilzer (2010), suggests that
pragmatic researchers are compelled to be flexible and open to the emergence of other ways of
conducting their research studies. It became necessary for the researcher to approach one of the
other sites (CBO1) selected for the main study to establish if they could participate in the pilot
study, which they accepted. A second CBO (CBO2) was later approached, and they also agreed
to take part in the pilot study. The research protocol was amended to accommodate this change.
The reasoning behind using two CBOs for the pilot study was to compare the recruitment
processes of study participants in addition to testing the interview questions. The two CBOs
met the inclusion criteria and hence were chosen because of ease of access, geographic
proximity and convenience, which, according to Yin (1994, p. 75), satisfies the conditions for
including sites in pilot studies. Another reason was that the researcher lives close to Bradford;
thus, access to the research sites was easier. The main selection criterion for the CBOs was the
fact that they provided RSHPPs to young people aged 16–25 in the West Yorkshire area.
The above developments necessitated a request for minor amendments to the research protocol
from the University of Bedfordshire Institute for Health Research Ethics Committee. The
request seeking the minor amendment was approved on 9 March 2015, and the data collection
processes subsequently began. The choice of two organisations offering similar services came
because of their profiles. The CBOs, among other activities, designed and implemented
RSHPPs for young people who are most often embedded within youth clubs, community
centres and other outreach venues. They also collaborated with partners such as colleges,
schools, the NHS, local authorities and other agencies to offer RSHPPs to young people aimed
at addressing their RSH needs.
3.4.1.3.2 Pilot studies 1 and 2
Pilot study 1 addressed objectives 1 and 2 and includes a review of documentary evidence and
interviews with managers of the two CBOs. Research objective 1 utilised interviews and
reviewed documentary evidence to explore the factors that affect the design, implementation
and engagement of RSHPPs for young people aged 16–25. Research objective 2 employed
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interviews to explore how managers recruited, trained and retained HPWs who deliver RSHPPs
to young people aged 16–25.
Pilot study 2 addressed research objective 3 and involved interviews with HPWs to explore
their views and experience of providing RSHPPs to young people aged 16–25.
3.4.1.3.3 Profile of the pilot organisations
A general overview of the pilot study sites was provided in the sections below and included
details of their roles as CBOs and the type of RSHPPs they undertook in the community. Details
of their geographical locations and the catchment areas covered were also provided. Regarding
their roles in the provision of RSHPPs for young people, these details were gathered from a
review of documentary evidence made available by the CBOs and those obtained from their
websites.
3.4.1.3.4 HALE Project
This organisation engaged in healthy living projects across areas of Bradford bordering
Shipley, Frizinghall, Bingley, Wharfedale, Windhill and Wrose. The organisation was set up
in 2003 with a mandate to work with people of all ages and backgrounds. A management
committee oversees the activities of the organisation along with residents, health professionals
and representatives of other organisations in the area. The work of the CBO is being undertaken
in partnerships with GP practices, Bradford Council, community groups, schools and other
organisations. Apart from sexual health projects, there are other healthy living projects
undertaken by the CBO, which include well-being projects executed and managed as a variety
of activities to improve people’s mental health. Others include nutrition and exercise, alcohol
awareness and oral health. They also utilise the mobile outreach venue (MOV) made up of a
bus fitted with a toilet and kitchen facilities with a private consulting room on board: a bus to
help take their project right into the heart of the local community.
3.4.1.3.5 Bradford Youth Development Partnerships
This CBO was established in 1999 with a mandate to design and implement projects that
positively affect the lives of young people from ages 8 to 30 across Bradford District and
Northern England. The CBO governance structure consists of management teams which
include a manager, an assistant manager along with HPWs, while the board of trustees consists
of local professionals, volunteers and individuals within the community. Among the projects
undertaken by the CBO are the DUO projects that offer free, confidential sexual health and
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relationship education for young people aged 13–19 with a provision of 1:1 support, pregnancy
testing, free condoms and advice on drugs, alcohol and smoking. Other projects implemented
include Young Futures, the Food Project and Prevent, among others.
3.4.1.3.6 Sampling for pilot studies 1 and 2
Pilot studies 1 and 2 were conducted simultaneously as part of case study 1. For CBO1, the
first appointment was made with the development manager and volunteer coordinator on 12
May 2015 for an interview at 11:30 a.m. The researcher received an e-mail at about 10:28 a.m.
on the date of the interview and requested to contact the development manager. The phone call
was to reschedule the planned interview because of commitments within the organisation, part
of which was their preparation for bids and applications to retain some of their existing public
health contracts and apply for new ones. The interview took place two weeks later, on 28 May
2015 at 10:00 a.m., with subsequent interviews planned and held a week afterwards with one
of the youths and development workers. Again, getting an appointment with the chief officer
to conduct an interview was also extremely challenging though this was later achieved three
months after the first interview on 24 August 2015 at 9:39 a.m. The interview with the other
youth and development worker was also postponed on several occasions because of a
combination of personal reasons and work commitments.
All the interviews were conducted in a quiet room within the conference area of the
organisation. The interviews commenced after participants confirmed that they had read and
understood the participant’s information sheet (PIS) along with a returned signed consent form.
The interviews lasted from 41 to 68 minutes. A Sony ICD-PX 333 audio recorder was used to
record the interviews. The researcher also made notes during the interviews and included some
cues and expressions from the participants and the general atmosphere during the interview.
The audio recording was transcribed verbatim using NCH Express Scribe Transcription
Software to aid data management. The researcher undertook the transcription of the interview,
which involved listening to the audio recording and typing out each word.
In relation to CBO2, following on from the meetings with staff, interviews with two HPWs
were arranged for 27 July 2015 between 3:00 p.m. and 5:00 p.m., while the assistant manager
agreed to meet up for an interview on 4 August 2015 at 9:00 a.m. It is helpful to stress that
access to the site was straightforward with three interviews conducted within three weeks. The
interviews conducted inside the organisation’s conference room lasted between 58 and 80
minutes. Once again, the interviews were recorded using a Sony ICD-PX 333 audio recorder.
119

The interviews were subsequently transcribed using NCH Express Scribe Transcription
Software following the steps described above. During the verification process of the interviews,
as described in section 4.3 below, the manager became interested and sent an e-mail expressing
her desire to be kept informed of the study findings. The researcher agreed to keep her informed
of the findings but also asked if she could take part in the study. She accepted and agreed to
take part in an interview with an appointment on 3 September 2015 at 1:30 p.m. The interview
took place in her office and lasted for 72 minutes after she had read the information sheet and
returned a signed consent form.
3.4.1.3.7 Profile of participants for pilot study 1
The profile of participants at this site indicated that out of the potential participants who were
shown to meet the inclusion criteria, a total of four participants (two from each CBO, referred
to as CBO1 and CBO2) were recruited and took part in the interviews, as shown in Table 4
below. The managers were from a youth work background and included one male and three
females from both organisations consisting of one participant of Asian origin and three of white
ethnic origin.
Table 4: Profile of participants in pilot study 1

CBO

CBO1
CBO2
Total

Total

2
2
4

Gender

Ethnic origin

Male

Female

Black

Asian

White

1
1

2
1
3

-

1
1

2
1
3

3.4.1.3.8 Profile of participants in pilot study 2
Pilot study 2, as shown in Table 5 below, indicates that one HPW was recruited from CBO1
and two from CBO2, making a total of three from both organisations. The participants in pilot
study 2 were all females from a youth work background and included one from a black origin
and two from a white origin.
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Table 5: Profile of participants in pilot study 2

CBO

Total

Gender

Ethnic origins

Male

Female

Black

Asian

White

CBO1

1

0

1

1

0

0

CBO2
Total

2
3

0
0

2
3

0
1

0
0

2
2

3.4.1.3.9 Verification of pilot study data
The interview transcripts were sent to the participants for verification to ascertain their
trustworthiness and authenticity to enhance the rigour of the data (Ritchie & Lewis, 2003;
Lincoln & Guba, 1985). The verification exercise can enhance both descriptive and
interpretative validity as noted by Huberman and Miles (2002) by seeking to understand
phenomena through the participants’ situation and experience being studied rather than that of
the researcher’s account. The verbatim transcripts were sent to the participants on 12 August
2015 using the e-mail address provided for them to read through and advise of any
misinterpretations relating to what they had said or meant. Again, this step was taken to show
the extent to which assessments, interpretation of data or ratings internal to the conduct of the
research aligned between the researcher and the participants, thus enhancing interrater
reliability (Ritchie & Lewis, 2003). The first transcript was sent back to the researcher on 14
August 2016, while the remaining were returned between 22 and 23 September 2015,
understandably because of participants’ various work commitments. They all agreed that they
were satisfied with the content of the interview transcripts. The interview transcripts, in
addition to the coding, were also sent to both supervisory teams along with audio recordings to
verify the data and to ensure confirmability (Ritchie & Lewis, 2003; Bowling, 2009).
3.4.1.4 Findings from pilot studies 1 and 2
The conduct of pilot studies 1 and 2 was part of the case studies; it was utilised to provide
insight into possible scenarios during the main study, and it also generated qualitative data
which were analysed and embedded within the main study. In considering the warning by Yin
(2003), lessons learnt from pilot studies 1 and 2 were provided below although analysis of the
findings from these pilot studies is incorporated into Chapters 4 and 5 to address the appropriate
research objectives. The decision to include the qualitative findings from pilot studies 1 and 2
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was because it did not result in any significant changes to the interview guide thereby
minimising contamination of the data (Van Teijlingen et al., 2001; Yin, 2005).
3.4.1.4.1 Lessons learnt from pilot studies 1 and 2
The following subsections below explored the conduct of the pilot study and discussed the
lessons learnt and how this was utilised to design a more robust protocol as well as the research
instruments adopted for the main study.
3.4.1.4.2 Methodological process and research protocols
During the pilot studies, the researcher consulted with managers at the pilot study sites to
discuss the conduct of the research studies. The consultation with the main study sites was
needed to discuss the research protocol and research tools (interview guides, documentary
review protocol and service users’ survey questionnaire). The pilot studies as described above
provided an opportunity to test the research protocol and research tools before the main studies.
All the organisations in the CBOs and both GP surgeries were pleased with the service
providers’ protocol and interview guides.
As a new researcher, the pilot studies provided perfect ground to gain experience and
confidence in using the tools. A practical example was observed when conducting the first few
interviews during the pilot studies; conducting the interviews with two participants took
between 68 and 80 minutes. Transcribing the interview as a new researcher was also
cumbersome with both interviews taking more than a week to transcribe. The process was more
straightforward with subsequent interviews taking a relatively shorter time to complete. This
was because the previous interview sessions served as a practice run for successive interviews.
It became clear that refocusing the participants on the real issues within the interview was
necessary. This new approach saved time and helped to obtain accurate information from the
participants. Transcribing the rest of the interviews also became easier and faster over time.
The processes of recruiting participants to the study varied at the two sites. For instance, it took
roughly three months to complete the qualitative data for CBO1, while it took one month and
four days to complete the data collection for CBO2. It was advised that the PIS and consent
form could be e-mailed to potential participants to enable them to read through and be prepared
for the actual data collection process. This advice was taken into the main study to ease the
data collection process.
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3.4.1.4.3 Piloting interview guides at NHS sexual services
The interview guides for the NHS sexual services could not be piloted in a similar fashion as
was the case with the CBOs because NHS Research Ethics Committee approval was required
to approach providers in these settings for data collection. Only two GP surgeries agreed to
take part in the research study. The main NHS sexual health services including GUM clinics
declined to take part in the research study. This was due to time constraints, seeing as both GPs
were struggling with the workload and could not commit extra time to the pilot studies. The
researcher was, however, able to get a GP to read through the research protocol and the
interview guides to offer advice on any issues. This took more than two months because of
workloads and other commitments. The feedback and comments were like that of the CBOs
with few comments which were taken on board to refine the interview topic guide, which were
subsequently addressed.
3.4.1.4.4 Refining the interview guides
There were positive feedbacks from piloting the qualitative interview guides from the sites.
The interview guides were designed for managers and senior personnel of the CBOs, HPWs of
CBOs, managers and senior personnel of the NHS Sexual Health Services and HPWs of the
NHS Sexual Health Services. The managers and HPWs at the CBOs and the one GP from the
GP surgery were happy with the clarity and the content of the interview guides apart from
issues with repetition and some sentences appearing ambiguous. They noted that there were no
items in the interview topic guides that could cause embarrassment and/or distress to potential
participants.
•

Your feelings toward the organisation and the health promotion programme rephrased
to describe your experience of the current service.

•

How does the programme relate to the local health priority, and what are the local
health priorities that this service addresses?

Repetitions of the instruments were addressed as shown below:
•

Barriers and facilitators of the programme were covered under the subtheme relating
to factors that encourage and discourage young people from engaging in the RSHPPs.
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3.4.1.4.5 Reviewing documentary evidence
During the study designs, there were plans to review various documentary evidence to explore
issues relating to the organisational, structural and contextual issues associated with the design,
implementation and engagement of RSHPPs for young people. However, during the pilot
study, some of the documentary evidence requested were considered sensitive; hence, access
was limited to what managers considered low risks in terms of its confidential value and what
they were willing to share for research purposes.
The managers consented to the researcher to access some publicly available materials from the
Internet and other literature available to the public. This included history and profiles, RSHPP
projects and other relevant topics that address the research objectives (see sections 3.4.1.3.4
and 3.4.1.3.5 for more details).
3.4.1.5 Qualitative data collection processes for the main research study
The lessons learnt from the pilot study were considered in the final research design and protocol
employed for the main study. Figure 6 below presents the qualitative data collection process
involving both case studies and consists of interviews and documentary evidence. The aim was
to explore the views and experiences of managers and HPWs on the organisational, structural
and contextual factors that affect the design, implementation and engagement of RSHPPs for
young people.
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Qualitative data collection
Objective 1: To explore the views and experiences of managers and senior personnel on the
factors that affect the design and implementation of RSHPPs for young people aged 16–25
using interviews and documentary evidence.
Objective 2: To explore how managers recruited, trained, retained and supported the HPWs
that provide RSHPPs for young people.
Data sources: Interviews with managers n =12. Projected sample size = 30.
Case study 1 (Four CBOs including two pilot study sites, n = 9).
Case study 2 (Two GP surgeries, n = 3).
Objective 3: To explore the views and experiences of HPWs on the delivery of RSHPPs for
young people.
Data sources: Interviews with HPWs, n = 13, projected sample size = 45.
Case study 1 (four CBOs including two pilot study sites n = 9).
Case study 2 (two GP surgeries n = four).
Purposive sampling for objectives 1, 2 and 3
Data analysis: Framework approach to qualitative data

Figure 6: Data collection processes

3.4.1.5.1 Gaining access to sites and identifying participants for data collection
To address the research objectives described above, senior managers from the organisations
were approached and provided with information relating to the study by the researcher. Initial
contact was made over meetings that were scheduled before the data collection and followed
the same pattern as the pilot studies described above. This was aimed at identifying key
informants within these organisations who are particularly knowledgeable and understand the
setting and employees besides valuable insights into what is happening in the organisation and
why (Patton, 2002). They were then requested to provide details of other senior staff and HPWs
who meet the inclusion criteria to be interviewed. All relevant employees were contacted via
e-mail and invited to take part in the interviews. Participants were provided with an information
sheet with a summary of the research study assuring them that participation is voluntary,
confidential and based on informed consent, taking a cue from Patton (2002). Furthermore,
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they were provided with the consent form, reiterating the earlier information that their
participation in the study was voluntary and, moreover, that they could withdraw from the study
if they so wish at any given time. They were expected to sign the consent form before the data
collection commenced. The dates, times and venues for data collection were agreed between
the researcher and participants prior to data collection; the processes are described in detail
across all the data collection sites.
3.4.1.5.2 Sampling and sampling techniques involving managers and senior personnel
Managers and senior personnel served as data collection sources to address research objectives
1 and 2 (see Figure 6 above). In following the interview guide, certain aspects of the questions
were better answered by a manager, senior personnel or those with leadership roles within the
organisations than anyone else. This was intended to offer valuable insights into staff profiles
and the level of support available to HPWs within their organisation. The researcher had
initiated several meetings to gain inside knowledge with key informants in the organisations to
discuss the conduct of the study before visiting for data collection. These meetings helped
establish rapport with the organisation and employees prior to the data collection exercise.
A purposive sampling technique was utilised for qualitative data collection. In a purposive
sampling technique, units are selected deliberately to reflect the characteristics of the groups
within the population (Lewis, 2010). Interviewing managers and HPWs within these
organisations requires those with expert knowledge and experience on the design,
implementation and engagement of RSHPPs for young people aged 16–25. They were
purposively sampled because they were identified as those who offer the best-quality
information because of their roles, which were beneficial in addressing the research question
and objectives (Denscombe, 2010).
Semi-structured interviews were conducted using an audio recorder for not more than one hour
with relevant stakeholders, in this case managers (n = 12) (initial sample size estimate, n = 30).
The sample size estimate was based on interviewing five participants from each organisation.
Interviews were conducted until saturation was attained, ensuring that the data was
representative of all the relevant voices. Although according to Francis et al. (2010), there are
no agreed methods for establishing data saturation, for this research study, data saturation was
attained when no new data emerged. The focus of this technique was to qualitatively elicit the
organisational contexts, structures and contexts of RSHPPs at CBOs and the GP surgeries
(Riley et al., 2003) and factors that affect the design, implementation and engagement of
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RSHPPs for young people. The realities of the roles of the CBOs and NHS in promoting the
RSH of young people within the local community as constructed by the relevant stakeholders
were explored within different contexts and settings. It is likewise essential to state that some
managers’ roles may overlap with those of the health promotion worker, for instance, a nurse
or a GP acting as a team leader for the outreach service and vice versa, which helped enrich
the discourse around RSHPPs.
3.4.1.5.3 Inclusion and exclusion criteria for managers and senior personnel
The inclusion criteria for managers and senior personnel (see objectives 1 and 2 in Figure 6
above) include the following:
•

Managers, team leaders and supervisors who were introduced to the researcher as
having adequate knowledge of the organisation because of their position and length of
service for six months upwards in the three study sites.

•

Those who worked in the RSHPPs were included in the study.

•

Managers with direct interaction with HPWs regarding supervision, recruitment and
training.

Similarly, managers and other resource personnel within the organisations who are not directly
involved in the design, implementation and engagement of RSHPPs for young people were
excluded from the study.
3.4.1.5.4 Sampling and sampling technique for HPWs
Initial contact was made with key informants for access to the sites for data collection to address
research objective 3 (see Figure 6 above), while the process of gaining access to the site was
described in subsections 3.4.1.3.1 and 3.4.1.5.1. Appointments were organised with individual
HPWs taking part in the interview to agree on a suitable date, time and venue. The data
collection process included providing the study participants with information sheets detailing
an overview of the study along with the consent form (Patton, 2002). The consent forms were
signed and handed to the researcher indicating that participants had read and understood all the
information and were happy to take part in the study. The interviews were audiotaped, as no
participants objected to being recorded. The researcher opted to take notes during the
interviews.
Data collection involving purposively sampled HPWs providing young people aged 16–25with
RSHPPs was employed (Ritchie et al., 2003). Semi-structured interviews were conducted (n =
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13 HPWs, initial sample size estimate, n = 45) to explore their views and experiences of the
RSHPPs. The initial sample size estimate was based on interviewing an average of seven HPWs
from each of the six sites. Again, interviews were conducted until data saturation was attained
but ensured that all the research sites were represented in the interviews.
3.4.1.5.5 Inclusion and exclusion criteria for HPWs
The inclusion criteria for HPWs comprised (see objective 3, Figure 6 above) of those known
to have adequate knowledge of the organisation because of their roles and time in service for
six months onwards. For this study, HPWs were defined as doctors, nurses, healthcare
assistants, support workers and generic HPWs. There is no requirement in this study to exclude
HPWs who do not reside within the geographical boundaries of the two cities being studied. It
will, however, be an added advantage to have a good number of HPWs who live within the
local community where the study was undertaken because of their local knowledge and
awareness of common needs within their community. In previous studies, patients had
expressed concerns about living in the same area as nurses and other healthcare professionals
who are involved in their care (Cherrington et al., 2008). This effect can be mitigated by
working with HPWs who reside within the local areas of the RSHPPs but makes them less
visible during RSHPPs to encourage young people to take part without difficulty. HPWs who
have not worked in outreach or clinical settings were excluded from the research study. Those
who have worked for the organisation for less than six months were also excluded from the
study.
3.4.1.5.6 Justifying sample size for qualitative data
The interviews were conducted until data saturation was attained, a point during the interviews
where no new data emerged, although Francis et al. (2010) argued that there are no agreed
methods for establishing this. In a seminar presentation by Barnett et al. (2015), they suggested
that one way of justifying sample size adequacy is to describe the key informants and the
participants in the research study. They noted that in doing this, each person’s characteristics
and speciality can be presented to highlight their knowledge and how this contributes to the
interview and the data generated. This research study involved two case studies that utilised
various levels of healthcare professionals and generic HPWs to provide RSHPPs at various
service settings across outreach and clinical settings. The interviews with the managers and
HPWs were undertaken with a diverse workforce, which included GPs, nurses, youth workers,
healthcare assistants, health support workers and generic HPWs. Among the workforce
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included managers who are GPs, youth workers, nurses and others who are also engaged with
young people accessing RSHPPs in the field. Participation was encouraged across various
sociocultural segments of the community, especially those from the BME community. Owing
to the above, participants were sampled purposively to include both key informants and HPWs
as described above to enhance the heterogeneity of participants across speciality, gender and
ethnic affiliation to encourage rich and diverse opinions from many sections of the community.
Another point to add to the argument for sample size adequacy is the fact that for this research
study, documentary evidence was utilised to augment the interviews (Mogalakwe, 2006).
3.4.1.5.7 Final interview topic guides for the main study
Following on from the pilot studies referenced above, a final interview topic guide was drafted.
As noted in the lessons learnt from the pilot studies, no significant changes were made to the
interview topic guide. In conducting the interviews, the four topic guides designed and drawn
up in line with the research questions and the objectives formed a large chunk of the main
themes. The interview topic guide was enhanced by consulting the literature to explore current
and pertinent issues within RSHPPs and how they relate to the design, implementation and
engagement of RSHPPs for young people. Items in the interview topic guide featured issues
around the views and experiences of the RSHPPs, partnerships and local health priorities that
the RSHPPs aimed to address (for more details, refer to section 3.4.1.3 above and Appendix ii
for the interview topic guide). The interviews addressed research objectives 1, 2 and 3 which
were augmented with documentary evidence; see Figure 6 above.
3.4.1.5.8 Using documentary evidence for the main study
The use of documentary evidence augmented the interviews to address the research objectives
referenced above. Documentary evidence is exceedingly relevant to case study research
because it comes in various forms. This includes letters, memoranda, agenda of meetings,
written reports of events, official documents, newspaper articles and other materials found in
the media or newsletters (Yin, 2003). Techniques employed in the extraction and analysis of
data from documents can either be qualitative, as seen in the narrative analysis (diaries,
evaluation reports), or highly structured and quantitative, as seen in the demographic analysis
of population trends over time from publicly preserved records of births, deaths and marriages
(Bowling, 2009).
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For the research study, a review of feedback for RSHPPs undertaken, diary of events and
minutes of stakeholder meetings, staff training records, contractual records held with other
stakeholders (statutory bodies), magazines and Internet resources from the organisations’
websites formed part of the documentary evidence that was planned to be reviewed. However,
access was restricted to a few of the lists above. It is safe to say that documentary evidence is
credited with providing context to a study, mainly in a complex environment like promoting
RSH to young people (Kelliher, 2005). Documents are credited with providing greater validity
and reliability to research studies along with the ensuing frameworks (Kelliher, 2005).
However, there are a few issues to consider when using documentary evidence in research. One
such issue is the credibility of the source, which means that researchers should be discerning
with regard to the documents they utilise for their studies (Denscombe, 2010).
Similarly, there are issues around confidentiality of certain documents that researchers should
be mindful of, as according to Yin (1994), organisations may block access to sensitive
documentation. Documentary evidence was criticised for being biased and reflecting merely
the unknown bias of the author (Yin, 1994), but the data gathered from documentary evidence
in this research study was used to augment the interviews (Mogalakwe, 2006). For instance,
the documentary evidence includes the job description, training and training needs and
evaluation report of RSHPPs produced by managers or HPWs and corroborated the evidence
generated from the interviews. This was supportive in answering the research question as well
as the first, second and third objectives of the research. While recognising these and other
limitations of using documentary evidence in research, it is imperative to point out that
documentary evidence was included in the study because its strengths regarding the
contribution to this research study outweighed the seeming limitations in this case (Evans,
2014).
3.4.1.6 Qualitative data analysis including data verification and security
Application of the action model element of Chen’s conceptual framework of programme theory
(Chen, 2005) to the analysis of the qualitative data was based on addressing research objectives
1, 2 and 3 and provided the basis to explore the views and experiences of managers and HPWs
on the design, implementation and engagement of RSHPPs for young people (see section 1.5).
This relates to the two case studies discussed previously where the action model components
included programme implementers, implementing organisations and associate organisations,
in addition to the ecological model and programme implementation protocols. A description of
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the components was provided in section 3.2.1.1 above. Qualitative data consisted of interviews
and a review of documentary evidence to explore the three research objectives. This is to
identify the barriers and facilitators of the design, implementation and engagement of RSHPPs
for young people. Qualitative data analysis applied the framework approach with themes
identified from the interview topic guides and other emergent themes that explored the
facilitators and barriers to the design, implementation and engagement of RSHPPs for young
people.
The researcher transcribed each of the interviews immediately using NCH Express
Transcription software; this involved listening and writing down the interview dictation word
for word. The verbatim transcripts were sent to the participants to read and advise the researcher
of any misrepresentation in the interview transcripts. These were returned to the researcher in
tranches in December 2015; the rest were returned in May, August and October 2016. Most of
the interviews came back with little or no notes concerning corrections except comments on
issues around exclamation marks and a few spelling issues. One participant noted ‘many erms’
in the transcript but was assured that it was a verbatim transcript of the audio and that this,
nonetheless, added context and humanity to the spoken words. The participants returned the
interview transcripts on average of seven days from the time of receipt. The transcripts were
subsequently analysed as described below. The transcripts and the audio recordings were
encrypted and stored electronically at the researcher’s university electronic database and
computer.
The processes involved in the analysis of case study data is to have a general analytical strategy
(Yin, 2003). For the current research study, the process involves developing a descriptive
framework for organising the case. For multiple cases, the process is to provide a detailed
description of each case and themes within the case. A description of the case organisations
including profiles, historical overviews, organisational structures and the types of services
including RSHPPs by each of the organisations in both cases studies were provided (see
sections 3.4.4.1–3.4.4.2 below).
The next stage in the analysis of the case included the use of the framework approach to analyse
the qualitative data and was followed by case analysis and involves a presentation of the results
of the qualitative data from both cases (CBOs and NHS-GP surgeries) separately. In following
the established patterns of analysing qualitative data for case studies, the interviews and
documentary evidence were analysed separately in the first instance, subsequently using
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within-case analysis to identify the patterns, themes and trends relevant to addressing their
research objectives (Stavros et al., 2009; Voora, 2014). These steps made the data from both
cases amenable to cross-case analysis and formed multiple versions of the single case
containing multiple narratives (facilitators and barriers to the design, implementation and
engagement of RSHPPs for young people) covering each of the cases separately (Yin, 2008).
The format employed for the cross-case analysis in this current research study followed the
steps adopted in two previous research studies cited below. One of such studies involved the
work of Pinnock et al. (2008) in a comparative case study of the process of planning and
development of GP with special interests in primary care in England, while the second involved
case studies about lethal violence in schools in America by the National Research Council and
the Institute of Medicine (2003). In all instances, individual cases are analysed and presented
separately. Additionally, the cross-case analysis compared the findings from both cases. In
following the same pattern above, the final reports of the cross-case analysis for this current
research study included an aggregation of themes and concepts using the cross-case analysis
that explored the similarities and differences between the two cases (case study 1 and case
study 2).
3.4.1.6.1 Qualitative data management and data analysis using the framework approach
According to Ritchie and Lewis (2003), qualitative raw data are produced in various forms
comprising predominantly of verbatim interview transcripts (audiotapes, if they have not been
transcribed), written documents or observational notes. This subsequently produces rich data
content that needs to be broken down into various aspects to allow analysis by bringing those
data fragments back together (Lewins & Silver, 2007). The reasoning behind this is to view the
data in different ways to understand the connectivity between themes, emotions, actions and
outcomes (Lewins & Silver, 2007).
There are various methods available to researchers for the analysis of interview data, with each
approach lending considerable advantage to assist with the data analysis. Some approaches that
exist could be used for qualitative data analysis, focusing on the structure of narratives and
exploring how people within and across cultures tell their stories, such as sociolinguists
(Bernard & Ryan, 2010). It could also be by way of generating narratives from data to develop
an explanation or theory of how things work, for instance, grounded theory (Bernard & Ryan,
2010). An added approach, according to Bernard and Ryan (2010), is termed ‘hermeneutics’,
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which looks for the broader meanings of narratives by interpreting the contents and by
understanding the cultural-historical contexts in which stories get told.
These approaches are all aligned with a philosophical and epistemological standpoint;
however, one approach that has been determined to have no allegiance to any epistemological
standpoint is the framework approach, which was utilised for this research study. The
framework approach, according to Gale et al. (2013), is not aligned with any epistemological,
philosophical and theoretical approach and is also advocated to be utilised by researchers
carrying out mixed-method studies. They observed that the framework approach to qualitative
data analysis is a flexible tool that adapts well to qualitative approaches and aims to generate
themes in contrast to the approaches described previously. The framework approach aligns with
a broad family of analysis methods, which is referred to as thematic analysis or qualitative
content analysis (Gale et al., 2013). The framework sifts commonalities and differences in
qualitative data to establish relationships in different parts of the data with a focus on drawing
descriptive and explanatory conclusions found around the themes (Gale et al., 2013).
In preparing the interviews for analysis, the verbatim transcripts were sent to the interviewees
for verification and to confirm that everything in the transcription was rightly attributed to
them. The verified interview transcripts were prepared and made amenable for analysis using
the popular qualitative data software Computer Assisted Qualitative Data Analysis (CAQDAS)
(Lewins & Silver, 2007). The packages are ATLAS.ti5, MAXqda2 and Nvivo10 with the
capacity to handle textual, visual, multimedia and nonnumerical data. It interprets data by
coding them into themes, concepts and contexts to build explanations and theories or to test
theories (Lewins & Silver, 2007). However, Nvivo 10 package was preferred for the
preparation and management of the qualitative data because it is readily amenable to the
framework approach described below. Once Nvivo was employed to prepare the qualitative
data, the framework approach by Ritchie and Lewis (1994) was applied to the data (see Figure
7 below). This consists of the following steps:
Stage 1 - familiarisation: After transcribing the audio recordings, the next step involves being
familiar with the interview data. The researcher listened to the complete audio recording along
with the contextual and reflective notes made during data collection to get a feel of the entire
data. The transcripts were then read line by line repeatedly to ensure that all relevant details
were captured. The notes taken during the interviews became useful in making sense of some
of the points made by the participants by helping to add some context to the entire data.
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Stage 2 - developing a working analytical or coding framework: The familiarisation stage,
aside from getting a feel of the data, allowed the researcher to review key issues, concepts and
themes through which the data can be examined and referenced (Huberman & Miles, 2002).
Similarly, in consultation with the literature, topic guides (see Appendix ii) were drawn up in
line with the research questions, forming a large chunk of the main themes, as well as other
emergent issues brought up by the respondents during the interviews (Huberman & Miles,
2002). Identifying the analytical framework was an iterative process because some of the initial
themes and topics were either deemed repetitive and hence merged into existing themes, or
they were wholly replaced with new more relevant subthemes.
The next step after using Nvivo for coding the transcripts is by comparing the labels applied to
agree on a set of codes that can be applied to subsequent transcripts. There was the need to
have ‘other’ codes under each category to avoid data not fitting. Subsequent transcripts with
existing categories and codes were indexed with the aid of a working coding framework. Each
code was then abbreviated for ease of identification and written directly into the transcript.
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Interview

Six main themes developed from

transcription

prior issues established from the
topic guide. Emergent issues from
Objectives 1 and 2: Managers’

Familiarisation with
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the data captured.
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Developing analytical
(coding) framework
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workers’ interviews
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Interpreting the
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Indexing (coding)

topic guide. Emergent issues from
Charting on to a
framework
matrix

the data captured.

Figure 7: Developing the coding framework using the five-stage framework approach
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Stage 3 - indexing: According to Miles and Huberman (2002), indexing is a procedure that
involves the application of a coding framework or index systematically to the data in their
textual form. The process of coding the interview was based on the facilitators and barriers to
the design, implementation and engagement of RSHPPs for young people and involved case
study 1 and case study 2. The ensuing main themes from these broad areas of the data generated
the parent nodes with some of the main themes having subcategories or child nodes. For
instance, the first main theme was an insight into the organisations within both case studies.
The theme explored the views of both managers and HPWs on preliminary information as their
roles and time with the organisation along with other information serving as a prelude to other
areas of the data. The main theme was thereby subdivided into subcategories like their
experience of the RSHPPs, qualifications of HPWs and time at the organisation to generate the
codes. This was repeated for the remaining main themes, specifically the background and
description of RSHPPs, provision of current RSHPPs in the community and other venues, plans
and development and support available to HPWs. Additionally, gaps in existing RSHPPs were
also explored and included factors that discouraged access to RSHPPs (see Table 6 below for
the remaining themes; see also Appendix xi for the initial coding framework and chart matrix).
Table 6: Classifying main themes and subthemes under facilitators and barriers to RSHPPs

Case study 1

Main themes

Facilitators
of RSHPPs
(research
objectives 1
and 2)

•

Structural
and
organisational factors
relating to the design,
implementation and
engagement of young
people with RSHPPs

•

The role of
partnerships

Subthemes 1
•
•
•

Roles in the organisation
Time at the organisation
Experience of the current RSHPPs

•
•
•
•
•
•

Partnerships with other organisations and
providers
Time and length of contracts
Catchment areas covered
The needs RSHPPs aimed to address
Terms of RSHPPs
Target participants

•

Local health priorities

Subthemes 2

•

•
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Reducing
STIs and
unplanned
teenage
pregnancy
Providing
one-on-one
support to
address RSH

needs of
young people
•

•

Methods of
implementing
RSHPPs in the
community and other
venues

•
•
•
•
•
•
•

Plans and
development

•
•
Research
objective 2

•

Management’s
support for HPWs to
provide RSHPPs to
young people

•

Insights into HPWs’
views and experiences
of RSHPPs

•

Description
RSHPPs

Research
objective 3

•

of

Approaches to the
delivery of RSHPPs

Factors that encourage access to RSHPPs
Involving young people in the planning and
implementation of RSHPPs
Strategies used to reach out to BMEs and
those who are hard to reach
Supporting those with unique needs
Creating awareness of RSHPPs
Linking mental health with sexual health
Designing RSHPPs tailored to young people
from Eastern European background
Using telemedicine to consult patients
remotely
Developing new drop-in to encourage access

•
•
•
•
•
•

Recruiting qualified HPWs
Qualification and staffing profiles of HPWs
Staff training and career development
Mentoring and supervision
Use of volunteers and peer educators
Salaries, promotion and other forms of
incentives

•
•
•
•

Roles within the CBOs
Time at the CBOs
Qualifications of HPWs
Views and experiences of RSHPPs

•
•

Important features of RSHPPs
Factors that encourage young people to
access RSHPPs
Creating awareness of RSHPPs
Evaluating the RSHPPs
What happens when a young person
accesses RSHPPs?
Strategies used to ensure RSHPPs reach
target participants

•
•
•
•

•

BMEs
•
•
•
•

•

Managing encounters
with young people
during RSHPPs

•

Dealing with peer pressure

•
•
•

Managing difficult situations
Dealing with safeguarding issues
Providing nurse outreach home visits for
vulnerable young people
Managing those who access RSHPPs late

•
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Further
opportunities
are dependent
on funding
for RSHPPs

Gender
Homeless
Children with
special needs
RSHPPs in
pubs, clubs
and other
recreational
areas

•

Barriers to
RSHPPs
(research
objectives 1
and 3)

Management’s
incentives and support
for HPWs

•
•
•
•

Mentoring
Promotion, salaries and other reward
systems
Training and career development
Job security

Views and experiences of
managers
•

Factor that
discourages access to
RSHPPs by young
people

•

Gaps in existing RSHPPs

•
•

•
•
•

Fears of confidentiality and discretion from
staff
Embarrassment
Lack of cooperation from schools
Cultural issues

•
•

Gaps in staffing, especially male staff
Inadequate provision of health promotion
around ChemSex
Inadequate outreach services
Inadequate training of HPWs

Factors that
discourage access to
RSHPPs by young
people

•
•
•
•
•

Lack of cooperation from schools
Confidentiality
Lack of confidence
Embarrassment
Privacy

•

Gaps in existing
RSHPPs

•
•

Fewer capacity and RSHPPs
Inadequate provision around PRU

•

Ways of bridging
gaps in provision

•

Detached outreach for hard-to-reach
communities
Increasing reach to where real needs exist
rather than perceived needs
Increased funding

Views and experiences of
HPWs

•

•
•

Case study 2
Facilitators
of RSHPPs
(research
objectives 1
and 2)

•

•

Structural
and
organisational factors
relating to the design,
implementation and
engagement of young
people with RSHPPs
The role of
partnerships with
statutory
organisations and
other organisations on
the design and

•
•
•

•
•
•
•

Roles, time and qualifications in the
organisation
Time at the organisation
Experience of the current RSHPPs

Partnership arrangements with other
organisations
Catchment areas covered
Funding, terms and length of contracts
Aligning RSHPPS to local health priorities
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•

•

Reducing
STIs and
teenage
pregnancy
Providing
HIV services

implementation of
RSHPPs
•

Implementation
RSHPPs
at
surgeries

of
GP

•
•
•
•
•
•

•

Future plans and
development

•
•

Research
objective 2

•

Managers’ views on
supporting HPWs to
provide RSHPPs

•
•
•
•
•

Research
objective 3

•

•

HPWs’ insight into
their organisation

•

Description of
RSHPPs

•
•
•

•
•
•

•
•

RSHPPs based at GP surgeries and other
venues
Factors that encourage access
Patient referral from other GP surgeries
Reaching out to BMEs and other hard-toreach communities
Involving young people in the design and
delivery of RSHPPs
Creating awareness of RSHPPs
Expanding the capacity and reach of
RSHPPs
No plan in the foreseeable future
Recruiting qualified HPWs for RSHPPs
Utilising the skill mix of HPWs to deliver
RSHPPs
Training, supervision and mentoring HPWs
Using volunteers and peer educators
Promotion and rewards
Roles with the organisations and what it
entails
Time at the organisation
Qualifications required for the role
Views and experience of the current
RSHPPs
Demography of GP surgeries
Important features in RSHPPs
Factors that encourage young people to
access RSHPPs
Creating awareness for the RSHPPs
Evaluating the RSHPPs

•

Implementing
RSHPPs for young
people at clinics

•
•
•
•

Mode of accessing RSHPPs
Difficult situations in the clinics
Documenting details of consultations
Obtaining details of consultations from other
providers

•

Management
incentives and
support available for
HPWs

•

Mentoring and other support from the
manager and experienced staff members
Training and other career development
opportunities
Promotion, incentives and other reward
systems

•
•
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Barriers to
RSHPPs
(research
objectives 1
and 3)

Views and experiences of
manager
•

Gaps in existing
RSHPPs

•

Addressing gaps in
RSHPPs

•
•

Inadequate workforce
Less dedicated clinics

•

Opening more centres for RSHPPs

•

Getting trainee nurses upskilled in sexual
health
More dedicated patient clinics
Better referral mechanisms

•
•
Views and experiences of
HPWs
•

Factors that
discourage access to
RSHPPs

•
•
•
•
•

Fears of confidentiality and discretion
Embarrassment
Stereotyping
Lack of cooperation from schools,
especially faith schools
Cultural issues

Gaps in existing RSHPPs

•
•
•
•

Inadequate staffing
Limited access to RSHPPs
Limited training of HPWs
Limited knowledge of available services

Addressing gaps in
RSHPPs

•
•

Increased funding of local RSHPPs
More educational events to raise awareness
of available RSHPPs
Appointments available throughout the
week
Specially dedicated clinics that received
referrals from other providers

•
•

Stage 4 - Charting data onto the framework matrix: An interview of one hour could generate
15–25 pages of texts; therefore, managing and summarising the data was an essential aspect of
the analysis process. A spreadsheet was used to generate a matrix that comprised of
summarised data into categories from each transcript using the coding framework (see Table 6
above and Appendix xi and xii). This process requires a high level of expertise to balance
reducing the data on the one hand and retaining the original meanings and ‘feel’ of the
interviewee’s words on the other. In carrying out the charting exercise, the researcher
summarised the key points within each piece of data to retain its context and the language
within which this was expressed and placed it in the thematic matrix. The indexing process
described above helped to refine the categories based on the six main themes of the data with
subthemes being plotted on different thematic charts. The charting exercise, although relatively
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extensive, helped to put all the collected data into perspective and permitted the researcher to
identify if the themes and subthemes needed further refinement. A practical example, in this
case, relates to comparing the interview transcripts along with the themes and subthemes
generated to sieve out repetitive and less significant themes (refer to Appendix xii, Table 66
and Table 67 for the chart matrix).
Stage 5 - interpreting the data: It was beneficial to have a separate notebook and computer file
throughout the research process to note down impressions, ideas and early interpretation of the
data. The notes were taken during visits, during contacts with managers and HPWs at both case
study sites on a notebook, where key issues raised during such encounters and, as noted by
Arthur and Nazroo (2003, in Ritchie & Lewis, 2003), is known to be useful during data
analysis. The field notes (a separate notebook which was saved in a computer file) added a bit
of context during data analysis, given that this involved considering some initial thoughts about
the encounters and some issues raised off the record during the data collection process.
Eventually, features and differences between data were identified, thereby generating
typologies, to interrogate theoretical concepts (either prior concepts or the ones emerging from
the data) or map relationships and causality.
The extracts from the interview transcripts provided a useful interpretation of the data
collected, whereby the very words used by participants were taken from their contexts inside
the recorded interviews (Denscombe, 2010). The participants were told that there was a need
to use verbatim quotes from the interview transcripts to help provide meanings to the
phenomena of interest and were assured that their confidentiality would be always protected.
Pseudonyms were employed to protect the identity of the people who participated in the
interviews, especially when using a direct quotation from their interview transcripts to ensure
that they were not linked directly to the interviews. Several participants agreed to see how their
interviews were finally used to address some of the research themes. The copies of the
participants’ specific quotations were sent to five of the participants who agreed with how their
quotations were used with no further comments. This added rigour to the data.
The next stage in the qualitative data analysis processes is the presentation of the findings from
case study 1 and case study 2, which is the within-case analysis and then followed by the crosscase analysis as described above. See Appendix xii, Table 68, for the themes from case study
1 and case study 2. The findings are grouped broadly under the facilitators and barriers to the
design, implementation and engagement of RSHPPs for young people and presented in
Chapters 4 and 5.
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3.4.1.7 Quantitative Methodology
In addressing research objective 4, the quantitative methodology was explored as described in
the paragraphs below. Quantitative research methodology is concerned with quantities and the
relationships between attributes. The researcher is usually involved in the collection and
analysis of highly structured data in a positivist tradition (Bowling, 2009). Quantitative
research is concerned with the quantitative paradigm, a form of inquiry into human and social
problems and consisted of testing a theory (Creswell, 1994). The theory is made up of variables
measured with numbers and analysed using statistical procedures to determine the predictive
generalisations of the theory (Creswell, 1994).
The objective of quantitative methods is to help establish the incidence or prevalence of health
problems, health personnel’s adherence to a new intervention or the level of participants’
satisfaction with a service or a programme (Navarette, 2009). This type of research is
appropriate where there is preexisting knowledge about a phenomenon (Bowling, 2009). For
the current study, a survey questionnaire was utilised to examine engagement of RSHPPs for
young people using RSH knowledge, sexual behaviour, RSH seeking, attitudes and expectation
of RSHPPs, rating RSHPP use and HPWs and barriers to accessing RSHPPs. Quantitative
methods are beneficial in providing a clear descriptive and analytical basis to programme
implementation by adding breadth to the study; it therefore failed to add the value-laden,
contextual angle of the study. There was an obvious lack of depth observed by its inability to
help explore how the RSHPPs succeeded or failed without giving an in-depth account of the
programme implementation, as might have been the case in qualitative methods. These
weaknesses provided the impetus to combine both qualitative and quantitative methods in this
research study.

3.4.1.7.1 Quantitative data collection processes
Data collection was based on a survey of young people’s current and past engagement and use
of RSHPPs to address research objective 4; see Figure 8 below.
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Quantitative data collection

Objective 4: To examine the engagement of RSHPPs for young people through the six RSHPP constructs,
namely, RSH knowledge; sexual behaviour, attitudes and expectations of RSHPPs; RSH seeking; rating
RSHPP use and HPWs, as well as the barriers to accessing RSHPPs.

Young people accessing or who had accessed RSHPPs completed a survey questionnaire; a
screening tool was utilised to aid recruitment. See Appendix iv. Sample size, n = 450.

Data analysis: SPSS was used to describe the data and examine relationships between the variables.

Figure 8 Quantitative data collection processes

Like the qualitative data collection processes, the survey questionnaire was piloted to young
people across two service settings to test the tool and to provide opportunities to correct
identified deficiencies before the main study. The processes related to piloting the
questionnaire are described below.
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3.4.1.7.2 Pilot study 3: Young people’s survey questionnaire
The primary objective of the survey questionnaire was to examine RSHPP constructs described
in section 1.5 and Figure 8 above. The objectives of conducting the pilot study are listed below:
•

To check for errors in the survey questionnaire to enable corrections to be made before
the main study.

•

To ensure that young people understood the content of the survey questionnaire.

•

To ensure that the survey questionnaire is appropriate for the intended audience and to
check that nothing offensive is present in the content.

•

To provide a means to test-run the survey questionnaire for the new researcher while
serving as a confidence boost going into the main study.

The survey questionnaire was piloted at two service settings to young people aged 16–25 at a
common area within a university in Bradford and a pub in Wakefield using similar
demographics to those who participated in the main research study. The aim of this was to
identify the adequacy of content and structure of the survey questionnaire to help establish if it
covered all the items that are of importance to young people. Piloting the questionnaire also
helped to ascertain if 15 minutes was enough to complete the survey questionnaire. The survey
questionnaire was handed over to young people during the semester periods at the university
and on one weekend in March 2016 with arranged visits to a pub with one of the CBOs in
Normanton, Wakefield and West Yorkshire. The researcher and the HPWs on a visit were
introduced to young people at the sites and provided them with information sheets. The number
of young people, given the survey questionnaire at both sites, were eight and five at the
university and pub, respectively, with a response rate of five and four, respectively (see
Appendix x for the data collection chart). All those who wanted to take part signed a consent
form before completing the survey questionnaire. The survey questionnaire was completed
within 15 minutes.
3.4.1.7.3 Lessons learnt from pilot study 3
The survey questionnaire completed by young people during the pilot study was not
incorporated into the main study unlike pilot studies 1 and 2 because of the changes made after
the pilot study and consultation with managers of the organisations recruited into the research
study. There were fewer comments from young people as per the contents and structures of the
questionnaire. Most of them, however, observed issues around how the boxes were arranged.
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They observed that the boxes were wrongly aligned in some of the sections to the answers
which were picked and corrected by the researcher.
An initial consideration was to design three sets of the survey questionnaire to cater to the three
service settings, but during the pilot studies, this was adjudged to be potentially complicated,
as it was believed that it could limit the response rate, and it would have been a significant
inconvenience for the staff of the organisations who will be distributing the survey
questionnaire when the researcher was not present on-site. This was considered, and the survey
questionnaire was then reduced by ensuring that all the necessary elements and sections in the
questionnaire accommodated the six constructs relevant to RSHPPs (see section 1.5). The
initial draft of the four-page questionnaire consisted of 45 items which were made available to
the service providers. A few of the service providers were satisfied that young people attending
RSHPPs at their settings were able to complete the survey questionnaire within the stipulated
time. However, most of the service providers expressed reservation relating to the length of the
survey questionnaire. They advised that, given their settings (which included young people at
outreach – college, community and home visits), it would help speed up the response rate if
the survey questionnaire were reduced to a manageable size but making sure that the necessary
elements needed to address the research objectives were incorporated into the final drafts. The
final instrument was incorporated into two pages, accommodating the six RSHPP constructs.
Additionally, there was a comments section that allowed young people to express their views
and experiences of the services and to suggest ways RSHPPs could be improved.
During the consultation, a manager with one of the organisations misinterpreted the idea behind
a few items in the survey instruments, thinking it was an avenue to judge and access the
RSHPPs offered to young people. An instance was in section 6 that says, ‘What is important
to you in a contraceptive and sexual health service?’’ with the options as (i) relaxed, (ii)
cheerful, (iii) comfy, (iv) well equipped and (v) able to offer privacy. The manager then replied
by highlighting ‘comfy’ with a comment ‘we do not have a say over current clinical venues’.
This was due to the restructuring and reorganisation with a plan to move to a bigger venue in
future. The researcher then reassured the manager of the rationale behind that question and that
it was meant to gauge the attitudes and expectations of young people, seeing as it relates to
what they consider to be necessary for a health setting as a way of encouraging them to access
RSHPPs.
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The manager later understood that the question was not an indication of availability or the lack
of facility in each setting but as a way of providing this feedback to service providers to make
them tailor more responsive services for young people.
Other issues that emerged during consultation with some of the organisations including both
GP surgeries were issues around funding. They made it clear that the current funding
arrangements for sexual health had substantial impacts on the types of services available to
young people. This, they observed, had significant impacts on the level of services they were
currently providing and could also have an impact on the response rate from young people
regarding data collection. Some of their sexual health contracts were coming to an end, with
their hopes based on their ability to renew their sponsorships or secure funding from other
funders.
3.4.1.7.4 Quantitative data collection process for the main study
The processes of data collection for quantitative data included meeting with key informants
within the organisations, as described in section 3.4.1.5.1, to identify young people who met
the study’s inclusion criteria. Further details are provided in the individual sections (see section
3.4.4) on how participants were identified and recruited for the research study. The process
utilised the screening tool from the flowchart of the data collection process (see Appendix IV
to determine those who met the inclusion criteria for the research study; see also Figure 9
below).
Research objective 14, see
Figure 7 above

Participants identified (inclusion criteria using
screening tools)

Sample size: 450

Data analysis: SPSS

Figure 9: Quantitative data collection

3.4.1.7.5 Final quantitative data collection instrument
The data collection instrument used for this research study was an aggregation of instruments
that were used in previous studies and included those from Kane and Wellings (2000), a tool
developed by Downing and Cook (2006) for the Centre for Public Health (CPH). The third
instrument was a tool used in the survey of teenage sexual health: knowledge, behaviour and
attitudes in East Yorkshire by Jomeen and Whitfield (2010). The already validated instruments
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were tailored and modified to suit the various contexts and settings for data collection
(Rudestam & Newton, 2007). The tailored instrument was piloted to young people to enhance
its rigour and validity (see section 3.4.1.7.2 above). Another reason for piloting the survey
questionnaire was to ensure that all the items in the constructs adequately addressed the
research needs and that of young people accessing RSHPPs at educational outreach including
community venues and clinics. The survey generated demographic details such as age, gender,
postcode and ethnicity and relationship status (see Appendix iii for the survey questionnaire).
Additionally, as previously mentioned, one open-ended questionnaire gave young people the
opportunity to provide further insight into the RSHPPs. Both closed and open-ended survey
questionnaires were utilised to test the constructs listed above and to provide an opportunity
for young people to expound on their experiences of the RSHPPs and to offer views and
suggestions on how the service could be better tailored to meet their RSH needs. Close-ended
questions are, however, easier to analyse because the respondents are coded into categories
based on their responses (Weisberg et al., 1996). Open-ended questions, in contrast, are
difficult to analyse because responses from participants are rich and lengthy, which must also
be coded into categories to enable analysis (Weisberg et al., 1996).
As noted in section 2.6.5, findings from previous studies established associations between
RSH knowledge; sexual behaviour, attitude and expectation of RSHPPs; RSH seeking; rating
RSHPP use and HPWs and barriers to accessing RSHPPs besides the demographic
characteristics of young people (Phillips-Howard et al., 2010, Hayter, 2005; Downing & Cook,
2006; Jayakody et al., 2011 & Master et al., 2013). This current research study examines the
association between the six RSHPP constructs and the demographic characteristics described
above using statistical analysis; more details are provided in section 3.4.1.8 below.
3.4.1.7.6 Sampling strategy and sample size calculation
The sampling strategy utilised cluster sampling to ensure that young people taking part in the
RSHPPs were included from a variety of service settings (Kane et al., 2003). Cluster sampling
can be used to select cases, thereby generating cases with similar features as good random
samples within the population element, with all cases having a nonzero probability of selection;
this sampling technique utilised the same process of defining population units (Gorard, 2003).
The population unit of interest was redefined as a cluster of young people aged 16–25 taking
part in RSHPPs in various settings. When researchers gather information from some people in
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groups so that their responses reflect those of the group from which they were chosen, it
displays a more practical and cost-effective way of sampling (de Vaus, 1996).
In an article by Landreneau (2011), it was asserted that sampling strategies for quantitative data
should consist of selecting a target population that is accessible within the target population,
stating the eligibility criteria, providing a sample plan and recruiting from the target population.
The sampling frame for this research study consisted of young people aged 16–25 accessing
RSHPPs in Bradford and Wakefield, West Yorkshire. The settings were community venues,
schools or college venues, park events, pubs and restaurants, youth centres and clinic settings
to yield a total sample size of 450 young people taking part in RSHPPs. Calculation of the
sample size estimate was based on the Yamane method on a population estimate of 90,000
young people in Bradford and Wakefield (see section 1.4.3 above for further details).
This study used the formula nY = N / (1 + Ne2), where N = known population and e = error
level or % confidence interval or alpha level. For the 0.95 confidence interval, e = 0.05. For
the estimated population of 90,000, the minimum sample size is
nY = 90000 / (1+ 90000 (0.05* 0.005)) = 398 minimum samples
Where convenient and practicable, young people were approached by the researcher and made
aware of the study and were encouraged to participate to maximise the response rate while
taking steps to limit response bias and enhance confidentiality (Gorard, 2003). Similarly,
HPWs were requested to help publicise the research study and distribute the survey
questionnaire to young people who are accessing RSHPPs at outreach venues and clinics.
When working out sample size, researchers need to consider the sample size that is available
for data analysis and the sample size that was initially contacted for the questionnaire
(Denscombe, 2010). This guidance provided a framework for estimating a sample size of 450,
bearing in mind that not all participants contacted might take part in the research study or end
up returning their questionnaire.
3.4.1.7.6.1 Service settings for quantitative data collection
The service settings for data collection purposes were grouped into three, which are listed
below:
•

Service A targets young people aged 16–25 from all backgrounds taking part in RSE
and STI screening, treatment as well as contraceptive services and advice. The service
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was delivered by the CBOs, and part of the RSHPPs also included postscreening
follow-ups but mainly at post 16 schools and colleges.
•

Service B targets young people aged 16–25 from all backgrounds who are taking part
in the RSHPPs at outreach settings. Young people accessed a range of RSHPPs like
STI screenings and contraception (condoms) and can interact with HPWs on a range of
RSH issues. The outreach services target pubs, restaurants, community and youth
centres as well as park events.

•

Service C targets young people aged 16–25 from all backgrounds who are accessing
RSHPPs at sexual health services based at GP surgeries and CBOs offering drop-in
clinics and CaSH clinics.

3.4.1.7.6.2 Inclusion and exclusion criteria
The inclusion criteria included young people of both genders aged 16–25 who live within the
Wakefield and Bradford postcode area. Other inclusion criteria are the following:
•

Young people accessing RSHPPs from all backgrounds as described above. Previous
studies criticised the low recruitment of study participants from ethnic minorities and
young males (Hayter, 2005). The current study encouraged participation from these
demographics to present a holistic picture of the realities of RSH from all strata of the
study population.

•

Additionally, young people who fit the above description also include those who have
accessed RSHPPs in the past at outreach RSHPPs including community venues (pubs,
restaurants, community parks) and colleges described above.

The key exclusion criteria for the study included young people outside West Yorkshire. Other
exclusion criteria included people below the age of 16 and those above 25 for ethical and other
practical reasons which were described in detail in the ethics consideration section of this
chapter. People who are unable to understand and communicate in English were also excluded
from the study.
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3.4.1.8 Quantitative data analysis
Quantitative data employed the survey questionnaire to address research objective 4 and
examined the engagement of RSHPPs for young people using the change model component of
Chen’s conceptual framework of programme theory. The six RSHPP constructs are RSH
knowledge, sexual behaviour, RSH seeking, attitude and expectation of RSHPPs, rating
RSHPP use and HPWs and barriers to accessing RSHPPs. Pan and Chen (2017) noted that the
application of the action model/change model schema in planning the learning community
programme further confirmed that the implementation of the action model naturally leads to
the change model. This line of reasoning was applied to this current research study with the
analysis of quantitative data by utilising SPSS to examine the association between RSHPP
constructs and key demographic data to examine the engagement of young people with
RSHPPs. This served the purpose of triangulation with the qualitative findings from managers
and HPWs from the two case studies, the aim of which was to serve complementary,
confirmatory and/or divergent findings on the design, implementation and engagement of
RSHPPs for young people (Chen, 2005; Creswell & Plano, 2007, Greene et al., 1989; Morse,
1991; Morgan, 1998).
The survey questionnaire was entered into SPSS immediately after collection and coded
according to the data analysis plans using the coding system. The quantitative statistical
analysis made use of SPSS to establish the association and/or relationships among the key
variables by performing first and foremost descriptive statistics to describe the characteristics
of the data, followed by further statistical analysis to examine the association among the
variables. The steps utilised are described further below.
3.4.1.8.1 Measuring the reliability of RSHPP constructs
The analysis of quantitative data made it possible to examine the facilitators and barriers to
RSHPPs among the six constructs, while the independent variable consisted of the
demographic data of the participants and includes age, gender, ethnicity, RSHPP venues and
relationship status. In conducting the quantitative data analysis, the different components in the
survey questionnaire that were utilised to test the RSHPPs constructs, for instance, RSH
knowledge, were all combined and computed to form the RSH construct. A similar procedure
was repeated for sexual behaviour, RSH seeking, attitude and expectation of RSHPPs, rating
RSHPP use and HPWs and barriers to accessing RSHPPs to form the respective constructs.
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Data with similar characteristics or measuring the same constructs were grouped, as is often
practised in research, to enhance analytical power, construct validity and reliability (Krajewski
et al., 2013). Champion et al. (2005) developed scales to measure the various constructs that
made up the health belief model utilised by various researchers and later translated it into four
cultures. The current research study followed the same line of reasoning when the constructs
were examined, the findings from the RSHPP constructs were structured around the linkages
of the change model components of Chen’s conceptual framework of programme theory (Chen,
2005), which examined the design, implementation and engagement of RSHPPs for young
people. Reliability analysis or Cronbach’s alpha (α) measured the reliability and internal
consistency of each of the items in the six RSHPP constructs. A test of below 0.6 is regarded
as poor whereas those over 0.7 are regarded as acceptable. Table 7 below indicates that
Cronbach’s alpha ranged from 0.61 (barriers to RSHPPs) to 0.92 for rating RSHPP use and
HPWs. An added reason for computing the items in the questionnaire was to transform hitherto
non-normal data into normal data or scales which enabled it to fit the assumptions of more
advanced statistical analyses like multiple regression (McDonald, 2014). Burke et al. (2018)
utilised multiple regression to examine the predictors of early sexual initiation among young
people. They established that risky behaviours such as smoking, drinking and drug use were
predictive of early sexual initiation among boys and girls. For the current study, multiple
regression was utilised to establish the trend in the relationships among the RSHPP constructs
and the demographic characteristics.
Table 7: Reliability of the RSHPP constructs

RSHPP constructs

Cronbach’s alpha

Reproductive and sexual health knowledge

0.81

Sexual behaviour

0.76

Reproductive and sexual health seeking

0.64

Attitude and expectation of RSHPPs

0.85

Rating RSHPPs use and HPWs

0.92

Barriers to accessing RSHPPs

0.61
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3.4.1.8.2 Normality assumption test
A sample distribution test or test of normality was undertaken to determine the characteristics
of the sample. This can also be verified by a visual reference of the histogram to ascertain the
frequency of distribution or by using a normal Q-Q plot, a de-trended Q-Q plot and a box plot.
Additionally, the Kolmogorov–Smirnov (K–S) test and the Shapiro–Wilk test were performed
to determine the test of normality; see Table 8 below. Statistical tests of significance were
applied to probability theory to calculate the chances of obtaining the observed results and to
ascertain their degree of certainty (Bowling, 2011; Thorne & Slane, 1997). The significant
value (p = 0.05) should be greater than 0.05 to have a normal distribution. However, Table 8
indicates that P = 0.000, which is less than 0.05; hence, the data is not normally distributed (P
< 0.05). Additionally, a visual inspection of the histogram revealed a normal curve; however,
the box plot and the Q-Q and de-trended normal Q-Q plot indicate a scattered plot and not a
normally distributed data, with a right-hand positive skewness of 0.882 (0.137) and kurtosis of
0.810 (0.273). These features satisfy the condition for nonparametric data; consequently, a
nonparametric test was applied to the data (Appendix xiii, Figures 47–49 for more details).
Table 8: K-S or Shapiro–Wilk test of normality assumption

Tests of Normality

Outcome

Kolmogorov–Smirnova

Statistic

Barriers to RSHPP use

.147

Df

Shapiro–Wilk

Sig.

317

.000

Statistic

.926

Df

317

Sig.

.000

3.4.1.8.3 Test to describe and examine the association between the RSHPPs constructs
and demographic characteristics
Descriptive statistics analysis (frequency distribution statistics were used to explore the
percentage distributions, means and standard deviations) for descriptive characteristics of the
data. Chi-square tests (χ2) were performed to test for association between the predictor
variables and the outcome variables to establish if there is a difference between observed and
expected outcomes. Additionally, the cross-tabulation of selected variables was calculated to
develop a contingency table. This was followed by nonparametric tests and bivariate and
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multiple regression analyses, which aimed to provide objective criteria to determine whether
the data obtained supported an association between the data (Polit & Beck, 2012).
The Mann–Whitney U Test, the nonparametric equivalent of an independent t-test, assigned
ranks to two groups of scores. This was used for comparisons of subgroups within the
dependent and independent variables. Gender was compared to all the RSHPP constructs,
whilst sexual experience was compared to RSH seeking constructs. The Kruskal–Wallis test
compared more than two groups with at least one ordinal scale measurement (Thorne & Slane,
1997). The analysis involved independent variables (age, ethnicity, relationship status, RSHPP
settings) with sexual behaviour, RSH seeking, barriers to accessing RSH, in addition to rating
RSHPP use and HPWs.
Spearman’s rank correlation was also performed to test the correlations between the six
constructs and demographic data. The overall statistical tests examined the association between
RSH knowledge, attitude and expectation of RSHPPs, sexual behaviour, RSH seeking, barriers
to RSHPPs, rating RSHPP use and HPWs along with age. If P < 0.05, then it can be inferred
that there is a significant difference between the groups studied; however, if p > 0.05, then
there is no statistically significant difference between the groups. The Cohen table was applied
to the correlation output using the Greek denotation (r - rho) as the correlation coefficient. The
Cohen guidelines of 1988 with an updated version (Cohen, 1992) stipulated three effect size
indices ranging from small, medium and large, which are denoted by 0.10, 0.30 and 0.50,
respectively.
Finally, multiple regression was undertaken to examine the association among the predictor
and explanatory variables to ascertain a trend in the data; for instance, ‘which of the
independent (explanatory) variables was the stronger predictor on the outcome variable?’
The analysis of quantitative data made it possible to examine the facilitators and barriers to
RSHPPs among the six constructs. This was integrated with qualitative findings to address the
research questions using the triangulation protocol and the conceptual framework of
programme theory (see section 3.4.2 below).
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3.4.2 Triangulating qualitative and quantitative methods to address the research question
Although qualitative and quantitative approaches differ paradigmatically and philosophically
(Sale et al., 2002), combining both methods in this study provided clarity to the phenomena
under study. An advantage is that the deficiency in the qualitative approach is complemented
by the strength of the quantitative approach or vice versa. The emphasis of complementarity in
the study is on the research design, the core of which is to integrate the complementary
strengths of either method, which is often referred to as division of labour (Morgan, 1998).
Division of labour is accomplished by two basic decisions, which are the priority decision to
pair a principal method with a complementary method and subsequently a sequence decision
that determines if the complementary method precedes or follows the principal methods
(Morgan, 1998).
Additionally, Morse (1991) suggested two ways in which methodological triangulation can be
conducted in a study. They included simultaneous (concurrent) triangulation, where both
qualitative and quantitative research questions, together with the objectives, are addressed at
the same time in the study and formed the basis for this current research design. There is limited
interaction between the two datasets during data collection, but the findings complemented
each other (Morse, 1991). Sequential triangulation, conversely, can be used when the results
of one method are essential for planning the next method. Hence, the qualitative method is
completed before the quantitative method is implemented or vice versa (Morse, 1991). The
sequential design was considered but found not suitable for this current research study because
the result from one method is not dependent on progression to the next methods or the next
phase of the study. This research study applied the simultaneous design as detailed above,
which was driven by an inductive approach where one research question and four research
objectives were addressed simultaneously. Below is a notation proposed by Morse (1991),
pertaining to simultaneous designs: QUAL+quan denotes that research is driven by an
inductive approach where theories are developed qualitatively and complemented by
quantitative methods.
The simultaneous research design was based on Morse’s (1991) notation referenced above and
the typology of Creswell and Clark (2007), where the qualitative data (two case studies) was
the main driver for the research study and was supported by quantitative data (survey
questionnaire), as shown in Figure 10. The reasons for mixing qualitative and quantitative
methods were to offer complementarity, triangulation, explanation and context to the findings
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on the design, implementation and engagement of RSHPPs for young people (Greene, Caracelli
& Graham, 1998; Bryman, 2006; Creswell & Plano, 2007). A further instance was reflected in
the integration of fieldwork with survey data by Todd (1979) in a study to evaluate the effect
of a merger on employees. Interview findings revealed that employees were anxious about the
security of their jobs, while another focus of the study examined the sources and symptoms of
anxiety on the individual along with its impacts on the functioning of the newly merging
organisation. A practical application in the current research study meant that the outcome of
the design, implementation and engagement of RSHPPs for young people was examined using
two case studies that utilised interviews with managers and HPWs, documentary evidence and
a survey of young people using a survey questionnaire to examine their engagement with
RSHPPs. A triangulation protocol consisting of a visual and tabular representation of
qualitative and quantitative data was utilised to support the comparison and interpretation of
the findings (Farmer et al., 2006; Ahuja et al., 2015). Moreover, triangulation protocol and the
conceptual framework of programme theory were utilised to interpret the qualitative and
quantitative data (see section 7.3).

Mixed methods

Qualitative methods: Two case studies
of four CBOs and two GP surgeries
(Interviews + documentary evidence)
addressing research objectives 1, 2 and
3
Quantitative methods:
Survey questionnaire
addressing research
objective 4

Triangulation: Findings from
research objectives 1, 2, 3 and
4 to address the research
question.

Figure 10: Mixed-method design featuring two case studies and a questionnaire

Figure 10 above depicts the mixed-method design where the case study was the dominant
method of enquiry, while the survey questionnaire was used to complement the case study data
to address the research question. This process commenced by gathering qualitative data
consisting of documentary evidence and conducting semi-structured interviews. Documentary
evidence was reviewed to gather information relating to the qualification of HPWs, types of
RSHPPs, RSHPP campaigns and training of staff. Semi-structured interviews with top-level
employees of the organisations explored the organisation, structures, policy and the context
that informed the RSHPPs. The semi-structured interviews were also conducted with HPWs to
explore their experiences and views regarding the provision of RSHPPs for young people as
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well as the support available to assist them in performing their roles effectively. Similarly,
young people who accessed RSHPPs and interacted with HPWs during the exercise completed
the survey questionnaire to examine their engagement with the using the six RSHPP constructs
described in Figure 8 above. This aspect of the research design was executed in a similar
fashion by Falnes et al. (2011) in their investigation into the involvement of fathers in the
prevention of mother-to-child HIV transmission. They employed concurrent triangulation,
where qualitative and quantitative data were collected and analysed separately and thereafter
integrated during the interpretation of results to address their research objectives. Additionally,
the triangulation protocol by Farmer et al. (2006) and Chen’s conceptual framework of
programme theory played a key part in the integration and interpretation of qualitative and
quantitative data. The research question on ‘what factors contribute to how CBOs and the NHSGP surgeries designed, implemented and engaged young people with RSHPPs’ demanded both
qualitative and quantitative answers as discussed above. The research question above was
addressed via triangulation and integration of the findings, where objectives 1, 2 and 3 either
corroborated or disagreed with the findings from objective 4, which utilised a survey of young
people to examine if the design, implementation and engagement of RSHPPs for young people
by managers and HPWs in objectives 1, 2 and 3 met their RSH needs (Creswell, 2007; Stavros
et al., 2009; Morgan et al., 1998; Morse, 1991; Sale et al., 2002).

3.4.3 Methods used to enhance rigour, reliability and validity
When researchers take steps and utilise techniques that enhance rigour in their research, the
resultant effect is an improvement in the reliability and validity of the data collection, analysis
and interpretation. An instance of this in the current research study was sending a transcription
of the audio recording to the interviewee for confirmation. This can be referred to as a quality
check to minimise potential threats to internal validity and help improve the link between data
collection methods (Santy & Kneale, 1998). The concepts of reliability and validity were
developed in the natural sciences. Ritchie and Lewis (2003) explained that reliability is
concerned with how replicable the research findings are and whether they would be repeated
if another study using a similar method was undertaken (Ritchie and Lewis, 2003). The steps
taken to maintain rigour, reliability and validity in the current research study consisted of
providing reflexive accounts, using pilot studies, data triangulation, providing transparent
accounts of methods and analysis, in addition to consideration of ethics.
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Data triangulation is the process of using more than one source of data such as interviews and
survey questionnaire in a single study. Pilot studies were undertaken to add rigour and validity
to test the research protocols, interview guide and survey questionnaire. The interview topic
guides and the survey questionnaire tool utilised for the current study combined three different
preexisting tools (see sections 3.4.1.3 and 3.4.1.7.1 for designing the interview topic guide and
questionnaire, respectively). This follows established patterns by researchers; for instance,
Fowles et al. (2017) undertook a pilot study to evaluate the accuracy of two newly developed
physical activity questionnaires. This aligned with part of the objectives of conducting the pilot
studies for the current research study to enhance face validity and construct validity by
subjecting the data collection tools to a combination of participants at different settings.
Additionally, the internal reliability or the measures of internal consistencies of the six
constructs of RSHPPs in the survey questionnaire were calculated using Cronbach’s alpha, a
higher value of which gave an indication of the reliability of the constructs. Other procedures
undertaken to enhance the rigour and validity of the research study are provided below.
3.4.3.1 Transparent account of methods and analysis
There is a need to keep a detailed account and carefully record all data throughout the research
process to ensure rigour (Bowling, 2009). It is also important to acknowledge that a research
study of the design, implementation and engagement of RSHPPs for young people reflects
multiple meanings, perspectives and activities in one or more settings (Denzin & Lincoln,
2011). The current researcher provided transparent accounts of the research activities
consisting of how the study was conducted and the criteria used to select the case study
including case study sites. The researcher also provided a comprehensive account of the study
design, data collection processes and analysis as well as an account of all obstacles encountered
during the conduct of the study. This aspect of the research process reflects the views expressed
by Denzin and Lincoln (2011), who asserted that, ‘as we strive to make ourselves more
accountable, a critical feature is to acknowledge our awareness of a process that may impede
and prevent adequate understanding of all relevant dimensions of an activity’. It is also a good
practice to declare any conflict of interest prior to the commencement of a study. The section
below provides an account of the researcher’s self and role within health promotion.
3.4.3.2 The researcher’s reflexive account
The current researcher worked in the field of health promotion in the local community and was
employed by one of the organisations taking part in the research study during the earlier stage
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of the research study. The researcher’s extensive professional and personal network within
health promotion and local health partners led to partnerships that facilitated this research study
and was noted to be a useful advantage of an insider researcher (Lys et al., 2018). The
researcher left the organisation during their reorganisation processes, which were helpful
during the data collection processes, as this ensured that data collection and analysis were
undertaken objectively. Other advantages of being an insider researcher include a better
understanding of the topic and phenomena being studied although the difficulties linked to
dissociating the researcher’s identity, values and beliefs from the process of producing and
analysing qualitative and some aspects of quantitative data are well articulated by researchers
(Saidin & Yaacob, 2016; Denscombe, 2010; Ochieng, 2010).
For the current study, it was recognised earlier in the research process that the researcher’s
previous roles and experience as a health promotion worker meant that there might be some
preconceived notion of what reality is meant to be, and there might be the natural inclination
to interpret encounters during fieldwork within that lens. One point to make is that this study
is borne out of the current researcher’s interest in health promotion because of past involvement
with several community-based organisations as an undergraduate.
It should be mentioned that a reflexive diary providing an account of the researcher’s
encounters, thoughts and interpretations at the beginning and end of data collection was taken
in the form of notes and was valuable during data analysis. A word of caution as noted by
Bowling (2009), relates to the need for the researcher to approach the study with honesty at the
onset of their research study by declaring their theoretical perspectives or values. Such studies,
according to Bowling (2009), should be conducted explicitly and systematically, as they relate
to design, data collection, analysis and interpretation while at the same time reducing sources
of errors and bias. Despite the researcher’s past roles within CBOs with interest in health
promotion, the steps taken above ensured that any subjective notions or risk of bias were
limited. In addition, the execution of this study was self-funded with no competing interest in
the findings relating to this research study (for more details on reflexive accounts, see
Appendix xvi).
3.4.3.3 Ethics consideration
This research study was conducted considering the underlying research codes of ethics that
stem from the expectation that researchers should adhere to a specific code of conduct while
conducting their research studies. Considerable emphasis has been placed on the protection of
158

the public by researchers who might be tempted to use any means available to advance the state
of knowledge (Denscombe, 2010). The researcher avowed to adhere to the Nuremberg Code
(1947–49) along with the Helsinki Declaration of 1964. The core principles of this declaration,
as noted by Denscombe (2010), are that researchers involved with the public, either by
undertaking pure medical or social research, should not ruthlessly use any means at their
disposal. The summary of the principles referred to the following:
•

The interest of participants is protected constantly.

•

Participation should be voluntary and contingent upon participants providing informed
consent.

•

Avoidance of deception and operation should be carried out with scientific integrity.

•

Research studies should comply with the laws of the land.

In abiding by the code of conduct and principles specified above, the study was devised to
ensure full compliance with these guidelines. This research study also consulted the British
Educational Research Association (BERA, 2017), which set out guidelines on research
involving children and young people. Young people aged 16–25 who participated in the study
were able to provide consent without involving their parents in the process. All participants in
this research study were provided with the PIS and were expected to have read and understood
the content and context of the research study. There was no need to complete a consent form,
as the information sheet informed young people that completing the questionnaire indicated
that they consented to take part in the research study. Service providers, however, completed a
consent form (see Appendix I). Additional steps were taken to ensure compliance with ethics
guidelines included seeking ethics approval from the University Institute for Health Research
and NHS Research Ethics Committee, as described below.
3.4.3.3.1 Seeking ethics approval for the research study
The ethics approval process for the research study was in two parts and involved two separate
bodies:
•

The Institute of Health Research Ethics Committee of the University of Bedfordshire
scrutinised the research protocols and tools prior to data collection.

•

The National Health Service Research Ethics Committee also examined the research
tools and protocols before data collection at NHS-GP surgeries and for young people
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taking part in the research study because they are classed as NHS patients; ethics
approval was needed to survey young people at both the CBOs and GP surgeries.
3.4.3.3.2 Institute of Health Research Ethics Committee
The research design includes the protocols and tools which provide details of all the research
activities. These were sent to the University of Bedfordshire Institute for Health Research
Ethics Committee for approval. The first stage of the ethics approval process was required to
conduct the pilot study. The research design and protocol were submitted for scrutiny including
interview topic guides, PIS, consent forms and the research protocol, as well as the
questionnaire for young people accessing RSHPPs. Ethics application IHREC472 approval
was obtained on 9 March 2015 (see Appendix viii).
To progress with the main study, lessons learnt from the pilot studies (see sections 3.4.1.4.1
and 3.4.1.7.3) meant that some elements within the protocol needed to be amended to reflect
the current reality. The original protocol included a proposal to work with sexual health
services (CaSH clinics, GUM clinics) in West Yorkshire along with the GP surgeries.
A further research ethics approval application was made to the Institute of Health Research
Ethics Committee including the details provided above. The amended research protocol and
tools were approved on 27 July 2015. Data collection (qualitative only) commenced
immediately with the CBOs, while the NHS sites required another process of ethics approval
application as detailed in section 3.4.3.3.3 below. It is also important to point out at this stage
that even though data collection commenced at the CBOs, the survey questionnaire for young
people accessing RSHPPs within CBOs could only commence subject to NHS REC ethics
approval. The reason for this was that young people accessing RSHPPs are termed as NHS
patients; hence, contact with NHS patients for research processes is subjected to NHS ethics
approval.
3.4.3.3.3 NHS Research Ethics Committee approval process
The process of gaining ethics approval for conducting research within the NHS was
administered by the Health Research Authority (HRA), ensuring regulatory compliance and
other related matters (Health Research Authority, n.d.). The purpose was to ensure that ethics
approval was sought and granted before accessing NHS staff who worked within the GP
surgeries for service providers’ interviews.
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The application was made using the Integrated Research Application Systems (IRAS) form.
This included completing filtered questions to help determine the appropriate project portals to
send the application. The consultations and meetings with organisations that indicated interest
to take part in the research study were useful, as they were happy to write a letter of
collaboration to indicate their willingness to participate in the research study (see Appendix vi
for scanned copies of letters of collaboration). These letters, along with other relevant
documents, were uploaded as supporting documents for the application. Once the application
was completed, it was sent over electronically to the supervisory teams and the sponsor at the
researcher’s institution for authorisation. Prior to 31 March 2016, the HRA dealt with two sets
of applications: specifically the NHS Research Ethics Committee (NHS REC) application and
the NHS Research and Development application. The NHS REC approval deals with general
research ethics applications involving NHS and other health and social care research, while
R&D approval deals with research studies involving NHS staff (Health Research Authority,
n.d.).
The completed applications along with other accompanying documents were submitted on 23
March 2016. Documents attached to the application included the research protocol, letters of
collaboration from the organisations, University of Bedfordshire indemnity, copies of the data
collection flowchart and an invitation to take part in the research study promotional
advertisement, PIS, consent form, interview topic guides and survey questionnaire. There was
a reply on 29 March 2016 requesting an amendment to the application including a cover letter
and a signature for the second supervisor; this was provided on 31 March 2016. A favourable
opinion for the application was given on 26 April 2016 indicating NHS REC approval for the
research study to commence. The approval letter was sent along with the second part of the
research protocol to the University of Bedfordshire IHREC for final approval. The research
protocol was again approved prior to administering the survey questionnaire within non-NHS
to young people accessing RSHPPs offered by the CBOs (see Appendix viii).
The process of obtaining R&D approval for accessing the NHS sites – the two GPs were made
complex for the researcher, who had begun the process using the old system. Specific changes
came into effect as mentioned above. This implied that application using R&D applications
after 31 March 2016 would now be considered using a different process. The current guideline
meant that studies that had sought and obtained REC approval, but which were yet to submit
an R&D application, would now apply to have their pre-HRA studies brought under the current
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HRA approval. The researcher was asked to submit all forms and documents considered for
REC approval to an e-mail address to enable the new team to scrutinise and offer an ethics
opinion on the research study. This was submitted on 19 May 2016. As expected, there was a
delay in the application being considered by means of the new pre-HRA route. Feedback for
the application was provided on 21 July 2016.
The final process was obtaining governance approval from the local R&D to access the two
GP surgeries for data collection. The governance approval application was made to West
Yorkshire Research and Development hosted by the NHS Bradford District CCG acting on
behalf of 10 West Yorkshire CCGs. The researcher had previously been in touch and discussed
the research study with the team at the local R&D (meaning that they were aware of the
research study prior to submission of the NHS ethics application). Moreover, because the
researcher had previously made the local R&D teams aware of the research protocol,
consideration of the application was swift, with governance approval obtained on 2 August
2016. One outcome from consultations with the local R & D teams was the suggestion to amend
the PIS for young people to reflect that completing the questionnaire meant that they consented
to participate in the research study. This meant that young people completing the survey
questionnaire did not have to complete a separate consent form to save time, paper and
resources.
The outcome of the governance approval was subsequently communicated to both GP surgeries
participating in the research study, subsequent visits and consultations were made to set up the
data collection process. Both sites collected the survey questionnaire and agreed to start
distributing them to patients accessing RSHPPs. Because of the sensitive nature of RSH issues
and the potential to cause embarrassment for young people, the GP surgeries felt they could
approach patients on the researcher’s behalf. Interviews with both sites were scheduled for the
third and fourth weeks of August and 10 October 2016, with the last interview completed on
15 February 2017.

3.4.4 Data collection processes for the main study
Apart from issues around funding that were discussed with the researcher during consultations
with key informants, gaining access to the organisations in the first case study was more
straightforward and easier than in the second case study. In case study 1, a total of four CBOs
agreed to take part in the research study; this included two CBOs that participated in the two
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pilot studies (qualitative) referred to above. As one of the CBOs in case study 1 could not
continue with the quantitative study because of funding constraints, the total number of CBOs
from case study 1 involved in the quantitative part of the main study dropped to three. The
qualitative data from both pilot studies were incorporated into the main study (see section
3.4.1.4).
Gaining access to case study 2, NHS-GP surgery sites were by far the most laborious and
difficult part of the entire research process. The research protocol was amended to
accommodate the fact that most of the sexual health services that were previously identified
and consulted and indicated their willingness to take part in the research study could no longer
participate in the research study. For instance, at the time of reaching out to the main sexual
health services in Bradford, it became clear during consultations with managers that they were
at the final stages of being taken over by an organisation with a social enterprise status.
A similar situation was encountered in other areas of West Yorkshire. For instance, NHS
Wakefield Sexual Health Services was taken over by another organisation; they, however,
agreed to participate in the research study, but the providers of NHS sexual health services
(CaSH, GUM) in Leeds, Kirklees and Calderdale could not commit to participating in the
research study when they were invited. This subsequently led to lengthy consultations with
other sexual health providers including 100 eligible GP surgeries in West Yorkshire. The
resulting scenario meant that the researcher frequently travelled from one part of the region to
another for appointments with potential research sites. Several agreed to a follow-up meeting
to discuss the conduct of the research study further. Moreover, it should be mentioned that
there were concerns about the time commitment and how that would affect the current
workload within GP surgeries, as any extra commitment regarding participating in a research
study was viewed as an extra burden. The researcher went as far as assuring the GP surgeries
that any amount of time given to the research study will be judiciously utilised. The researcher
also committed to work within the time and availability of potential research sites. The
suggestion was to meet managers and HPWs at any time of their choice, and interviews could
be carried over if they were not completed on the first day. It should be stressed at this point
that GP surgeries were experiencing an acute shortage of staff, and the high demands for
appointments provided leeway for some of the GP surgeries approached to decline participation
in the research study. Only two GP surgeries eventually agreed to take part. Some of the
concerns that were raised from these consultations included the following:
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•

Low staffing levels.

•

The GPs were struggling to keep up with appointments.

•

We were already involved with other types of researchers or in partnerships with
specific institutions; therefore, there was no time to take on another research endeavour.

3.4.4.1 Profile of case study 1 sites (community-based organisations) and data collection
processes
Case study 1 comprised of four CBOs. (The profiles of the organisations taking part in the
research study are provided in the sections below.) This information was taken from reviews
of documentary evidence that included newsletters, Internet materials and additional materials,
which were handed to the researcher by the organisations. Information about these
organisations included their histories, management and staff structures and the type of RSHPPs
they provide in the local community.
All participating data collection venues were provided with copies of the advertisement posters
for the research to create further awareness of the research study (see Appendix v). There was
also a screening questionnaire in the form of flowcharts used to identify and enhance the
recruitment of managers, HPWs and young people into the study (see Appendix iv). Qualitative
data collection was initiated on 28 May 2015 during the pilot case study and was completed on
15 February 2017, while quantitative data collection commenced on 19 March 2016 and was
completed on 23 December 2016 (see Appendices ix and x). There is the need to point out that
both CBOs, which took part in the pilot studies as part of case study 1, were not approached
for qualitative data during the main study. Additionally, only one of the two CBOs took part in
the quantitative part of the main study because of funding issues.
3.4.4.1.1 Spectrum Community Health CIC
The organisation was incorporated in April 2011 as a social enterprise to take part in the NHS
reforms tasked with delivering healthcare services on behalf of the NHS, local authority public
health services and other partners (Spectrum Community Health CIC, 2017). The RSHPPs
provided included contraception and sexual health services (including relationship and sex
education) within the Wakefield and Barnsley districts, delivering services in partnership with
Big Lottery Funds and a complete range of programmes within the North of England (Spectrum
Community Health CIC, 2017). This organisation is made up of a board of directors and a chief
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executive officer who oversees the day-to-day operations of the organisation, occasionally
delegating responsibilities to directors and managers overseeing the various arms of the
service. The relevant aspect of their RSHPPs to the research study is the reproductive sexual
health element. This service is delivered via different strands including outreach services, walkin clinics, appointment-led clinics and RSE delivered at schools across the Wakefield District
of West Yorkshire. The CaSH services consist of outreach chlamydia screening, cytology tests,
other STI screenings as well as contact tracing. Other aspects of their RSHPPs included
condom distribution to those who are under 25 years of age, in addition to offering training to
make sure condoms are used properly. The mobile health unit utilised for some RSHPPs is
shown in Figure 11 below. Sources of data collection for the research site included the
following:
•

Interviewing managers and senior personnel and HPWs besides reviewing
documentary evidence.

•

Outreach CaSH services where nurses visited young people in their homes to provide
RSHPPs. The HPWs were quick to reiterate that this service was only designed for
those who are not able to access RSHPPs at their normal settings as a result of varying
factors ranging from ill health, reduced mobility, learning difficulties and looked-after
young people. Young people accessing RSHPPs within the settings were often referred
from other partner organisations such as social services, school nurses and a host of
other local providers addressing young people’s various needs. The nurses regularly get
in touch with potential service users to advise on appropriate appointment. RSHPPs
here ranged from contraception advice and services, STI screenings and treatments,
fitting of implants and related services.

•

Outreach chlamydia screening services where a group of HPWs goes out into the
community to offer chlamydia screening to young people at pubs, restaurants,
community venues and sports clubs. The aspect of the RSHPPs involved meeting young
people at these venues and having open discussions with them around issues bordering
on sexual health, STIs and where to access other RSHPPs.

•

RSE was undertaken where HPWs collaborate with colleges and schools within the
Wakefield district to provide information and advice on relationships and sexual
education. The setting provided young people with opportunities to discuss issues and
concerns around sexual health, and where necessary, they are engaged with a whole
range of activities that demonstrate the need for healthy relationships.
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Figure 11: Mobile health units for RSHPPs

Qualitative data collection for the site began once the Institute for Health Research Ethics
Committee (IHREC) approved the refined research protocol and tools at the University of
Bedfordshire. The first interview was conducted with one of the outreach nurses at the
organisation on 16 November 2016 and the chief executive officer on 29 December 2015. The
remaining interviews for the site were conducted from 29 December 2015 to 20 May 2016.
Those who took part included two outreach nurses; the chief executive officer, who is a doctor;
an outreach nurse, who is the team leader for contraception and sexual health and the RSE
coordinator, who is also a health promotion worker. On each occasion, the interview began
after the individual confirmed that they had read and understood the PIS and had signed and
returned the consent form. The interview was audio-recorded using a Sony ICD-PX 333 audio
recorder.
The survey questionnaires were collected from young people accessing RSHPPs. The
researcher attended RSHPPs with HPWs on some occasions for data collection, as managers
agreed that it was good to do so at venues, which consist of pubs, town centres and other
outreach venues. The pub outreach service offers chlamydia screening to young people. The
managers at case study organisations agreed that the researcher could also ask young people
who had accessed RSHPPs in the past at pubs and other outreach venues to complete a survey
questionnaire based on their previous encounter with RSHPPs and HPWs. This was a success,
as young people were happy to complete the survey questionnaires based on their past use of
RSHPPs. It is helpful to point out that most of the survey questionnaires were collected by
HPWs on behalf of the researcher. The survey questionnaire was distributed at youth advice
clinics, CaSH and outreach CaSH venues when young people accessed RSHPPs. The advert
for the research study was available at the research sites to create awareness with HPWs and
the researcher encouraging young people to complete a survey questionnaire after the HPWs
had seen them. The screening questionnaire using the flowchart in relation to the data collection
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processes was used to recognise those who met the inclusion criteria (see Appendix iv). During
the data collection, young people were given the survey questionnaire along with the PIS,
which also stated that completing the survey questionnaire indicated that they consented to take
part in the research study. The completed survey questionnaire was returned in a box provided
at the research site or handed over to the HPWs. Additionally, those who were not able to
complete their survey questionnaire on-site could return it via self-addressed envelopes to the
researcher’s university address.
3.4.4.1.2 STEP2
STEP2 as an organisation started in 1993 when a youth worker helped young people to secure
funding for a project that provides information on health and well-being in Bierley, Bradford,
West Yorkshire. In terms of management structure, the organisation has a board of trustees, a
project coordinator who manages the day-to-day operations of the organisation, a hub
development manager, a youth worker manager and a counselling manager who handles small
teams. Other staff members include youth workers, development workers and counsellors
working across the district of Bradford to offer RSHPPs to young people. The RSHPPs that
are offered to young people include drop-in sessions where young people can visit staff after
school to chat about their sexual health and to discuss their feelings and other worries they may
have. The drop-in session can also provide information and advice, along with pregnancy
testing, chlamydia screening and condoms to those who need them (STEP2, 2017).
The RSHPPs are also provided at health centres in partnership with healthcare professionals to
offer confidential support around RSH, relationships, or any other worries that young people
may have. They also provide smoking cessation programmes, counselling and a variety of
youth club activities embedded within RSHPPs using the mobile outreach venue shown in
Figure 9 in the following settings:
•

Free chlamydia screening and confidential advice and information around RSH, where
young people across all backgrounds can visit the mobile outreach bus or camper van
at various community venues, such as parks, town centres, youth cafes and community
centres

•

RSHPPs to young people at schools, colleges and universities, including RSE

Data collection consisted of interviews with managers and HPWs, along with a review of
documentary evidence. This followed the same pattern as in section 3.4.4.1.1 above, where
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participants were expected to have read the PIS and signed the consent form before data
collection. All interviews were conducted between 25 and 27 May 2016 using the Sony ICDPX 333 audio recorder. Participants included two youth and outreach workers, one hub
development coordinator and the project coordinator, bringing the number of participants to
four.
Quantitative data collection for this site comprised administering the survey questionnaires to
young people aged 16–25 by accessing the RSHPP at the venues described above. The data
collection process followed the same pattern as noted in section 3.4.4.1.1. The survey
questionnaire was neatly folded by the researcher in envelopes, along with the PIS. The
researcher also provided self-addressed envelopes in the research packs given to this site. The
completed survey questionnaire was given back to the HPWs on-site where practicable or
returned using self-addressed envelopes to the researcher’s university address. Just like the first
CBO, the managers were happy for the researcher to accompany HPWs in distributing the
survey questionnaires to young people accessing chlamydia screening or other RSHPPs.
3.4.4.1.3 HALE Project
The profile of this organisation was provided in section 3.4.1.3.4 during the pilot case study,
where qualitative data was also collected. The questionnaire was collected at various RSHPPs
in parks, town centres, youth clubs, community centres and colleges. The researcher also
attended RSHPPs with HPWs to collect data. Posters showing the research activities were also
given to HPWs and provided during some of the RSHPPs to raise awareness about the research
study. They were given the information sheet which contained a brief overview of the research
study and what they were expected to do. The information sheet explained to them that
completing the questionnaire indicated that they had consented to take part in the research
study. Data collection was initiated during and after the RSHPPs using the mobile outreach
vehicles shown in Figure 12 below. The process of data collection was like in section 3.4.4.1.1
above. The provision of the RSHPPs for young people at these venues includes the following
described below:
•

Free chlamydia screening, confidential advice and information on sexual health, where
young people across all backgrounds can visit the bus or camper van (mobile outreach
venue) in various community venues, such as parks, town centres, youth cafes and
community centres
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•

Young people in educational settings (colleges and schools) can access similar RSHPPs
described above, including RSE.

The managers were happy for the researcher to accompany HPWs during RSHPPs to approach
young people to administer the survey questionnaires following the same pattern as the other
CBOs described above. Young people were given the option to complete and return the survey
questionnaire later using self-addressed envelopes, but the majority of those approached opted
to complete the survey questionnaire and hand them back to the HPWs or the researcher.

Figure 12: Mobile outreach vehicles (MOVs) for RSHPPs

3.4.4.2 Profile of case study 2 site (NHS-GP surgeries) and data collection processes
Case study 2 comprised two GP surgeries. No other NHS sexual health services took part in
the research study (see section 3.4.4 above). The profile of the two organisations at case study
2 is provided below.
3.4.4.2.1 Peel Park Surgery
The GP surgery was taken over by the current management in 2005. It is a single-handed GP
surgery where the GP is not in partnership with other GPs but carries out roles in the surgery
with administrative staff and a business manager. Healthcare professionals, including doctors
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and nurses, are employed on a locum and ad hoc basis to provide clinical services within the
surgery. The business manager, administrative staffs and healthcare assistants are the main
employees of the GP surgery and enjoy the terms and conditions attributed to their
employment.
Apart from providing information, advice and treatment on STIs, the surgery also offers
cervical screening (smear tests), along with contraceptives (emergency and routine) and other
RSHPPs (Peel Park Surgery, 2016).
The sources of data generated for the research study from the GP surgery included interviews
with managers and HPWs. The aim is to explore their views and experiences on the factors that
contribute to the design, implementation and engagement of RSHPPs for young people. The
data also explores the organisational, structural and contextual factors in RSHPPs, including
the support available to HPWs to deliver RSHPPs. Access to documentary evidence was
restricted to internet sources, newsletters and additional materials that managers of the
organisations considered low risk in terms of not divulging information that is too sensitive to
protect their business interests and confidentiality and that of their partners. Finally, young
people accessing RSHPPs completed a self-administered survey questionnaire to examine their
engagement with RSHPPs using the six RSHPPs constructs (see section 1.5).
In comparison to the other four CBOs in case study 1, data collection for case study 2 only
commenced after subjecting the research protocol and research tools through the NHS REC
approval processes. The local Research & Development governance approval was also sought
and obtained. The next stage involved meeting the practice manager to discuss the conduct of
the research study. The practice manager, the proprietor of the GP surgery, a locum GP and a
nurse agreed to participate in the interviews, which were arranged for the 17th and 24th of
August 2016, as well as for the 10th of October 2016 and the 15th of February 2017. The
interviews were conducted at their respective offices using the Sony ICD-PX 333 audio
recorder after they confirmed that they had read the PIS and returned a signed consent form to
the researcher.
As part of the quantitative data collection, it was agreed that the GPs would introduce the
research study to young people coming in to access RSHPPs following the same pattern as in
the CBOs above. The process of data collection for the GP surgery was different from that of
the CBOs above. The researcher was ultimately not allowed to approach young people coming
to access RSHPPs to reduce embarrassment and maximise data collection volumes. The GPs
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distributed the survey questionnaire to young people during their RSHPPs consultations
starting from 17 August 2016. The survey questionnaires were arranged in envelopes along
with the PIS for young people accessing RSHPPs. The PIS was updated to state that completing
a survey questionnaire implied consent to take part in the study and hence, there was no need
to attach a separate consent form. They had the option to return the completed survey
questionnaires to the GP surgery or to complete and post it via self-addressed stamped
envelopes to the researcher’s university address.
3.4.4.2.2 Little Horton Lane Surgery
This surgery has a partnership structure consisting of the principal and partners. They, in turn,
employ salaried GPs and other healthcare professionals such as nurses, midwives and
healthcare assistants, along with the reception and administrative staffs. They utilise the
services of locum GPs and nurses to plug gaps in staffing. Their profile page indicates that they
provide similar services to Peel Park Surgery with the goal of improving the RSH of all their
patients and the public in general, including young people.
Like the rest of the research sites, the sources of data collection for this site included
documentary evidence and interviews with managers and HPWs to explore the design,
implementation and engagement of RSHPPs for young people. Three participants, including
the clinical lead for RSH, one GP and one healthcare assistant, agreed to take part in the
qualitative phase of the study. The interview was conducted within two months (25 and 26
August 2016 and 9 October 2016). The interviews were conducted at the conference/training
room of the GP surgery after all participants confirmed that they had read the PIS and returned
a signed consent form to the researcher. The interviews were recorded using a Sony ICD-PX
333 audio recorder.
Just like the first GP surgery, the researcher was not allowed to approach young people coming
to access RSHPPs. To reduce embarrassment and maximise data collection volumes, the GPs
distributed the survey questionnaires to young people during RSHPPs consultations, following
the same pattern as section 3.4.4.2.1 above. The data collection process commenced on 25
August 2016 and was completed in the last week of December 2016. The process of obtaining
consent from young people prior to the collection of the survey questionnaire was like the
previous steps described above.
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3.5 Summary of the chapter
This chapter discussed the research methodology and the appropriate research methods and
tools needed to address the research question, aim and objectives. The first parts talked about
the conceptual framework and the research philosophy. The conceptual framework of
programme theory and pragmatism as a research philosophy were employed in conjunction
with discussions on how they were applied to the research study. The mixed-methods design
was utilised for the research study and comprised qualitative methods and involved two case
studies to explore the design, implementation and engagement of RSHPPs for young people.
The quantitative methods involved survey questionnaires to examine the engagement of young
people with RSHPPs using the six RSHPPs constructs. Discussions on data collection included
the utilisation of interviews, documentary evidence and survey questionnaires to address the
research question using four research objectives. These processes involved developing
interview topic guides, documentary evidence protocol and survey questionnaires and testing
the research protocol and tools and recruiting participants during the conduct of the pilot
studies. Furthermore, this chapter presented a discussion on how the conduct of the research
study was informed by the findings from pilot studies. The steps taken to ensure the reliability
and validity of the research processes and research tools were also explored in this chapter. An
account of the data collection process included a profile of the organisations that made up the
two case studies, with details of the RSHPPs provided in their respective local communities.
Discussion of the analysis of qualitative and quantitative data involved the use of the
framework approach, which was applied to the qualitative data immediately after transcription
and preparation, while SPSS was used to analyse the survey questionnaires. The next three
chapters will discuss the findings from the analysis of the qualitative and quantitative data.
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Chapter 4: Facilitators and barriers to the design, implementation and engagement of
RSHPPs for young people
4.1 Introduction
This chapter presents the findings from the qualitative data emanating from the two case
studies. The relevant data from pilot studies were incorporated into the relevant part of the
main study (see sections 3.4.1.4 and 3.4.4 for details). This chapter is grouped into four parts:
The first two parts (see section 4.2) present the findings from case study 1 and feature the
managers and HPWs from CBOs, while the third and the fourth part (see section 4.3) present
the findings from case study 2 and feature the managers and HPWs from NHS-GP surgeries.
A total of 25 participants, four males and 21 females, took part in the two case studies. The
ethnic profiles of the participants comprised one person of black origin, 10 people of Asian
origin and 14 people of white origin. This chapter explores the views and experiences of
managers and HPWs from the two case studies on the factors that contribute to the design,
implementation and engagement of RSHPPs for young people. The themes that emerged from
case studies 1 and 2 are summarised, and the main themes and subthemes are classified based
on the facilitators and barriers to the design, implementation and engagement of RSHPPs for
young people (see Appendix xii, Table 68).
The framework approach to qualitative data analysis (interviews and documentary evidence)
was utilised to analyse qualitative data from case studies 1 and 2 as discussed in Chapter 3.
The findings are presented separately, where case study 1 presents the findings from the CBOs
and case study 2 presents the findings from the NHS-GP surgeries and explores the findings
from the themes generated to address the first three objectives of the research study.
4.2 Findings from case study 1
As stated in section 4.1, interviews and documentary evidence were utilised to explore the
views and experiences of the managers, senior personnel and HPWs of the organisations
regarding the design, implementation and engagement of RSHPPs for young people. Aspects
of the research study addressed organisational, structural and contextual issues in the design
and implementation of RSHPPs for young people and were also addressed by managers and
senior personnel of the organisations. Additionally, HPWs addressed issues relating to the
actual field implementation and engagement of the RSHPPs for young people. The first three
research objectives addressed by case study 2 are listed below:
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•

To explore the views and experiences of managers and senior personnel on the factors
that affect the design, implementation and engagement of RSHPPs for young people
aged 16–25 using interviews and documentary evidence

•

To explore how managers recruited, trained, retained and supported the HPWs who
provide RSHPPs for young people aged 16–25 using interviews and documentary
evidence

•

To explore the views and experiences of HPWs on the provision of RSHPPs for young
people aged 16–25 using interviews and documentary evidence

The main thrust of this chapter, as mentioned above, shows the findings broadly under
facilitators and barriers to the design, implementation and engagement of RSHPPs for young
people as discussed in the sections below.

4.2.1 Facilitators of the design, implementation and engagement of RSHPPs for young
people
Themes emanating from the interviews and documentary evidence were the excerpts of the
interview transcripts from managers and HPWs of the CBOs below, which provided details of
their understanding of the design, implementation and engagement of RSHPPs for young
people and highlighted their experiences of the service. The excerpts of the interviews provided
below (see sections 4.2.1.1–4.2.3.5) may seem to be a biased selection from the vast amount
of evidence generated from both the interviews and documentary evidence. These responses,
however, include the most common and unique responses as emphasised by the respondents.
4.2.1.1 Structural and organisational factors relating to the implementation of RSHPPs
This main theme above addressed research objective one and relates to the general outlook of
the organisations and includes sub-themes that emerged from the data and a priori issues
captured from the interview topic guide as presented in Figure 13 below.
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Figure 13: Emerged sub-themes from insights into the organisations

Details given here included the kind of hierarchical structures that existed within the
organisations and ranges from management to staff and volunteers. Other details provided
include the history which was provided in sections 3.4.1.3.4, 3.4.1.3.5 and 3.4.4.1 and
organisational structures of the CBOs.
4.2.1.1.1 Roles within the organisations along with the time spent with the organisation
Table 9 below presents a description of the roles played by the respondents within the
organisations and how long they have been employed for, the response varies across the
organisations. The times spent with their organisation ranges from 4 – 15 years.
Table 9: Background information on managers and senior personnel of CBOs

HPWs

Roles within RSHPPs

Time
at
organisation

CBO1R

Team Manager – Manager Development Team

10 years

CBO1N

Chief Officer

10 years

CBO2Z

Manager – oversee the whole organisation on 15 years
behalf of the trustees.

CBO2C

Assistant Manager – My main role is line 5 years
managing staff and overseeing our projects

CBO3L

Founding Chief Executive Officer

4 years

CBO3A

Manage the outreach team

4 years

CBO3A

Education Lead- Universal provision across 4 years
every school, academy, pupil referral, special
schools

CBO4L

The manager – overseeing the development of 10 years
the project.

CBO4G

Manager – Project development
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5 years

4.2.1.1.2 Experience of the current RSHPPs
The managers reported a very positive experience with the service and felt that the outreach
services provided them with unique opportunities to reach out to those who need RSHPPs.
‘’Yes, it’s been a good experience...it’s all been quite positive and erm...certainly the
outreach team has been unique and innovative really. I don’t think they were doing it how we
were doing it in many other places, so we got the opportunity to develop that from day one
really’’ –CBO3An
4.2.1.1.3 Integration of RSHPPs
The integration of the RSHPPs in one of the four CBOs was credited for pulling together
workforce from the different specialities to improve access and availability of RSHPPs through
cost-saving and efficiency.
“The process of integration is because with the process of integration comes hopefully
cost-effectiveness as well in terms of the workforce and overall cost. So erm...the contract, my
understanding is the contract sum, there was some efficiency made by the local authority when
they procured us, so the only way we can make those savings is to obviously establish different
ways of working, smarter ways of working. One way is to possibly reduce the numbers of
medically qualified staff but improve the number of nurses who are qualified to a higher level,
so there are...that is the only way one could… you could see how you might be able to create
efficiency by making every contact count, not having separate buildings, having one instead,
et cetera, et cetera. So, there is certainly a drive to improve performance and efficiency” –
CBO3L
“Well, this is a new contract, it's only just started on the 2nd of November, so we
are just moving forward, it's a new integrated Sexual Health Service, so we have fully
integrated sexual health, the future is that we are all going to work in the same building from
the same appointment list - all doing both sexual health and contraception. Dual-trained staff,
that's the dream and that's likely not to happen until we get the new premises probably about
March-April next year” – CBO3A.
There are challenges to the implementation of the integration process as articulated in the
excerpts below.
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“The integration happened on the 2nd of November. So, we have only been doing it for
three weeks, so it's being a bit changed because the staff that worked here… they have to learn
a new computer system, new everything, new equipment. Things have changed for them, a fully
functioning integrated sexual health service - it's a big challenge” – CBO3A
There are currently no job losses, but staff fear for the future of potential redundancy and job
losses as a result of the integration of the RSHPPs by staff.
“But when the people moved over from a different organisation, there is always a big
worry that there is going to be redundancy. But within our Wakefield Sexual Health, there's
been no redundancy, nobody has lost their jobs and there is no chance of that happening in the
future at the moment. You can't say forever, can you?” – CBO3A
4.2.1.2 Contextual issues in RSHPPs: the role of partnerships with statutory and CBOs
on the implementation of RSHPPs
This theme addressed research objective one and provided description and background of the
RSHPPs by exploring contexts of RSHPPs, this comprised of sub-themes that emerged from
the data and a priori issues captured in the interview topic guide as seen in Figure 14 below.
The main thrust of this theme relates to partnerships and how this determined the design and
implementation of RSHPPs.

Contextual issues in RSHPPs: the role of
partnerships with statutory and CBOs on the
implementation of RSHPPs
Partnerships
with other
organisations
and providers

Time and
length of
contract

Catchment
areas
covered

Addressing
evidence-based
RSH needs of
young people

Terms of
the
contract

Target
participants

Local
health
prioities

Figure 14: Emerged sub-themes from the description of RSHPPS

4.2.1.2.1 Partnerships with other organisations and providers
Respondents noted that partnerships can be enhanced by the coming together of various
agencies and organisations like schools, local authorities, NHS, youth centres and communitybased organisations, all coming together with one aim in mind, which is the improvement of
the RSH and wellbeing of young people.
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“Yes, we work in partnerships with other sexual health projects; I mean we have worked
with CBO4S2; we have worked with CBO1HL quite closely. In terms of the Youth Service, they
have delivered their own training to their staff, having said that, they have attended our training
and found our training more in-depth, and they have very different angle from what’s expected of
them, which is fine because they have only got a limited number of minutes to work with a young
person” –CBO2YPZ
“We are now funded by Public Health, which is Local Authority. The sexually transmitted
infection clinics, they have been in partnership with us” CBO1R
“In most cases, we get invited in large numbers because we’ve been running for long enough
for most schools to be aware of the services that we provide. Erm...but occasionally, we would
contact schools to say we have got the service” –CBO2C

In the words of the respondents, partnerships could be initiated by the mere exchange of email
where service level agreement on how RSHPPs could be provided to a more formalised signing
of the agreement, where all parties are expected to comply with those terms of the agreement.
“I mean how those partnerships actually work, they sort of vary between just an exchange of
e-mails saying yes, we agree to do this if you do that, to more formal agreements where we actually
have a working agreement that says right, we agree you are gonna do this and we are gonna do
that. We have a working agreement, and the fact that it’s free and has been up till now, that would
probably help. One of the options we’ve got is trying to sustain the service by getting schools to
pay for it, and of course, that’s easier said than done because school budgets are now going to be
frozen and in fact, in some cases, they are cut” –CBO2C

For these organisations, their work ranges from taking referrals from midwives, working within
schools and social services as well as their funders to address the needs of young people in the
community.
“Well, the outreach service takes referrals from anybody that work with young people
under 19, for the outreach more than the over 19 years old. So, it’s not just for infections but
anybody that...so if a young girl is pregnant, the teenage pregnancy midwife can refer them to our
service. If anybody working within the school were concerned about behaviour risks and things
like within, with some pupils, they can refer them to us” –CBO3A
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4.2.1.2.2 Time and length of the RSHPPs contracts
Regarding the length of the contract, managers and senior personnel noted that the length and
duration of contracts vary from two to five years.
“It’s a three-year contract with the option for a two-separate year-long extension, so up
to 5 years, we would have the contracts, provided they honour the extensions” –CBO3L
“Its three years this October, so we have not actually got a... they are still writing the
contract at this time, but we’ve got three years” –CBO4L
4.2.1.2.3 The Catchment areas covered by the RSHPPs
Table 10 refers to the catchment areas, in this case, the geographic areas and boundaries within
which the organisations provided RSHPPs for young people. The catchment areas to cover are
normally decided during the design phase of the RSHPPs, or funders’ preference could
influence it. The catchment areas were in Wakefield and Bradford with some of the contracts
extending to the periphery of nearby council areas in West Yorkshire.
Table 10: Catchment areas covered by case study 1 site – CBOs

CBO1HL

CBO2YP

CBO3SP

CBO4S2

Bradford, West
Yorkshire.

Bradford, West

Wakefield & North
Kirklees

Bradford, West

Bingley, Shipley,
Crag, Wrose,
Windhill, Bingley,
Cullingworth &
Saltaire

Bradford North &

Cleckheaton,
Pontefract, South
Elmsall, Hemsworth,
Knottingley,
Normanton,
Castleford.

Bradford-wide

Yorkshire

West

Yorkshire.

including Shipley and
Keighley.

Other factors that determine the catchment areas for RSHPPs include logistic reasons and the
fact that other organisations are working areas.
“In terms of the catchment area, it tends to be more than the North and West of the
city and I think that’s largely for logistical reasons that it will be inefficient for our staff, maybe
to travel 9 miles to Keighley, erm...when there are other organisations” –CBO2C
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4.2.1.2.4 Addressing evidence based RSH needs of young people
In terms of other factors that affect the design and implementation of RSHPPs, respondents
gave various reasons as shown in the interview extracts below.
a. Current research as a guide and any government initiative
The CBOs keep up to date with current research and working in partnerships with government
initiatives, which provide guides to how RSHPPs should be designed and implemented among
young people.
“Yea…we move with everybody else. Erm…if this new research comes out that shows
there are differences in figures on …or there is a difference in, for example, the geographical
area within sexual health work, so we move with that” –CBO1R
“Again, we are very advised by erm...any government initiatives or surveys, any
reports that they have a higher level” –CBO2Z
b. Working in line with the current Public Health England contracts.
Due to the way local authorities now provide RSHPPs, most are commissioned through local
authorities in conjunction with the Clinical Commissioning Groups (CCGs) and service
providers are required to work in line with terms of their contracts.
“I think it was gradually developed... Public Health to start with as well, erm...but
definitely at the moment, the commissioners are looking at prevention… it’s a bit higher on the
agenda, so we also go out to colleges and schools...erm...there is a dedicated RSE team within
CBO3_SP, so we don’t particularly go out and do that, but we go and do health promotion on
a night, we also go into colleges and take stands and talk to young people that way” –CBO3A
“Initially, the Public Health Department who commissioned the service to XXLc and
who then commissioned the outreach work to us, so erm...they have got some priority areas
based on the figures and the teenage pregnancy including STIs that they want us to address”
–CBO4L
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4.2.1.2.5 Terms of RSHPPs contracts
Managers are expected to keep up with the terms of their RSHPPs contracts, the conditions
attached to the RSHPPs contracts are then measured against the key performance indicators
designed by policymakers.
“So we have numbers of performance indicators and we meet every... quarterly for a
contract management review meetings and at that review meeting, we would be expected to do
report against our key performance indicators, for example, chlamydia testing, where it’s
erm...how successful the campaign has been. We would also be expected to demonstrate our
access figures, chlamydia rates, how many clinics we are providing, the balance between
outreach and clinic base work. We would be asked about our performance, managing and
exceeding patient experience, and the information we collated from surveys we have done on
our clients and quality” - CBO3L
4.2.1.2.6 Target participants
For these respondents, the intention of the commissioners of RSHPPs and related service is to
target the underserved and the hard-to-reach population.
“Target young people aged 16-25 particularly those that are not in Education,
Employment or Training (NEET), which obviously by definition is hard to find and because
they are not in education, employment or training, then where are they?” - CBO4L
Below are quotations from the senior personnel and manager’s interview about the target
participants for their RSHPPs:
“Our sexual health work erm...we have two-string sexual health work. We have one that
is for erm…we work directly with young people, and we have another one where we worked
with parents and carers of young people” - CBO1N
“Erm...we’ve got some projects that are specifically targeted at those age 16 or 17 who
have dropped out of education, employment and training which is the dreaded NEET. We have
one that works with young people aged 8 – 13 who are referred because they are having
difficulties at home or at school or both” – CBO2C
“Well, the outreach service… yeah because we take referrals from anybody that
work with young people under 19 for the outreach more than the over 19 years old” –CBO3A
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“What we are doing is that we are reaching out to young people over 18-25 years old
that are supposed to be targeted because they are less likely to come on the bus” –CBO4G
4.2.1.2.7 Local health priorities
The local health priorities addressed through the RSHPPs were summed up by respondents in
the following excerpts.
Reducing STIs and teenage pregnancy
Most of the respondents were unanimous in their views and listed reduction in teenage
pregnancies, STIs and provision of RSE as their local health priorities.
“It is increasing prevention and outreach. They are ...they definitely want us to focus on
erm...increasing prevention activities, they want to see an increase in outreach activities, and they
want to see better-targeted work for people at risk of HIV infections and the RSE program as well”
–CBO3L
“Looking after people’s sexual reproductive health, stopping onward transmission of
infections, reducing unwanted pregnancies, giving the people the choice of venues and what types
of contraception, they wanted” –CBO3A

For the respondent in this CBO, the local priority their RSHPPs is tackling is chlamydia and
teenage pregnancy.
“That would be around reducing the rates of chlamydia, reducing the risk of teenage
pregnancy” –CBO4S2L
An advert from one of the CBO3 reinforcing their local health priorities.
“Our Contraception and Sexual Health service is free, friendly and confidential.
CBO3_SP’s highly trained staff assist people of all ages in making informed and safe decisions
about sex and sexual health. Our aim is to reduce the rates of sexually transmitted infections and
teenage pregnancies in the Wakefield area” – Documentary sources – CBO3
• Get FREE contraception – condoms, the pill, injections & implants, coils, patches &
vaginal rings. Get emergency contraception, pregnancy testing and support if you think you are
pregnant. Get tested for all STI’s including Chlamydia, Gonorrhoea, Trichomonas, HIV, Hepatitis
& Syphilis – Documentary sources – CBO3
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One-on-One Support from CBO4S2
“We work alongside the health professionals to offer support with sexual health,
relationships or any other worries you may have. All is done in confidence. Drop-in to xxx
organisation after school, to chat about sexual health, discuss your feelings, chat about any worries
you have or just to chill out and make friends. Alongside information and advice, we can offer
pregnancy testing, chlamydia screening, and offer condoms” – Documentary source - CBO4

4.2.1.3 Implementing RSHPPs in the community and other venues
This main theme addressed research objective one and consists of sub-themes that emerged
from the data and other a priori issues captured from the interview topic guide, see Figure 15
below.
Implementing of RSHPP in the
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Factors that
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RSHPPs

Involving young
people in
planning and
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Figure 15 Emerged subthemes from implementing RSHPPs in the community and other venues

4.2.1.3.1 Factors that encourage young people to access RSHPPs
In terms of facilitating access to the RSHPPs for young people, service providers agreed that
availability of the service across different venues ranging from colleges, outreach using mobile
units could help encourage service use. The respondents noted that RSHPPs that utilises mobile
bus unit nicknamed as the “condom bus or the sex bus” is popular with young people.
“So, what we do is that we have...three programmes currently, around sexual health.
One is our chlamydia screening programme. What we do with that is we have a mobile
outreach venue, which is a big blue bus. The kids call it the sex bus” – CBO1N
“Schools have this thing called TIC-TAC centres -Teenage Information Centre- Teenage
Advice Centre, that’s the TIC-TAC. Erm...and that’s where young people in those schools can come
and get confidential advice, and sometimes, they come along just for a general chat, but it means
they can talk to staff under confidential conditions, which they clearly could not do in a classroom
format” –CBO2C
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Figure 16 below shows the postal chlamydia screening kits (urine sample bottle, form and selfaddressed envelope), which can be assessed by young people. The test kit meant that young people
can take their DIY chlamydia tests and send it off to be tested at sexual health clinics with minimal
contacts with healthcare staff.

Figure 16 Self-testing kit for chlamydia

The postal chlamydia screening was noted to be a cost-saving idea in addition to the anonymity
and privacy it offers young people.
“Things like the chlamydia postal testing might be run across the whole of
Wakefield and Barnsley to save costs and making it more efficient” – CBO3A
Getting young people to take part in activities that make them think about responsibilities and
showing them that their decisions have implications.
“And I think rather just the classroom-based ...I think the other thing that is being
successful is the use of the theatre group and the cyber babies work that they do in there as well,
where children are given an opportunity to look after a baby that is programmed, and they are
asked to take responsibility for a small child, and they can see for themselves what that entails,
which I think will lead to reducing the rate of teenage pregnancies” –CBO3L

Confidentiality was a factor in encouraging RSHPPs access and happy to attend RSHPPs away
from their GPs.
“Erm...the confidentiality is really important, they like the fact that it is really separate
from their GPs and the non-judgemental service is important” –CBO2G
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Staff sometimes act as a chaperone to offer extra support to young people, and they can be a
confidante, who may have been because of the rapports and relationships developed between
young people and the staff over time.
“And we do accompany young people to services as well if they need that extra support”
–CBO4L

4.2.1.3.2 Involving young people in the planning and implementation of RSHPPs
All the CBOs acknowledged that they had involved young people at various stages in the design
and implementation of the RSHPPs and they also noted that this gave them a sense that they
are part of the programme and hence, encourage them to participate fully.
“Yes erm...we always have young people helping the design of RSHPPs. We have done
consultations with them... we’ve always asked young people, what do you think of what we
delivered? How could it be changed for the next group, you know, and what have we missed... you
know, what you would like to learn about some...there is always that” – CBO2Z
“It includes encouraging feedback through erm...we sometimes run a little campaign within
the hub or the outreach where we might ask a question of the young person about a service they
might like to see, and then they are asked to… maybe choose” -CBO3L

4.2.1.3.3 Strategies used to reach out to BMEs and other hard-to-reach groups
Managers identified the need to tailor their strategies to what current researchers are saying to
work in line with best practices and to make the campaign culturally appropriate to the
community in question so as not to cause any offence.
“We target particular areas and then again, it would be about using particular staff who
have the language, the culture expertise and experience” – CBO1R
“Erm...so I mean we know for a fact that girls and boys in the Asian community are
sexually active, and they are using methods that they think we keep them as a virgin, but really,
when that is being explained to them, they are not. Erm...and we’ve had a number of cases where
we had to take them to the clinics for the morning after pills, erm…or to the STI clinics when they
realised what they are doing is putting them at risk and they have been showing symptoms. We had
a target to reach the BME community that was very difficult, although we put it down on the funding
application to ensure that… that work happened in a very sensitive way” –CBO2C
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There is the need to team up with other agencies that are already established and working in
that community to deliver the RSHPPs, this ensures access to local knowledge and other
forehand information that will help in targeting the right groups of young people.
“We’ve gone to groups that are known to us; we have spoken directly with the workers there
to access some group rather than formulate a group of our own. We have never formulated a group
of our own; it’s always been another link to an existing group. We’ve done it that way to manage...”
–CBO2L

The following respondents noted that by targeting schools and detached outreach work
including the mobile health bus or van, they were also able to reach out to more BMEs young
people, visiting strategic areas to target groups within their own environment for RSHPPs
deliberately.
“I think we are going through school’s route means that you are getting pretty much
broader coverage and bearing in mind as well as the schools, we also do the pupil referral units
and at colleges. I think if there are any who have missed through approaching those institutions,
then the detached work probably helps to build that up. The number of chlamydia tests done
through detached work has resulted in the highest proportion of positive results in Bradford” –
CBO2YPZ
“It includes the use of our mobile unit on a series of engagement exercises that links
with national campaigns such as HIV testing week, for example, which has just been” –CBO3C
“Yea, I think that’s mainly about erm...that’s where the outreach comes into its role,
we can get into different areas instead of just sort of sitting out there waiting for different people
to come to us” –CBO4L

4.2.1.3.4 Supporting those with unique needs (asexual)
This respondent made a case for service providers to consider the needs of those with unique
needs (especially those who presented as not having sexual attraction or desires) to ensure that
service designs including RSE provided extra supports to ensure they are well informed,
provided with guidance or counselling if required.
“So, having really found that student who said this isn’t for me, in fact, a student
said to me this week that she was finding it difficult because she was asexual, there, erm...that’s
the first-person in... I don’t know maybe 6 years or so, that’d said she find it difficult because
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she didn't have an attraction to anybody at all. For her she didn’t feel that she would ever be
in a sexual relationship, so she just felt that she wanted me to know that it wasn’t as if she
wasn’t participating in the lesson, she wants me to know that she was finding it a little bit
difficult to find her way into...and so, once we discussed where I was going with the lessons,
she felt much more comfortable” – CBO3An
Such supports are available from schools who provide support for people questioning their
sexual identity.
“So, there are supports. You are right to ask that, there are supports in schools and
that school does have groups for students that are questioning sexuality or issues of sexuality
and want further discussions about that. They do have an outside visitor that come in and run
support groups for the students” – CBO3An
4.2.1.3.5 Socioeconomic background and reproductive and sexual health outcomes
The socioeconomic background of young people was noted to affect the reproductive and
sexual health outcomes for young people.
“Erm...poverty, coming from poverty. It's well documented that young people
coming from your box standard, low income, white working-class households have higher rates
of unplanned rates pregnancies, sexually transmitted infections...all that kind of stuff. Then the
other spectrum is your middle-class young people who because they had other things given to
them such as they can access other activities, et cetera, et cetera, they become very
erm...unknowledgeable if I think of the word. I work, we work with Rangers which is…you
know, Guides… Girl Guides and things like that, and the groups I have been working with
recently have been from the various middle-class backgrounds. They have positive activities
given to them through monetary...but yeah, you got into groups with them, and they are so
naive, which makes them vulnerable” – CBO1R
4.2.1.3.6 Creating awareness for the RSHPPs
There is the need to create awareness through various platforms to make young people aware
of the RSHPPs, which, in turn, encourage access. Some of the media employed to create
awareness are by word of mouth, social media, leaflets, newspaper. Other ways included using
established contacts as well as radio and social media.
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“Marketing...obviously, we have the usual flyers to secondary schools, we do social
media, we’ve got Facebook, twitter all those kinds of things, plus, our general website. But the best
way we do it is, we just go out there and do” – CBO1LR
“We’ve got a website, so we use that, we have social media: accounts with Twitter,
Facebook, LinkedIn, so we would get in touch with young people - our followers through that. We
do advertise some of our projects using the local media, the local radio station, newspaper and
then we use flyers and publicity, and then we use our contacts that we have developed over the
years within the schools” –CBO2Z

Creating awareness of their RSHPPs can also be achieved by attending various events to
promoting the organisation and its activities to young people at school events and community
events.
“Part of it is going out and attending various events. It might be events at schools; we’ve
sometimes had career’s fair” - CBO2C

Apart from the leaflets advising potential service users of clinic times and providing RSHPPs
at schools and colleges, there are pools of bank staff that go out in the community to raise
awareness of the RSHPPs and provide chlamydia screening and related services to young
people.
“When we go out and about, we advertise at schools, colleges, events… we got bank
workers that are out promoting the service. Clinics times are published on leaflets” –CBO3An

4.2.1.4 Future plans and developments
The main theme addressed research objective one and consists of sub-themes that emerged
from the data and other a priori issues captured from the interviews guide, see Figure 17 below.
It was reasoned by managers that plans and developments within their organisations would
facilitate the access to RSHPPS for young people.
Future plans and
developments
Linking mental
health with
sexual health

Working with
people from
Eastern European
background

Strategies used to
reach out to BME
and other hard-toreach groups

Figure 17 Future plans and development
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4.2.1.4.1 Linking mental health with sexual health
This respondent argued that for an optimal reproductive and sexual health, a young person
needed to be sound mentally and opined that this should also be tackled alongside RSHPPs.
“Erm...the one thing we talked about was erm...linking the sexual health work more with
mental health work, which was before we’ve realised that a lot of what we do across all projects
does have mental health impacts because we do, in general, raise the confidence of young people,
improve their self-esteem. We help them to be more assertive. Now we’ve never really had a project
that is overtly aimed at mental health but since we are clearly achieving those outcomes, it seems
it’s not an unreasonable thing to do and particularly when you look at the need in Bradford, when
you realise there is only 17% of young people with mental health issues who are supported by the
Child and Adolescent Mental Health Service” –CBO2C

“So, one of our big things around sexual health is to tackle this sort of social element
first. As I said, we are…evolving all the time” – CBO1R
4.2.1.4.2 Designing tailored RSHPPs for young people from Eastern European
background
The respondents acknowledged the need to provide a more targeted RSHPPs to people from
Eastern European backgrounds to improve their reproductive and sexual health.
“We’ve been made aware that there is quite poor sexual health within erm... the Eastern
European community. The main people we are going to be working with if we get the funder is
going to be Eastern Europeans, Gypsy Roma” - CBO1N
“The new funding stream will take us out of Shipley. So, we will become District-wide. So erm,
what we’re looking at, the main area really will be…the main people we are going to be working
with if we get the funding is going to be Eastern Europeans, Gypsy Roma, erm...young men, young
mums and …what’s the other group?”- CBO2C

4.2.1.4.3 Consulting patients remotely using telemedicine
Tele-medicine is an area being considered as a priority for the future to be able to consult
people remotely.
“We are very interested in telehealthcare, so remote consulting” –CBO3L
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4.2.1.4.4 Developing new drop-in service to encourage access
A plan to develop a new drop-in service for young people in an outskirt town of Bradford by
catering for the reproductive and sexual health needs of young people.
“So, we are about to develop a new drop-in service in Queensbury, which is a new one
for us” - CBO4G

4.2.2 Management’s support available to HPWs to provide young people with RSHPPs
The second objective of the research study was addressed by interviewing managers to explore
strategies utilised to recruit, train and support health promotion workers involved in the
delivery of RSHPPs to people of 16-25 years old. This main theme as shown in Figure 18
consists of sub-themes that emanated from the data and other a priori issues captured from the
interview topic guides. The topic of discussion in this theme includes recruiting HPWs,
qualification and staffing profile, further training, and career development opportunities for
staff, mentoring and supervision, the use of volunteers and peer educators, salary, promotion
and other reward systems.
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Figure 18: Emerged sub-themes from supports available to HPWs

4.2.2.1 Recruiting health promotion workers
Recruitment of HPWs could be need-based meaning that such roles are then advertised for
anyone who is qualified and interested in applying. Other routes through recruitment include
familiar networks, words of mouth and re-staffing from the existing pool of employees.
Advertising through NHS jobs could be another source of advertising vacant position for
HPWs.
“We can recruit from the NHS Jobs, which we know the most likely way, a place where
nurses and medical, clinical personnel would look. We recruit internally through the internet; we
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recently had a job fair with Huddersfield University and other institution around the region” –
CBO3SPL
“We mostly advertise, and most of them come through advertising and through the known
network, and we have advertised, we have always advertised publicly, but some of them are such
that we e-mailed them around youth network, sexual health network” - CBO4L
For some CBOs, due to their partnership nature of work and as a small size CBOs, they tend to

work in partnership with organisations with the professional workforce to help deliver some
aspect of their RSHPPs.
“Erm…we don’t employ directly any nurses or doctors. I think that’s partly because as a
partnership, we would tend to be working in partnership with health organisations and then partly
because as a youth organisation, we are kind of committed to paying people on youth and
community rates, you see, so you can imagine it’s slightly less than what you pay doctors” –CBO2C

4.2.2.2 Qualification and staffing profiles
Qualification and staffing profiles of staff varied with A’ level qualification accepted as a
minimum for working within some of the roles; others had degrees in a relevant field such as
youth work, nursing, and those with a medical degree. Qualification and the profile of staff
facilitates the implementation and engagement of RSHPPs for young people.
“Our staffing profile is quite varied, so we have got a core staff team of 9, and that is
two managers, 5 youth development leaders, they have a staff that actually run the projects at faceto-face level and then 2 admin staff. Now if you look at the range of background, those people come
from, erm...one is a youth and community work specialist, my own background was in education. I
was initially a teacher and then had a youth training after that, we’ve got one who comes from the
criminal justice background, one from childcare, one from sports development, so two from… two
with a sporting background, one of who also has a youth and community work degree” - CBO2C

The staffing profiles varied across the organisations with some of them employing healthcare
professionals along with GPs, nurses, healthcare and support workers and workforce from the
newly integrated services. Others employ youth workers and people from educational and
social care background but rely on their partnerships with GPs and healthcare professionals to
cater for the medical aspects of their work.
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“So, we have a clinical lead who works with the head of the service and so that Clinical
Lead is a clinician. In our case, it can be a consultant from GUM or a specialist GP or a specialist
gynaecologist. At the moment, our clinical lead is a job share, and it combines specialist GP who’s
got the MFFP working closely with a consultant in gynaecology background. We have a number
of specialist doctors and associate specialists who provide clinical sessions into the CaSH service
and GUM service and then we have a dual trained nursing workforce band 5-6. We have a band 7
safeguarding lead as well within the service, and then we have the RSE workforce which combines
a lead and RSE support workers that help deliver the education sessions in schools” –CBO3L

4.2.2.3 Training and career development for HPWs
The respondents emphasised the need for training to enhance the performance of staff with a
budget often allocated to staff training regularly. There are also opportunities for staff to
progress in their roles.
“All the staff get regular bulletins about local training; we access all the Public
Health training, erm… around sexual health. Where there is a need, we have identified so like
around grooming and anger management in young people, we have sent staff on that for training.
Every member of staff has a budget for how much training they can access, and then they can
decide what they want to do if that is approved by the manager, then that is used and hopefully,
can be brought back into the team to be shared so that there is learning” –CBO1R
“Erm....they have accessed a number of training, which help personal development and
make them knowledgeable; for example, with the FGM (Female Genital Mutilation) issues that
have been raised recently, erm...around how politics affect sexual health, genders and how they
inter-related and they have been involved in the PREVENT and Human Trafficking training,
because it wasn’t about giving out condoms, you know, reducing STIs. There is a bigger picture
around it” –CBO2Z

Moreover, because some of the HPWs came from the Youth Work background, their training
would typically be to enhance what they already knew, this time, by placing specific emphasis
on reproductive and sexual health.
“It depends on the background they come from to me with… usually it will be a Youth and
Community Work background because they are the workers that can relate to young people in the
most natural way, so that’s a priority for me and how they engage with young people and me to
train in sexual health...so the training then comes from both training courses but also from staff
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here in the service so they would have training sessions with the specialist nurses and they would
do training sessions” - CBO3A

The local council also provide training for staff around sexual health, child sexual exploitation
as well as safeguarding vulnerable young people and adults to help HPWs identify the risks
among young people during their work.
“Erm...in terms of what kind of support we have access to in Public Health training, it’s
all basic sexual health awareness training that they access through that. We can also access
training through the Council’s Workforce Development. On a yearly basis, we access safeguarding
training where everybody does some new safeguarding training and any training that looks like an
update on new, even new services. We have a very small training budget as well, in case there are
additional training needs such as the CSE conference” –CBO4L

4.2.2.3.1 Further opportunities for staff are dependent on funding for RSHPPs
With some of the CBO’s bidding and winning new contracts across the region, there are
possibilities for staff to be promoted to lead other groups.
“Promotion, well, that’s up to the individual if there is a job available and they fit the
criteria, they can apply for it if they want to” -CBO3A
“So, what CBO3 do is that we expand all the time, and we are always looking for new
contracts, so we might...I would envisage that a team that works at the moment would probably go
on to lead and manage other teams, and then, we would grow out that way” -CBO3A

4.2.2.4 Mentoring and supervision
Staff do require supervision and some level of mentoring to help them in their respective roles
as noted by their managers and supervisors.
“I supervise every six weeks or so, which means an hour conversation where they talk
out their feelings if anyone has issues. They can go to the manager and talk it over” –CBO1R
“So, we have supervision meetings...by Line Manager to meet each of our staff. Usually
once or twice a quarter and so somewhere between four, six and eight times a year and that’s an
opportunity for two-way discussions about how things are going, what’s been achieved, what still
needs to be achieved and so forth. However, it’s an opportunity to say and record, you know, what’s
been done well and on occasions, we will have staff meeting usually on a Monday morning, and
we can pick up examples of good practice” –CBO2C
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“We have safeguarding supervision three times in a year on a 1:1 basis. We have clinical
supervisions and peer supervision, so we have plenty of support within the team” –CBO3A
“Support, all staff are supervised monthly by another member of staff, and they
obviously have a trustee that is supervised once every three months” –CBO4G

4.2.2.5 The use of volunteers and peer educators for RSHPPs
Volunteers are noted to be an essential part of RSHPPs with CBOs tapping in on the
experiences of volunteers to provide RSHPPs.
“The main tasks of volunteers range from input to the designs of activities like location,
running times, access and amenities needed. They are also expected to approach a wide variety of
clients in a confident and professional manner” – Documentary evidence- Spectrum Community
Health.

Sometimes, people who are engaged as volunteers go on to be gainfully employed by the
CBOs.
“Right...we have done that in the past, erm...we’ve done it with a young person who came
along to one of our sessions and really loved it and then wants to be involved. So, she came along
with our volunteers around our sexual health programmes, and she delivered alongside our paid
workers a lot of the sexual, child sexual exploitation work. So eventually, when the Crime
Commission commissioned us to run it again, we employed her on a freelance basis. She now
actually runs and delivers...” –CBO1R

Volunteers and peer educators were acknowledged to be very vital in the delivery of the
RSHPPs due to the involvements of young people, most often acting as peer educators with
funding application made with the intention of training volunteers.
“And I think the likely place to start would be the RSE project and also in health
promotion-health prevention arms of the program, erm… so I have said we would look to increase
that over time...erm, it's certainly part of the contract and on early days, I don't think we have that
huge numbers of volunteers. We have a good bank, bank staff as you know but we don't have big
armies of volunteers around peer education, but I definitely think it's probably an opportunity for
young people as well, which we should develop more” – CBO3L
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“Now when we first applied for the sexual health funding, we applied for that with a view
to training up volunteers and other youth workers that work with young people in the Bradford
District” – CBO2Z

Others started as low-level admin staff but could enhance their job prospects by going through
training to rise along with the ranks within the CBOs and went on to train volunteers.
“There is one member of staff who started out with CBO2, probably 12 years ago as purely
admin, but through the business of going to training, through going along observing and helping,
has now developed into an educator in her own right. So that means we have now got two lead
members of staff who can go out and provide that training to groups of young people and then new
members of staff can work alongside them” - CBO2C
“We have paid volunteers...erm...the young male that we’ve got working for us at the
moment was a volunteer with another agency and did a lot of volunteering with us, and now he is
working for them and doing one day a week with us” –CBO4G

4.2.2.6 Salary, promotion, reward, and other forms of incentives
In terms of pay, promotion and other forms of incentives, managers felt that what they have
available to themselves, and their staff is a pretty basic form of remuneration with a low salary
increase. Staff also enrolled in pension schemes, but their primary motivation for doing their
job is the knowledge that they are making a positive impact in the lives of young people.
“Salary is low and doesn’t get any pay increase, and that is for all of us, but they get a pension;
I make sure everyone gets our pension, we all get 5% pension” –CBO1R
“Well, the salary scales I mentioned before are the National Youth and Community Works
scales. Erm...the biggest thing we’ve had approaching a reward was a 1% cost of living rise in
each of the last two years, but I don’t see people entering the youth work if they want to be
millionaires” –CBO2C
“Promotion, well that’s up to the individual if there is a job available and if they fit the criteria,
they can apply for it if they want to. Erm...there is a different bit of rewards systems. They have like
a childcare voucher system, salary sacrifice scheme for like leasing cars” –CBO3A
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4.2.3 HPWs’ views and experiences of the design, implementation, and engagement of
RSHPPs for young people
This section addressed objective three of the research study and explored the views and
experiences of health promotion workers on the provision of RSHPPs 16-25 years old. The
subject of the discussion was based on insight into the organisations as evidenced from case
study one – CBOs. Other themes explored include a description of the RSHPPs, approaches to
the delivery of the RSHPPs, encounters during RSHPPs on the field, supports available to
health promotion workers to enable them to perform their duties and gaps within existing
service and looking at ways that these perceived gaps could be addressed. Documentary
evidence was also utilised to augment interview.
The main themes generated from the interview which, in turn, consists of various sub-themes
(see Sections 4.2.3.1 – 4.2.3.5) captured from the interviews and other a priori issues contained
in the interview topic guide (see appendix xi and xii for the coding framework and chart matrix
respectively). The excerpts of the interviews from HPWs of CBOs are provided below and
provide details of their understanding of the delivery of RSHPPs and highlight their
experiences of the service. The excerpts of the interviews provided below may seem to be a
biased selection from the vast amount of evidence generated from both documentary evidence
and the interviews. These responses, however, includes the most common and unique
responses as emphasised by HPWs of CBOs.
4.2.3.1 Insight into the organisations
The theme consists of sub-themes that emerged from the data along with a priori issues
captured in the interview topic guide, see Figure 19 below.
Insights into the
organisations
Roles with the organisation
and what it entails

Time at the
organisation

Qualifications
of HPWs

Views and
experience of
the RSHPPs

Figure 19: Emerged sub-themes from insight into the organisations

4.2.3.1.1 Roles, qualifications, and time at the organisations
The sub-themes and included time spent at the organisation, their qualifications, and roles
within the organisation and what that entails as indicated in Table 11 below.
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Table 11: Background information on the HPWs of case study one – CBOs

HPWs

Roles within RSHPPs

McCBO1
BkCBO2

StCBO2

Time at the
organisation
Youth and Community Development 1 year.
Worker – The main Youth Worker
Project Support Worker – Sexual health 10 years
project
Youth Development Leader – Specific 7 years
role is to lead the project.

AnCBO3

Contraception, sexual health outreach 8 years
nurse.

DnCBO3

Outreach nurse – chlamydia screening; 4 years.
dual screening of chlamydia and
gonorrhoea
Health promotion – Sexual health 2-3 years.
(chlamydia screening in clubs and bars).

KtCBO3

TnCBO3

MuCBO4

KsCBO4

Chlamydia Outreach Worker

12 months

Health and development – Sexual health

7 years.

Youth worker – Providing sexual health 4 years
for young aged 13 – 19 and a little bit
older.

In terms of qualifications for the HPWs, the workforce came to the role with varying levels of
qualification ranging from degree to basic level of qualification, which was topped up with
constant training.
“I can’t remember if you need a specific one for the post, but I have a Degree in Youth
and Community Work” – McCBO1
“Erm...I got up to the level 2 Award in Youth Work, and I have done lots of training that
is relevant to sexual health” – BkCBO2
“When I first started, I wasn’t asked for any qualifications. Erm...however, the fact that
I did have the training and I did have erm...a Diploma and a lot of other qualifications did help
me to get the job. And mainly I think they wanted to experience and know that you will be able
to do the job” –StCBO2
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4.2.3.1.2 Experience of the current RSHPPs
This respondent, having spent about four decades in nursing with the last 26 years in sexual
health, relayed her experiences of the transformation in sexual health delivery services over the
years.
“And obviously, my background is I started nursing in 1975, and I have been doing sexual
health for about 26 years, and over the years obviously, the roles have changed. Well, am very
happy with the services, I think we are well supported, we are encouraged to do training and...
I think we offer a good service to young people. It could be improved by coming together as a
service” - DnCBO3
HPWs are happy that they are providing youth focused RSHPPs by giving young people the
opportunity to make informed decisions about relating to their reproductive and sexual health.
“Yea...I like my job, it’s quite varied, so a lot of it depends on young people; my role
is quite flexible as well. And then there is a lot of outdoor work that I do, so we like to go to
where the young people are comfortable, and what their environment offer, you know, what
services are accessible to them when they have problems?” - MuCBO4
These two respondents working for CBO3SP reported that work in outreach settings consists
of visiting pubs, parks and restaurants for chlamydia and other STIs advice and screening.
“I thought that the experience was quite good, I found out it was quite a positive response
going to erm...the bars and the clubs and the pubs because it’s going into their comfort zone
whereas they would normally work into a clinic or walk-in to the GP to get a test done. So, it’s
breaking that barrier of embarrassment, and then they are able to, we can go into their comfort
zone when they feel comfy, and they consent to it” - KtCBO3
“Erm...just by doing the work I thought was really positive, I thought it was beneficial,
going out to visit them in places where they felt comfortable. I just found it as a positive
experience” - TnCBO3
The need for staff to be flexible to adapt to the new changes because of the integration of the
RSHPPs that involved different teams.
“Erm...you need to be quite flexible really because sometimes, the workload
detects, determines what time you start, what time you finish the day. I suppose the pace really,
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it can be quite fast paced at times and no two days are the same, erm...it can be challenging
because of the clients that we are dealing with. It can also be challenging because we've had
a lot of changes over the last 12 months as well. We have not just integrated two teams of nurse
together; we have just recently integrated with another service” - AnCBO3
4.2.3.2 Description of the RSHPPs
The interviews consist of sub-themes, other emergent data and a priori issues that were
captured in the interview topic guide, see Figure 20 below.
Description of
the RSHPPs
Important features
in RSHPPs

Factors that
encourages young
people to access
RSHPPs

Creating
awareness for the
RSHPPs

Evaluating the
RSHPPs

Figure 20: Emerged sub-themes from the description of the RSHPPs

4.2.3.2.1 Important features of the RSHPPs
Flexibility again was cited as one of the essential features in providing RSHPPs within the
outreach setting. This is because young people are related to on a personal level (meaning that
from the moment they got in touch with the HPWs, their RSHPPs needs and other issues
affecting them are addressed). If necessary, they could be signposted to other services.
“I think the most important thing is to be flexible, erm...because it can be very frustrating
[laughs]. You know when you have agreed to see someone at some time, and you may have
travelled to where they wanted to meet, and they don’t turn up erm...but you got to be mindful
that their life could be chaotic, you don’t know what has happened, you know their parents
might not have let them out that day or something” - DnCBO3
“Probably it’s the flexibility, the fact that we were out reaching out to people as
opposed to them reaching out to us or reaching out for the service, that flexibility was
really...stood out” - TnCBO3
The bus or mobile health units are considered as essential features in the RSHPPs because it
encourages access to the RSHPPs.
“I think the most effective way I see work in the past is the bus that we have used, and
the bus is quite friendly. Young people can come on, look around, and you know, something
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different. It’s not very .... sometimes, they go to the Doctor Surgery where there is sexual health
available, it’s very professional, you know they have to make appointment sometimes and it
can be quite scary for young people to access their service, whereas bus or drop-in or youth
club is very comfortable for young people to go there and it looks like they are going there for
a different reason. So, there is not that stigma attached” - MuCBO4
The guise of offering them freebies for doing a test act as a cover to get young people who
needed either to do the test or be engaged in other RSHPPs.
“The fun factor, the fact that we offered freebies that probably broke the ice a little bit,
we got people talking or doing it as freebies or what we were offering at the time ‘cos
sometimes, that might just be a little bit of an incentive to get people to come in and do it just
for the fun factor, which actually with an underlying need to have a test” - TnCBO3
Figure 21 below shows some of the freebies given to young people to encourage them to engage
with RSHPPs at outreach venues like pubs and parks. The freebies are condoms, pants
emblazoned with B’ Clear on Chlamydia, or ‘sex factor’, which was noted by HPWs to be
popular with young people during outreach RSHPPs especially in pubs, park and community
venues.

Figure 21 Sample of gifts provided to young people accessing RSHPPs

Educating young people on sexual health and the implication of sexual risk-taking is
considered by this respondent as crucial to effective RSHPPs.
“We are able to educate the young people about sexual health. Like a lot of them were not
really aware of what chlamydia was, a lot of them at that age are going out, getting drunk and
having unprotected sex, so we were able to educate them on it. We were able to give them free
contraception, give them advice around sexual health erm...yea” – KtCBO3
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The provision of drop-in services at schools to cater for the needs of young people especially
those who are excluded from mainstream school settings – PRU (Pupil Referral Units).
“I do a lot of drop-ins in schools, so on a school lunchtime, for example, today, I
am going to a PRU, so it is a school for kids that are too naughty for normal school. So, I go
in at or on a lunchtime for them to come and see me and access sexual health services. So, over
there, we would provide condoms, contraceptive advice, advice around STIs, chlamydia
testing, pregnancy testing if required and some signpost of other services” - KsCBO4
4.2.3.2.2 Factors that encourage young people to access RSHPPs
An advantage of getting the day, time and venue of RSHPPs right ensure that young people
can attend RSHPPs.
“Erm...that you got to get your day right, you got the time right and that it’s
accessible. Those kinds of fundamentals need to be in place” - McCBO1
In some cases, CBOs use their mobile bus to provide services to young people at various venues
across the city including schools and colleges.
“I think young people, erm…because they are not having to sort of put themselves out to
go anywhere, erm… and we are going onto them, some of them don’t even...if we are offering
chlamydia screening and they have not even thought about having it done, but because we are
offering it there and then they are happy to have it done. And often, those people are glad they
have it done because it’s comfortable and they need it, a lot of young people, you know, they
don’t want to spend money on bus fare and travelling to appointments and stuff” - StCBO2
Some of the RSHPPs are situated at strategic places where young people frequently visit, in
that way, it does not have to be much of an effort on their path.
“We do a lot in the City Park that they’ve gone down there to hang out with their friends.
Erm...and they can still hang out with their friends, but it takes them 5 minutes to go off and
do a test or receive condoms or whatever. They don’t have to put themselves out; they don’t
have to stop hanging out with their friends to go to clinics, they don’t have to tell everyone
what they are doing” - StCBO2
There are also double advantages of being able to incorporate drug and alcohol awareness with
RSHPPs in order to encourage responsible drinking and consent.
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“We bring erm... drugs and alcohol because erm…we do know a lot of people have
first-time sex when they have been drinking alcohol. So, we talk about if they have been
drinking alcohol, drinking it alone, and you know, how to drink safely, what alcohol can do.
You know how it might make you feel un-inhibited, so you might do the things you might not
normally do when...then, maybe you might regret it, or it could be that…you got sort of drunk
that you can’t remember what’s happening and we bring in the... legality of erm...if somebody
is not saying yes, then they are saying no. Erm…the prosecutions we talk about, things that
have been in the news, about people getting sent to prison for such things” - BkCBO2
Confidentiality and anonymity are found to be a motivating factor for young people engaging
in RSHPPs in an outreach setting.
“Those kinds of fundamentals need to be in place, it needs to be delivered by
someone that they feel is trusted and it needs to be kind of immediate in the sense that… not
just talk” - McCBO1
“One of the things is we don’t know the people; they don’t know you. ... a lot of
people quite like that. And erm…they are quite happy to talk to you; it’s completely
confidential” - StCBO2
Having a friendly face by service providers could encourage young people to access RSHPPs
as noted by this outreach nurse.
“I think it’s well obviously having a friendly face; they are not going to think you are
going to judge them, and that the venue they are coming to is going to be confidential, it’s
accessible within the community that they are living” - AnCBO3
Establishing trusting relationships with young people and setting the stage from the first
encounter helps in getting young people to engage with the RSHPPs.
“It’s getting to know that young person, getting them to trust you and one of the main
thing is, to be honest, and open with them. If you are going to have to report someone to social
services or the police, telling them that, ‘You know, I would have to do this for your safety,
really.’ Somebody might come and see you but you would know what it’s about and just
listening, I think. You know, listening, being honest” - DnCBO3
The fact that some of the RSHPPs are available to young people away from the clinical
environment encourages young people to engage with the service.
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“And I think as well because it’s not done in the clinic, the clinic can seem a really
scary place, and they might offer you loads of different tests for... stuff that is worse than
chlamydia. It’s just that easy first step to get tested for chlamydia, see what happens and then you
might...be going in for everything else” - BkCBO2
“Most people feel quite comfortable it’s a public space, there are lots of people
around, but nobody is taking any notice of them, and it’s just erm...I’m just talking to them and
talking to lots of different people” - StCBO2
There is the need to have various activities going on within the setting to ensure that when a
young person comes in to access RSHPPs, the reasons for their visits does not look so obvious
to an outsider.
“We need to make sure that we are not going to make it look like a place where
it’s just for condoms or STIs. So we need to make it look like there are various activities going
on, we need to make sure there is a comfortable 1:1 space and make sure there is an open
area...and there are other stuff going on so it makes young people comfortable..., and when
they come as well, they are explained, you know,… of our policy and confidentiality policy” MuCBO4
4.2.3.2.3 Creating awareness about RSHPPs
Creating awareness about RSHPPs is necessary to encourage young people to engage. The
CBOs have various ways of making their services known to young people who, in some
instances, depends on the settings and venues of RSHPPs.
At schools or colleges, this could be through school assembly or via e-mails and the use of
social media.
“So, I will do an assembly, just a quick two-three minutes snapshot to each year group
from Year 9, up to Year 11 and post 16” - AnCBO3
“Students now get our e-mails, you know, and such is happening today in the refectory
when we’ve gone and done health promotion stands. They have like information flashing on
‘this is happening today, that is happening,’ so they know” - DnCBO3
“Social media is very effective, for example, Facebook, we can say we have this
activity, we ...you know, have this drop-in on a specific day...young people can see that” MuCBO4
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RSHPPs can also be advertised by outreach workers when they visit various locations,
especially at pubs and clubs in the local community.
“Yea, we have been there and talking…. and having some knowledge from the training
that we did, having the kits, I think we wore uniforms, did we? We wore uniforms if it were a
day out...so, it’s just a matter of raising awareness by approaching them, and sort of being
about the loo and toilets and chatting with people. Sometimes, we ask the DJs to put out
something about the fact that we were there offering freebies and if anybody wanted to do a
free test” -TnCBO3
Figure 22 below shows one of the branded bags the outreach HPWs used, which serves as their
kits and provided some form of awareness about the sexual outreach services. The picture
below reads ‘B Clear on Chlamydia’, provided awareness on chlamydia and other STIs and
made the HPWs visible to young people who are interested in accessing RSHPPs.

Figure 22 Kits used by HPWs on reproductive and sexual health outreach services

4.2.3.2.4 Evaluation of RSHPPs
Monitoring and evaluation are sometimes part of the working agreements with funders, where
CBOs are required to submit an evaluation at intervals. Some evaluations are taken for learning
the CBOs and to get some form of feedback from young people taking part in the RSHPPs.
“I take an evaluation at every session if I can. Alternatively, sometimes, for every
session, it might be a really loose evaluation, but by the end of the whole project, there is more
of a formal evaluation” - McCBO1
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“If we are doing like a group session with young people, we get the young people to
fill in evaluation form out, that tells us what they’ve learnt, and then it tells us if it’s connected”
- StCBO2
Evaluation of RSHPPs helps the CBOs to reflect on their provision to see what needs to be
done or how to approach the RSHPPs in order to target people who need RSHPPs.
“So, after each session that we do, we write evaluation forms. So, on the evaluation
forms, we would write down what area we visited, what pubs we entered, how many screening
we did in each pub, and write a bit about the pub… anything like letting them know what the
age range was on that night. If it would be good to visit again so they would be able to look at
this evaluation form to see, starting from the previous, so we remind ourselves what the pubs
are like so we can know what pubs to go to first and be able to go to places where to find the
right people” - KtCBO3
4.2.3.3 Other approaches to the provision of RSHPPs
The theme explored the activities that form part of the planning and delivery of RSHPPs to
young people within the community as represented in the sub-themes represented in figure 23
below.
Other approaches to the delivery of
RSHPPs

What happens
after a young
person access the
service

Strategies used to ensure service get to target
participants
- BMEs
- Gender
- Homeless
- Children with special needs
- Reaching out to young people with special needs
– social care setting
- RSHPPs in pubs, clubs and other recreational
areas

Figure 23: Emerged sub-themes from approaches to the delivery of RSHPPs
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4.2.3.3.1 What happens after a young person access the service?
There are varieties of scenarios that HPWs might be presented with after a young person had
accessed the RSHPPs. Samples for chlamydia screenings are usually dropped off at designated
points to be collected and processed by the hospitals who eventually contact young people
when test results are available.
“We get the samples, we send them off, and we drop them off at the Doctors’ or the
hospitals. Wherever we drop them off, and they send it off to their labs, and then, they deal
with all. They send text messages back to young people” - McCBO1
“Erm…if people are doing chlamydia screening, we can give them our number as
well, but usually, unless they contact us, they are just...once they have done the screening, they
make their way” - StCBO2
A young person decides how they want to be notified after they had done an STI test which
could be communicated to them via text messages, phone calls, e-mail or via letter.
“The young person will say whether they want to receive a text message, voicemail
or a phone call or letter. Most people get a text, and the texts will either say ‘your test was
negative, you don’t have to do anything’ or ‘please call the clinic.’ It won’t ever say it’s
positive, it will just say call the clinic. And what could have happened is either it will be a
positive test, or if their samples got damaged, they might say it’s damaged” - StCBO2
Follow-up on treatment can be instigated in case of positive STIs results (meaning that young
people can decide where they meet up with the nurse based on their convenience).
“We erm...so as for the chlamydia treatment patients, we might see them at their own
GP, we might see them at health centres, we might see them in a pharmacy ‘cos they have
private rooms, colleges, schools, anywhere we can have access to a quiet room that is private
for that young person” - DnCBO3
Contact tracing, which is simply contacting the partner of a young person with a positive STI
diagnoses, the HPW asserted that the clinics take such responsibilities. In this case, partners of
young people diagnosed with STI are contacted and advised to get tested and follow up any
course of treatment.

206

“I think the clinic has a service where they say you need to let everybody you have
had sex with know about this result. And I think if the person doesn’t want to do it themselves,
the clinic can” - StCBO2
“We also try to see partners at that time as well. So, it’s chlamydia treatment, partner
treatment and obviously lots of supporting and advice around those results and treatment and
sometimes, that young person might have complications with the infections, so we make sure
that we help them get a referral to the appropriate department. So what might happen with the
young girl is that the chlamydia may be causing pelvic inflammatory disease, so we would want
to offer them that diagnosis, correctly diagnosed within a clinical setting and it would be a
different course of antibiotics that we have available in the chlamydia team, and the main one
would be here at the GUM clinic for the PID. Young men sometimes present with testicular
pain and that could be a sign of a condition called epididymitis” - DnCBO3
Follow-up activities are often initiated after an RSE session for those who might what to get
further information or with queries about services.
“I mean, normally, I will give them opportunity afterwards if we have done a group work.
I would say am sticking behind a little bit, sometimes, if we go into lessons, I will say I would
hang back and if you want to talk to me, you can do. Erm...if it’s been identified, and they have
identified the problem, I would say we would deal with that at the end, come and see me in 1:1
or come back at this time when I have got drop-in going on, and then, if it’s something else,
then I would speak to maybe my manager” - KsCBO4
4.2.3.3.2 Strategies used to target participants – especially the ‘hard-to-reach’
The hard-to-reach includes people that cannot access mainstream services for one reason or the
other people from BMEs that are top on the list of the hard-to-reach. Part of the strategies
includes meeting young people in various settings to encourage access.
4.2.3.3.2.1 BMEs
In order to be able to get the attention of young BMEs about RSHPPs, there is the need to
design and provide culturally appropriate service for them, and funding sometimes gives
specific areas and communities that CBOs are meant to target with RSHPPs.
“I did work in some areas where most of them were erm...Central Eastern European young
people or erm…” - McCBO1
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“For the funding, we receive for that project; we must target BME communities so,
therefore, that’s why we do a lot of work. The schools we work in... most of the students are
from like the Black or minority; you know South Asian backgrounds. A lot nowadays are from
like Eastern European backgrounds. So, we know the places to go for those people” StCBO2YP
“There is predominantly Asian in areas that we need to be very careful going into and
how we approach them so that we know there is no point of us saying that there is a drop-in,
and they are all going to come. Erm...there is no point putting a drop-in and expecting people
to turn up, we need to go out there and speak to them and see if it is relevant and not how we
can go about ensuring that, you know, they understand the confidentiality” - MuCBO4
4.2.3.3.2.2 Genders
Regarding gender differences in access to RSHPPs, boys are found to be fully engaged with
the RSHPPs than girls as attested by these HPWs. The society makes it acceptable for boys to
be promiscuous while girls are frowned upon when they are seen to be openly engaged with
RSHPPs when splitting sessions between genders.
“Erm...I found that boys are quicker to engage than girls when it comes to having
discussions about sexual health and certainly about taking condoms; boys will take condoms
more easily than girls. Boys would get screened more readily than girls. In my experience, I
found that they are more willing to do that” - McCBO1
“Erm…well, when we deliver the sessions, we normally split them into groups. So, there
is male only or female only ‘cos that works better. Erm...we know some of the centres have like
Boys’ dance clubs and a Girls’ dance club. So, we have accessed the centres when it’s the
boys’ night and delivered that work” - StCBO2
4.2.3.3.2.3 Homeless young people
It is always difficult to identify a homeless person within the RSHPPs with HPWs reporting,
the only way they could identify a homeless young person is during form fillings, with some
of them admitting their lack of a permanent place of living.
‘Cos obviously at CBO2Y2, there are lots of projects, and we try and make sure that anyone
within the age limit who is on any project receives sexual health information, so some of
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them...you know, they are living in hostels or emergency accommodation. But we aren’t
specifically targeting homeless people” - StCBO2
The city centre of Bradford is strategically placed to target young people across all
backgrounds.
“So, because CBO2YP is in the centre of Bradford, it’s extremely well placed for
erm...doing the outreach detached work with... difficult to reach young people. Because a lot
of the young people hang out in the city centre, city park around that area. Erm...some of them
are homeless, some of them are really living in the city centre hostels” - BkCBO2
4.2.3.3.2.4 Reaching out to young people with special needs – social care setting
There are young people who navigate the social care settings and foster care or those with
behavioural problems who are often neglected by mainstream provisions as noted below.
“Well, every young person needs sexual health services if they are in relationships
and even if they are not, they need to know about it. So yea, it is important that they get access
just.... and just because they are in a PRU rather than in general school, they don’t necessarily
have as much access to stay after school...so if a kid walk to school, they can go via the doctor
on their way home, these young people… a lot of them because they are in foster care. They
are taxied to school, they are quite monitored, they can’t have that anonymity as much as other
students can. So, it’s quite a good service to provide, and they can get …you know, the advice
and support. I think the thing is they are monitored quite a lot because of the nature of their
lives and so this sort of gives them the opportunity to...it’s not monitored, it’s not wrong, it’s
not a foster care or parent, a teacher doesn’t have to know, it’s just for me and them unless
somebody is getting hurt and then obviously, we need to look at that” - KsCBO4
4.2.3.3.2.5 Dealing with peer pressures
Most times, young people feel pressured into sexual risk-taking without considering the
implications of their actions. So, HPWs must provide information on how to handle such
issues.
“Erm...I don’t know how to word it. Like a lot of them think it’s quite cool to have sex, so
they feel pressured that they must come up to us and ask us about condom and a test. And....like
there is a lot of peer pressure around… like it’s quite a common thing to do, some of them like
209

coming to us...like it’s quite cool to have to get chlamydia when it’s not and they don’t really
understand what it is and like on the long run, the cause it can have on them” - KtCBO3
4.2.3.3.2.6 Dealing with stereotype during RSHPPs
There is a concern that once young people are together, the environment gets playful and
intense with name calling and stereotyping, which hampers the efficient use of RSHPPs. HPWs
discusses strategies used to encourage the engagement of young people with the service.
“Now sometimes, you know, when the groups get together...everything is funny, you
know, it’s quite friendly. You know, they will like to joke about condoms. I always worry that
one or two people in that group would be quite serious, and they would have specific needs,
and they would be very embarrassed or shy to ask for that need because they are in a big group.
Everyone makes a joke about ‘oh he needs condoms, or he has chlamydia, but one person in
that group might feel that they have got an STI, or they might feel like they are not ready to
have sex, or they might feel like...everyone is different” - MuCBO4
4.2.3.3.2.7 RSHPPs in pubs, clubs, and other recreational areas
HPWs were able to provide RSHPPs to young people in pubs and clubs, by making
unscheduled visits to provide chlamydia screening, advice, and sign-posting young people to
relevant services.
“We would go into the pubs and speak to the manager; we would ask the manager for
permission to enter the pub because we won’t go in without their consent. Sometimes, they
would be quite negative because the manager wouldn’t want us to go into their pub. They find
it quite offensive and would not let us come in, whereas others would let us come in which was
quite good. So, the ones that we would go into, we would like to set up a little table in the pub.
We would like to go around to young people and let them know who we are, show them our ID
badge and make them aware of what we were doing” - KtCBO3
4.2.3.4 Managing encounters with young people during RSHPPs at community and
outreach venues
This main theme comprised of sub-themes that emerged from the data as well as other a priori
issues captured in the interview guide (see Figure 24 below).
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outreach home visits
for vulnerable young
people

Managing those who
access RSHPPs late

Figure 24: Emerged sub-themes from encounters with young people during RSHPPs

4.2.3.4.1 Managing difficult situations during RSHPPs in the community
Poor language and lack of respect for women were identified as some of the problematic
situations encountered by HPWs during their work with young people.
“So, I know a lot of young people I work with, they swear a lot” - McCBO1
“A lot of them, they don’t really have much respect for women in general, so one of the
rules we have when we deliver sessions is that we don’t make personal comments, we don’t
need to know about people’s sex lives, and they don’t need to know about us. They just...it’s
just the messages. Erm…they were giving personal comments, making comments. But that was
really hard, and they need far more work than one session” - StCBO2
“Erm...so there was quite some difficult situation like being in a pub area like you’ve got
a lot of people who were drunk and might be quite offensive to you. Erm...there was a time
when we went into one pub, and there were groups of lads who were taking drugs, and they
were very paranoid, thinking that we were undercover police, asking us a lot of question, being
verbally abusive and like threatening us” - TnCBO3
How to deal with situations where sensitive information has been disclosed during an outreach
RSHPPs. Working with some groups of new arrivals to the country proved difficult due to the
extra time taken to translate the messages and information to them.
“I guess things can kind of get difficult perhaps if someone discloses something
and you need to immediately deal with that situation” - McCBO1
4.2.3.4.2 Dealing with safeguarding issues around CSE
There are times where HPWs are confronted with potential CSE, and decision would have to
be made to balance potential risks to a young person and confidentiality.
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“We would think, why is a 21-year-old wanting to have sex with 15, 14-year-old?
There is something not quite balanced in that relationship so that contraception nurse might
refer that young person to us to let the young person know that that is happening. One of us
then will get in touch with the young girl and maybe get a bit more depth of history. They
already might be known to the social services, they might be a look after the child, may already
have a social worker, they may have slipped through the net, and they might be putting
themselves at risk. So, we have to try to help that young person feel supported and safe. We
would obviously discuss that all with the young person, we won’t do anything without letting
them know what we would do, and we need to report that to the Social Care Direct, and there
is also a link with the local Police Force that is based at Normanton-Castleford. And they have
designated police officers. I think they are two that we can ring into their department. They
have a social worker attached, the 2 police officers - ‘cos this person might already be known
to them, you know that is trying to groom this young person” AnCBO3
“So, safeguarding is a very big thing for the outreach team, we do get a lot of
vulnerable young people” - DnCBO3
4.2.3.4.3 Providing outreach home visits for vulnerable young people
There are specific criteria under which HPWs can decide to visit a young person at home or
venues of their choice to provide RSHPPs – contraception, condoms or STI screenings.
“Professional will refer that young person to ourselves, we have a criteria that anyone
under the age of 19 to that service but if they are over 19 and have a learning disability or you
know, some circumstance we can, we would still see them, we wouldn’t refuse if they are over
19 and we would see that young person in the home setting if that is what they wanted or
college or school, wherever is best for them, and we’d offer them STI screening, contraception
advice. We would sometimes fit implants for contraception at home” - DnCBO3
Other professionals working with young people could refer them for RSH home visits if they
are looked after children, on safeguarding list and those who are disabled and have mobility
issues.
“We do home visits but that is not for the chlamydia patients, we have referrals from
other professionals, so it might be a school nurse, health visitor, teenage mid-wife, other
professionals that work within the contraception and sexual health team, or GUM or practice
nurse. They have seen a young person, for example, and that young person will come for a
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contraception clinic or an STI clinic or they might be a looked after child or they are on
safeguarding or all sorts of reasons and things like that. One of my colleagues already work
with women that already may have learning disabilities or have a condition where they don't
want to.... they won't go out of the house, we would go and do cytology smears tests at home
because we don't want people to miss out on healthcare just because of a medical condition.
So, and then teenage mid-wife refer young people, unfortunately, they are already pregnant,
but we want to try and prevent them from getting pregnant again. So, we go to see them just
before they have had babies and then just afterwards to start contraception of their choice” –
DnCBO3
Information about such consultations is logged on to SystmOne for other healthcare
professionals dealing with the young person to access.
“If I am going to somebody’s house, we always communicate on system one where
we are, where we’re going. We got our mobile phone with us erm.... also, usually if it is a home
visit; they are being referred by somebody, so it might be a midwife that referred them” AnCBO3
4.2.3.4.4 Discouraging late visits to discuss RSH concerns
For some young people, when they finally decide to speak to someone, it is already late because
of some of the impediments that stop them from going to seek help and advice early.
“A lot of the people that are coming to me had unsafe sex, unprotected sex or thinking
that they are pregnant and upset about that which is a scary place to be when you are a
teenager. You know it’s a scary place to be as an adult, but as a teenager who is in school and
whose parents are watching over them, that is really a difficult place to be” - KtCBO4
Late access to RSHPPs could be attributed to many factors and then, for young people from
the BME background, there are added barriers like cultural and other social stigma attached to
it.
“And then also, there is the reputation, you know, if you are seen to be accessing
services, some of the girls, I think particularly Asian girls, even going to a sexual health clinic,
who are you gonna see there? You might see an extended family member who is married, what
if she sees you in the same clinic? She is going to tell your dad, and if you can’t go to your
clinic for fear of being seen, you can’t get it at school, where else can you get these services
from” - MuCBO4
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4.2.3.5 Management incentives and supports for health promotion workers
The theme consists of sub-themes that emerged from the interview and other a priori issues
captured in the interview topic guide, see Figure 25 below.
Management incentives and
supports available to HPWs
Mentoring and
personal support

Promotion, salaries
and other reward
system

Training and
career
development

Job security

Figure 25: Emerged sub-themes from supports available to HPWs

4.2.3.5.1 Mentoring and personal support for HPWs
HPWs value regular supervision by senior managers as well as staff discussing details of their
jobs and sharing experiences counts.
“I also manage and have regular supervisions” - McCBO1
“Erm...just that there is support there if you need it; you know you can go to your
line manager there, and you can talk to them if there are any problems. Erm...the Board are
very supportive of the project” - BkCBO2
“Erm...we are definitely peered support, and as I said, safeguarding support” –
DnCBO3SP
4.2.3.5.2 Promotion, salaries, and other reward systems
The staff are overly concerned with some of the extra benefits that come with the jobs; they
are content to know they have a job to go to and sought their gratification when their work is
positively impacting a young person.

“No, it’s just your job. It’s what you’ve been hired to do” - McCBO1
“No, I think the rewards are that when you deliver to somebody, to young people and you
realised they didn’t know it, and now they do, that’s the reward. There is no... we don’t get
rewards as a staff, we still have a job, that’s the reward” - StCBO2
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The fact that there are no formal reward systems, there is, however, holiday entitlements; and
contributory pension schemes by their organisation, which served as a form of incentive for
this respondent.
“No, we don’t have a reward system, there is nothing. We’ve got a pension, which is
good. We’ve always had a pension, so, yea...so we do get a good holiday, and that makes a
difference and flexible working as well” - KtCBO4
There are opportunities for HPWs in this organisation to progress in their roles if they so desire.
“If you want a promotion, there is always a slight chance. I think they try to nurture
the staff. I think they do try to nurture the staff to kind of, you know. If that’s the path they want
to go through… management, then if there is a possible position, there” – AnCBO3
4.2.3.5.3 Training and career development for HPWs
Staff are encouraged to take up available training opportunities to HPWs from their employers
and other partner agencies to enable them to perform their duties properly.
“I have said I have not been at CBO1HL for years, so a lot of the sexual health training
and stuff that I have had are before, I worked here. So, I kind of came trained up and ready to,
just to do it” - McCBO1
“The council offers free training, the sexual health training, the one around pregnancy
testing and chlamydia screening. I think I have accessed all the training that the council does
and also, I did the core competencies in sexual health training through the Family Planning
Association (FPA). I have done lots and lots of other training, one-day training or two hours
training with the NHS erm... and not just around sexual health, I have done training on
safeguarding” - BkCBO2
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4.2.4 Barriers to the design, implementation, and engagement of RSHPPs for young
people
The barriers that work against the design, implementation, and engagement of RSHPPs for
young people could be organisational, structural, policy-related and young people’s concerns
about aspects of RSHPPs. The findings relate to the views and experiences of managers and
HPWs and provide an account of what they considered to act as barriers to the implementation
and engagement of young people with RSHPPs and addresses research objectives one and
three.
4.2.4.1 Factors that discourage access to RSHPPs – views of managers
The managers’ view about factors that discouraged young people from accessing RSHPPs are
variable, this could be attributed to organisational factors (working times, funding) and
personal factors (lack of confidentiality, cultural issues, embarrassment, lack of confidence).
See also Figure 26 below. Young people are afraid they might run into family members,
friends, or someone they know. Transport problems can also act as a barrier to accessing
RSHPPs.
Factors that discurage access to
RSHPPs

Personal factors

Organisational factors

Figure 26 Emerged sub-themes from factors that discouraged access to RSHPPs

4.2.4.1.1 Organisational factors
The organisational factors that discouraged access to RSHPPs for young people were
summarised by managers below as including working times, especially for those who work
part-time and funding to carry out RSHPPs for young people.
“We all worked part-time and within the team, erm...we are restricted” –CBO1H
“And then, the only other big barrier, of course, is the funding thing because we have
been fortunate in such a way that this has been funded through the Health Service funding for at
least the last six years, it’s now coming to an end at the end of September” –CBO2Z
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The integration of RSHPPs and the ways RSHPPs are commissioned now meant that funding is
limited with job insecurity and restriction in provision.
“We are restricted. We all worked part-time and within the team, erm…we are
restricted...like I worked 26 hours a week. My...some of the other staff worked less hours, we've got
one member of staff who worked 15 hours a week, we've got one member of staff who worked 8
hours a week. So, that is it with capacity. We can have phone calls from various agencies saying
could you please...and at the end of the day, we got to look around our personal team resources
and we aren’t getting the money, otherwise we would. Now we used to have the money to go out
and do what we wanted; we just don't have that anymore” – CBO1R

4.2.4.1.2 Personal factors
Young people often cite that some of the barriers to accessing services are lack of discretion of
the service, confidentiality, and respects from staff.
“I said there are other main barriers that young people face erm...they don’t like to
speak to professionals because some of the feedback we’ve had is ‘they talk down to us, they talk
to us like we are stupid, you know and how a doctor or a nurse might deal with a problem is very
different from how a youth worker might talk to a young person and....” –CBO2Z
“Erm...it may be transport and fear again, I think I have mentioned before,
people...erm...and they don’t want others to find out that they’ve accessed the service” –CBO2C
“There is always going to be barriers in sexual health, isn’t it? Erm...people are
embarrassed and all erm...the service needs to have a little bit of discrete. It’s just trying to make
it a normal service, normalising it...— CBO3L
“Well, there are things around having just confidence to go into a medical setting, and there
were local issues around I might see somebody I know, I might have a relative that works in that
doctor Surgery” -CBO4L

Stereotyping young people who accessed RSHPPs, and related services wrongly could also
serve as a barrier to accessing the service.
“Erm...I think there is a little bit of ‘this certain type of people goes on that bus,’ so there are
some people who don’t feel they have to go, it’s for people that are ready to have sex” –CBO4G

Peer pressure is mainly an issue sometimes, where services are being offered to young people
especially when they are together in groups such as during RSE, outreach community venues.
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“I think sometimes, there are peers in a room. So I would probably define it as peer pressure,
but it’s a bit more subtle in my sessions, sometimes, students fears speaking out their opinions
because of the reactions in the room and that can take me a good 2, maybe 3 sessions to get over
that really and just to allow that freedom for discussions, but some groups struggle with that more
than others” – CBO3An

4.2.4.2 Factors that discourage young people from accessing the RSHPPs – views of
HPWs
Professionals and young people have identified many barriers to accessing RSHPPs. In some
settings like schools, HPWs are often prevented from delivering the services and often when
such permission is granted, they are restricted on what they could or could not say to young
people. See Figure 27 below.
Factors that discourage access to
RSHPPs –views of HPWs

Personal and social
factors

Organisational - Lack of
co-operation from
schools especially faith
schools

Cultural issues

Figure 27 Emerged sub-themes from factors that discouraged access to RSHPPs

4.2.4.2.1 Personal and social factors
For some young people, both personal and social factors are responsible for discouraging them
to access RSHPPs and includes embarrassment, lack of confidence and fear of confidentiality.
“Some of the young people are quite offended, they were quite embarrassed about
really, I think it’s the embarrassment, I think another barrier is they don’t normally know much
about it, and they need more education on it, erm...I think they probably like what they need
to... maybe they are like ashamed of what their friends might think like if they say, ‘yea, I want
to do a test...’ waoh, have you had sex?” KtCBO3
Lack of confidence and social skills may deter a young person from accessing RSHPPs.
“A lot of the...young people don’t like going somewhere new because that takes a
lot of confidence and social skills and yea, I think young people can find that difficult” KtCBO4
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“Yea...it’s difficult ‘cos sometimes, it has happened in the past where young people
have come for different reasons, so young person might come for counselling and some
people...they might feel like ‘I know that person...I know that place is for sexual health service,
so I might be judged.’ So, I think it does impact on some young people as it put them off
accessing the service like they might be judged” - MuCBO4
The fears of what a young person perceives in the RSHPPs involved could deter them from
accessing RSHPPs.
“Just the fact that it’s open for everybody to see them getting tested and erm...and the
embarrassment aspect of it. Sometimes, I think some people thought that test is involved more
than the urine test, so they probably didn’t approach us because they thought it involved blood
tests” – TnCBO3
4.2.4.2.2 Lack of co-operation from schools especially faith schools
There is a perceived lack of support from schools, teachers, and parents when it comes to
accessing RSHPPs, especially RSE.
“One of the schools I haven’t known anybody would be able to get into the school.
It’s a girl catholic school and erm…even for work around self-esteem; they’d not wanted you
to go in. They’d say you can go in and deliver initially, oh yes, you could come in and deliver
some work around puberty and some kind of erm…sexual health. But you are not allowed to
mention contraception at all, which is quite really difficult to talk about the subject without
contraception” - StCBO2
“And if you create those space for people to have those conversation, they are
gonna ask you questions that they perhaps don’t want to ask at schools because the teachers
feel they have this kind of relationships with them and they don’t talk to them about stuff that
looks like this. Uhm...perhaps if they speak to their parents about it, they don’t want to
embarrass their parents or stuff like that” -McCBO1
“So, and then they say…’ oh yes’ and then the teachers get cold feet, then you are
meant to stop. And it’s almost like a particular teacher that thought it would be a good idea,
but when she has gone back and fed it to her superior, they said no. But that isn’t what...she
hasn’t told us that, but we can only think that’s what happened” – StCBO2
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4.2.4.2.3 Cultural issues and perception of RSHPPs
Sometimes, young people from certain background feel embarrassed discussing sexual health
or even being seen within areas where such services are offered because it is considered a taboo
subject.
“Hmm… I think for any age, to be honest. I think there is still much feeling of taboo
around this subject”- AnCBO3
There are situations where young people give out false information to service providers to
evade suspecting parents.
“But what if they have not given their real names? Not often, but occasionally, they
are scared you know...if you are 15, would you want your mom to know that you’ve been having
unprotected sex or your dad? Certain families, certain cultures you know, parents are quite in
your face, you know. So, they would give the wrong details, so they can’t be traced. Sometimes,
they’ll get a letter sent here, and they will call in on their way home to pick the letter up with
the results, and they can make the phone calls. That does work quite well.’’ KsCBO4

4.2.4.3 Gaps in existing RSHPPs: experiences and views of managers and senior
personnel
This main theme as in previous sections consisted of sub-themes that emerged from the data
and other a priori issues captured from the interview’s topic guide, see Figure 28 below.

Gaps in exisiting RSHPPs - Managers

Gaps in staffing
especially male staff

Inadequate provision of
health promotion
around chemsex

Limited outreach
services

Inadequate training of
HPWs

Figure 28: Emerged sub-themes from gaps in existing RSHPPs

Staff interviewed offered their views and insights into what they thought gaps in the existing
RSHPPs were and how that affected the delivery of the RSHPPs to young people.
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4.2.4.3.1 Gaps in staffing especially male staff
There are the issues of shortage of male staff due to high turnover among them because they
are not able to stay in the role long enough to make the needed impacts.
“We’ve had difficulties…the males are not able to take the challenges that young people
give them. So, we have had a turnover of male staff, they had all the training, they’ve given it a go
and then it’s like ‘Oh, I can’t do this anymore.’ You know, but the women had been stronger in
terms of ‘no, this is what needs to happen.’ So that’s been a shame erm...in terms of the male staff
because some of them have been really good staff members, but they can only take it for about 6
months and then after....so, there need to be more male workers out there” –CBO1N
“I have mentioned the staffing thing and the things about the difficulties in getting males
staff rates” –CBO2C

4.2.4.3.2 Provision of health promotion around Chemsex
The need to carry out health promotion around Chemsex as well as efficiently engaging peer
educators in their RSHPPs was also explored in this extract.
“The drugs and alcohol I mentioned earlier on, erm… there is an increasing interest
in the Chemsex piece, you know, the novel psychoactive club drugs and sexual health services, I
think that is something we should really look at very proactively. We don’t have a clear pipeline
for people who might be interested in becoming peer educators” –CBO3L

4.2.4.3.3 Limited outreach services
Again, these respondents reiterated the gaps in staffing levels and the need to address outreach
work within RSHPPs.
“Outreach service is not enough specific young people drop-in clinics as GP practices
work well, but there are not enough referrals, there has been a reduction for those and reducing
in funding” –CBO4L

4.2.4.3.4 Inadequate training of HPWs about working in certain communities
This respondent maintained that managers and HPWs were not properly trained to work with
people from a certain segment of the community.
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“We need to start thinking in terms of what kind of staff training, as a team, we are
going to need now. Erm...I have not worked in the Gypsy-Roma Community, I have not done a
lot of work with Eastern European and would need some training on that” -CBO1R
4.2.4.4 Gaps in existing RSHPPs: experience and views of HPWs
This main theme consists of sub-themes that emerged from the interviews and other a priori
issues captured in the interview topic guide, see Figure 29 below.

Gaps in exisiting RSHPPs HPWs
Inadequate provision of
RSHPPs at Pupil Referral
Unit (PRU)

Fewer capacity, fewer
RSHPPs

Figure 29: Emerged sub-themes from gaps in existing RSHPPs

4.2.4.4.1 Fewer capacity and services
Fewer GP Practices that offer confidential and discrete service to young people in the area.
“Erm... there is also some GP Practices that have youth clinics for sexual health, which
it’s just there for young people. It’s up to young people not to bump into their family members
or whatever, but that is not rolled across Bradford, which I feel it ought to be” –StCBO2
4.2.4.4.2 Inadequate provision of RSHPPs at Pupil Referral Unit (PRU)
There are fewer detached outreach works that cater for people who are not in schools or had
left schools and not working. Young people who are excluded from school have limited access
to RSHPPs.
“I think another gap in the provision as well is erm...PRU- People Referral Unit” McCBO1
4.2.4.5 Addressing the gaps in RSHPPs
This main theme consists of sub-themes that emerged from the interviews and other a priori
issues capture in the interview topic guide. Increasing the reach of the RSHPPs will help reach
out to those who needed to access the services as indicated in Figure 30 below.
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Ways of bridging gaps in
RSHPPs

Increased detached
outreach provisions

Increased fundings to
address some identified
gaps

Increased reach to areas with real
needs than perceived needs

Figure 30: Emerged sub-themes from gaps in existing RSHPPs

Respondents noted that detached outreach services are needed to reach out to those who may
not be willing to access mainstream provisions.
“The people… the hard-to-reach people who need the service, I think there should be
some form of erm...detached outreach. You know some people don’t, they don’t go to school,
or they’ve left school, they are not working” - BkCBO2
“I think just once again, just being able to increase the reach of where we’re working,
through us being able to work where there is a real need rather than perceived need” –
McCBO1HL
Funders should do more fact-finding exercise to determine areas of higher needs rather than
looking at mere statistics to make such important decisions as to where to fund. Similarly, the
last respondent noted that schools should be encouraged to take part in RSHPPs actively.
“It comes down to funders looking deeper beyond statistics to evaluate what is really
needed and where that is happening” - McCBO1
“Well, suppose schools need to be encouraged that they’ve got to deliver it. They have got
to deliver sexual health either if they deliver it or they pay somebody to do it’’ –StCBO2
People should be trained more to deliver the service, especially using young people as peer
educators.
“I suppose people could receive training. But I don’t know where they get that from.
Erm...I don’t know” - StCBO2
“I Think it would be one of the things we wanted to do if we’ve got the funding to deliver
some outreach training and train maybe some erm...peer educators” - BkCBO2
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4.3 Findings from case study two – NHS- GP surgeries
This section presents the findings from case study two. Just like in case study one, interviews
and documentary evidence were utilised and explored views and experiences of managers,
senior personnel and HPWs on factors that contributed to the design, implementation, and
engagement of RSHPPs for young people aged 16-25 years. Again, just as case study one in
section 4.2 above, case study two is presented in two parts, the first part includes findings from
interviews and documentary evidence to explore the experience and views of managers, senior
personnel and HPWs of the NHS – GP surgeries relating to the design and implementation of
RSHPPs for young people. The three research objectives addressed by case study one and case
study two are listed below:
•

To explore the views and experiences of managers and senior personnel on the factors
that affect the design, implementation, and engagement of RSHPPs for young people
aged 16-25 using interviews and documentary evidence.

•

To explore how managers recruited, trained, retained, and supported health promotion
workers (HPWs) who provide RSHPPs for young people aged 16-25 using interviews
and documentary evidence.

•

To explore the views and experiences of HPWs on the provision of RSHPPs for young
people aged 16-25 using interviews and documentary evidence.

4.3.1 Facilitators of the design, implementation, and engagement of young people with
RSHPPs
Themes emanating from the interviews and documentary evidence were the excerpts of the
interviews from the GP surgeries below, which provides details of their understanding of the
design and implementation of RSHPPs and highlight their experiences of the service. The
excerpts of the interviews provided below (see section 4.3.1 – 4.3.6 including sub-sections)
may seem to be a biased selection from the vast amount of evidence generated from both
documentary evidence and the interviews, these responses, however, includes the most
common and unique responses as emphasised by service providers.
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4.3.1.1 Structural and organisational factors relating to the design, implementation, and
engagement of RSHPPs for young people
The main theme addressed research objective one explored factors that affect the design and
implementation of reproductive and sexual health for young people. This main theme consists
of sub-themes that emerged from the data and other a priori issues captured from the interview
guide (see Figure 31 below). Details given here included the kind of hierarchical structures that
existed within the organisations and ranges from management to staff and volunteers. Other
details provided include the history, which was provided in sections 3.4.4.2 and organisational
structures of the NHS-GP surgeries and includes the historical overview of the organisation
and additional contexts of RSHPPs.

Structural and organisational
factors relating to
implementation of RSHPPs
Roles, time and qualifications
of managers and senior
personnel

Experience of the current
RSHPPs

Figure 31: Emerged sub-themes of insight into the organisation (GP surgeries)

4.3.1.1.1 Roles, time and qualifications of managers and senior personnel
Table 12 below present information about the roles, qualification and on how long staff had
worked for the organisation.
Table 12: Background information on managers and senior personnel of GP surgeries

NHSGP

Time
at
organisation

the

Qualifications

NHSGP1P

Eight years

M.B.B.S with specialisation in Obstetrics & gynaecology for 20
years

Three years

Master’s in Business Administration

Three to four years

Medical degree, Dip. Family Planning & Sexual Health

SBNHSGP1S
NHSGP2K
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4.3.1.1.2 Views and experience of the services
In terms of the views and experience of the RSHPPs, managers described their views and
experience as ranging from their ability to keep their sexual health contracts still and being able
to reach out to a broader audience of young people coming into access RSHPPs.
“We haven’t lost any of the service users, we still...we initially only provided it for our own
patients and the next-door practice, it hasn’t affected us in that sense. It affected us at the start
when CBO_Loc first took it over about...I think they have got a grip...pretty much a grip of
everything now, how the general practice runs, you know...ways of offering sexual health” NHSGP1S
“Erm...the service is… I think it’s good, I think we need to reach out to the wider
population, maybe hard-to-reach population. So, we are working on engaging on that at the
moment, erm...we don’t really know how we are going to do it, but we are looking to sort of reach
out to these people” –NHSGP2K

4.3.1.2 Contextual issues in RSHPPs: the role of partnerships with statutory
organisations and GPs on the implementation of RSHPPs
The main theme addressed research objective one and consist of sub-themes that emerged from
the data along with a priori issues captured in the interview topic guide (see Figure 32 below).
Contextual issues in RSHPPs: the role of partnerships with statutory and
other organisations on the implementation of RSHPPs

Partnerships with
other organisations
and providers

Catchment areas
covered

Target
participants

Funding aand
terms of the
contract

Local health
prioities

Figure 32: Emerged sub-themes from the description of RSHPPs

4.3.1.2.1 Partnership arrangements with other organisations
Unlike the CBOs, the GPs did not refer to any partnership arrangement with non-health sectors
such as youth centres, schools, and other community venues. Their partnerships are mainly
with statutory agencies or those working on behalf of those agencies.
“Yes, we have an agreement to make sure we are maintaining the standards we have to keep
giving them evidence that, we do audits and all that” –NHSGP1P
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“Okay, there used to be the partnership within the local CCG, the local CCG used to pay
us when it was with Public Health, but now, all that has changed. Its CBO_Loc has completely
taken over, so our service and what we do is activity-based. How many patients we see, CBO_Loc
pays us for that” –NHSGP1S
“In terms of CBO_Loc, they are just delivering the sexual health primarily on behalf of the
local authority, and we have our own erm...we have our own... what they call SLA, I can’t
remember what that stands for...Service Level Agreement (SLA) which was already in place with
the PCT where CCG is now’’ -NHSGP2K

The respondent below noted that they could provide RSHPPs to all young people who come
into their GP surgeries, but if they need to do contact tracing that involved partner notification
in case of positive STI tests, then other organisations would be invited to take forward that part
of the service provision.
“Because we are Level 2, we can do sexual health; if we need to do something a bit
more advanced like contact tracing, then we signpost them to CBO_Loc, the main central hub.
Level 2 means you can treat other people’s patients, you can do sexual health screens on males
and females, and you can provide long-term contraception for other patients including ourselves,
however, when it comes to basic contraception like the pill or condoms or whatever, we should be
providing that as our basic contract anyway for our patients” –NHSGP2K

Previous partnership arrangements were in place with the local authority and the CCG to
provide RSHPPs and related services had been replaced due to the current changes in the
provision of some sexual health contracts.
“We provide RSHPPs as part of our Quality Outcome Framework anyway, we do
have...we did have an SLA in place with The City CCG but now, because it’s with CBO_Loc, I think
all the partnerships and contracts have got transferred” - NHSGP1S

4.3.1.2.2 Catchment areas covered by the GP surgeries
The 2 GP surgeries that took part in the research study were based in Bradford, West Yorkshire;
Table 13 below reflected the catchment areas covered by the RSHPPs and the postcode areas
with adjourning location identified to be within the GP surgery boundaries.
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Table 13: Lists of catchment areas covered by the 2 GP surgeries

GP surgeries

NHSGP1

NHSGP2

Catchment area

Bradford, West Yorkshire

Bradford, West Yorkshire

Only our surgery area, BD2 BD5, BD4, BD7 which is quite local
to this area. A few from maybe
and BD3
BD12, BD6
Registered
patients

2850 –
patients.

3000

registered 7700 registered patients

4.3.1.2.3 Target Participants
Both NHS_GP1 and NHS_GP2 provided primary healthcare to all their registered patients as
described above and may involve providing RSHPPs during consultations as part of their wider
obligation to their patients.
“Well, the thing is all surgeries should be providing at some level of sexual health
anyway, so for our patients, our service level agreement for our patients, we have to offer for
that anyway, erm...maybe we could do that a bit better in terms of other patients. We probably
do need to do some more engagement” – NHSGP2P
This respondent maintained that unlike the CBOs and sexual health services, they provided
RSHPPs to those who come to their premises RSHPPs.
“If you come to me, I will help you. If you don’t come to me, am not going to call you to
come. That’s not a GP’s role because am not a sexual health clinic, am just...it’s part of my
role to provide sexual health service, apart from that, for teenage pregnancy, we are offering
contraception”- NHSGP1P.
4.3.1.2.4 Funding arrangements and terms of RSHPPs contracts
Funding for the provision of RSHPPs was based on contracts with the NHS, Public Health and
closely aligned to the partnership arrangements with other organisations.
“The cervical screening, we get is a part of our Quality Framework, the contraceptive
services are a part of this and the bits that come from CBO_Loc as well. I think the emergency
contraception and oral contraception are with NHS England but on top, if we do any implants and
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sexual health activity such as implants, IUCD that is, with CBO_Loc. So oral and sexual health
advice and the cervical screening that is with NHS England” –NHSGP1S
“I think it’s after the Service Level Agreement, erm...through that, whatever we do, we
can reclaim the money back from CBO_Loc which I presume is coming from the local authority”
–NHSGP2K
“LES is Local Enhanced Service which you provide on top of the service that you...that is not
in your contract. SLA means you are providing the service, a separate service but you have got an
agreement in place with whoever that has agreed to pay you for that service. SLA is Service Level
Agreement” – NHSGP1S

4.3.1.2.5 Aligning RSHPPs to local health priorities
The local health priorities that the RSHPPs aim to address according to the managers and senior
personnel consist of reducing teenage pregnancy, tackling STIs such as chlamydia; and better
engagement of young people on RSHPPs.
Reducing STIs and teenage pregnancy
“The local authority had the target of doing chlamydia screening for everyone between 18
and 24, so we did it, and that was 4 years ago. It’s still going on for four years, but four years ago
it started, and so...that has...that is an on-going project. Apart from that, for teenage pregnancy,
we are offering contraception” –NHSGP1K
“Erm...we want to reduce the rate of pregnancies, provide erm...more facilities for patients
to access these services, also I think we need to do better engagement, so people know that there
are clinics dotted around Bradford” –NHSGP2K

Providing HIV services
HIV services according to the responses from the extract below required extra services such as
pre-screen counselling and related activities that are offered at sexual health or specialist clinics
that are not readily available at GP surgeries. Young people are signposted to other services to
get treatment and care around HIV/AIDS at relevant centres.
“HIV, we are not providing because that needs a lot of counselling, and I don’t have the
time to do it. If anyone wants to screen for that, I send them to a sexual health clinic, I don’t have
a specialist clinic. No, I just give them...we have got for the HIV service small leaflets that is printed
from the website and we just give them that, I don’t know...all the numbers and opening times are
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in there, we just tell them that we don’t provide the service but we can advise, and it’s mostly they
walk-in from 8 am – 11 am, so they can just come” –NHSGP1P

“We should be delivering that anyway for our own patients so anybody whom we deemed
to be a risk or those who have symptoms, they would have a blood test anyway but those who walkin and want an appointment and who are not our patients, then ye,s we have sent them for blood
tests, because we are a level 2 service, so we can do the screening for that” –NHSGP2K

4.3.1.3 Implementation of RSHPPs at GP surgeries
The main theme addressed research objective one and comprised of sub-themes that emerged
from the data and a priori issues from the interview topic guide as shown in Figure 33 below.

The implementation of RSHPPs at GP
surgeries
RSHPPs based on
GP surgeries and
other venues

Factors that
encourage young
people to access
RSHPPs

Patients
referral from
other GP
surgeries

Reaching people
from BME and
other hard-toreach
communities

Involving
young people
to help in
design and
delivery of
RSHPPs

Creating
awareness of
RSHPPs

Figure 33: Emerged sub-themes from approaches to the delivery of RSHPPs

4.3.1.3.1 RSHPPs during the patient’s appointment based at clinics and other venues
During the patients’ appointments, patients come in for consultations and could access
reproductive and sexual health services based on their needs.
“Like whoever comes to me is sorted by me unless I cannot do it, but there is nothing I
cannot do in sexual... I told you about HIV services, we don’t provide HIV service, but we provide
other services, and we are...we do it ourselves” –NHSGP1P
“Well, the thing is all surgeries should be providing some level of sexual health
anyway, so for our patients, we are obliged to address their health needs including their RSH needs
based on our Service Level Agreements (SLA)” –NHSGP2K

4.3.1.3.2 Factors that encourage access to RSHPPs
Managers maintained that due to the many sexual and contraceptive services around the area,
young people had got choices of where to go and so do not necessarily have to go to a GP to
access services like condoms, STI screenings and other forms of contraception.
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“They have got the contraception clinic, they don’t need to see me, there are walk-in
clinics just one mile both sides-a mile, there is a walk-in clinic, so they can go there” –NHSGP1P
“Well, I think promotion, we need to promote it better, erm...and they don’t necessarily
have to come here, they might not want to come here to their GPs, there are other options” NHSGP2K

4.3.1.3.3 Referring patients to access RSHPPs by other GP surgeries
The GP surgeries can accept patients from surrounding areas that can self-refer themselves to
be treated by GPs carrying out RSHPPs. In some cases, the GP surgeries can signpost patients
to the main sexual health clinics for other specialist care.
“We do send some patients over to them based at Hillside Bridge. Patients can self-refer
themselves to services and can be booked into the service from Walk-in” –NHSGP1S
“Unfortunately, it’s not paper-based, it’s more verbal, so the patient is given probably
details from that GP, from another surgery, maybe given our telephone number and basically told
to ring this number” –NHSGP2K

In this instance, there are arrangements for GP surgeries within the area to book patients
directly to be seen by the consulting clinician based on some pre-arrange agreements.
“So, we have a cohort of surgeries that refer to us erm...they don’t exactly refer, but
they will just send the patient and give them our phone number, they book them, our patients come
here, the majority are own patients” –NHSGP2K

4.3.1.3.4 Reaching out to the BME and the hard-to-reach communities
This respondent advocated for a role within the voluntary sector to partner with local GPs and
CCGs to fashion out a potential collaboration to advance the work within RSHPPs.
“Voluntary sector organisations may have a role in it. CCG, working with CBO_Loc
could do better promotional work, I don’t think there is enough going on” –NHSGP2K

4.3.1.3.5 Involving young people in the design and delivery of RSHPPs
The GP surgeries, unlike the CBOs, did not have any formal mechanism for incorporating the
views of young people into the design of the RSHPPs. They, however, collate feedback on the
services, especially RSHPPs offered to young people.
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“We have feedbacks all the time, it’s a GP’s feedback like all...every month, there is friend
and family tests and individual GP feedback. It’s not only about sexual health; ‘cos am a GP as I
said, that is part of my job. So, we do feedback for everything, so I don’t take specifically for sexual
health” –NHSGP1P

In terms of incorporating feedback into existing RSHPPs, this manager noted that they planned
to formally engage with patients in future in the design and implementation of RSHPPs.
“Erm...no, we haven’t done that, but that is something we should be looking to do. That is
something we probably might do this year or maybe next year time… permitting’’ –
NHSGP2_Doctor

4.3.1.3.6 Creating awareness about the RSHPPs
In GP surgeries, patients and those who are referred to the RSHPPs from other areas already
knew about the service, and so there is little work regarding creating awareness.
“Patients can self-refer themselves to services and can be booked into the service from
Walk-in” –NHSGP1S
“I think people know that we have a level-2 service here, some surgeries do that, it just
depends on what they tell the patient which is not really in our control” –NHSGP2K

4.3.1.4 Future plans and new development
The theme addressed research objective one and consists of sub-themes that emerged from the
data and a priori issues that emerged from the interview guide as shown in Figure 34 below.
Future plans and new
development
Expand the capacity and
reach of the RSHPPs

Strategic targeting for
RSHPPs

No future plans for the
foreseeable future

Figure 34: Emerged sub-themes from future plans and new developments

4.3.1.4.1 Expand the capacity and reach of the RSHPPs
There was a need to expand the reach of the RSHPPs by addressing the referral mechanisms to
enable better reach and increasing the days of appointments offered to mainly young people
desire to access the RSHPPs.
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“Erm...we want to expand once we’ve got the referral mechanism promotional elements right,
then we could look towards growing, but at the moment, we only offer Thursday afternoons and Tuesday
afternoons” – NHSGP2K

4.3.1.4.2 Strategic targeting for RSHPPs
The need for strategic targeting for RSHPPs was advocated by this respondent as part of their
plans for future RSHPPs.
“Erm...I think we need to carry out more plans on it...I think what I mean by that is more
strategic targeting and I don’t think there is enough of that’’ – NHSGP2PK
4.3.1.4.3 No plans for the foreseeable future
This GP surgery offered an opportunity to amalgamate with other GP surgeries within the area
to provide RSHPPs to the local populations but declined due to staffing issues. They are content
with the provision of RSHPPs within the GP surgery with no motivation to undertake additional
commitments.
“No, I was offered to amalgamate more practices like we... No, I don’t want it at all, that’s what
they were offering me, not bidding for it but they were offering me new.., we are 12 surgeries within a
mile so there is Hillside already, so they were saying these 12 surgeries…why don’t you take referrals
or let the patients make their own?... it’s not a walk-in but patients come and book the appointments,
but I can’t cope so...I can’t, just what am doing is just for my level is okay’’ –NHSGP2K

4.3.2 Managers’ views on supporting health promotion workers (HPWs)
In relation to research objective two, details given here included strategies utilised to recruit,
train, and retain health promotion workers to implement RSHPPs for young people aged 1625 years. The main theme consists of sub-themes from the data and a priori issues captured in
the interview topic guide along with other emerged themes, see Figure 35 below.
Managers’ views on supporting health promotion
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Figure 35: Emerged sub-themes from supports available to HPWs
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4.3.2.1 Recruiting HPWs
Some of the responses include recruiting GPs via recruitment agencies or locums to carry out
the RSHPPs. In NHS_GP1, the Sole proprietress who is a GP herself deals with most
gynaecological and sexual health issues, however, GPs who are contracted to work for the
service as locums or through employment agencies can also deal with RSHPPs and related
services during consultations. For NHS_GP2, they relied on a cohort of a network of known
GPs to deliver the services when the need arises; this is aside from their GPs and other
healthcare professionals already providing RSHPPs for young people.
“We advertise, and we have interviews, and then we have DBS checks, and then we recruit
them. There are procedures, it has to be advertised, enough time has to be given for people to apply
and we have to have interviews with standard questions for everyone” –NHSGP1P
“Erm...the network we do internally, so we got, we know there is a cohort of GPs that
are trained to do sexual health and family planning, so if we need them, then we would call upon
them” –NHSGP2K

4.3.2.2 Skill mix of HPWs
Most of the GPs interviewed had got some level of experience and expertise in reproductive
and sexual health. With the main GP at the NHSGP1, being a qualified gynaecologist while
NHSGP2 has sexual health having a Diploma in the Family Planning and Sexual Health.
“For the sexual health service, we just have agency or locum doctors and the healthcare
assistants’’ –NHSGP1P
“Skill mix covers all areas of disease management, gynaecological issues’’ –NHSGP2K

4.3.2.3 Training and mentoring HPWs
The GP surgeries are responsible for ensuring that staff within their organisation have up-todate skills and experiences. Hence, staff are supported to attend skill development events such
as training to update their skills. In most cases, managers provided study leaves or day release
to their employees to attend training as well as providing funds to support training of staff.
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“Training and support on studies to update skills with payment made for study days’’ –
NHSGP1S
“The management lets me go on training days, they let me attend my appraisals with my
appraiser who we discuss what I’ve been doing in terms of my family planning. So, they want to
know the level of activity, any complications, what I am doing to keep up to date, making sure I
have my CPD points’’ –NHSGP2K

This manager maintained that GPs are responsible for their training and they can go on unpaid
days’ release to attend training and other career development events. However, healthcare
assistants and administrative staff are overseen by the GP surgery, their training and other
career development are supported and paid for by the GP surgery.
“I am not responsible for training any of the GPs or nurse or any of the clinical staff except
the healthcare assistants, am responsible for the healthcare assistants because I send them for
training, I send them for frequent training. I am responsible for the admin staff. I send them for
training to upgrade themselves but all the other clinical staff like the GPs, the nurses, they must be
responsible for their training. I just need their training updates every year, what training they have
done when I appraise them, but it is their responsibilities to do that’’ –NHSGP1P

4.3.2.4 Supports for the use of volunteers and peer educators
The use of volunteers within reproductive and sexual health is being described as problematic
because of the issues around privacy and confidentiality. The respondents noted that there are
less invasive roles within patient engagement champions in promoting sexual health
“We don’t use volunteers. I think that’s quite a personal thing; I don’t think...if I went
to a sexual health clinic, I don’t know why a volunteer would be helpful. Erm...it’s quite private,
they are already embarrassed, so to have somebody else there, I think it’s awkward, having an
assistant nurse is also awkward for these clients which we offer, because naturally, we need a
chaperone erm...but clients, patients find that quite awkward having someone else there other than
the lead clinician. So, having a volunteer around speaking to them, I think would be in my opinion
inappropriate. But I think there are roles for volunteers to promote sexual health and family
planning, but in the surgery, I probably would be wary because I think it’s taking the courage to
come in, in the first place” –NHSGP2K
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This respondent indicates that they utilised patient’s engagement volunteers and champions but did
not go further to explain how young people could benefit from it with RSHPPs at GP surgeries.
“Patient engagement volunteers and champions’’ –NHSGP1S

4.3.2.5 Promotion and rewards for HPWs
Respondents did not explicitly discuss promotions and reward systems but mentioned that there
are opportunities available for people to progress in their career aided by supportive
management policies.
“So, I find that the managers and the partners are very supportive, and they want staff to
develop professionally, it’s just dependent on the individual’’ –NHSGP2K

The GP surgery plans events where staff can get together from time to time to celebrate and
recognise good practices.
“We have always had a get-together, we have a monthly meeting every month,
everyone can say what they like, we organise parties at Christmas, and we have one at the end of
April like the financial year ends in March and April... we have’’ –NHSGP1P

4.3.3 HPWs’ experiences and views of the design, implementation, and engagement of
RSHPPs for young people
The findings addressed research objective three, and it explored the views and experiences of
HPWs relating to RSHPPs for young people using interviews and documentary evidence.
There are six main themes from the interviews just like that of the CBOs interviews, although
there were slight variations in some of the themes because of the service settings – clinic and
outreach community settings. The main themes include insight into the organisation,
description of RSHPPs, other approaches to service delivery, management incentives and
support available to HPWs and gaps in the provision of RSHPPs. The excerpts of the interviews
from the GP surgeries are provided below, which provides details of their understanding of the
designs and implementation of RSHPPs and highlight their experiences of the service. The
excerpts of the interviews provided below may seem to be a biased selection from the vast
amount of evidence generated from both documentary evidence and the interviews, these
responses, however, includes the most common and unique responses as emphasised by the
HPWs.
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4.3.3.1 Insight into the organisations
The theme above consists of sub-themes emerging from the data and other a priori issues
captured in the interview topic guide, see Figure 36 below.
Insight into the organisation
Roles with the
organisation and
what it entails

Time at the
organisation

Qualifications
needed for the
role

Experience of
the current
service

Figure 36: Emerged sub-themes from insight into the organisation

4.3.3.1.1 Roles and time spent with the organisation
Table 14 below indicates that four HPWs (two general practitioners, one nurse and one
healthcare assistant) took part in the interviews from the two GP surgeries in Bradford. The
time they spent at the organisations ranges from six months – eight years.
Table 14: Background information on HPWs – GP surgeries

HPWs

Roles within RSHPPs Time at the organisation

NHSGP1M

Sessional GP

NHSGP1A

Information
and Six months
treatment of STIs,
smear
tests
and
contraception.

NHSGP2Si

Assist in the clinic Eight Years
working under senior
healthcare assistant,
nurse and GPs

NHSGP2As

Long-term
locum Seven months
doing one day a week.

Two years

4.3.3.1.2 Qualifications of HPWs
Regarding qualification, two of the HPWs from the GP surgeries had medical degrees while
the healthcare assistant had some qualifications that enabled her to perform her roles. The nurse
had a degree in nursing with sexual health qualifications.
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4.3.3.1.3 Experience of the current RSHPPs
The two GPs, a nurse and a healthcare assistant relayed their views and experiences of working
for the organisation and the provision of RSHPPs.
“I have had a lot of experience not within the Bradford Deanery but as part of my
training to become a GP. I did a 4-month course in the community sexual health, community
Women’s Health, I should say. So, that involved doing sexual health clinics in the community
and also GUM clinic as well, hospital-based GUM clinics. One as a GP, I dealt with few sexual
health problems myself, and as a GP trainee during my attachment at Community Women’s
Health, I saw lots of 16-25 years old for contraception advice, for sexual health advice for
treating sexually transmitted infections” –NHSGP1Ms
People of all ages are booked into the services from all areas of Bradford because of the
working agreement the GP surgery had with a major provider within the Bradford area.
“We have patients that come in from erm...all areas of Bradford. It’s not just our
practice that books the appointments, they are booked from CBO_Loc or other surgeries book
their patients into our clinics. It’s not a work-in service, erm...so they would have to arrange
for an appointment before they do come in but from my...from when I started work, there is a
whole range of ages, it’s not young people’’ –NHSGP2Si
Regarding views of the service, the healthcare assistant felt that they are providing excellent
services as appointments are usually fully booked.
“It’s good, I mean obviously all our clinics are fully booked, there is hardly ever any
em...appointments that are not taken, so obviously, it’s a service that is in demand, and
although we are not the only ones that provide the service in the area, there are other surgeries
as well, but it’s always fully booked’’ –NHSGP2Si
“We deal with it in-house in the GP surgery. So, the patients presented to me so I will
do contraception advice, counselling and I will then prescribe contraception pills. If they come
in with sexually transmitted infections, then I will refer them to the sexual health clinics’’ –
NHSGP2A
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4.3.4 Description of the RSHPPs
This theme consists of the sub-themes that emanated from the interview and other a priori
issues
captured
in
the
interview
guide,
see
Figure
37
below.
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young people to access
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RSHPPs

Evaluating the
RSHPPs

Figure 37: Emerged sub-themes from the description of RSHPPs

4.3.4.1 Demography of GP surgery areas
This surgery area is populated mainly by people from Asian heritage with few native British,
Eastern European and pockets of people from other minority ethnic affiliations. This presents
its challenges as enumerated by this respondent.
“Most of the population is Asian, and generally, I come across only male patients,
you know, which sometimes present with symptoms suggestive of, you know, STIs, and we
signpost them. Generally females don’t...you know, tend to come to male doctors in this
community and that we can say is part of cultural issues and prefer to go to the female doctors
but few of them you know...local British population if they come to us, we provide them with
detailed information about what sort of infections they can get and what screening services are
available and where to go and how to access all these services. Very little from the Eastern
European and maybe few from Europe, but mainly Asian populations “–NHSGP1Ms
Similarly, because the second GP surgery is located around the University and close to the
town centre, the patient population is more cosmopolitan and reflects a cross-section of the
Bradford population. Patients from other neighbouring GP surgeries can also use the RSHPPs
based on some working agreements among the GP surgeries and funders.
“We have patients that come in from erm...all areas of Bradford. It’s not just our practice
that books, the appointments, they are booked from CBO_Loc, or other surgeries book their
patients into our clinics’’ –NHSGP2Si
4.3.4.2 Important features of the RSHPPs
HPWs from the two GP surgeries just like those from the CBOs considered various features as
necessary in the provision of RSHPPs in clinical settings.
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“The important features I think are 1, erm...availability of clinics at various times
during the week and weekends and erm...I think it’s important to be staffed by not just nurses
but also doctors with specialist interests in sexual health services as well’’ – NHSGP1Ms
“It’s knowing the patients, sometimes they come in just for advice, they are unsure
and then just informing them of all the different options that they have and sometimes booking
them in again, so they...you know after they made their mind up, so just giving them as much
information as possible, helping them you know, decide what they need’’ –NHSGP2Si
Availability of clinics at various parts of the city is considered a plus as it enables young people
from different areas to access the service. This made it easier for the GPs to refer complicated
cases to those services.
“Erm...within the GP setting...hmmm, I think so far, as far as I know in Bradford,
they have got various clinics. So they have got one main centre near Little Horton Lane,
actually, I can’t remember where it is now but I am presuming they have got other centres that
are maybe...other clinics that are maybe… around Bradford, and are attached to GP surgeries
that they might come along sometimes in the evening and do that. I don’t know if they do but if
they do, that’d be quite helpful as well. So, they have got various clinics at different parts of
Bradford, not just in one centre’’ –NHSGP2As
4.3.4.3 Factors that encourage young people to access RSHPPs
Young people will engage with RSHPPs when they are informed about what is available and
how they could access such services.
“We explain to them that if we catch this infection early and if they go for
prevention of these infections by safe practices...you know, that would be having a good impact
on their health’’ –NHSGP1Ms
Within the GP surgery settings, offering a second appointment may help a nervous young
person make up their mind on the uptake of the RSHPPs.
“We have many patients that come in and are quite nervous, to begin with, you
know, they are not calm, they don’t know what to expect even though they may have been
before, maybe it’s something different, a different procedure that they have come for or they
are wanting advice on something else, so when the doctor is having her 1:1 with the patient,
she just make sure they are calm before they proceed erm...before any procedure carry on as
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they make sure they are comfortable if not we always do a first, second appointment where
they can come back, they can think about it and sometimes they do come back, sometimes they
change their mind’’ –NHSGP2Si
Securing the trust of young people will go a long way in the way they engage with the RSHPPs
and HPWs.
“Trust, I think many girls come here erm...so I do say to them that you know, it’s
confidential whatever you say won’t be shared with anybody else, but I think there's still that
bit of concern if it is an Asian Nurse or Muslim, nurse. They will be like ‘shall I tell her, shall
I not tell her,’ so there is that bit of concerns… a lot of girls are coming ...’ no we don’t have
a boyfriend, we don’t...am not sexually active,’ but they are sexually active because they are
coming for a pill, the morning after pill, they are coming for some other things as well, so...’’
– NHSGP1Ab
Even within the GP surgeries, other services are offered to people (meaning that young people
coming in are not necessarily accessing RSHPPs).
“So, it’s a great help that there is not just this service that’s offered at this practice, we
offer many more services so erm...if there is a patient that is coming in or something, it doesn’t
mean that they have attended just for that thing’’ –NHSGP2Si
This respondent noted that they have the responsibility to promote RSHPPs to their patients so
that they know the options available in other areas.
“Well, I think promotion, we need to promote it better, erm...and they don’t necessarily
have to come here, they might not want to come here to their own GPs, there are other options’’
– NHSGP2Ab
4.3.4.4 Creating awareness about RSHPPs
Awareness of the RSHPPs can be created through various avenues especially at GP surgeries,
young people who needed specific services are being signposted from various agencies that
meet young people’s RSH needs.
“One of them is patient education, so you need to let them know about what’s
available, what available resources are, so that would be done by flyers, posters ...adverts...as
well’’ –NHSGP2As
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“So probably again, the same posters and things that signposted should be at GP
surgeries as well telling patients they can access sexual health services, yea’’ – NHSGP1Ab
Creating awareness about the RSHPPs by this respondent can be by going through local NHS
Trusts or at schools.
“But as awareness campaign are going through local Trusts are advertising, you
know, and people are...young people are getting an education in the schools and colleges
levels, you know, I think there is increasing awareness amongst …you know, young people and
things are moving in the positive direction” NHSGP1Ab
Posters and leaflets can be essential tools in creating awareness about the RSHPPs when
patients from other surgeries are booked into the services as part of an on-going working
agreement with a local provider.
“We have posters and leaflets at the surgery and then like I said, it’s not just our
patients, its other practices and xxxLc that books patients into the clinic and so I don’t know
how they’ve made patients aware that the service is available but our practice is through
leaflets, posters’’ –NHSGP2Si
4.3.4.5 Evaluation of RSHPPs
The evaluation of the RSHPPs was provided as part of the general service evaluation by
patients known as the family and friend test to enable service providers to understand how they
are meeting patient demands.
“We have feedback all the time, it’s GP feedback like all...every month there is friend and
family tests and individual GP feedback. It’s not only about sexual health, ‘cos am a GP as I
said, but that is also part of my job. So, we do feedback for everything, so I do take specifically
for sexual health’’ – NHSGP1Ab
This respondent noted that the need to maintain the standard of care around RSHPPs is
necessary and were required to provide the evidence during the audit of their services.
“Yes, we have an agreement to make sure we are maintaining standards we have to
keep giving them evidence that, we do audits and all that’’ – NHSGP1Ms
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4.3.5 Other approaches to implementing RSHPPs for young people at clinics
This main theme consisted of other sub-themes that emerged from the data along with some
other a priori issues that were dealt within the interview guide, see Figure 38 below.
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Figure 38: Emerged sub-themes from encounters with young people in clinics

4.3.5.1 Mode of access to RSHPPs
Young people can access RSHPPs through various routes. Most young people are registered at
the GP surgeries and can often access RSHPPs as part of their GP consultations. This can be
through booked appointments; however, patients from other GP surgeries can be booked into
the service.
“All the appointments are booked in advance; there are no appointments that are
booked a day before or anything patients that come from elsewhere they are given the address
when they book in and then as well as the text message. “We do get people ringing up as well
asking to book in and erm there are people that come via walk-in. We don’t offer the walk-in
service; we will inform them of the times they can book in and how the service works’’ –
NHSGP2Si
“I mean as a GP all youngsters who come to us with any symptoms or any history
suggestive of a risk of getting sexually transmitted infections, we offered them usually very
basic screenings at the GP surgery. You know like we can offer triple swabs, we can test for
chlamydia and most of them we signpost them to sexual health clinics in the city so that all
those tests would be completed under one roof, and you know they can be followed up
appropriately.’’ –NHSGP1Ab
There are situations where the midwife offered advice to new mothers on family planning and
make referrals to RSHPPs in the locality of the young person.
“Erm...once a patient has delivered a child, the midwife does give them advice
about where family planning, sexual health services, where the closest ones to them are and
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what they can book in for, and we do get a lot of patients that come in that have just delivered,
and that are looking to obviously looking for information you know advice from the GP about
what they can have done” –NHSGP2Si
4.3.5.2 Managing difficult situations around safeguards during RSHPPs
The issues of child sexual exploitation are often encountered during the consultation, which
presents HPWs with difficult choices on how to approach this with referral to safeguarding
being the most plausible alternative.
“And there is a lot of within the ethnic minority, there is a lot of erm...you know I don’t
know how to say it, you know these people that are having sex with older men, you know 15
years, obviously we do need to look out for, so I do look out for a young girl having sexual
contact outside... referred to adult safeguarding...so erm...she is nearly 16 now, so the Lead
Nurse for adult referral was made aware, and then they took it from there’’ – NHSGP1Ab
There are circumstances where sensitive issues are uncovered during the consultation and the
need for the GP to refer to specialists or third-party agencies to safeguard the young person
where safeguarding risk assessments can be undertaken.
“I mean...in terms of what all the patients should know that 99.9% of sexual health
problems are completely confidential, but there are sometimes we might have to discuss sexual
health things with social workers you know like female genital mutilation (FGM) and things
like that’’ –NHSGP2As
4.3.5.3 Access to details of consultations from other RSHPPs providers
Just like feedbacks and evaluations are conducted during and after RSHPPs by CBOs, the
details of young people’s consultations at other RSH services may not be shared with the young
person’s GP surgery.
“A lot of the time we don’t get any information as GP either, so sometimes as
patients might not want the GP to know, so as long as they know when they go to these clinics
their records are held at the sexual health clinic, and they won’t come to the GP surgery either
if it is not relevant’’ –NHSGPAs
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For young people who attended sexual health clinics at settings, not within their GP surgeries,
details of such consultations are made available to their GP surgeries in exceptional
circumstances.
“Erm...we don’t get any letter from sexual clinics. The only time we might get
something is if for example contraception – so if someone starts the contraceptive pill, we need
to know about that if they are on medication. So, if they got sexually transmitted infection, a
lot of the time we might not know about it, especially in GUM clinics’’ –NHSGP2Ab
Most certainly where cases of abuse are suspected, then the HPWs are mandated by law to
disclose their concerns for further investigations.
“Yes, it all depends on you know the age group and their past problems. You know if
somebody between 15, 16, 15-25 have got any disability and they come with any type of this
case where you know that raises any suspicion we immediately involve the local interdisciplinary teams and make appropriate reference but if somebody just comes with routine
complaint and the history, we treat them and signpost to specialist clinics’’ –NHSGP1Ms
4.3.5.4 Strategies used to reach out to the hard-to-reach
The need to reach out to the hard-to-reach segments of the community for RSHPPs was advocated
for by this respondent but there is no clear way of knowing how this can be achieved.

“I think we need to reach out to the wider population, maybe the hard-to-reach
population. So, we are working on engaging on that at the moment, erm...we don’t really know
how we are going to do it, but we are looking to sort of reach out to these people’’ – NHSGP2As

4.3.6 Management incentives and supports for health promotion workers
This theme consists of sub-themes that emerged from the data and other a priori issues captured
in the interview guide, see Figure 39 below.
Management incentives and supports for health promotion
workers
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Figure 39: Emerged sub-themes from supports available to HPWs
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4.3.6.1 Mentoring and other supports from managers and experienced staff members
Staff members often benefit from the wisdom and experiences of managers and other
experienced employees within the GP surgeries on complex issues that might arise during their
work.
“For whatever reason then, I can always go on the phone and speak to one of the
nurses that work at the sexual health clinics. So, we’ve got that if we ever needed it, I could
phone them, and we can go over that on the phone’’ –NHSGP2Ab
“The management you know obviously give us open access for the appointments, we
can arrange for more appointments for these patients, we can perform further investigations
baseline if patients don’t want to go to the sexual health clinic…management is supportive” –
NHSGP1Ms
4.3.6.2 Provision of training and other career development opportunities
The GP surgeries dedicate a certain amount of their budgets to training their staff to help them
acquire new skills and knowledge acquisition.
“Yes, they do spend, I think some budget on training healthcare professionals for
local and there are some courses available which if somebody wants to enhance their skills
and knowledge, they can attend those courses” –NHSGP1Ms
“We have annual training erm...not just only for this clinic but just overall,
erm...everybody in the surgery, have the annual one and any other training what we need to
go on we are...the options are always there if we want to go on any training we can bring that
up and they always happy for us to go’’ –NHSGP2Si
4.3.6.3 Promotion, incentive and other reward systems
Respondents became philosophical and felt that they derived satisfaction by offering succour
to the sick and less concerned with any extra material benefits apart from their salaries.
“No, there is no reward system as far as the NHS is struggling to cope financially
but the reward is you know satisfaction as a doctor that you have made a difference in
somebody’s quality of life and erm...trying to you know make them aware about different
aspects of these infections and the effect on their life’’ –NHSGP1Ms
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There are opportunities for staff to advance their career prospects if they undertook specific
training and courses.
“I mean if you do want to work your way up, you obviously have to do certain
courses to obviously develop in your role, erm...but there is only so much that you can...” –
NHSGP2Si
“I suppose...they have said to me if I did more training, my wage will go higher in a few
years’ time. So, the more you train, the more qualified you are so they have to put your wage
up’’ – NHSGP1Ab
As a way of incentive, the GP surgery organised get-together including parties and Christmas
dinner for their staff members.
“Yea, we have, we have erm...we have parties, we have Christmas dinner here at
the practice and you know if we hit our targets and everything you know we will have a meal
out, so we do get together out of work as well, so we do have that’’ –NHSGP2Si

4.3.7 Barriers to the design, implementation, and engagement of RSHPPS for young
people
This main theme consists of sub-themes that emerged from the interviews and other a priori
issues capture in the interview topic guide, see Figure 40 below. The barriers that work against
the design implementation and engagement of RSHPPs for young people could be
organisational, structural, policy-related, and young people’s concerns about aspects of
RSHPPs just as in case study one. The findings relate to the views and experiences of managers
and HPWs and provide an account of what they considered to act as barriers to the design,
implementation, and engagement of young people with RSHPPs and addresses research
objectives one and three.
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Figure 40: Emerged sub-themes from barriers to the design, implementation and engagement of RSHPPs for young
people

4.3.7.1 Factors that discourage access to RSHPPs – views of managers
Factors that discouraged young people from accessing RSHPPs was organisational and
personal as explained by managers and senior personnel of the GP surgeries, as depicted in
Figure 41 below.
Factors that discurage access to
RSHPPs
Personal factors and
cultural factors

Organisational factors

Figure 41 Factors that discouraged access to RSHPPs- views of managers

4.3.7.1.1 Organisational factors
The fact that fewer clinicians are available made it hard to adequately address the schedule
needs of young people as the RSHPPs is infrequent.
“The need to be more...we need more clinicians who can work here to provide more
than two days of sexual health here and maybe even think about expanding it to evenings and
weekend. Unfortunately, we can’t just have a walk-in clinic’’ – NHSGP1Kp
The view of this respondent was that there were no perceived barriers to young people
accessing RSHPPs at her GP surgery.
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“There is no barrier. It’s advertised everywhere, sexual health and contraception, it’s free,
you come and book an appointment, so it’s ...there is no barrier at all. Anyone can come and book.
It’s for both of us, me and my neighbouring clinic’’ –NHSGP1Pn

4.3.7.1.2 Personal factors and cultural factors
This respondent observed that issues around taboos and young people being afraid of what they
might be confronted with during consultation could deter them from coming forward to
accessing RSHPPs.
“Embarrassment, the taboos, not knowing, so they are not informed, or they don’t know
about it in the first place’’ –NHSGP2Kp
Regarding family members influencing the access to RSHPPs for young people, this family
responded below.

“Yes, they could have, but I have lots of young people, they are 13 years old, 14 years old
they have come with their mothers we do have them...so it's patient’s choice wherever they
want to go they can go’’ – NHSGP1Pn
4.3.7.2 Factors that discourage young people from accessing RSHPPs – views of HPWs
The factors that discouraged a young person from accessing RSHPPs can be organisational,
cultural, and personal as shown in Figure 42 below.
Factors that discurage access to
RSHPPs

Personal and cultural
factors

Organisational factors

Figure 42 Factors that discourage access to RSHPPs – views of HPWs

4.3.7.2.1 Organisational factors
If the days and timing of RSHPPs are not right to meet the schedules of young people, then
they are unlikely to engage.
“Sometimes, you may find that days are not suitable, erm...the other thing is that we
only do the clinic once a week on a Thursday which is something that may put patients off
because they may not be able to attend on that day, which is obviously something we are
working on” –NHSGP2Si
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The inability of certain young people to understand the English language was noted as a factor
that discourages access to RSHPPs as indicated in the transcript below.
“Language is a big barrier...language is a barrier. I find it a big issue, the language
barrier. We have got Language line, and sometimes I tried my hardest to make them
understand, give them leaflets to take home to get somebody else to read for them’’ –
NHSGP1Ab
4.3.7.2.2 Personal factors
Male young people would prefer to be seen by male GPs and vice versa, which might
discourage them from accessing RSHPPs because they felt embarrassed to consult a GP of the
opposite gender.
“Maybe...we don’t have a lot of males that come in, it’s mostly females. We have had
the odd ones or two males that do come in, maybe it’s because it’s a female GP or you know
it’s not...we don’t see a lot male that comes in for screening or advice, so maybe the reason
why they get put off is because the GP is female, I don’t know. Erm...or maybe they just find it
embarrassing compared to women they are more open, you know they would come in, and they
would give history, whereas it comes across as in when a male comes, they are quite hesitant
when you ask them what they are here for and...’’ –NHSGP2Si
4.3.7.2.3 Cultural factors
Accessing RSHPPs by young people from ethnic minority background is still considered a
taboo as they are not expected to be having sex until they are married.
“Some refuse because they are in denial of ...because they are an ethnic minority; there
is a big issue around ‘no sleeping around.’ It’s such that it’s about hard for… I think to get to
an ethnic minority but ...sexual health...there needs to be more work to be done there. Cos, a
lot of young girls, don’t want to admit they are sexually active ‘cos obviously they are Muslims,
they are not meant to be sexually active, so there is the concern about that. I think there is a
concern because they are passing probably chlamydia to other men and men are passing it to
their women and it just goes around in a circle isn’t it’’ – NHSGP1Ab
For some females from specific ethnic minority groups wrongly believed that taking part in the
smear test might make them lose their virginity and this discouraged them from accessing the
service.
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“A lot of girls don’t want to do smear tests,’ cos they are not married. That’s a big
issue in the ethnic minority setting, ‘cos they have got the things about the break of virginity
that is a big issue’’ – NHSGP1Ab
4.3.7.3 Gaps in the existing RSHPPs – views and experiences of managers
This theme consists of sub-themes emerged from the data and a priori issues captured in the
interview guide, see Figure 43 below.

Gaps in existing RSHPPs- experiences and views of
managers

Gap in staffing

Less dedicated clinics
due to inadequate
capacity

Difficulties getting
volunteers and peer
educators

Limited HIV
services

Figure 43: Emerged sub-themes from gaps in existing RSHPPs

4.3.7.3.1 Gaps in staffing
Managers were unanimous in saying that the lack of workforce and staffing capacity is the
main gap in the provision of RSHPPs within their setting.
“The Commissioners are aware, there are no staff. You can’t do something without people
working, they have just opened three hubs for contraception, they are so understaffed, they are not
able to cope, that’s why we are doing it for them like we...I don’t need to do contraception, I can
send all of them to the hub and ...but all the female GPs in the district are doing it just to help. They
don’t have staff that will, they want us to work in those hubs, but I have no time to go and work in
the hub no staff at all’’ –NHSGPKp
“The need to be more...we need more clinicians who can work here to provide more

than two days of sexual health here and maybe even think about expanding it to evenings and
weekends. Unfortunately, we can’t just have a walk-in clinic, it doesn’t work’’ – NHSGP1Pn
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4.3.7.3.2 Less dedicated RSHPPs clinic due to inadequate capacity
Practitioners complained of less dedicated clinics that could exclusively tackle reproductive
and sexual health issues.
“Less dedicated clinics for contraception and sexual health. Less capacity and GPs’’ –
NHSGP1Sp
“We don’t have any nurse practitioners that can provide family planning, no. We did, but
we don’t have one now’’ –NHSGP2Kp

“There is no capacity, how can the capacity be here...we are small a practice, I am
single-handed, I’ve got locums working for me, they are all men and I have to do sexual health,
the capacity for sexual health will never increase more than this. The commissioners are
aware, there are no staff. You can’t do something without people working, they have just
opened three hubs for contraception, they are so understaffed, they are not able to cope, that’s
why we are doing it for them’’ – NHSGP1Pn
4.3.7.3.3 Difficulties engaging volunteers and peer educators in RSHPPs
The private nature of accessing reproductive and sexual health services at GP surgeries makes
using volunteers and peer educators within the setting impracticable.
“We need more clinicians who can work here to provide more than two days of
sexual health here and maybe even think about expanding it to evenings and weekends.
Unfortunately, we can’t just have a walk-in clinic, it doesn’t work’’ – NHSGP1Pn
4.3.7.3.4 Limited HIV services
The lack of capacity and resources meant that HIV services are limited to mere referrals to
other well-established services.
“HIV, we are not providing because that needs a lot of counselling, and I don’t have
the time to do it. I... if anyone, wants to screen for that, I send them to a sexual health clinic, I
don’t have the specialist clinic’’ – NHSGP1Pn
“People do come for HIV testing and I signpost them, I send them to the right place’’ –
NHSGP2Kp.
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4.3.7.4 Addressing the gap in the provision of RSHPPs – Managers
In terms of addressing the gaps in provision, the respondents felt there is the need to have more
centres and venues where young people can come in to access RSHPPs. They expressed the
need for more staff to be trained especially nurses to be up skilled to provide some of the
relevant services, see Figure 44 below.
Addressing gaps in existing RSHPPs- experiences and views of
managers

More HIV services

Getting trainee
nurses upskilled

The roles of
The need for dedicated
clinics and better referral volunteer sectors in
RSHPPs
mechanisms

Figure 44 Addressing gaps in the provision of RSHPPs – managers

4.3.7.4.1 More HIV referral centres
The need for more HIV referral centres was observed to be provided in order to cope with local
demands.
“I will just say that we need more condoms centres, we need more HIV centres. HIV at the
moment there is only one referral centre, The Trinity Centre that’s near St. Luke’s where you can
have HIV tests. Bradford is a huge area, so we need at least 3 centres to do HIV’’ -NHSGP1Pn

4.3.7.4.2 Getting trainee nurses upskilled in RSHPPs
The need to upskill trainee nurses in RSHPPs to help address skill shortage and address gaps
in the workforce.
“The trainee nurses they are trying to get the nurses up-skilled. There are no nurses for the
normal work’’ NHSGP1Pn

4.3.7.4.3 The need for dedicated clinics and better referral mechanisms
The need for dedicated clinics offering RSHPPs and better referral mechanisms would help
make RSHPPs more accessible.
“Get more dedicated patient clinics relating to contraception and sexual health, to get
salaried GPs that would be interested in taking up the role and recruiting more nurses’’ –
NHSGP1Sb

253

Better referral mechanisms according to this respondent would help address that gap in the
service.
“Erm...I can’t say anything about nationally, I don’t know enough about nationally, but within
our Practice, I have already stated that we need a better referral mechanism; we need to make
people more aware of us’’ –NHSGP2Kp

4.3.7.4.4 The role of volunteer sectors in RSHPPs
The need for volunteer sector participation in promoting reproductive and sexual health was
advocated by this respondent.
“Voluntary sector organisations may have a role in it. CCG, working with xxxLc could do
better promotional work, I don’t think there is enough going on’’ – NHSGP1Pn

4.3.7.5 Gaps in existing RSHPPs- experiences and views of HPWs
This main theme consisted of sub-themes that emerged from the interview and other a priori
issues captured in the interview topic guide, see Figure 45 below.
Gaps in existing RSHPPs- experiences and views of HPWs
Inadequate staff and
workforce

Limited access and
reach of RSHPPs

Limited of HPWs

Limited
knowledge of
available RSHPPs

Figure 45: Emerged sub-themes from gaps in existing RSHPPs

4.3.7.5.1 Inadequate staffing and workforce
Lack of adequate staff and workforce to deliver RSHPPs was identified as some of the gaps in
the provision as it limited the number of young people that could be seen by healthcare
professionals.
“We have few GPs that could do the clinics, and there is lack of knowledge of the
provisions available’’ –NHSGP2Si
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4.3.7.5.2 Limited access and reach of RSHPPs
As a fall out from the former sub-theme above, lack of qualified healthcare professionals leads
to limited appointments available to young people who wanted to access RSHPPs.
“The gaps, first of all, you know everybody is struggling with appointments, you
generally know these young people if they want to access the healthcare services, sometimes
they don’t feel comfortable discussing all this with the receptionists because they have to go
through 100s of questions before securing 10 minutes’ appointments. That is the first you know
hurdle; the second thing is that you know even if they get the appointment, sometimes they
don’t get all the screening tests done at local GP surgeries which I think you know is another
gap’’ –NHSGP1Ms
“Gaps...there is just not enough CaSH clinics really, I think we should have more
CaSH clinics, maybe have in surgeries so that people can come in, young, young people can
come into CaSH clinics. You know, that is what I think they should do really, days, alternate
days in other places’’ – NHSGP1Ab
4.3.7.5.3 Limited training of HPWs
There is a gap in training available for HPWs especially doctors and GPs to deal with certain
sexual health problems.
“Erm…from contraceptive point of view, we know how to start contraception, from the
sexual health point of view, a lot of the GPs might be uncomfortable treating sexual health
problems because they have not done so before’’ – NHSGP2As
4.3.7.5.4 Limited knowledge of available RSHPPs
This healthcare professional discussed the existence of vast gaps in knowledge on the part of
healthcare professionals on the various services available within the local community.
“To be honest with you a lot of GPs don’t know the actual provisions, we all know
that there is a sexual health service but we don’t know what the services are and where they
do it and where the clinics, so even educating GPs about what precisely the sexual health
service does, where the clinics that might help as well. I only know of one clinic, St Martins it
is called I think...St. Martins...no, not St Martins...it’s near Little Horton, isn’t it? I think near
the city centre, I know the sexual health clinics are based there, I don’t know of anywhere else’’
–NHSGP2As
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4.3.7.6 Addressing the gaps in RSHPPs – HPWs’ views and experiences
The healthcare professionals noted that identified gaps in the provision of RSHPPs should be
adequately addressed to design and provide effective RSHPPs to young people in the
community. Allocating funding and resources to local practices to support training and
education of healthcare professionals could help address the gaps in knowledge, other
discussions are provided in Figure 46 below.
Addressing gaps in existing RSHPPs- experiences and views of HPWs

Increased access to
training

Adequate opening
times

More dedicated and
specialised provision of
RSHPPs

Figure 46 Addressing gaps in the provision of RSHPPs

4.3.7.6.1 Increased access to training
Adequate provision and increased access to training for HPWs would address the gap in
knowledge and awareness of other RSHPPs provision in the community.
“Yea, first of all, they increase in more courses and some you know more funding
to the local practices so that they can provide more training to the healthcare professionals,
and they can provide paid courses, they can run designated clinics, drop-in sessions only for
sexual health’’ – NHSGP1Ms
“I think more education events from the local sexual health services that would
help GPs to …you know lectures or seminars about common presentations of sexual health
issues and what to do in GP surgeries and what sort of education to give. Yea, I think the GP
surgeries or local sexual health department get seminars going at the local hospital at BRI
over the years... they’ve got several lecture theatres. So once or twice a year they can do talk
about sexual health and how to treat common sexual health conditions that occur’’ –
NHSGP2As
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4.3.7.6.2 Adequate opening times to increase appointments
There is the need to make appointments available throughout the week to enable young people
who might not be able to attend RSHPPs on a particular day to visit the clinic at a later day.
“There is a need erm...because there is only one day that is offered throughout the
week and we have noticed that there are patients that obviously are not able to attend on that
day, there is the need for us to have a clinic on another day. They don’t have the choice of
booking in on any day of the week like a normal GP appointment. So obviously if somebody is
working or is unable to attend on that day, then they would have a choice’’ –NHS1GP2As
4.3.7.6.3 More dedicated and centralised provision of RSHPPs
The need for a specially dedicated and centralised provision of RSHPPs for young people
would enhance referrals to relevant providers.
“I think yea, I think so, but having said that it would require further resources and
financial implications will be there, because if we are at specially designated clinics where we
provide anything in a centralised service, so we can make referrals to those services to see
them’’ –NHSGP1Ms
4.4 Summary of chapter
This chapter presented the findings from case studies 1 and 2. The discussion focused on the
views and experiences of managers and HPWs from four CBOs and two GP surgeries. It was
structured around the facilitators and barriers to the design, implementation and engagement
of RSHPPs for young people. Using interviews and documentary evidence, the two case studies
explored the organisational, structural and contextual factors that contribute to the design,
implementation and engagement of RSHPPs for young people.
While managers and senior personnel from the two case studies provided insight into the design
and implementation of RSHPs for young people, HPWs detailed their experience of the
engagement of RSHPPs for young people aged 16–25 in both outreach and clinical settings.
The need for RSHPPs that are accessible and confidential and meet the needs of young people
was stressed by managers and HPWs. This chapter also explored the barriers to accessing
RSHPPs for young people and included the factors that discourage young people from
accessing RSHPPs and how they could be addressed. Other areas explored in this chapter
included the gaps in the provision of RSHPPs and the steps needed to address them. Plans for
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development of RSHPPs were also explored, part of which addressed the issues of access and
some of the gaps highlighted by managers and HPWs.
The next chapter presents the cross-case analysis and compares the similarities and differences
in the design, implementation and engagement of RSHPPs for young people between the two
case studies.
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Chapter 5: Design, implementation and engagement of RSHPPs for young people: A
cross-case analysis
5.1 Introduction
Chapter 4 presented the qualitative findings from case studies 1 and 2. A cross-case analysis
was undertaken to compare the design, implementation and engagement of RSHPPs for young
people and other features of the two case studies to explore the context of RSHPPs in a reallife situation. Cross-case analysis presents the synthesis of the findings from case studies 1 and
2 by aggregating the themes and concepts from the two case studies into themes that act as a
framework, which enables a comparison of the features in the two case studies, including the
organisation, structure and context of the design, implementation and engagement of RSHPPs
for young people.
5.2 Cross-case analysis of the design, implementation and engagement of RSHPPs for
young people by CBOs and NHS-GP surgeries
Tables 15a and 15b below provide a summary of the organisations in case study 1 and case
study 2, respectively. This indicates the characteristics, organisational structures, RSHPPs
settings, partnership arrangements for RSHPPs, RSHPPs provisions, types of the workforce
and support available for HPWs. The chapter provides a comparison of the findings from case
studies 1 and 2 to explore similarities and differences in the structural, organisational and
contextual factors associated with the design, implementation and engagement of RSHPPs for
young people. The cross-case analysis followed the same pattern developed in a case study
analysis into the investigation of lethal violence in schools in the United States by the National
Research Council and the Institute of Medicine (2003) and a comparative prospective case of
the process of planning and implementing GP services in primary care organisations in England
and Wales by Pinnock et al. (2008). As described in Chapter 2, Riley et al. (2003) also
undertook a case comparison to explore the structural, organisational and contextual issues
regarding the implementation of health promotion programmes in Ontario, Canada. Following
the presentation of every single case, they compared all the cases with broadly merged themes
to ultimately address their research objectives and, based on the literature, to enable the
theoretical generalisation of the cases. For the current research study, the unique features of the
organisations in case study 1 and case study 2 were also displayed in Tables 15a and 15b in a
format like within-case analysis, which was explored in Chapter 4. The tables were designed
to show features that are common to organisations in the case studies, for instance, themes such

259

as partnership arrangements, local health priorities and target participants, with full details
provided above.
For the current research study, three research objectives were addressed in both case studies
(see section 1.5.3), which consisted of themes that were aggregated from the qualitative data
(interviews and documentary evidence). A total of five themes were derived from the synthesis
of the findings from case study 1 and case study 2 under the facilitators of the design,
implementation and engagement of RSHPPs for young people, while one theme was derived
from the barriers influencing the design, implementation and engagement of the RSHPPs for
young people from case study 1 and case study 2.
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Table 15a: Summary of case explanation from case study 1 (CBOs)

Facilitators of RSHPPs

Case
study 1
CBOs

Structural and organisational factors associated
with RSHPPs

Contextual factors associated with RSHPPs

Organisational
structures

RSHPPs
settings

Workforce

Partnership

Board of trustees,
managers and
general workforce

Outreach,
mobile

Youth
workers,
generic HPWs
and volunteers

Board of trustees,
managers and
workers

Outreach,
mobile

Board of
directors, head of
services,
managers and
general workforce

Integrated
sexual

health units

RSHPPs
provision

Catchment
areas
covered

Local
health
priorities

Target
population

Evidenced
-based
RSHPPs

Plans for the
future

RSE,
chlamydia
screening,
contraceptio
n and
signposting

Bradford,

Reducing
STIs and
teenage
pregnancy

Young
people
aged 11–
25, those in
NEET,
PRU and
BMEs

Current
research
studies as
guides and
based on
statutory
guidelines

Health
promotion
around chemsex, more
outreach
services and
more roles for
peer educators

Consultants,
nurses, GPs,
youth workers,
generic HPWs,
nurses and
healthcare
assistants

RSE,
chlamydia
screening,
contraceptio
n, STI
screening
and
treatment
and HIV
testing

Wakefield
and North
Kirklees

Youth
workers,
generic HPWs
and volunteers

RSE,
chlamydia
screening,
contraceptio
n and
signposting

Bradford

arrangements

health units

health
services –
Outreach,
mobile
health units,
CasH, GUM

Board of trustees
and managers

Outreach,
mobile
health units

Future and
developments

Local
authority,
community
partners,
schools, CCGs
and other
CBOs
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Facilitators of RSHPPs

Barriers to RSHPPs access

The implementation of RSHPPs at case study 1

Factors that
encourage
access

Case
study 1
CBOs

Freebies,
outreach venues,
timing, privacy,
confidentiality,
flexibility,
location

Involving young
people in design
and
implementation

Evaluation of
RSHPPs

Young people
fully consulted
and involved in
the design and
implementation
of RSHPPs

Written report
of RSHPPs is
provided as a
buildup to
periodic audit
and based on
key
performance
indicators
(KPIs)

Supporting HPWsmanagers and
HPWs views
Supporting
those with

Creating
awareness

Managing
encounters
during
RSHPPs

Supports available
to HPWs

Factors that
discourage
access

Gaps in
provision

Internet
and social
media,
websites,

Working with
relevant
agencies to
address CSE
and FGM,
managing
stereotypes
and the
disrespectful
attitudes of
young males

Mentoring, training
accessed via local
authority, training
budgets, via NHS elearning

Embarrassment,
lack of privacy,
lack of respect
from staff,
transport
worries,
inadequate time
constraints

Inadequate male
staff, general
gaps in staffing
and funding,
limited
involvement of
schools, training
of HPWs,
limited outreach
provision

unique needs
These needs
were
identified
specifically
among
asexual young
people

leaflets,
school
assemblies,
during
outreach
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Table 15b: Summary of case explanation from case study 2 (GP surgeries)

Facilitators of RSHPPs
Structural and organisational factors associated
with RSHPPs

Contextual factors associated with RSHPPs

Organisationa
l structures

RSHPPs settings

Partnership

Single-handed
GP and
general
workforce

GP surgery

Workforce

arrangements
GPs, nurses,
healthcare
and support
workers

NHS England,
local authority,
CBOs and
PHE

GPs and
partners

Future and
developments

RSHPPs
provision

Catchment
areas
covered

Local
health
priorities

Target
population

Evidenced
-based
RSHPPs

Plans for the
future
development

STI
screening
like
chlamydia
screening,
smear test,
contraceptio
n and
signposting

Bradford
areas

Reducing
teenage
pregnancy
and STIs,
especially
chlamydia,
HIV

All age
groups

Based on
statutory
guidelines

Expand the
capacity and
reach of
RSHPPs,
strategic
targeting for
RSHPPs

Case
study 2
NHSGPs

Facilitators of RSHPPs

Barriers to RSHPPs access

The implementation of RSHPPs at case study 2

Factors that
encourage
access

Assurance of
confidentiality,
location

Involving young
people in design
and
implementation

Evaluation
of RSHPPs

Young people
minimally involved

Written
reports and
evaluation

Supporting
HPWsmanagers and
HPWs views
Supporting
those with

Creating
awareness

Managing
encounters
during RSHPPs

Supports
available to
HPWs

Factors that
discouraged
access

Gaps in
provision

Leaflets,
websites,
word of

Working with
relevant agencies

Mentoring; most
training is paid
for by healthcare

Embarrassment,
lack of privacy,
fear of being

Funding, gap in
staffing, limited
access to

unique
needs
Detail not
provided
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via the family and
friend test

are produced
against KPIs

mouth
during
consultations
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to address CSE
and FGM

professionals,
and GP surgery
is responsible
for training low
support staffs

seen by friends
or family
members,
limited
appointments,
inadequate
training

RSHPPs, limited
training of
HPWs,
difficulties in
engaging
volunteers in
RSHPPs, limited
knowledge of
available
RSHPPs, limited
HIV services

5.3 Organisations and structures of RSHPPs
The organisational structures in Tables 15a and 15b vary between the two case studies. The
organisations in case study 1 involve CBOs with interests in promoting the health and wellbeing of their local communities, which are mainly provided in outreach settings using mobile
health units or mobile outreach venues. The organisations include GPs that are responsible for
primary care of their registered patient population, with healthcare services including RSHPPs
provided in healthcare clinical settings during surgeries. Additionally, the management
structures in case study 1 are largely similar and include a board of directors or board of trustees
and management staff who are responsible for the day-to-day running of the organisations and
the general workforce. On the other hand, the management structures in case study 2 are
different from case study 1 and vary between the two GP surgeries. The first GP surgery is
made up of a single-handed GP, along with a proprietor, a manager and the general workforce,
and a GP partnership structure comprising managers, partners and the general workforce. The
following section provides a detailed description of the workforce and RSHPPs settings.
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5.3.1 Study participants from the two case study organisations
This section is grouped into two parts and provides insight into the profile of managers and
HPWs from both case studies, CBOs and NHS-GP surgeries.
5.3.1.1 Profile of managers and senior personnel from case studies 1 and 2
Table 16 below shows the profile of the participants comprising nine managers and senior
personnel from case study 1 and three managers and senior personnel from case study 2. The
participants include one assistant manager described as a white male. The remaining 11 are
females, five from an Asian background and the remaining six describing themselves as white.
There are three doctors who all function within the management of their organisations and a
nurse who doubles as a team leader for one of the outreach sexual health services. The
remaining managers and senior personnel all come from a youth and social care background.
For the GP surgeries, three participants in the interviews include a non-clinical business
manager, an RSH lead and a sole proprietor. They are all females and from an Asian
background. The diversity and heterogeneity of the participants ensure that data saturation was
attained.
Table 16: Profile of managers from case studies 1 and 2
Organisations

Total

Ethnicity

Gender

Black

Asian

White

Male

Female

CBOs
CBO1 (pilot study site)

2

0

0

2

0

2

CBO2 (pilot study site)

2

0

1

1

1

1

CBO3

3

0

1

2

0

3

CBO4

2

0

0

2

0

2

9

0

2

7

1

8

NHSGP1

2

0

2

0

0

2

NHSGP2

1

0

1

0

0

1

3

0

3

0

0

3

NHS-GP surgeries
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5.3.1.2 Profile of HPWs from the CBOs and GP surgeries
Table 17 indicates that 13 HPWs from the CBOs and GP surgeries participated in the study
and shows the variation in the demographic composition of the two cases. The CBOs consist
of one black female, one Asian male and seven white females, while in the GP surgeries, all
the participants are of Asian origin, including two male GPs, one female nurse and one female
healthcare assistant. The job specification for the HPWs in the CBOs includes three nurses,
while the remaining HPWs are from youth and social work backgrounds. While the GP
surgeries’ workforce consists of healthcare professionals such as GPs, doctors and nurses, only
one of the CBOs employed healthcare professionals, including consultants in their RSHPPs.
The rest of the CBOs rely on volunteers with a healthcare background during partnerships for
certain RSHPPs provision for young people.
Table 17: Profile of HPWs from case studies 1 and 2
Organisations

Total

Ethnicity

Gender

Black

Asian

White

Male

Female

Case study1 CBOs
CBO1 (pilot study site)

1

1

0

0

0

1

CBO2 (pilot study site)

2

0

0

2

2

2

CBO3

4

0

1

4

0

4

CBO4

2

0

1

1

1

1

9

1

1

7

1

8

NHSGP1

2

0

2

0

1

1

NHSGP2

2

0

2

0

1

1

4

0

4

0

2

2

NHS-GP surgeries

5.3.2 RSHPPs settings – accessing the case study organisations
Qualitative findings from the case studies reveal variations between the CBOs and the GP
surgeries concerning the volume of data collection, particularly quantitative data (see Chapter
Six below). These variations and the factors associated with them are similarly discussed in
subsequent sections below. One of the organisations in case study 1, CBO2, cannot continue
with the main study because of funding gaps in their RSHPPs. Details of this and the discussion
of other elements of the qualitative findings from both case studies are presented in subsequent
sections. Table 17 above does not suggest any marked variation in the qualitative data
collection across the organisations, although CBO3 in case study 1 has the most participants.
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In contrast, however, there is a marked variation across the organisations in the quantitative
data collection, where recruitment of young people into the study was easier in case study 1
than in case study 2. CBO1 and CBO3 in case study 1 recruited the highest number of young
people into the study, with 134 and 108, respectively. Conversely, the two GP surgeries in case
study 2 (NHSGP1 and NHSGP2) recruited the lowest number of young people into the study,
with one and five, respectively.
It can be noted that the RSHPPs settings vary between both case studies. While case study 1
used mainly outreach settings by providing RSHPPs for young people in community venues,
schools, colleges, parks and town centres, it sharply contrasts with the provision of RSHPPs
for young people in case study 2, which are provided in GP surgery premises only. Although
one organisation in case study 1 utilised more clinical settings in CaSH clinics, youth advice
clinics and GUM clinics recently integrated with other services for the provision of RSHPPs.
RSHPPs at case study 2 were also provided using mobile health units (mobile outreach venues).
The qualitative finding from case study 1 indicates that only one of the CBOs, CBO3, is now
able to provide a complete range of sexual health services because of the integration with the
GUM clinic in the local area, This aspect of the finding aligns with a previous research study
where integration of RSHPPs was shown to improve the reach and access of RSHPPs because
of a specialist workforce where GUM, HIV work, contraception and STI prevention and
treatment can be offered under one umbrella (Hunter et al., 2014; Singh et al., 2018; Watt et
al., 2017). Despite the advantages of integrating RSHPPs, findings from Iacobucci and
Torjesen (2017) reported a theme of despondency associated with poor-quality RSHPPs,
including reduced access and availability of services. While most of the RSHPPs provided by
the CBOs targeted sexually active young people, primarily 11- to 25-year-olds, the services
provided by GP surgeries served all population units irrespective of age. One of the GP
surgeries is a level 2 provider of RSHPPs, which makes it possible for them to consult and treat
patients on a wide range of RSH issues.
Qualitative findings from the two case studies signify that because of confidentiality concerns
and the need to protect their business details, organisations from both CBOs and GP surgeries
restricted access to documentary evidence that they considered sensitive. This attitude
exhibited by organisations hosting the research study was also articulated by Denscombe
(2010), where documents such as police reports, medical records and certain types of company
reports were considered too sensitive and confidential to share with third parties. Documentary
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materials that were made available to the researcher and utilised for the case study included
publicly available sources via the internet, leaflets and evaluation reports of some sexual
outreach programmes. Requests were made by this researcher to access documents that could
provide more information on the terms of contracts for the RSHPPs and non-personal
information on data that indicates the types, reach and engagement of young people with
RSHPPs. These requests were restricted to the documentary evidence mentioned above.
Researchers regularly encounter restriction to certain documentary evidence, especially if such
documents are considered too sensitive or believed to embarrass the organisation or
government (Mogalakwe, 2006).
5.4 Contextual issues associated with the RSHPPs
The following sections explore the contextual issues associated with the design,
implementation and engagement of RSHPPs for young people.

5.4.1 Using current evidence to design and implement RSHPPs for young people
Qualitative findings from both case studies indicate that the design, implementation and
engagement of RSHPPs for young people were also informed by current empirical evidence
and any government initiative aimed at addressing the RSH of young people. The findings
imply that service providers in both case study 1 and case study 2 engage with evidence based
on their design and implementation of RSHPPs for young people, with case study 1 explicitly
stating that their RSHPPs are frequently led by current evidence and government initiatives
aimed at promoting and improving the RSH of young people. This is consistent with previous
research findings and guidelines where the need for current evidence and guidelines based on
government initiatives aimed at addressing RSH needs provides avenues for improvements and
good practices (Hirst, 2013; MEDFASH, 2010; Department of Health, 2013a; Newby et al.,
2017).

5.4.2 Local health priorities
The qualitative findings from both case studies signify that the local health priorities for both
CBOs and GP surgeries had common themes of reducing teenage pregnancies and the
transmission of STIs. This was explored across all the themes that relate to the design,
implementation and engagement of RSHPPs for young people. Managers and HPWs indicated
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that the design and implementation of their RSHPPs were based on addressing these needs that
were founded on the local Joint Strategic Needs Assessments established by the Department of
Health Policy on RSH promotion (see section 1.4.2). This finding is consistent with previous
findings where intervention to improve the RSH needs of young people considered the need to
address teenage pregnancies, the transmission of STIs and the provision of RSEs to enable
young people to make informed decisions about their RSH (Stover et al., 2016; Department of
Health, 2013; Temmerman et al., 2015).

5.4.3 Target participants
Qualitative findings from case studies 1 and 2 indicate that RSHPPs were aimed at various
target participants across the local community to meet the RSH needs of young people. While
organisations in case study 1 target specific age groups, which were primarily decided based
on the terms of their contracts to include sexually active young people up to the age of 25,
organisations in case study 2 have no defined target population in terms of age limits. They,
because of their local enhanced services (LES), which are an addition to their statutory
obligation to their patients, are expected to attend to the health needs of all their registered
patient populations, which occasionally involve meeting their RSH needs. These findings
support previous research findings by Peckham et al. (2015) where local enhanced services,
such as the provision of contraception and STI prevention services, along with the normal GP
contracts, provided opportunities to reduce preventable morbidities and improved population
health outcomes. Organisations in case studies 1 and 2 took extra steps to encourage those from
BME and other minority groups to access RSHPPs by addressing the barriers that deter them
from accessing such services. These barriers are both social and cultural and can be addressed
by taking steps to resolve concerns regarding privacy and confidentiality, which is discussed
in subsequent sections below and consistent with findings by East and Hutchinson (2013),
where personal perception and social constructs associated with age, gender, culture and
religion can be a hindrance to the provision of RSHPPs.
Qualitative findings reveal that organisations in case study 1, compared with those in case study
2, were better positioned to provide targeted RSHPPs to those who are unable to attend
mainstream sexual health services for different reasons such as transport concerns, those at
PRU, those not in education, employment and training (NEET) and those in care. This finding
from case study 1 supports previous studies which encourage support for professionals to
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ensure that all young people can access RSHPPs across all settings, especially in schools, in
addition to further education, and in pupil referral units (Emmerson, 2008; Carroll et al., 2012;
Formby et al., 2010). A different reason for designing targeted outreach RSHPPs to meet those
who may not access mainstream services was to ensure that concerns regarding privacy,
confidentiality and a respectful environment were addressed. This aspect of the finding aligns
with previous research studies where targeted outreach RSHPPs took these concerns into
account to address gaps in access for young people (Fine et al., 2017; Hayter, 2005; Whitfield
et al., 2013).
Qualitative findings from the case studies indicate that one organisation in case study 1 and
both organisations in case study 2 offered home visits to vulnerable patients. However, only
the organisation in case study 1 provided home visits for RSHPPs to vulnerable young people
in extreme and exceptional cases, particularly to those who are severely disabled and new
mothers, as part of contraception to prevent unplanned pregnancy and STIs. Findings from
documentary evidence indicate that the organisations in case study 2 only offered home visits
to terminally ill and infirmed older adults and did not report in this research study that they
offer young people RSHPPs outside clinical environments. This finding is consistent with the
evidence from Singh et al. (2018) where home visits and counselling from health workers
providing reproductive and maternal health services were ascertained to be an effective tool in
promoting RSH. The main difference between the current research finding and that of Singh et
al. (2018) was the contexts and circumstances of the home visits for RSHPPs. While the current
study explored the views and experiences of HPWs on home visits for RSHPPs during normal
time, the latter was undertaken during emergencies.

5.4.4 Roles of partnership arrangements on the design and implementation of RSHPPs
Qualitative findings from the case studies indicate that the similarities in case study 1 – CBOs
– were the settings that RSHPPs were provided for young people, with CBO1HL, CBO2YP
and CBO4S2 providing RSHPPs within outreach settings. Although one organisation in case
study 1 – CBO3SP – operated fully integrated sexual health services by taking over the main
GUM clinic within their local area. Moreover, they also utilised outreach services and CaSH
clinics in RSHPPs. All four organisations in case study one – CBOs – employed mobile health
units in their RSHPPs to reach out to young people who would not typically access RSHPPs.
On the other hand, the difference in the provision of RSHPPs in organisations in case study 2
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(both GP surgeries) was that RSHPPs were provided for young people only in GP surgery
premises primarily during consultation based on prior appointment. Another notable difference
with case study 2 – GP surgeries – was that while NHSGP1 worked within their patient pool,
NHSGP2 had partnership arrangements with other local GPs where patients from these GP
surgeries can be referred to as RSHPPs away from their home addresses. Findings suggest that
both the managers and the HPWs from case study 1 and case study 2 were unanimous in their
views, where this sort of arrangement has been found to increase uptake of RSHPPs among
young people, especially in this era of budgetary constraints (Kelly et al., 2014). Additionally,
research findings from Olsen et al. (2012) claimed that young people from a low socioeconomic
background are happy to attend mainstream RSHPPs provision closer to home, whereas those
with higher socioeconomic status are happy to travel away from home to access RSHPPs.
Qualitative findings indicate that while appointments were required to access RSHPPs
provided in case study 2, there was no need for young people accessing RSHPPs provided by
the organisations in case study 1 (CBOs) to book an appointment. Furthermore, this was
because most of the provisions can be accessed when HPWs provide RSHPPs to young people
across various outreach venues. The only exception was in an organisation in case study 1
where young people are required to have a prior appointment for CaSH, GUM and youth advice
clinic consultations. Additionally, the same organisation in case study 1 – CBO3SP – also
provided home visits to ensure vulnerable young people and those who could not make their
way to various RSHPPs can access RSHPPs. A further instance of personalised RSHPPs
provided by organisations in case study 1 – CBOs – for young people included taking them to
attend appointments in mainstream clinics by HPWs working for the CBOs. This was aimed at
providing extra support for vulnerable young people and encouraging access. For GP surgeries,
chaperone services are available to reassure young people in GP surgeries of their safety.
Access to RSHPPs in non-traditional settings without having to go through the traditional
appointment-based settings can increase the engagement of young people with RSHPPs
(Downing & Cook, 2006; Howarth et al., 2017).
While organisations in case study 1 have clear paths to partnership arrangements with the
community and local partners such as schools and faith-based organisations, the organisations
in case study 2 – GP surgeries – had no such path to providing community-enhanced RSHPPs.
The partnership arrangements at some of these settings, for instance, community venues, parks
and schools, are flexible and not as detailed as those with statutory organisations, which enable
272

flexibility in the design and implementation of RSHPPs in these venues. The flexibility in
access to RSHPPs for young people has been shown in previous research findings by Carroll
et al. (2012) to be a valid reason for young people to decide whether they use RSHPPs.
The role of funding in partnership arrangements for RSHPPs was explored in the qualitative
findings from both case studies. The findings emphasised that funding for the RSHPPs were
largely from public health contracts and the local clinical commissioning groups, with their
partnership arrangements directly arranged with case study 2, whereas case study 1 was
principally based on third-party arrangements with other organisations that had negotiated
contracts and terms prior to engaging with most of the CBOs in providing RSHPPs for young
people. The organisations in case study 1 also had direct funding from local authorities and
other organisations with interest in promoting the RSH of young people to carry out such
RSHPPs for young people. One organisation in case study 1 had direct contractual agreements
with the local authority to provide RSHPPs, in comparison to the rest of the organisations in
case study 1. This finding is consistent with the Report of Consultation on Sexual Health, 28–
31 January 2002, Geneva, by the World Health Organisation (2006); Framework for Sexual
Health Improvement in England by the Department of Health (2013a); Campos and OlmsteadRose (2012), which support the need for greater emphasis on partnership in the delivery of
RSHPPs.
Both case study 1 (CBOs) and case study 2 (GP surgeries) had a working arrangement with the
local authority under a service-level agreement to provide RSHPPs such as contraception, STI
screening and treatment. These partnership arrangements for both case studies are reviewed
periodically to meet the needs of the provider organisations and, to a more significant extent,
the RSH needs of young people. This aspect of the finding is similar to an earlier finding by
Campos and Olmstead-Rose (2012), where partnership arrangements are reviewed periodically
to ensure that the needs of RSHPPs are met. A notable difference between case study 1 and
case study 2 is that while organisations in case study 1 attend to the RSH needs of all young
people that they encounter, organisations in case study 2 (GP surgeries) are expected to meet
all the health needs of their patients. This involves their patients’ RSH needs, which is part of
their broader obligation to their patients, which, in turn, is a different level of contractual
agreement with the clinical commissioning groups (CCGs).
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5.4.5 Provision of RSHPPs by the organisations in case study 1 and case study 2
Qualitative findings imply that in case study 2, GP surgeries, just like the other three CBOs in
case study 1, did not offer HIV testing. Hence, it refers and signposts young people for HIV
testing and other services when necessary; only CBO3 provides HIV testing. Aspects of this
finding regarding the availability of information on HIV and referral for HIV testing and testing
for HIV are consistent with an earlier finding in a systematic review where HIV testing was
necessary to ensure that people are aware of their HIV status to seek appropriate prevention
and treatment (Lee, 2016). All the organisations offered simple contraception services such as
condom distribution. However, advanced contraceptive services, such as long-acting reversible
contraceptives (LARCs), were provided by only one organisation in case study 1 – CBO3 –
along with both GP surgeries in case study 1. Although findings from the current study indicate
the patchy provision of all aspects of contraception across case study 1 and case study 2,
previous studies, nonetheless, reiterate the need for all young people to access all forms of
contraceptive services that meet their particular needs (Wellings et al., 2016).
Additionally, findings from the current study specify that one organisation in case study 1 –
CBO3 – along with all the organisations in case study 2, the GP surgeries offered smear testing
to young female patients with GPs offering smear tests as routine services, while CBO3
provides smear testing on demand. A nurse in one of the organisations in case study 2 reported
reluctance among young people, predominantly from the BME communities, because of their
concerns that this will interfere with their virginity. This contradicts earlier findings by Lorimer
et al. (2014), where contraception consultations and cervical smear tests drove GP attendance,
although it should be pointed out that this aspect of the current finding relates to young females
from the BME communities and not the entire population of young people. The remaining
CBOs in case study 1 referred young people to such services when the need arises because
unlike CBO3 and GP surgeries, they cannot access patient records. This finding is consistent
with previous findings where outreach provision of RSHPPs provides referrals to other service
providers because of the nature of the outreach settings (Song et al., 2013).
Regarding the involvement of young people in the design and implementation of RSHPPs, all
the CBOs in case study 1 reported from the qualitative finding that they included inputs from
young people on how they designed, structured and implemented their RSHPPs. For the GP
surgeries, the private and confidential nature of their services meant that inputs from young
people were restricted to generic feedback, such as family and friend tests, and there was no
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current design to allow for full engagement of young people in that regard. This aspect of the
findings is consistent with the quality criteria for young people–friendly health services
advocated by the World Health Organisation and adopted by the UK Department of Health to
include input from young people in the design of services that affect them (Department of
Health, 2011).
Qualitative findings from case study 1 suggest that regarding the provision of RSEs in schools,
all the CBOs in case study 1 (CBO1, CBO2, CBO3 and CBO4) provided RSE, chlamydia
screenings and signposting young people to other services. Conversely, case study 2, which
represented the GP surgeries (NHSGP1 and NHSGP2), did not offer RSE but provided
chlamydia screenings and treatments. The provision of RSE was found to be effective, and
HPWs suggested that organisations like schools should be encouraged to support young people,
as well as those with unique needs, which is in line with previous studies (Bowring et al., 2018;
Carroll et al., 2012; Department of Education, 2017). Although previous evidence on the
efficacy of RSE tended to be contradictory in an earlier research finding by Sinha (2005), young
people found RSE taught in schools to be poorly organised, embarrassing and ineffective.
Current evidence stressed that school-based RSE, in addition to other forms of RSHPPs, and
digital media can be useful in promoting RSH among young people (Baileys et al., 2015; Pound
et al., 2016), which also aligns with the report by the Teenage Pregnancy Prevention
Framework by Public Health England (2018) and the recommendation for the statutory
provision of RSE in 2019.
Qualitative findings from the case studies indicate that young people from a lower
socioeconomic background experience poor outcomes when it comes to RSH, which is
consistent with previous research findings (Wellings et al., 2016). The current qualitative
finding demonstrates that young people, especially females from middle-class families,
demonstrate naivety and low knowledge of RSH. The poor RSH knowledge puts them at
increased risks of reproductive and sexual ill health, which makes them equally vulnerable as
those of lower socioeconomic status. This evidence, to some extent, contradicts the long-held
assertion that sexual health inequality is mainly identified with young people, especially
females of low socioeconomic status (Elliot et al., 2013; Wellings et al., 2016).
Qualitative findings from case study 1 indicate that follow-up sessions can be provided for
young people who want to explore further topics relating to their RSH needs. An account of
this was provided in an interview with a youth worker providing support for a young person
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who self-identified as asexual and was awkward and uncomfortable with discussions
concerning sex and sexual health during RSE. By providing follow-up sessions to explore
avenues for referral and further help, the pressure and anxieties from identity conformity and
the impact it has on the health, mental and social well-being of young people were articulated
by Cover (2018). The study suggested that those who self-identify otherwise (non-heterosexual
and non-gender-conforming persons) should be supported in view of the new gender identity
emerging from the voice of young people (Cover, 2018).
Qualitative findings from case study 1 reported cases of resistance from faith-based
organisations, for instance, Catholic schools’ initial resistance to the provision of certain
aspects of RSE in case study 1. The reasons for their resistance to RSE were consistent with
Downing and Cook (2006), to be a confusing dichotomy between scientific and religious views
on life with differing information about contraception. Then cultural issues came up at
community venues associated with BMEs, which were also attributed to religious and cultural
issues, with the misconception that all issues related to RSE were primarily about discussions
on sex. The difficulties in accessing schools for RSE were consistent with previous research
findings where schools were shown to be ambivalent towards RSE because of the
misconception that RSE at schools promotes sexual behaviours among young people (Formby
et al., 2010).

5.4.6 Catchment areas covered during RSHPPs
Qualitative findings from the case studies specify that the catchment areas covered by case
studies 1 and 2 were aimed at improving access to RSHPPs for young people. For case study
1, the CBO (CBO1, CBO2 and CBO4) areas covered were within Bradford, including
adjoining suburbs and villages. One of the CBOs, CBO3, covered the districts of Wakefield,
which included surrounding towns, suburbs and villages and extended to North Kirklees and
one postcode area in Bradford. Conversely, the RSHPPs provided by GP surgeries were
restricted to largely registered patients of the GP surgeries and special arrangements with other
CaSH provider organisations as well as with neighbouring GP surgeries that refer young people
from other areas to one of the GP surgeries, NHSGP2. This finding is consistent with Powell
et al. (2010) where situating treatment centres in local catchment areas was shown to be of
benefit to patients through improved access and shorter waiting times. Likewise, some young
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people, depending on their socioeconomic status, were happy to travel away from home to
access RSHPPs (Olsen et al., 2012).
5.5 Implementation and engagement of RSHPPs for young people: Views and experiences
of HPWs
This section discusses the implementation of RSHPPs for young people and involves the
experiences and views of HPWs, detailing their encounters with young people.

5.5.1 Creating awareness of RSHPPs
Qualitative findings from the two case studies indicated that creating awareness of the RSHPPs
within the CBOs is principally achieved by word of mouth, social media, organisations’
websites, leaflets and school assemblies and during outreach services. The importance of
school assemblies and word of mouth in promoting RSHPPs was also highlighted by healthcare
professionals in a study by Sherriff et al. (2011) and was shown to be invaluable in promoting
RSHPPs. GP surgeries also created awareness of RSHPPs through their organisation’s
websites, word of mouth and leaflets. Awareness of RSHPPs could also be created when young
people consult with their GPs. However, there was no mention of generating awareness via
social media such as Facebook and Twitter from the GP surgeries, unlike the organisations in
case study 1. Social media platforms also made it possible for young people to interact and
engage with HPWs and RSHPPs to encourage access, as notable in case study 1 compared with
case study 2, which still relied on the traditional mode of communication such as phones to
conduct two-way communication between young people and HPWs. Findings from the two
case studies also indicate that the use of technology such as the internet, including social media,
is crucial to creating awareness of available RSHPPs for young people, which is consistent
with previous research findings (Jomeen & Whitfield, 2010; Bailey et al., 2015; Clifton et al.,
2016). Furthermore, digital media interventions were found to be effective for knowledge
acquisitions and could contribute to sex education in schools, clinical settings and online
platforms (Baileys et al., 2015).

5.5.2 Important features and factors that encourage access to RSHPPs for young people
Qualitative findings from case studies 1 and 2 suggested that the availability of RSHPPs and
the ability of staff to provide young people with information about their RSH needs were
considered important features of RSHPPs and were likewise recurrent themes observed
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throughout the two case studies. This research finding was consistent with Bailey et al. (2015),
where sexual health information that addresses the needs of young people is more likely to be
attractive to them.
The flexible nature of RSHPPs was considered extremely important in case study 1, where
RSHPPs were designed in ways that young people can have easy access to them because staff
can design their services around the schedule of young people within outreach, community and
school venues. The offer of flexibility was also attractive to HPWs within outreach settings so
that they could also plan their other engagements, both work and personal, around their work.
This finding was consistent with the report entitled ‘Painting a picture for sexual health in
Britain, 2013–2020’ (Blake & Simpson Audrey, 2013), where ease of access, not having to
wait long for an appointment, location of surgery to household and flexible opening were the
most valued by patients in relation to sexual health services. Such a flexible approach was
notably limited in case study 2 where consultations were mostly appointment based, except for
clinics offering walk-in options or the youth advice clinic, which was offered by one
organisation in case study 1.
The need for flexible RSHPPs was considered as part of the quality criteria for young people
as advocated by the World Health Organisation and adapted by the UK Department of Health
(Department of Health, 2011). Qualitative findings from case study 1 highlighted that for
outreach services such as chlamydia screening, young people were provided with freebies as a
prop or guise that encouraged their engagement with HPWs and RSHPPs. This finding is
consistent with previous research findings by Sherriff et al. (2011) where a combination of
promotion campaigns using the Pulse Bus and freebies such as condoms was popular with
young people accessing RSHPPs.
An additional significant feature of the RSHPPs reported in case study 1 was the integration of
alcohol awareness with RSH as HPWs noted that it helps young people to understand the effect
of alcohol, inhibition and consent. The link between alcohol and sexual health was also
articulated in previous research findings as being responsible for impaired judgement, leading
to unintended sexual consequences such as rape, sexual violence, alternative sexual activities
and unprotected sex (Lewis et al., 2015; Sherriff et al., 2011).

278

5.5.3 Managing encounters with young people during RSHPPs in outreach and clinical
settings
Qualitative findings from the case studies revealed that some of the issues that managers and
HPWs reported during the provision of RSHPPs for young people are somewhat common
across case studies 1 and 2. These issues include how to manage the manifestation of child
sexual exploitation (CSE) and female genital mutilation (FGM) by working with relevant
agencies such as the police and social services if they have concerns for safeguarding
vulnerable young people. The findings emphasised that HPWs within the outreach team in case
study 1 demonstrated that safeguarding vulnerable young people was integral to their work and
they repeatedly worked with the police and social services to address concerns. HPWs reported
that they were aware of FGM and other related practices, primarily in BME communities,
which is consistent with the findings from Cheng et al. (2011), who reported that mainly young
people from refugee communities arriving in Australia presented with obstetric-related
complications at primary care centres. Mbeba et al. (2012) also noted FGM as a harmful
cultural practice responsible for delivery complications among women. HPWs working at case
study 1 (CBOs) in outreach settings are better placed to identify early signs of CSE because of
the rapport and trust they developed with young people, owing to their work at the community
level, compared with those working at case study 1 at GP surgeries. Conversely, those working
at case study 2 (GP surgeries) are better placed to identify early signs of FGM in young women,
although it could be possible for young women to confide in HPWs at case study 2 because of
the trust that may have established over time. HPWs from case study 1 reported that part of
their training was to identify signs of abuse that include FGM and CSE in young people. These
findings are consistent with previous findings and highlight the need for the safeguarding of
vulnerable young people, particularly looking after young people who are especially vulnerable
to CSE (Cooper, 2016; Lerpinier et al., 2013).
The qualitative findings from case studies 1 and 2 indicated that contact tracing was normally
undertaken to ensure that partners of young people who tested positive for STIs such as
chlamydia were contacted and involved in the treatment of the contracted STIs to prevent
onward transmission to others. This practice, as exhibited by the two case studies, was
consistent with the national strategy for sexual health and HIV by the Department of Health
(2001, 2013), which stipulates that steps must be taken to ensure the partners of those who are
being treated for STIs in both clinic and community settings are notified and treated as needed.
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Findings from the case studies also underlined the apparent lack of respect towards women by
young males during RSHPPs, which creates an atmosphere of unease for both HPWs and young
females. HPWs noted that this could be because of peer pressure on young males to
demonstrate masculinity and believed that RSE aimed at young people could be utilised to
challenge some of these misguided masculine notions. This behaviour in young people is
consistent with the views of Richardson (2010), who observed that peer group pressure is
responsible for this type of heterosexual behaviour to gain approval from their peers.
The qualitative findings from the case studies indicated that the lack of male HPWs, especially
within outreach settings in case study 1, was a significant gap in the provision, given that young
males are unable to see a positive role model of a similar gender providing RSHPPs to them.
In case study 2, there were male HPWs, but few were engaging in RSHPPs compared with
their female counterparts. Findings from the case studies indicated that the preference for the
same gender in the consultation of RSHPPs is important for some young people. This meant
that young males would prefer to be seen by a male healthcare professional and vice versa.
While this finding was consistent with a previous research study where young people preferred
to consult HPWs of the same gender for RSHPPs (Jones et al., 2017), other research findings
indicated that young males would rather consult a female HPW when it relates to intimate
examinations than a male HPW (Marcell et al., 2017). A further research finding highlighted
that the gender of the HPWs was not an issue for young people during RSHPP consultation
(Carroll et al., 2012).

5.5.4 Evaluation of the RSHPPs
The qualitative findings from the two case studies indicated that in keeping to the terms of their
contracts, CBOs and NHS-GP surgeries were measured against key performance indicators,
for example, the provision of RSHPPs such as STI screening and chlamydia testing, and how
successful the RSHPP campaign was at addressing the RSH needs of young people. They
would also be expected to demonstrate access figures with regard to RSHPPs, chlamydia rates
and decline, how many clinics they are providing, and the balance between outreach and clinicbased work, together with managing and exceeding patient experiences from information
collated from surveys. All the organisations from both case studies stated that they are expected
to meet the Department of Health targets of reducing rates of STIs and teenage pregnancies
and the need to be involved with HIV work (Public Health England, 2015a). This information
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is provided as part of an evaluation of the RSHPPs and can also be internal or external where
managers and HPWs provide an evaluation of their services as a way of documenting what
works and what needs to be improved on for effective delivery of RSHPPs. This finding is in
line with previous findings where consistent evaluation and two-way feedback on the
implementation of RSHPPs are conducted to understand the progress made and explore how
to deliver effective patient outcomes (Allison et al., 2017; Howarth et al., 2017).
5.6 Plans and future development
The qualitative finding indicates that concerning the plans and future development of RSHPPs,
the organisations in case study 1 provided more articulate responses to what plans they have
considered. The organisations in case study 1 reported that the way they deliver RSHPPs is
witnessing dramatic changes because of funding, where services were being merged and
integrated to either save cost or make it more efficient. Only one organisation in case study 2
referred to plans to develop and expand the capacity and reach of their RSHPPs. It also
advocated strategic targeting for RSHPPs. These findings are aligned with the BMJ Report on
sexual health entitled ‘Sexual health services on the brink’ by White (2017), which highlights
the impacts of cuts to funding on the implementation of RSHPPs. Despite the advantages of
efficiency as a result of integrating RSHPPs, there are worries about job losses and cuts to
services leading to poor level of quality and access (Patrick et al., 2016; Singh et al., 2018).
Just like the current research finding above, sexual health services are being restructured and
integrated to address the funding gaps and cuts to public health budgets in the Department of
Health (2013a).
For the organisations in case study 1, their plans to develop RSHPPs in the future included
providing younger person–centred services by involving mental health with sexual health
services. Linking sexual health to mental health aligns with the finding of a previous study by
Field et al. (2016), where the sexual health of people with depression requires attention in
primary care and patients require mental health assessment during visits to sexual health
services. Addressing mental health within the RSH needs of young people can also address
many of their anxieties, for instance, those who are anxious about their sexual identity. Other
areas of concerns involve the pressure to engage in sexually risky behaviours, such as early
sexual debut and consumption of an unsafe level of alcohol and drugs leading to lack of
inhibition and unprotected sexual encounters.

281

Qualitative findings from the case studies stress that other future plans from case study 1
include designing more tailored services that cater to the needs of young people of Eastern
European origin, consulting patients remotely and developing new drop-in services to
encourage access for young people. An aspect of this current research finding aligns with some
aspects of the Strategic Action Plan 2016–2019 for Health Promotion for sexual and
reproductive health and HIV devised by the UK Department of Health (Public Health England,
2015a). The aim is to encourage remote access using technologies and drop-in for RSHPPs and
to encourage access for minority communities.
5. 7 Supporting HPWs in the provision of quality RSHPPs
Qualitative findings from the two case studies indicate that support is available to HPWs and
tends to be similar in forms across all the organisations in case studies 1 and 2, with managers
providing mentorships to HPWs to help them provide quality RSHPPs to young people. Both
case studies were interested in the career development of their staff and provided mentorship
and training to ensure that HPWs are up-to-date in their knowledge and skills to meet the
demands of their job. It also further meets the RSH needs of young people in the community.
This finding is consistent with previous research findings where HPWs can improve the health
outcome of the population with the correct support and mentorships (Bita et al., 2007; Harris
& Haines, 2012).
In case study 1, there are different routes to work for the CBOs where advertisement of roles
for potential employees in the organisations includes word of mouth and information on the
organisation’s website and known networks of local partners. However, one of the
organisations in case study 1 made use of the National Health Service website to advertise for
vacant posts, as seen with case study 2.
Qualitative findings from the two case studies also specify that regarding the workforce within
the organisations, all the CBOs in case study 1 applied generic HPWs and youth workers in
RSHPPs. This differed from the GP surgeries and CBO3 that utilised healthcare professionals
such as GPs, doctors and nurses. Only one of the CBOs, CBO3, utilised consultants in sexual
health services for RSHPPs, and like the GP surgeries, they employed GPs and doctors for their
RSHPPs. This finding supports previous evidence where various healthcare workers, ranging
from volunteers to nurses, doctors and consultants, were engaged to cater for the RSH needs
of people in the community (Campos & Olmstead-Rose, 2012; Public Health England, 2015a;
Williams et al., 2010).
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Findings also reveal that all the organisations in case study 1 utilised volunteers, with some
volunteers going forward to be gainfully employed within the organisation, and that peer
educators had not been fully developed by the organisations. The use of volunteers in RSH,
including core healthcare staff, generic health workers and peer educators, was evidenced by
Taylor (2009) as a means of addressing staff shortages to meet the health needs in underserved
populations. This finding also aligns with Harris et al. (2015), Sriranganathan et al. (2012) and
Tolli (2012) on the relevance of peer educators with respect to promoting RSH among young
people.
The qualitative finding denotes that the organisations in case study 2 (NHS-GP surgeries) do
not use volunteers or peer educators in their RSHPPs because of privacy and confidentiality
concerns. These findings highlight the variation between case study 1 and case study 2 in their
reception of volunteers and peer educators in RSHPPs, which aligns with findings by Allison
et al. (2017) over concerns about privacy and confidentiality in the provision of RSHPPs, but
it is more pronounced in GP surgeries.
The qualitative finding indicates that all the organisations offered incentives to their staff to
keep up-to-date with current training, with notable variations between case study 1 and case
study 2. Previous evidence suggests that despite the relevance of the reward system and
incentives to boost staff output, poorly managed and ill-conceived reward systems and
mismatched needs could result in team failure (Allison et al., 2017). Case study 1 reported that
they make training budgets available for their staff, whereas case study 2 offered day release
for healthcare professionals to attend training activities. The qualification profiles of HPWs
vary across organisations in case studies 1 and 2. The findings signify that most of the HPWs
in case study 1 do not require the specific professional training required for HPWs in case study
2 because some of their roles do not require certification, as seen in case study 2 and an
organisation in case study 1. This finding is consistent with Harris et al. (2012), who established
that generic HPWs, as seen in case study 1, do not usually require a regulatory framework
compared with the HPWs in case study 2 (who are primarily doctors and nurses who are
expected to conform to internationally recognised standards).
The organisations in case studies 1 and 2 all have access to local authority training on current
and good practices in RSH. Most organisations in case study 1 have special training budgets
that cater to the additional training needs of their staff, unlike the organisations in case study 2
which take responsibility for the training of their administrative staff only. However, medical
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staff takes personal responsibility to ensure that they are up-to-date with their trainings. The
need for organisations to devise training programmes that ensure the staff involved in
reproductive and sexual healthcare are equipped with the necessary skills and experience to
address the RSH needs of young people is consistent with previous research findings (Gadsby
et al., 2017; Peckham et al., 2015; UNFPA, 2014; Aiken et al., 2011).
5.8 Barriers to the design, implementation and engagement of RSHPPs for young
people
The findings from this section explore the gaps in the provision of RSHPPs and the factors that
discourage young people from accessing RSHPPs from the views and experiences of managers
and HPWs from case studies 1 and 2. There are barriers and gaps in the provision of existing
RSHPPs that limit the implementation and engagement of RSHPPs for young people, and they
can be classified as organisational, structural and contextual. Meanwhile, the factors that relate
to the engagement of young people with RSHPPs can be classified as personal and are
examined along with other RSH constructs in Chapter Six below.

5.8.1 Gaps in the provision of existing RSHPPs
Qualitative findings from the two case studies imply that there are structural and organisational
barriers to the implementation and engagement of RSHPPs for young people, which are most
common to both CBOs and NHS-GP surgeries. These structural and organisational challenges
are made worse by the UK’s current austerity programmes in conjunction with reforms in the
health and social care sectors. Managers and HPWs from the two case studies were concerned
about the impacts of limited funding on their ability to meet the reproductive and sexual needs
of young people. The result of this leads to inadequate staffing, particularly male HPWs in
CBOs compared with GP surgeries. Inadequate training to boost the confidence of HPWs was
also identified as a barrier by CBOs and NHS-GP surgeries, and respondents felt this was
needed to boost their confidence in providing quality RSHPPs. There was the need to provide
adequate infrastructure and have well-trained employees to sustain any improvement to RSHPP
access for young people based on the finding from a systematic review of the integration of TB
and HIV services by Legido-Quigley et al. (2013).
Findings suggest that some of the HPWs from the NHS-GP surgeries in case study 2 understood
that they did not have enough information concerning RSHPPs that are locally available and
in which they could refer young people who needed more investigations about RSH concerns.
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This finding supports earlier research where the sustainability of interventions relies heavily
on technical and financial aspects and the ability of statutory policies to sustain the
institutionalisation of such interventions (Bailey et al., 2015). Qualitative findings from the two
case studies indicate that HIV work for all, but one of the CBOs (CBO3) and NHS-GP surgeries
is restricted to creating awareness and signposting young people to appropriate provision. This
is because of the limit of the terms of their engagement with health promotion around HIV
programmes.
The gap in the provision of awareness of the dangers of chemsex to the spread of HIV was
articulated in case study 1, where the lack of awareness around vulnerable young people was a
source of worry for managers. The merit of this concern by managers in case study 1 was
consistent with the research finding by Pakianathan et al. (2018), where they concluded that
the disclosure of chemsex during RSH consultations was associated with the diagnosis of STIs,
including HIV and hepatitis.
Qualitative findings from the two case studies signify that CBOs and NHS-GPs surgeries also
believed that there are fewer CaSH clinics and made the case that more CaSH clinics should
be located at strategic places across cities to ensure that young people can access such services
when required. Previous studies noted that one way out of problems with limited funding was
the integration of RSHPPs (Watt et al., 2017), and it was noted to improve access by way of
expansion and integration of service delivery, specifically at GPs and community services
(Department of Health, 2013).

5.8.2 Factors that discourage young people from accessing RSHPPs
Qualitative findings stress that regarding factors that discouraged young people from accessing
RSHPPs, the themes were principally the same across both case studies and included
embarrassment, lack of awareness of available services, as well as unsuitable opening times.
Further factors that discouraged young people from accessing RSHPPs and were common
themes across both case studies were cultural issues. For instance, RSH discussion or
consultation in any form is still considered a taboo subject, especially in BME communities.
Additionally, language barriers and fears of not knowing what to expect also contribute to
factors that discourage young people from engaging with RSHPPs. This finding is consistent
with previous findings where these factors have shown to be responsible for the lack of
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engagement of young people in RSHPPs (Hayter, 2005; Ingram & Salmon, 2010; Marcell et
al., 2017; Mbeba et al., 2012).
In addressing some of the factors associated with cultural barriers, the implementation of
RSHPPs should take the views of young people from all backgrounds, especially those from
minority ethnic groups, and such RSHPPs should be culturally appropriate to obtain an
appropriate level of engagement (Stacks et al., 2004). These barriers are both social and cultural
and can be addressed by taking steps about privacy and confidentiality. These barriers are
experienced across both case studies, with the current research finding supported by previous
studies which reported that young people are also concerned about being seen entering venues
identified with RSHPPs (Bender & Fulbright, 2013; Olsen et al., 2012; Whitfield et al., 2013).
There was a perceived lack of support from the accounts of HPWs from schools, teachers and
parents or young people to access RSHPPs, particularly RSEs. This finding is consistent with
previous research findings in the UK, where parents and schools constitute barriers to the
effective delivery of RSHPPs, especially RSE at schools (Formby et al., 2010; Downing &
Cook, 2006).
In case study 2, patients of NHS-GP surgeries were hesitant about the idea of consulting with
HPWs from the opposite sex. This was not an issue in case study 1, although one of the CBOs
– CBO3 – provided RSHPPs within clinical settings because most of the encounters were
devoid of intimate examination in comparison to case study 2. Aspects of this current research
finding agree with a previous research finding by Hinchliff et al. (2004), where the majority of
GPs reported that they saw more members of the same gender than the opposite gender during
sexual health consultations and that young people prefer to see HPWs of the same gender as
they are (Jones et al., 2017). This sharply contrasts with the finding of Marcell et al. (2017),
which reported that young adolescent males prefer female HPWs when it comes to intimate
examinations.
Stereotyping was a notable issue in case study 2 among young people accessing or planning to
access RSHPPs and was attributed to be a factor in discouraging young people from accessing
RSHPPs. Young people often view their peers entering outreach provision for RSHPPs as
promiscuous and the frequently pervasive idea of masculinity displayed by young males. This
theme was addressed in a previous research finding by Fine et al. (2017), with a
recommendation for service providers to train staff members on the influence of socialisation
on male sexual health and the possible effect of stereotyping on assessing RSHPPs.
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The idea that discussing certain issues around RSH with young people could be offensive to
them was stereotypical on the part of HPWs as the research findings from Dyer and das Nair
(2013) suggested that such a notion could be based on mere assumption as there were mixed
reports on whether or not concerns about causing offence were based on reality.
5.9 Summary of key findings from the two case studies
The key findings from the case studies that explored factors that contribute to the design,
implementation and engagement of RSHPPs for young people are summarised below.
•

Although organisational and structural differences exist between CBOs and NHS-GP
surgeries, they are, however, united in their objectives and, to some extent, in the context
of their design, implementation and engagement of RSHPPs for young people. The contexts
and objectives of the RSHPPs are based on addressing local health priorities, which include
a reduction in teenage conception and STIs and the overall improvement in the RSH of
young people.

•

All the organisations collaborate or are involved in one level of partnership arrangements
or the other to ensure that young people are supported to access the correct level of
RSHPPs. The collaboration or partnership arrangement could be with statutory
organisations where local authorities working with clinical commissioning groups and
Public Health England engage the services of local partners such as the NHS-GP surgeries
and CBOs to provide RSHPPs for young people. An added level of partnership is interagency working as practised across the two case studies where organisations work together
or share information to help safeguard young people, particularly in cases of child sexual
exploitation and female genital mutilation.

•

While many of the CBOs utilised a limited number of non-healthcare professionals in the
delivery of their RSHPPs, NHS-GPs surgeries employed mainly healthcare professionals.

•

Awareness of the RSHPPs and their availability is crucial to engaging young people. The
use of technology, including the Internet and social media, has proven to be gaining
acceptance among young people as a means of accessing information about RSH and
RSHPPs.

•

There are different routes through which young people can access RSHPPs, which vary
between case study 1 (CBOs) and case study 2 (NHS-GP surgeries). In CBOs, access to
many of the RSHPPs are not normally pre-planned, and this affords flexibility to young
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people to address several concerns associated with venues and transport costs, given that
most RSHPPs are sited in venues within the reach of young people.
•

Most young people can access RSHPPs without prior appointment in case study 1 via
mobile outreach venues in parks, town centres, pubs and community venues. Other such
venues include youth advice clinics and CaSH clinics. Meanwhile, in case study 2 at NHSGP surgeries, RSHPPs are provided on an appointment basis, where a young person makes
a pre-planned appointment to see a GP, nurse, or other healthcare professional to address
their RSH needs.

•

The flexible nature of access to RSHPPs provided by CBOs in case study 1 is popular
among young people. There are, however, concerns with the general notion within young
people’s circles that those coming out of the mobile outreach venues ‘must have gone in
there for sexual health needs’, with such young people regularly stereotyped and labelled
as promiscuous.

•

There are also concerns about accessing RSHPPs at NHS-GP surgeries, especially within
BME and other hard-to-reach communities where friends and family members of a young
person may be wondering why they have gone to see the GP.

•

The non-mainstream settings for RSHPPs in case study 1 were instrumental in ensuring
that the RSH needs of young people in pupil referral units (PRUs), looked-after young
people and those who considered themselves asexual are met.

•

A number of young males were found to display an apparent lack of respect for women.
HPWs considered this as one of the challenges they encountered in the field.

•

Young people were regularly consulted for their views and inputs in the design and
implementation of RSHPPs. This practice was more prevalent in CBOs, with NHS-GP
surgeries limiting such involvement of young people to sending in a suggestion or via the
family and friend test.

•

The HPWs in both CBOs and NHS-GP surgeries are pleased with the level of support
available to enable them to provide RSHPPs for young people. The main gap in training,
which was primarily an issue in GP surgeries, was the lack of clarity on where to access
information on available RSHPPs to refer young people. The healthcare professionals also
felt they required more training on RSH.

•

Some of the future plans being considered by managers to improve RSHPPs access include
the incorporation of mental health into RSH, the incorporation of chemsex (recreation drugs
and sex) into RSE and the opening of new CaSH services to improve access to RSHPPs.
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•

Funding was described as a major concern for programme managers in both CBOs and
NHS-GP surgeries as this limits the way RSHPPs are designed and limits the reach of
RSHPPs and its overall impact on the RSH of young people. The effects of funding on
RSHPPs include an inadequate workforce, specifically male employees, which managers
and HPWs noted will make a difference for young people in terms of accessing RSHPPs.
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Chapter 6: Quantitative Findings
6.1 Introduction
This chapter presents the findings from the survey questionnaire from young people and
addresses the fourth objective of this research study. In addressing the fourth research
objective, the survey questionnaire examined six RSHPPs constructs, including RSH
knowledge, sexual behaviour, RSH seeking, attitude and expectation of RSHPPs, rating
RSHPPs use and HPWs and barriers to accessing RSHPPs. Cronbach’s alpha (α) measures the
reliability and internal consistency of the items in each of the six constructs (see section
3.4.1.8.1). The statistical analysis undertaken includes univariate, bivariate and multiple
regression analysis to examine the association and/or relationships between the constructs
(outcome variables) described above with demographic data to address the research objective.
6.2 Recruitment of participants
This section expands on how participants were identified and recruited and includes the process
of identifying eligible young people to complete the questionnaire (see sections 3.4.1.5.1 and
3.4.1.7.6, which discussed the data collection processes and sampling strategy). An additional
account of the process of recruiting participants was provided in section 3.4.4 from individual
organisations who took part in the research study. Data collection was initiated after young
people accessing RSHPPs in various settings had read the participant information sheet (PIS)
and consented to take part in the research study. The PIS informed young people that
completing the questionnaire implied that they consented to participate in the research study;
hence there was no need to complete a consent form. A participant screening questionnaire was
utilised to identify those who met the inclusion criteria (see Appendix iv).

6.2.1 Response rate
This section discusses the response rate (a total of 450) in line with the sample size calculation
provided in section 3.4.1.7.6. The survey questionnaire was distributed to young people across
the community, in town centres, pubs, colleges/universities, CaSH clinics and GP surgeries. A
total of 321 survey questionnaires were completed and returned. However, four of them were
damaged and hence discarded. The total number of completed survey questionnaire used for
the final analysis was 317. The total response rate achieved for this study ranged from 4% to
89% across Peel Park Surgery to Spectrum, while the entire response rate achieved for this
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study was 70% (see Table 18 below). The response rate for the questionnaire is within the
acceptable rate of 60% for researchers to aspire for when using a questionnaire, as advocated
by Fincham (2008).
Table 18: Response rate obtained from five organisations

Organisations

Completed
questionnaire

Number of participants
contacted

1

Spectrum

134

150

2

HALE project

108

150

3

STEP2

69

100

4

Peel Park Surgery

1

25

5

Little Horton Lane & Partners

5

25

317

450

S. N

Total

Response
rate
%
89
72
69
4
20
70

6.2.2 Organisations and data collection venues
Table 19 below specifies the distribution of participants who completed the survey
questionnaire based on research sites and service settings and indicates that Spectrum
Community Health CIC (42%) and clinical environment (26%) were the highest organisation
and service settings regarding the distribution of participants.
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Table 19: Participants based on research sites and settings
Venue data was collected

Organisations

university

Outreach
community
venues

Bus
outreachparks

Pubs,
restau
rants

N (%)

N (%)

N (%)

N (%)

College
Clinical
N (%)

Bus
outreachtown
centre

Total
N (%)

N (%)

Spectrum

76(24)

0

4(1)

0

54(17)

0

134 (42)

HALE project

0

49(15)

8(3)

0

0

51(16)

108 (34)

STEP2

0

22(7)

27(9)

7(2)

0

13(4)

69 (22)

Peel Park
Surgery

1(0.3)

0

0

0

0

0

1(.3)

Little Horton
Lane & Partners

5(2)

0

0

0

0

0

5 (2)

Total

82 (26)

71 (22)

39 (12)

7 (2)

54 (17)

64 (21)

317

6.2.3 Demographic characteristics of data
Table 20 below illustrates the demographic characteristics of the data and includes the details
of participants who completed the survey questionnaire. It demonstrates that there are more
males (55%) than females (45%), with a higher proportion of those who are aged 18–20 years
(41%) and white (54%), who participated in the study. Similarly, 47% of the respondents
reported that they were not in a relationship, while 40% reported being in a steady relationship.
According to the table, 64% and 36% of young people from Bradford and Wakefield,
respectively, completed the survey questionnaire. The educational level of young people was
not included in the questionnaire. The researcher became aware of this during the data
collection, but it was too late to make any amendment as more than half of the questionnaires
had already been completed and returned. The inclusion criteria for recruiting young people
who could read and write in the English language could not make up for the non-inclusion of
education level in the final questionnaire. Therefore, education was omitted from the statistical
analysis.
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Table 20: Demographic characteristics of participants

Demographic and Socioeconomic
Characteristics

Frequency

Percentage

(Number)

(%)

Gender:
Male (M)

148

37%

Female (F)

253

63%

Age:

N (M& F)
16–17 years

84 (41 & 43)

27%

18–20 years

129 (73 & 56)

41%

21–25 years

104 (60 & 44)

33%

Ethnicity:

N (M& F)
Black

33 (26 &7)

10%

Roma

7 (2 &5)

2%

White

171(77 &94)

54%

Asian

90 (60&30)

28%

Mixed racial

9 (4&5)

3%

Arabs

3 (1&1)

1%

Asian – Chinese

4 (3&1)

1.3%

Relationship Status:

N (M& F)

In a steady relationship

127 (55&72)

40%

In a more casual relationship

32 (17&15)

10%

Not in a relationship

148 (94&54)

47%

3 (3&0)

1%

7

2%

Other
Missing data
Data Collection Areas:

N (M& F)

Bradford

203 (141&62)

64%

Wakefield

114 (33&81)

36%

6.3 Examining the RSHPPs constructs using inferential, bivariate and multiple
regression analysis
The following sections present the findings of the quantitative data based on the RSHPPs
constructs, as described in section 6.1 above. The first part of the statistical analysis utilised
the chi-square test to establish whether there is a significant difference between the items in
the RSHPPs construct. For instance, the chi-square test was used to establish if there is a
significant difference between the item ‘STIs may cause cervical cancer’ and gender or age.
The next statistical test is a non-parametric test (Mann-Whitney U and Kruskal-Wallis tests),
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which examined the association between the RSHPPs constructs, for instance, RSH
knowledge, age, or gender. The Spearman rank correlation test also studies the correlation
between the RSHPPs constructs and the demographic variables. This is subsequently followed
by multiple regression analysis to examine the relationships between the constructs and the
predictor variables and to determine which is the highest predictor in relation to the RSHPPs
constructs.

6.3.1 Reproductive and sexual health knowledge
This section describes the knowledge of young people as it relates to STIs, RSH and
contraception. This construct measured 12 different items, in which the Cronbach’s alpha (α)
or the measure of internal consistency of the construct was high (0.81).
6.3.1.1 Time frames for using the emergency contraceptive (morning after pill) to prevent
pregnancy
Table 21 below indicates that the response for the time frame of 12 to 120 hours within which
emergency contraception or the morning after pill should be used was practically similar among
young people aged 16–17, 18–20 and 21–25 years. There was a variation between the genders
in relation to choosing these time frames. A higher percentage of males (25%) than females
(15%) stated that they don’t know. The results of the Pearson chi-square for age and gender
are X2 = 6.690, p = 0.754 and X2 = 23.196, p = 0.000, respectively. These denote no statistically
significant association between age and those who believe that the morning after pill should be
used after a certain period. However, a statistically significant association was found between
gender and those who do not know the time frame that the morning-after pill should be used
after unprotected sex.
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Table 21: Summary of time frame for emergency contraception use

Knowledge

12 hours

48 hours

72 hours

120 hours

I

(%)

(%)

(%)

n (%)

don’t

It

Tota

Chi-

Sig

know

depends

l

square

value

(%)

(%)

(%)

(X2)

9 (11)
Age

16–17

26 (31)

12 (14)

17 (20)

18 (21)

2 (2)

18–20

37 (29)

23 (18)

26 (20)

16 (12)

27 (21)

0

21–25

27 (26)

13 (13)

24 (23)

17 (16)

20 (19)

3 (3)

Male

58 (33)

29 (17)

28 (16)

14 (8)

44 (25)

1 (2)

6.690

0.754

23.196

0.000

317
(100

Gender

)
Female

32 (22)

19 (13)

39 (27)

28 (20)

21 (15)

4
(1)

6.3.1.2 Which of the following medical conditions is not an STI?
Table 22 below indicates that 86% of young people aged 21–25 years and 82% of females
believed that thrush is not an STI. In contrast, 11% of young people aged 16–17 and 6% of
males replied that they do not know whether any of the listed medical conditions is an STI. The
results of the Pearson chi-square for age and gender are X2 = 10.336, p = 0.111 and X2 = 1.490,
p = 0.685, respectively, indicating no statistically significant association between age, gender
and those who believe that the medical conditions listed below are not an STI.
Table 22: Summary of response to which of the medical conditions is not an STI

Knowledge

Thrush

HIV (%)

(%)

Chlamydia
(%)

I don’t’
know (%)

Total

Chi-

(%)

square

Sig P value

(X2)

Age

Gender

16–17

59 (70)

10 (12)

6 (7)

9 (11)

18–20

102 (79)

12 (9)

9 (7)

6 (5)

21–25

89 (86)

6 (6)

7 (7)

2 (2)

Male

133 (76)

17 (10)

13 (8)

11 (6)

Female

117 (82)

11 (8)

9 (6)

6 (4)
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317

10.336

0.111

1.490

0.685

(100)

P

6.3.1.3 HIV is the most common sexually transmitted infection in the UK
Table 23 below indicates that a higher percentage of males (36%) than females (22%) believed
that HIV is the most common STI in the UK, while 43% of young people, both aged 18–20 and
21–25 years, and a higher percentage of females (51%) than males (35%) considered this
statement to be false. The results of the Pearson chi-square for age and gender are X2 = 3.645,
p = 0.456 and X2 = 12.706, p = 0.002, respectively. These reveal that there is no statistically
significant association between age and those who believe that HIV is the most common STI
in the UK, although a statistically significant association between gender and those who believe
that HIV is the most common STI in the UK was determined.
Table 23: Summary of response to ‘HIV is the most common STI in the UK’

Knowledge

True (%)

False (%)

I don’t know

Total (%)

(%)

Age

Gender

16–17

31 (37)

29 (35)

24 (29)

18–20

36 (28)

55 (43)

38 (30)

21–25

26 (25)

45 (43)

33 (32)

Male

62 (36)

56 (35)

56 (29)

Female

31 (22)

73 (51)

39 (27)

317 (100)

Chi-square

Sig P

(X2)

value

3.645

0.456

12.706

0.002

6.3.1.4 Chlamydia is the most common sexually transmitted infection in the UK
Table 24 below indicates that a higher percentage of females (71%) compared with males
(47%) and of young people aged 21–25 years (68%) compared with the rest of the age group
believed that chlamydia is the most common STI in the UK. The results of the Pearson chisquare for age and gender are X2 = 11.308, p = 0.023 and X2 = 19.862, p = 0.000, respectively.
These denote a statistically significant association between age, gender and those who presume
that chlamydia is the most common STI in the UK.
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Table 24: Summary of responses to chlamydia is the most common STI in the UK
Total (%)
True (%)

False (%)

I don’t know (%)

16–17

40 (48)

15 (18)

29 (35)

18–20

73 (57)

13 (10)

43 (33)

21–25

71 (68)

6 (6)

27 (26)

Male

82 (47)

26 (13)

66 (38)

Female

102 (71)

8 (6)

Knowledge

Age

Gender

Chi-square X2

Sig p-value

11.308

0.023

19.862

0.000

317 (100)

33 (23)

6.3.1.5 Sexually transmitted infections may cause infertility
Table 25 below indicates 63% of females, 52% of males and 61% of those who are aged 16–
17 years considered that an STI may possibly cause infertility, while 39% of males, 27% of
females and 40% of those aged 18–20 years said they don’t know. The results of the Pearson
chi-square for age and gender are X2 = 0.677, p = 0.713; X2 = 4.681, p = 0.322 and X2 = 4.547,
p = 0.103, respectively. These show that there is no statistically significant association between
age, gender and those who believe that STIs could cause infertility.
Table 25: Summary of responses to STIs may cause infertility

Knowledge

True (%)

False (%)

I don’t Know (%)

Age

16–17

51 (61)

9 (11)

24 (29)

18–20

66 (51)

11 (9)

52 (40)

21–25

64 (62)

10 (10)

30 (29)

Male

91 (52)

16 (9)

67 (39)

Female

90 (63)

14 (10)

39 (27)

Gender

Total (%)

Chi-square X2

Sig p-value

317 (100)

4.681

0.322

4.547

0.103

6.3.1.6 Sexually transmitted infections may cause cervical cancer
Table 26 below reveals that 43% of females, 32% of males and 44% of young people aged 21–
25 believed that STIs may cause cervical cancer, whereas 53% of young people aged 18 –20
years claimed that they don’t know. The results of the Pearson chi-square for age and gender
are X2 = 6.447, p = 0.168 and X2 = 3.961, p = 0.138, respectively. This finding indicates no
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statistically significant association between age, gender and those who believe that STIs may
cause cervical cancer.
Table 26: Summary of responses to STIs may cause cervical cancer

True

False

I don’t know

(%)

(%)

(%)

16–17

31 (37)

16 (19)

37 (44)

18–20

40 (31)

21 (16)

68 (53)

21–25

46 (44)

20 (19)

38 (37)

Male

56 (32)

32 (18)

86 (49)

Female

61 (43)

25 (18)

57 (40)

Knowledge

Age

Gender

Total (%)

Chi-square

Sig p-value

X2

317 (100)

6.447

0.168

3.961

0.138

6.3.1.7 Sexually transmitted infections may cause testicular cancer
Table 27 below denotes that 46% of young people aged 21–25, 39% of males and 37% of
females believed that sexually transmitted infections may cause testicular cancer. The results
of the Pearson chi-square for age and gender are X2 = 6.874, p = 0.143 and X2 = 0.658, p =
0.720, respectively. These indicate that there is no statistically significant association between
age, gender and those who consider that STIs could cause testicular cancer.
Table 27: Summary of responses to STIs may cause testicular cancer

True (%)

False (%)

I don’t know (%)

28 (33)

16 (19)

40 (48)

18–20

44 (34)

20 (16)

65 (50)

21–25

48 (46)

20 (19)

36 (35)

Male

67 (39)

28 (16)

79 (45)

Female

53 (37)

28 (20)

62 (43)

Knowledge
Age

Gender

16–17

Total (%)

Chi-square X2

Sig p-value

6.874

0.143

0.658

0.720

317 (100)

6.3.1.8 Sexually transmitted infections may be caught during oral sex
Table 28 below shows that 36% of males and 25% of females, along with 37% of young people
aged 16–17 years, responded that they don’t know that STIs could be caught during oral sex.
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The results of the Pearson chi-square for age and gender are X2 = 8.021, p = 0.091 and X2 =
5.803, p = 0.055, respectively. These indicate no statistically significant association between
age, gender and those who believe that STIs could be caught during oral sex.
Table 28: Summary of responses to STIs may be caught during oral sex

Knowledge

True

False (%)

I don’t know

Total (%)

Chi-square X2

(%)
Age

Gender

Sig

p-

value

16–17

41 (49)

12 (14)

31 (37)

18–20

74 (57)

12 (9)

43 (33)

21–25

71 (68)

9 (9)

24 (23)

Male

92 (53)

19 (11)

63 (36)

Female

94 (66)

14 (10)

35 (25)

8.021

0.091

5.803

0.055

317 (100)

6.3.1.9 Someone with sexually transmitted infections may not know about it
Table 29 below suggests that a higher percentage of females (73%) compared with males (52%)
believed that someone with STIs might not know about it, and 36% of males and 25% of
females said that they don’t know. The results of the Pearson chi-square for age and gender are
X2 = 1.255, p = 0.869 and X2 = 15.637, p = 0.000, respectively. These signify no statistically
significant association between age and those who believe that someone with an STI might not
be aware. However, it determines the statistically significant association between gender and
those who consider that someone with an STI might not know about it.
Table 29: Summary of responses to someone with an STI who may not know about it

Knowledge

True (%)

False (%)

I don’t know (%)

Age

16–17

49 (58)

8 (10)

27 (32)

18–20

79 (61)

12 (9)

38 (30)

21–25

67 (64)

11 (11)

26 (25)

Male

90 (52)

21 (12)

63 (36)

Female

105 (73)

10 (7)

28 (20)

Gender

Total (%)

Chi-square X2

Sig p-value

1.255

0.869

15.637

0.000

317 (100)
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6.3.1.10 Knowledge of where to seek help if a friend is worried about an STI
Table 30 below indicates that a higher percentage of females (68%) than males (49%) believed
they know where to seek help if a friend is worried about an STI, while a higher percentage of
males (34%) than females (18%) responded that they don’t know. The results of the Pearson
chi-square for age and gender are X2 = 2.136, p = 0.711 and X2 = 12.974, p = 0.002,
respectively. These indicate no statistically significant association between age and those who
believe that if a friend is worried about an STI, they know where to take them, but a statistically
significant association between gender and those who believe that if a friend is concerned about
an STI, they know where to take them.
Table 30: Summary of responses to knowledge of where to seek help if a friend is worried about an STI

Knowledge

True (%)

False (%)

I don’t know (%)

Age

16–17

44 (52)

13 (16)

27 (32)

18–20

76 (59)

20 (16)

33 (26)

21–25

63 (61)

17 (16)

24 (23)

Male

86 (49)

29 (17)

59 (34)

Female

97 (68)

21 (15)

25 (18)

Gender

Total (%)

Chi-square X2

Sig p-value

317 (100)

2.136

0.711

12.974

0.002

6.3.1.11 Making parents aware if an under 16 sought advice about her pregnancy status
Table 31 below implies that a marginally higher percentage of males (33%) than females (29%)
believed that doctors and staff would inform her parents if a young girl thought she might be
pregnant and sought advice. However, 39% of males and 20% of females reported that they
don’t know. The results of the Pearson chi-square for age and gender are X2 = 7.397, p = 0.116;
and X2 = 21.182, p = 0.000, respectively. These signify no statistically significant association
between age and those who believe that if a young girl thinks she is pregnant, doctors or staff
would inform her parents, but a statistically significant association between gender and those
who believe likewise.
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Table 31: Summary of responses to making parents aware if an under 16 sought advice about her pregnancy status

True

False

I don’t know

(%)

(%)

16–17

29 (35)

18–20

Knowledge

Age

Gender

Total (%)

Chi-square

Sig

(%)

X2

value

26 (32)

29 (35)

7.397

0.116

42 (33)

46 (36)

41 (32)

21–25

28 (27)

51 (49)

25 (24)

Male

58 (33)

49 (28)

67 (39)

21.182

0.000

Female

41 (29)

74 (52)

28 (20)

p-

317 (100)

6.3.1.12 Making parents aware if an under 16 is on pills
Table 32 below reveals that a higher percentage of males (44%) compared with females (22%)
said they don’t know if parents should be made aware that a young girl under 16 is on pills. In
contrast, a higher percentage of females (52%) than males (21%) gave false as an answer. The
results of the Pearson chi-square for age and gender are X2 = 8.178, p = 0.085 and X2 = 34.160,
p = 0.000, respectively. These indicate no statistically significant association between age and
those who consider that if a young girl under 16 is on pills, doctors or staff must inform her
parents, but a statistically significant association between gender and those who believe
likewise.

Table 32: Summary of responses to making parents aware if an under 16 is on pills

Knowledge

True (%)

False (%)

I don’t know (%)

Age

16–17

22 (26)

28 (33)

34 (41)

18–20

49 (38)

38 (30)

42 (33)

21–25

27 (26)

45 (43)

32 (31)

Male

60 (35)

37 (21)

77 (44)

Female

38 (27)

74 (52)

31 (22)

Gender

Total (%)

Chi-square X2

Sig p-value

8.178

0.085

34.160

0.000

317 (100)
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6.3.1.13 Factors associated with reproductive and sexual health knowledge
The results of the non-parametric test, as shown in Table 33 below, included the Kruskal-Wallis
test, which found no statistically significant difference between reproductive and sexual
knowledge and age (p = 0.239, p > 0.05). The Mann-Whitney U test revealed a statistically
significant difference between RSH knowledge and gender (P = 0.013, p < 0.05). However, the
results of the bivariate analysis established a statistically non-significant negative correlation
between RSH knowledge and age (r = -0.091, p = 0.107), as well as a statistically significant
but weak negative correlation between RSH knowledge and barriers to accessing RSHPPs (r =
-.186**, p = 0.001) (see Table 76, Appendix xiii, for more details).
Table 33: Association between reproductive and sexual health knowledge, age and gender

Knowledge scale

Mean rank

Chi-square

Sig P-value

(X2)/MannWhitney U
Age

Gender

16–17

167.73

18–20

163.13

21–25

146.83

Male

170.52

Female

144.98

2.865

0.239

-2.472

0.013

The result of the multiple regression on factors associated with RSH knowledge in Table 34
below is not statistically significant for age (B = -.851, CI [-1.756–.063], P = .068), though
statistically significant for gender (B = -1.871, CI [-3.289–.555], p = .000). The regression
produced an R² of .32, indicating that 32% of the total variability in relation to RSH knowledge
is accounted for in the statistical model. The findings denote that gender accounts for the
highest predictor concerning RSH knowledge.
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Table 34: Multiple regression to determine factors associated with reproductive and sexual health knowledge

Independent variables
(Constant)
Age
Gender

R²

.32

(B)

Sig (P)

21.856
-.851
-1.877

0.000
.068
0.009

95% CI for B
Lower

Upper

20.908
-1.756
-3.289

22.805
.063
-.555

6.3.2 Attitudes and expectations of RSHPPs of young people
This construct measured four items and included a description of the attitudes and expectations
of young people with regard to RSHPPs. The section utilised a multi-response questionnaire
where young people were expected to tick all that applies to them in the questionnaire.
Cronbach’s alpha (α) or the measure of internal consistency of the construct of attitudes and
perceptions of RSHPPs was high (0.85), indicating that the reliability for this dimension was
good.
6.3.2.1 What would encourage you to use a contraceptive and sexual health service?
Table 35 below shows that more frequent use was the most popular answer among young
people in response to what would encourage them to access CaSH. The respondents were
mostly female (50%) and those aged 16–17 years (48%). Awareness of services was the second
preferred choice for young people, while the least popular response was fewer local services.
The findings also reveal that the percentage of young people who said that fewer local RSHPPs
would encourage them to access RSHPPs does not vary much across the age groups and
genders. The results of the Pearson chi-square for age and gender are X2 = 8.572, p = 0.573;
and X2 = 5.258, p = 0.385, respectively. These indicate no statistically significant association
between age, gender and the factors that encourage CaSH use.
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Table 35: Summary of responses to what would encourage CaSH use
Encourage
use

Age

Gender

CaSH

More
frequent
use (%)

More local
services (%)

Less
local
services (%)

Awareness
of the
services (%)

Others

16–17

40 (48)

34 (41)

2 (2)

28 (33)

2 (2)

18–20

53 (41)

38 (30)

6(3)

39 (30)

11 (9)

21–25

37 (36)

26 (25)

1 (1)

49 (47)

8 (8)

Male

58 (33)

62 (36)

6(2)

60 (35)

12 (7)

Female

72 (50)

36

3 (2)

56 (39)

9 (6)

25
)

(%)

Total
(%)

Chisquare
X2

Sig PValue

8.572

0.573

5.258

0.385

372
(130%)

6.3.2.2 What is important to you in a contraceptive and sexual health service?
Table 36 below shows that a relaxed CaSH service was the most popular response, with a
higher percentage of young people aged 21–25 years (64%) compared with the rest of the age
groups, including more females (62%) compared with males (52). This was followed closely
by the need for the CaSH service to be ‘able to offer privacy’, with a higher percentage of
young people aged 21–25 years (60%) than the rest of the age groups and a marginally higher
percentage of females (54%) than males (47%). The results of the Pearson chi-square for age
and gender are X2 = 21.374, p = 0.045 and X2 = 19.702, p = 0.003, respectively. These indicate
a statistically significant association between age, males, females and what is important in
CaSH for young people.
Table 36: Summary of responses to what is important in CaSH

Important in CaSH

Relaxed

Cheerful

Comfy

Well-

Able to

Total

Chi-

(%)

(%)

(%)

equipped

offer

(%)

square

(%)

privacy (%)

Sig P-Value

X2

Age

Gender

16–17

44 (52)

13 (16)

14 (17)

19 (23)

36 (43)

596

18–20

69 (55)

36 (28)

45 (35)

36 (28)

73 (57)

(196)

21–25

66 (64)

26 (25)

28 (27)

29 (28)

62 (60)

91 (52)

35 (20)

39 (22)

38 (22)

82 (47)

88 (62)

40 (28)

45 (32)

46 (32)

89 (54)

21.374

0.045

19.702

0.003

Male
Female
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6.3.2.3 Where do you think CaSH services should be?
Table 37 below indicates that health building is the most popular choice, with a higher
percentage of females (71%) compared with males (49%). The least popular choices were
community setting (Sure Start) and others. The results of the Pearson chi-square for age and
gender are X2 = 34.251, p = 0.051 and X2 = 18.159, p = 0.020, respectively. These specify that
there is no statistically significant association between age and the responses to where they
think CaSH should be located and that there is a statistically significant association between
gender and the responses to where they think CaSH should be located.
Table 37: Summary of responses to where do you think CaSH should be
CaSH location

Age

Healt
h
buildi
ng
(%)

Colleg
e
or
school
s (%)

Shop

16–17

43 (51)

31 (37)

18–20

73 (57)

71 (55)

21–25

70 (67)

66 (64)

Mobil
e unit
(%)

Commu
nity
setting –
Sure
start
(%)

Commu
nity
centre
(%)

Youth
centre
s (%)

Oth
ers

Tota
l

(%)

(%)

5 (6)

7 (8)

6(5)

14 (17)

6(5)

16 (12)

16
(12)

13 (10)

25 (19)

16
(19)

Fronts
(%)

14 (14)

14

Gen
der

Male

85 (49)

98 (56)

20 (12)

Femal
e

101
(71)

70 (49)

15 (11)

25
(14)

14 (14)
1
4
)

29 (28)

13 (8)

35 (20)

18 (13)

33 (23)

14 (10)

7 (6)

37
(29)

5 (5)
40

52
(30)

2
7
)

636

Chi
squa
re
X2

Sig
P
valu
e

34.2
51

0.05
1

18.1
59

0.02
0

(208
)

9(5)
7(5)

41 (29)

6.3.2.4 Areas of advice/treatments that should be available in a clinic/outreach setting
Table 38 below reveals that contraception is the most popular choice, with a higher percentage
of those aged 21–25 years (77%) compared with the rest of the age groups and of females
(81%) compared with males (59%). The second most popular choice is advice in relation to
STIs (11.6%), with a higher percentage of those aged 21–25 years (71%) compared with the
rest of the age groups and of females (76%) compared with males (55%). This is followed by
treatments for STIs (12%), with a higher percentage of those aged 21–25 years (72%) and
females (80%) compared with those aged 16–17 years (57%) and males (51%).
Access to abortion is the least popular choice among young people (7%) and includes a higher
percentage of those aged 21–25 years (40%) and females (55%). The results of the Pearson
chi-square for age and gender are X2 = 54.683, p = 0.000 and X2 = 35.179, p = 0.037,
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respectively. These denote that there is a statistically significant association between age,
males, females and what areas of advice or treatment young people think should be available
in clinics or outreach settings.
Table 38: What areas of advice/treatments should be available in a clinic outreach setting
Availa
ble
advice

Contr
acepti
on
n(%)

Sme
ar

Routin
e

testi
ng
n(%
)

Checkup
n(%)

Emerg
ency
contra
ceptio
n n(%)

Pregna
ncy
Testin
g n(%)

Help
with
person
al

STI
advi
ce

STI
treat
ment
n(%
)

Acce
ss to
abor
tion

Relatio
nships
n(%)

Onsite
coun
sel

Refe
rral

Tota
l

to

(%)

ling

coun
sel

Ch
isq
ua
re
X2

Si
g

54.
68
3

0.0
00

35.
17
9

0.0
37

ling

P
va
lu
e

Age
16–17

49 (58)

18–20

89 (69)

21–25

80 (77)

30
(36)
57
(44)

36 (43)

33 (39)

40 (48)

29 (35)

61 (47)

59 (46)

69 (54)

53 (41)

69 (66)

66 (64)

65 (63)

36 (35)

52
(50)

Gende
r
Male

Femal
e

102
(59)

49
(28)

116
(81)

90
(63)

71 (41)

56 (33)

65 (37)

48 (28)

95 (66)

102 (7)

109
(76)

70 (49)

46
(55)

48
(57)

25
(30)

31
(37)

24
(29)

84
(65)

79
(61)

47
(36)

51
(40)

55
(43)

74
(71)

75
(72)

42
(40)

48
(46)

51
(49)

96
(55)

88
(51)

36
(21)

59
(34)

49
(28)

108
(76)

114
(80)

78
(55)

71
(50)

81
(57)

1753
(571)

6.3.2.5 Factors associated with attitude and expectation of RSHPPs
Table 39 below presents the results of the non-parametric test and includes the Kruskal-Wallis
test, which established no statistically significant difference between attitude towards RSHPPs
and age (P = 0.696, P > 0.05). The Mann-Whitney U Test revealed a statistically significant
difference between attitude towards RSHPPs and gender (p = 0.000, p < 0.05). However, the
results of the bivariate analysis indicated a statistically significant positive correlation between
attitude and expectation of RSHPPs and age (r = 0.218**, p = 0.000). Additionally, a
statistically significant negative correlation was established between attitude and expectation
of RSHPPs and RSH knowledge (r = -.319**, p = 0.000) and RSH seeking (r = -.190**, p =
0.001) (see Table 76 Appendix xiii).
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Table 39: Association between attitude and expectation of RSHPPs, age and gender

Attitude and expectation of
RSHPPs scales

Mean rank

Chi-square(X2) /MannWhitney U

Sig P-value

Age
16–17

152.58

18–29

161.60

21–25

153.43

0.696
0.723

Gender
Male

130.46

Female

193.73

7474.5

0.000

The results of the multiple regression on factors associated with attitude and expectation of
RSHPPs in Table 40 below were statistically significant for age and gender, where the
coefficients for age are B = 1.759, CI .988–2.529, P = .000 and for gender B = 3.885, CI 2.696–
5.074, p = .000. The regression produced an R² of .395, indicating that 40% of the total
variability in the attitude and expectation of RSHPPs was accounted for in the statistical model.
The findings indicate that gender accounts for the highest predictor in relation to attitude and
expectation of RSHPPs.
Table 40: Multiple regression to determine the factors associated with attitude and expectation of RSHPPs

Independent
variables

R²

(Constant)

.395

B

Sig (P)

95% Confidence Interval for B
Lower

Upper

.273

.829

-2.220

2.767

Age

1.759

.000

.988

2.529

Gender

3.885

.000

2.696

5.074
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6.3.3 Sexual behaviour
The sexual behaviour construct described the sexual behaviour of young people, with the
survey questionnaire measuring three items, including relationship status, sexual preferences
and sexual experience. The Cronbach’s alpha (α) or the measure of internal consistency of the
construct was high (0.76), indicating that the reliability for this dimension is good.
6.3.3.1 Relationship status
Table 41 below indicates that a higher percentage of females (50%) compared with males
(32%) reported that they were in a steady relationship. The results of the Pearson chi-square
for age and gender are X2 =5.661, p = 0.462 and X2 = 13.795, p = 0.003, respectively. These
indicate no statistically significant association between age and relationship status but a
statistically significant association between gender and relationship status.
Table 41: Summary of a young person’s relationship status
Relationship
status

In a steady
relationship
(%)

In a more
casual
relationship (%)

Not in a
relationship
(%)

Others

Age

16–17

31 (37)

13 (16)

38 (45)

1 (1)

18–20

53 (41)

14 (11)

61 (47)

1 (1)

21–25

43 (41)

5 (5)

49 (47)

1 (1)

Male

55 (32)

17 (10)

94 (54)

3 (4)

Female

72 (50)

15 (11)

54 (38)

0

Gen
der

(%)

Total
(%)

310
(98)

Chi
square
X2

Sig p value

5.661

0.462

13.795

0.003

6.3.3.2 Sexual preference
Table 42 below shows that a higher percentage of males (90%) and females (86%) are attracted
to people of opposite gender compared with those attracted to people of the same gender. The
results of the Pearson chi-square for age and gender are X2 = 2.290, p = 0.683 and X2 = 190.601,
p = 0.000, respectively. These signify that there is no statistically significant association
between age and sexual preference, although it determined that there is a statistically significant
association between gender and sexual preferences.
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Table 42: Summary of responses to sexual preference
Relationship status

Men (%)

Women (%)

Men and
women (%)

Age

16–17

43 (52)

41 (49)

0

18–20

60 (47)

68 (53)

1 (1)

21–25

49 (47)

53 (51)

2 (2)

Male

23 (13)

150 (86)

1 (1)

129 (90)

12 (8)

2 (1)

Gender

Female

Total (%)

Chi square
X2

Sig p value

2.290

0.683

190.601

0.000

317 (100)

6.3.3.3 Sexual experience
Table 43 below indicates that a higher percentage of young people from Asian background and
those not in a relationship reported that they had no sexual experience compared with the rest
of the ethnic groups and those in relationships. The results of the Pearson chi-square for age,
gender, ethnicity and relationship status are X2 = 1.377, p = 0.502; X2 = 2.496, p = 0.114; X2 =
86.336, p = 0.000; and X2 = 48.999, p = 0.000, respectively. These reveal no statistically
significant association between age, gender and sexual experience but a statistically significant
association between ethnicity, relationship status and sexual experience.
Table 43: Summary of responses to sexual experience

Sexual experience

Chi-square X2

Sig p-value

26 (31)
31 (24)
30 (29)

1.377

0.502

120 (69)
110 (77)

54 (31)
33 (23)

2.496

0.114

23 (70)
174 (90)
34 (38)
8 (89)
2 (67)
3 (75)
6 (86)

10 (30)
17 (10)
56 (62)
1 (11)
1 (33)
1 (25)
1 (14)

86.336

0.000

114 (90)
30 (94)

13 (10)
2 (6)

48.991

0.000

82 (55)

66 (45)

2 (67)

1 (33)

Yes (%)

No (%)

58 (69)
98 (76)
74 (71)

Total (%)

Age
• 16–17
• 18–20
• 21–25
Gender
• Male
• Female
Ethnicity
•
Black
•
White
•
Asian
•
Mixed ethnicity
•
Arab
•
Asian-Chinese
•
Roma
Relationship status
• In a relationship
• In a more casual
relationship
• Not in a
relationship
• Other
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317 (100)

The second part of this survey questionnaire asked for the age that young people had their first
sexual experience. From a total of 220 (69%) young people, 97 (31%) refused to reveal the age
they had their first sexual experience. The findings indicate that the minimum age of first sexual
experience was 11 years, whereas the maximum age was 23 years (reported by one female
identified as white). Similarly, the mean age of first sexual experience was 16 years. The
findings reveal that those who are not in a relationship are more likely to report no sexual
experience compared with the remainder of the respondents.
6.3.3.4 Factors associated with sexual behaviour
Table 44 below presents the results of the non-parametric test and includes the Kruskal-Wallis
test, which found a statistically significant difference between sexual behaviour and ethnicity
(P = 0.000, P < 0.05) but found no statistically significant difference between sexual behaviour
and age (p = 0.835, P > 0.05). The Mann-Whitney U Test revealed a statistically significant
association between sexual behaviour and gender (p = 0.013, p < 0). However, the results of
the bivariate analysis indicated a weak positive statistically non-significant correlation between
sexual behaviour and age (r = 0.029, p = .603). In addition, a statistically significant correlation
was established between RSH knowledge and sexual behaviour (r = 0.209**, p = 0.000) (see
section 7.3.4.7 for more details).
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Table 44: Association between sexual behaviour, age, gender and ethnicity

Sexual behaviour
scales
Age

Gender

Relationship
status

Mean
rank

Chi-square(X2)
/Mann-Whitney U

Sig P-value

16–17
18–20
21–25

157.01
157.02
163.06

0.360

0.835

Male

205.72
-10.90

0.013

Female

102.15

In a steady relationship
In a casual relationship
Not in a relationship
Others

123.06
130.56
183.31
176.50

46.224

0.000

Black
White
Asian
Mixed ethnicity
Arab
Asian-Chinese
Roma

169.05
121.69
210.61
109.17
183.00
280.5
189.2

79.090

0.000

Ethnicity

The result of the multiple regression on factors associated with sexual behaviour in Table 45
below was not statistically significant for age (p = .295, B= -.041, CI [-.119–.036]) but
statistically significant for gender (p = .000, B = -.787, CI [-.908–.667]), ethnicity (p = .000, B
= .118, CI [.061–.176) and relationship status (p = .000, B = 1.82, CI [.120–.245]). The
regression produced an R² of .675, indicating that 68% of the total variability in the sexual
behaviour construct is accounted for in the statistical model. The findings suggest that
relationship status accounts for the highest predictor of sexual behaviour.
Table 45: Multiple regression to determine factors associated with sexual behaviour

Independent
variables

R²

(Constant)
Age

B

Sig (P)

3.362
.675

Adjusted 95% CI for B
Lower

Upper

3.045

3.678

-.041

.295

-.119

.036

Gender

-.787

.000

-.908

-.667

Ethnicity

.118

.000

.061

.176

Relationship status

.182

.000

.120

.245
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6.3.4 Reproductive and sexual health seeking
The RSH seeking construct describes the engagement of young people with the RSHPPs
provided within their local area. The RSH seeking construct measures six items and describes
young people’s awareness and utilisation of RSHPPs in various settings. The Cronbach’s alpha
(α) or the measure of internal consistency of the construct of health seeking is 0.64.
6.3.4.1 Awareness of local contraceptive and sexual health services
Table 46 shows that a higher percentage of females (79%) compared with males (59%) and
young people with sexual experience (79%) compared with those with no sexual experience
(21%) reported that they are aware of local CaSH services. The results of the Pearson chisquare for age, gender and sexual experience are X2 = 0.534, p = 0.766; X2 = 14.211, p = 0.000;
and X2 = 43.021, p = 0.000, respectively. This indicates no statistically significant association
between age and awareness of local CaSH services, although a statistically significant
association between gender, sexual experience and awareness of local CaSH was established.
Table 46: Summary of responses to awareness of CaSH services

Awareness of CaSH

Yes n (%)

No (%)

Age

16–17

68 (69)

26 (30)

18–20

85 (66)

44 (34)

21–25

73 (70)

31 (30)

Male

103 (59)

71 (41)

Female

113 (79)

30 (21)

Yes

181 (79)

49 (21)

No

35 (40)

52 (60)

Gender

Sexual
experience

Total

Chi-square X2

Sig p-value

0.534

0.766

14.211

0.000

43.021

0.000

317 (100)

6.3.4.2 Use of local CaSH services
Table 47 below demonstrates that a higher percentage of females (59%) than males (29%)
reported that they have been to a local CaSH service. Additionally, a higher percentage of those
who are not in a relationship (78%) and those with no sexual experience (97%) reported that
they have not been to a local CaSH service compared with the rest of the relationship status
and sexual experience groups. The results of the Pearson chi-square for age, gender,
relationship status and sexual experience are X2 = 2.240, p = 0.326; X2 = 28.960, p = 0.000; X2
= 54.134, p = 0.000; and X2 = 74.061, p = 0.000, respectively. This indicates that there is no
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statistically significant association between age and the utilisation of local CaSH services but
a statistically significant association between gender, relationship status, sexual experience and
use of CaSH services.
Table 47: Summary of responses to the use of local CaSH services
CaSH visits

Yes (%)

No (%)

16–17
18–20
21–25

32 (38)
52 (40)
50 (48)

52 (62)
77 (60)
54 (52)

Male
Female
In a steady relationship
In a more casual
relationship
Not in a relationship
Others

50 (29)
84 (59)
82 (65)
18 (56)
32 (22)
1 (33)

124 (71)
59 (41)
45 (35)
14 (44)
116 (78)
2 (67)

Yes
No

131 (57)
99 (43)

3 (3)
52 (97)

Total (%)

Chi-square X2

Sig p-value

2.240

0.326

28.960

0.000

54.134

0.000

74.061

0.000

Age

Gender

Relationship
status

Sexual
experience

317(100)

6.3.4.3 Time of last visit to a CaSH clinic
One hundred young people, representing 32% of the total 317 (100%) participants, replied to
this section of the questionnaire. The responses indicated that July 2010 was the earliest date
of their last visit to a CaSH clinic or service, while the most recent date was December 2016.
It should be mentioned that 217 young people declined to give details of the dates they visited
CaSH clinics or services (see Appendix xiii, Table 69 for more details).
6.3.4.4 Age of first visit to a CaSH service
The minimum age concerning a visit to a CaSH service was 11 years old, which involved a
young Asian female, whereas the maximum age was 25 years, which involved a white male.
The mean age was 16.5 years (see Appendix xiii, Table 70 for more details).
6.3.4.5 Type of CaSH services accessed during last visit
Table 48 below shows that many young people reported that they had not visited any CaSH
services prior to their current visit, although walk-in services were a slightly popular choice for
last visits, recording a marginally higher percentage than the rest of the settings. The findings
indicate that 30% of young people aged 16–17 years, 36% of females and 56% of those with
mixed ethnicity preferred to use walk-in services. Similarly, a higher percentage of males
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(55%) compared with females (35%) and of young people from Asian backgrounds (72%)
compared with the remainder of the ethnic groups reported that they were not accessing any
CaSH services. The results of the Pearson chi-square for age, gender, ethnicity, sexual
experience and relationship status are X2 = 19.941, p = 0.132; X2 = 41.221, p = 0.000; X2 =
101.316, p = 0.000; X2 = 54.568, p = 0.000; and X2 = 67.289, p = 0.000, respectively. These
suggest that there is no statistically significant association between age and the last visit to a
CaSH service but establish a statistically significant association between gender, ethnicity,
relationship status, sexual experience and last CaSH visit.
Table 48: Summary of responses to the type of CaSH services accessed during the last visit
Last CaSH visits

Walkin
(%)

GP
(%)

Outre
ach
(%)

CaSH
(%)

Youth
advice
clinic
(%)

None
(%)

Other
s
(%)

Age

16–17
18–20
21–25

25(30)
27(21)
24(23)

6(1)
16(12)
13(13)

9(11)
5(4)
3(3)

1(1)
7(5)
9(9)

3(4)
4(3)
4(4)

39(46)
62(48)
44(42)

1(1)
8(6)
7(7)

Gen
der

Male
Female

24(14)
52(36)

19(11)
16(11)

14(8)
3(2)

3(2)
14(10)

7(4)
4(3)

95(55)
50(35)

12(7)
4(3)

Eth
nicit
y

Black
White
Asian
Mixed
ethnicity
Arab
Asian-Chinese
Roma

6(18)
58(34)
6(7)
5(56)
1(33)
0
0

3(9)
21(12)
6(7)
0
1(33)
1(25)
3(43)

4(12)
7(4)
4(4)
0
0
1(25)
1(14)

1(3)
14(8)
1(1)
1(11)
0
0
0

3(9)
7(4)
0
0
0
1(25)
0

16(49)
57(33)
65(72)
3(33)
1(33)
0
3(43)

0
7(4)
8(9)
0
0
1(25)
0

Yes
No

72(31)
4(45)

32(14)
3(3)

11(5)
6(7)

15(7)
2(2)

9(4)
2(2)

78(34)
67(77)

13(6)
3(4)

In a
relationship
In a more
casual
relationship
Not in a
relationship
Other

45(35)
12(38)

24(19)
1(3)

6(5)
3(9)

10(8)
2(6)

5(4)
1(3)

32(25)
11(34)

5(4)
2(6)

19(13)

10(7)

5(3)

10(3)

3(2)

98(66)

8(5)

0

0

1(33)

0

0

2(67)

0

Sexu
al
expe
rien
ce
Rela
tions
hip
stat
us

Tot
al
(%)

Chisquar
e X2

Sig
pvalu
e

19.941

0.13
2

41.221

0.00
0

101.31
6

0.00
0

54.568

0.00
0

67.289

0.00
0

317
(100
)

6.3.4.6 Type of CaSH service accessed in current visit
Table 49 below indicates that outreach services were the most popular choice of venue for
current RSHPPs use among young people. Additionally, more young people aged 16–17 years
(39%) compared with the rest of the age groups, with males (37%) more than females (17%)
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and more Roma (43%) than the rest of the ethnic groups, currently utilise outreach services.
Similarly, a higher percentage of those aged 21–25 years (34%), Asians (47%) and males
(26%) do not utilise CaSH services presently. The results of the Pearson chi-square for age,
gender, ethnicity, sexual experience and relationship status are X2 = 26.200, p = 0.010; X2 =
43.737, p = 0.000; X2 = 89.304, p = 0.000; X2 = 44.895, p = 0.000; and X2 = 54.735, p = 0.000,
respectively. This suggests that there is a statistically significant association between age,
gender, ethnicity, relationship status, sexual experience and current CaSH visit.
Table 49: Summary of responses to the type of CaSH service accessed during the current visit
Current CaSH use

Walk-in

GPs

Outreac
h
services

CaSH

Youth
advice
clinic

None

Other
s

Age

16–17
18–20
21–25

22(26)
26(20)
21(20)

14(17)
24(19)
13(13)

33(39)
35(27)
(21(20)

0
4(3)
7(7)

3(4)
3(2)
3(3)

10(12)
29(23)
35(34)

2(2)
8(6)
4(4)

Gen
der

Male
Female

19(11)
50(35)

26(15)
25(18)

65(37)
24(17)

2(1)
9(6)

5(3)
4(3)

46(26)
26(17)

11(6)
3(2)

Ethn
icity

Black
White
Asian
Mixed
ethnicity
Arab
AsianChinese
Roma

5(15)
50(29)
7(8)
6(67)

4(12)
33(19)
9(10)
1(11)

10(30)
37(22)
37(41)
1(11)

2(6)
8(5)
0
0

2(6)
6(4)
0
0

10(30)
33(19)
28(47)
1(11)

0
4(2)
9(10)
0

1(33)

1(33)

0

0

0

1(33)

0

0
0

0
3(43)

1(25)
3(43)

1(25)
0

1(25)
0

0
1(14)

1(25)
0

Yes
No

63(27)
6(7)

46(20)
5(6)

46(20)
43(49)

10(4)
1(1)

7(3)
2(2)

47(20)
27(31)

In a
relationship
In a more
casual
relationship
Not in a
relationship
Other

41(32)

32(25)
4(13)

20(16)
9(28)

6(4.7)
2(6.3)

4(3.1)
0

15(10)

54(37)

3(2)

0

3(100)

0

Sexu
al
expe
rienc
e
Rela
tions
hip
statu
s

Tot
al
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Chisquar
e X2

Sig
pvalu
e

26.200

0.01
0

43.737

0.00
0

89.304

0.00
0

11(5)
3(3)

44.895

0.00
0

19(15)
6(19)

5(4)
1(3)

54.735

0.00
0

3(3)

48(32)

7(5)

0

0

0

317
(100)

10(31)
18(12)
0

6.3.4.7 Factors associated with RSH seeking
The results of the non-parametric test in Table 50 below include the Kruskal-Wallis test, which
show a statistically significant difference between RSH seeking and ethnicity (p = 0.000, p <
0), sexual experience (p = 0.000, p < 0) and relationship status (p = 0.000, p < 0). The KruskalWallis test also reveals no statistical difference between age and RSH seeking (p = 0.221, p >
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0), while the Mann-Whitney U Test reveals a statistically significant difference between RSH
seeking and gender (p = 0.013, p < 0) and sexual experience (p = 0.000, p < 0). However, the
results of the bivariate analysis indicate a weak positive and statistically non-significant
correlation between RSH seeking and age (r = 0.091, p = 0.119). Additionally, a statistically
significant strong correlation between sexual behaviour and RSH seeking was established (r =
0.503**, p = 0.000). A statistically significant correlation was also established between RSH
knowledge and RSH seeking (r = 0.180*, p = 0.002) (see Table 76 and Appendix xiii).
Table 50: Association between RSH seeking, age, gender, ethnicity, relationship status and sexual experience

Health seeking behaviour
scales
Age

Mean rank

16–17
18–20
21–25

133.09
150.74
153.87

Gender

Male
Female

169.81
120.30

Ethnicity

Black
White
Asian
Mixed racial
Arabs
Asian–
Chinese
Roma
In a
relationship
In a more
casual
relationship
Not in a
relationship
Other

158.13
119.75
201.02
67.25
113.17
147.75
149.00

Yes
No

126.07
201.78

Relationship status

Sexual experience

108.02
113.39

Chi-square(X2)
/Mann-Whitney U

Sig P-value

3.017

0.221

-5.012

0.013
0.000

59.33

53.693

0.000

4149.00

0.000

180.55
138.25

The result of the multiple regression on factors associated with RSH seeking in Table 51 below
was not statistically significant for age (p =.121, B =-.434, CI (-.116–.984) but statistically
significant for gender (p = .000, B = -1.930, CI (-2.789–1.070), relationship status (p = .000, B
= 1.175, CI (.700–.1650) and sexual experience (p = .000, B = 2.688, CI (1.676–3.700). The
regression produced an R² of .542, indicating that 54% of the total variability in RSH seeking
was accounted for in the statistical model. The findings signify that sexual experience accounts
for the highest predictor regarding RSH seeking.
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Table 51: Multiple regression to determine factors associated with RSH seeking

Independent variables

R²

(Constant)

B

Sig (P)

Adjusted 95% CI for B
Lower

Upper

6.146

. 000

3.797

8.495

.434

.121

-.116

.984

Gender

-1.930

.000

-2.789

-1.070

Relationship status

1.175

.000

.700

1.650

Sexual experience

2.688

.000

1.676

3.700

Age

.542

6.3.5 Rating RSHPPs use and HPWs
This construct describes young people’s experience of accessing RSHPPs and engaging with
HPWs as a way of determining their satisfaction and service use. Associations between rating
RSHPPs use and HPWs, age, gender and data collection venues were examined to further
understand service use. The construct measured six items in the survey questionnaire. The
Cronbach’s alpha (α) or the measure of internal consistency was 0.92, indicating high
reliability.
6.3.5.1 Description of young people’s engagement with HPWs (doctors, GPs, nurses,
healthcare and support workers or generic HPWs) during RSHPPs
6.3.5.1.1 Friendly
Table 52 below indicates that a higher percentage of those who attend RSHPPs in clinics
(73%), both males and females (59%), rate HPWs and RSHPPs use as very friendly than those
who attend in other service settings. In addition, young people rate HPWs and RSHPPs use of
the outreach bus – town centres (14%) as not at all friendly. The results of the Pearson chisquare for age, gender and data collection venues are X2 = 4.941, p = 0.293; X2 = 2.131, p =
0.345; and X2 = 21.977, p = 0.015 respectively. This denotes that there is no statistically
significant association between age, gender and those who rate HPWs as friendly but a
statistically significant association between service settings and those who rate HPWs as
friendly.
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Table 52: Summary of responses to HPWs are friendly

Friendly HPWs

Very
(%)

Mostly
(%)

Not at all
(%)

Age

16–17
18–20
21–25

56 (67)
71(55)
61(59)

20(24)
49(38)
36(35)

8(10)
9(7)
7(7)

Male
Female

103(59)
85(59)

61(35)
44(31)

10(6)
14(10)

Clinical
College
Outreach – community
venue
Bus outreach – parks
Pubs & restaurants
Bus outreach – town
centres

60 (73)
37(52)
20(51)

16(20)
29(41)
5(71)

7(9)
5(7)
2(5)

2(11)
31(57)
38(59)

17(89)
21(39)
17(27)

0(0)
2(4)
9(14)

Gender

Service
settings

Tota
l
(%)

317
(100
)

Chisquare
X2

Sig P
value

4.941

0.293

2.131
0.345

21.977

0.015

6.3.5.1.2 Helpful
Table 53 below indicates that a higher percentage of those who attended RSHPPs in clinics
(73%) rate RSHPPs use and HPWs as very helpful than those who attended RSHPPs in other
service settings. Additionally, more young people rate the RSHPPs use and HPWs of the
outreach bus – town centres (13%) as not at all helpful compared with those of other service
settings; for instance, bus outreach – parks received no complaints in that regard. The results
of the Pearson chi-square for age, gender and data collection venues are X2 = 4.259, p = 0.372;
X2 = 0.068, p = 0.967; and X2 = 23.983, p = 0.008, respectively. This signifies that there is no
statistically significant association between age, gender and those who rate RSHPPs use and
HPWs as helpful but that there is a statistically significant association between service settings
and those who rate HPWs as helpful.
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Table 53: Summary of responses to RSHPPs use and HPWs are helpful
Helpful HPWs

Very (%)

Mostly
(%)

Not at all (%)

Age

16–17

52(62)

23(27)

9(11)

18–20

68(53)

52(40)

9(9)

21–25

59(56)

34(33)

10(10)

Male

98(56)

61(35)

15(9)

Gender

Female

81(57)

48(34)

13(9)

Service
settings

Clinical

59(73)

5(19)

7(9)

College

35(49)

30(42)

6(9)

Outreach community
venues

14(36)

23(59)

2(5)

4(57)

3(43)

0

31(57)

18(33)

5(9)

36(56)

20(31)

8(13)

Bus outreach – parks
Pubs & restaurants
Bus outreach – town
centres

Total
%

Chi-square
X2

Sig P-value

316(99)

4.259

0.372

0.068

0.967

23.983

0.008

316(99)

6.3.5.1.3 Welcoming
Table 54 below indicates that a higher percentage of those who attend RSHPPs in clinics (74%)
rate RSHPPs use and HPWs as very welcoming than those who attend in other service settings.
In addition, a marginally higher percentage of young people rate HPWs and RSHPPs use of
the outreach bus – town centres (22%) as not at all welcoming compared with other service
settings. The results of the Pearson chi-square for age, gender and data collection venues are
X2 = 4.454, p = 0.615; X2 = 2.483, p = 0.478; and X2 = 39.151, p = 0.001, respectively. This
indicates that there is no statistically significant association between age, gender and those who
rate HPWs as helpful but that there is a statistically significant association between service
settings and those who rate HPWs as welcoming.
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Table 54: Summary of responses to RSHPPs use and HPWs as welcoming
Welcoming HPWs

Very
(%)

Mostly
(%)

Not at all (%)

Age

16–17

43(51)

28(33)

13(16)

18–20

65(50)

50(39)

11(9)

21–25

56(54)

38(37)

10(10)

Male

85(49)

69(40)

18(10)

Female

79(57)

47(33)

16(11)

Gender

Total
(%)

Chisquare
X2

Sig P
value

4.454

0.615

2.483

0.478

39.151

0.001

315
(99)

Service
settings

Clinical

60(74)

16(20)

5(6)

College

28(39)

36(51)

6(9)

Outreach community venues

16(42)

18(46)

4(10)

Bus outreach – parks

2(29)

5(71)

0

Pubs & restaurants

29(54)

20(37)

5(9)

Bus outreach – town centres

29(45)

21(33)

14(22)

6.3.5.1.5 Approachable
Table 55 below reveals that a higher percentage of young people who attend RSHPPs in clinics
(70%) rate RSHPPs use and HPWs as very approachable. Moreover, a higher percentage of
young people rate RSHPPs use and HPWs of the outreach bus – town centres (27%) as not at
all approachable compared with other service settings. The results of the Pearson chi-square
for age, gender and RSHPPs settings are X2 = 1.959, p = 0.743; X2 = 1.542, p = 0.463; and X2
= 1.542, p = 0.004, respectively. This indicates that there is no statistically significant
association between age, gender and those who rate RSHPPs use and HPWs as approachable,
though it establishes a statistically significant association between RSHPPs settings and those
who rate RSHPPs use and HPWs as approachable.
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Table 55: Summary of responses to HPWs are approachable
Approachable HPWs

Very

Mostly

Not at

Total

Chi-

Sig P

(%)

(%)

all (%)

(%)

square X2

value

16–17

43(51)

27(32)

14(17)

1.959

0.743

18–20

64(50)

50(39)

15(17)

21–25

55(53)

34(33)

15(14)

1.542

0.463

25.834

0.004

Age
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Gender
Male

84(48)

66(38)

24(14)

Female

78(55)

45(32)

20(14)

Clinical

57(70)

18(22)

7(9)

Service

College

32(45)

30(42)

9(13)

settings

Outreach community venues

17(44)

18(46)

4(10)

Bus outreach – parks

2(29)

4(57)

1(14)

Pubs & restaurants

27(50)

21(39)

6(11)

Bus outreach – town centres

27(42)

20(31)

17(27)

(100)

6.3.5.1.6 Discrete
Table 56 below indicates that a higher percentage of those who attend RSHPPs in clinics (70%)
rate RSHPPs use and HPWs as very discrete compared with other RSHPPs settings. In addition,
a higher percentage of young people rate HPWs and RSHPPs use of the outreach bus – town
centres (22%) as not at all discrete compared with other RSHPPs settings. The results of the
Pearson chi-square for age, gender and RSHPPs settings are X2 = 4.484; p = 0.612; X2 = 4.057,
p = 0.255; and X2 = 25.729, p = 0.041, respectively. This indicates that there is no statistically
significant association between age, gender and those who rate RSHPPs use and HPWs as
discrete but that there is a statistically significant association between RSHPPs settings and
those who rate HPWs as discrete.
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Table 56: Summary of responses to HPWs are discrete
Discrete HPWs

Age

Very
(%)

Mostly (%)

Not at

16–17

43(51)

26(31)

15(18)

18–20

61(47)

50(39)

17(13)

21–25

57(55)

35(34)

12(12)

all (%)

Total
(%)

Chi-square
X2

Sig P
value

4.484

0.612

4.057

0.255

25.729

0.041

317(100)
Gender

Male

82(47)

68(39)

24(14)

Female

79(55)

43(30)

20(14)

Service

Clinical

57(70)

18(22)

7(9)

settings

College

31(44)

29(41)

10(14)

14(36)

19(49)

6(15)

Bus outreach – parks

3(43)

4(57)

0

Pubs & restaurants

28(52)

19(35)

7(13)

28(43.8)

22(34.4)

14(22)

Outreach
venues

community

Bus outreach – town centres

6.3.5.1.7 Trusted with private information
Table 57 below indicates 66% of young people who attend RSHPPs in clinics, 61% of those
aged 16–17 years (61%) and 57% of females rate RSHPPs use and HPWs as very trustworthy
with private information. On the other hand, 16% of young people rate RSHPPs use and HPWs
of the outreach bus – town centres as not at all trustworthy with private information. The results
of the Pearson chi-square for age, gender and data collection venues are X2 = 3.364, p = 0.499;
X2 = 0.382, p = 0.826; and X2 = 11.294, p = 0.335, respectively. This indicates that there is no
statistically significant association between age, gender, service setting and those who rate
HPWs as trustworthy with confidential information.
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Table 57: Summary of responses to HPWs can be trusted with private information
HPWs trusted with private information

Age

Very
(%)

Mostly
(%)

Not at

16–17

51(61)

26(31)

7(8)

18–20

68(53)

48(37)

12(9)

21–25

59(57)

30(29)

14(14)

Male

96(55)

60(35)

18(10)

Female

82(57)

44(31)

15(11)

Clinical

54(66)

20(24)

7(9)

College

37(52)

29(42)

5(7)

Outreach community
venues

18(46)

17(44)

4(10)

4(57)

3(43)

0

31(57)

16(30)

7(13)

34(53)

19(30)

10(16)

all
(%)

Total
(%)

Chi-square
X2

Sig P value

3.364

0.499

0.382

0.826

11.294

0.335

Gender

Service
setting

Bus outreach – parks
Pubs & restaurants

315(99)

Bus outreach – town centres

6.3.5.1.8 Factors associated with rating RSHPPs use and HPWs
The result of the non-parametric test in Table 58 below, which includes the Kruskal-Wallis test
and the Mann-Whitney U test, revealed no statistically significant difference between rating
HPWs and RSHPPs use and age (p = 0.696) and gender (p = 0.481). The Kruskal-Wallis test
established a statistically significant difference between rating RSHPPs use and HPWs and
RSHPPs settings (P = 0.004). However, the results of the bivariate analysis indicated no
correlation between rating RSHPPs use and HPWs and age (r = 0.000, p = 0.993), a statistically
significant negative correlation between rating RSHPPs use and HPWs and attitude and
expectation of RSHPPs (r = -0.147**, p = 0.009) and a statistically significant correlation
between rating RSHPPs use and HPWs and RSH seeking (r = 0.144**, p = 0.15) (see Table 76
Appendix xiii).
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Table 58: Association between rating RSHPPs use and HPWs, age, gender and RSHPPs settings
Rating RSHPPs use and HPWs

Mean rank

Chi-square(X2)
/Mann-Whitney U

Sig P-value

16–17

152.58

0.723

0.696

18–20

161.60

21–25
Gender
Male

153.43
-7.05

0.481

Female

12.61

17.281

0.004

Age

159.63

Service settings
Clinical
College
Outreach community venues
Bus outreach – parks
Pubs & restaurants
Bus outreach – town centres

123.20
169.29
179.97
171.00
155.07
169.03

The results of the multiple regression on factors associated with rating RSHPPs use and HPWs
in Table 59 below were not statistically significant for age (p = .990, B = -.003, CI (-.504–.498)
and gender (p = .719, B = -.153, CI (-.682–.988) but statistically significant for RSHPPs venues
(p = .033, B = .234, CI (.019–.449). The regression produced an R² of .33, indicating that 33%
of the total variability in rating RSHPPs use and HPWs was accounted for in the statistical
model. The findings indicate that RSHPPs venues account for the highest predictor for rating
RSHPPs use and HPWs.
Table 59: Multiple regression to determine factors associated with rating RSHPPs use and HPWs

Independent variables

R²

B

Sig (P)

Adjusted 95% CI for B
Lower

Upper

(Constant)

2.438

. 017

. .443

4.432

Age

-.003

.990

-.504

.498

.153

.719

-.682

.988

.234

.033

.019

.449

Gender
RSHPPs venue

.33
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6.3.6 Barriers to accessing RSHPPs for young people
This section of the questionnaire describes the barriers to accessing RSHPPs by young people
across various service settings. The questionnaire asks young people to choose from the list of
factors that can stop them from accessing RSHPPs, such as those offered in GP surgeries,
family planning clinics, young person’s clinics and chemists and from using CaSH services. A
multi-response element survey questionnaire was utilised for this construct, and the
respondents were advised to tick more than one option if it applied to them. The Cronbach’s
alpha (α) or the measure of internal consistency of the construct of attitudes and perception of
RSHPPs was 0.61.
6.3.6.1 Factors that discourage access to RSHPPs for young people
Table 60 below demonstrates that worries about confidentiality and embarrassment were the
main reasons that discourage young people from accessing RSHPPs. Worries pertaining to
confidentiality were identified by a higher percentage of females (64%) than males (51%). The
fear of embarrassment was reported by 65% of females compared with 50% of males. The least
frequent reason cited by young people as a barrier to accessing RSHPPs was others. The results
of the Pearson chi-square for age, gender and ethnicity are X2 = 27.372, p = 0.125; X2 = 22.590,
p = 0.012; and X2 = 68.620, p = 0.524. This indicates that there is no statistically significant
association between age, ethnicity and the factors that discourage young people from using a
CaSH service but that there is a significant association between gender and what would
discourage young people from using a CaSH service.
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Table 60: Summary of responses to the barriers that could deter access to RSHPPs for young people
Barrier
to CaSH
use

Age
16–17
18–20
21–25

Worrie
s about
confide
ntiality
(%)

Lack
of
infor
matio
n (%)

Worr
ies
about
being
medic
ally
exami
ned
(%)

Embar
rassme
nt (%)

Worr
ies
about
being
judge
d (%)

Tran
sport
probl
ems
(%)

Worrie
s about
being
seen
enterin
g (%)

Inconv
enient
openin
g times
(%)

Religi
ous
or
cultu
ral
groun
ds
(%)

Oth
ers
(%)

54(64)

12(14
)
25(19
)
26(25
)

27(32
)
35(27
)
21(20
)

46(55)

31(37
)
58(45
)
39(38
)

17(20
)
24(19
)
24(23
)

26(31)

15(18)

4(5)

33(26)

35(27)

36(35)

26(25)

5(6)
20(16
)
31(30
)

36(21
)
27(20
)

41(24
)
42(29
)

87(50)
93(65)

59(34
)
69(48
)

28(16
)
37(26
)

41(24)
54(38)

36(21)
40(28)

32(18
)
24(17
)

12(36
)

8(24)

8(24)

7(21)

36(21
)

49(27)

14(16
)

65(50)
63(61)

Gender
Male
Female

91(51)
91(64)

69(54)
65(63)

Chi
squ
are
X2

Sig
P
valu
e

27.3
72

0.12
5

10(6
)
4(3)

22.5
90

0.01
2

8(24)

3(9)

68.6
20

0.52
4

50(28)

12(7)

6(4)

32(36)

14(16)

33(37
)

3(3)

4(44)

3(33)

3(33)

1(11)

2(22
)

2(67)

0

0

(33)

0

2(50)

0

0

Tot
al
(%
)

6(5)
4(4)

942
(31
8)

Ethnicity
Black

14(42)

9(27)

6(18)

14(42)

White

104(
60)

35(27
)

45(26
)

99(58)

56(62)

21(23
)

27(30
)

55(61)

1(11)

1(11)

4(44)

Asian
Mixed
ethnicity

3(33)

79(46
)
33(37
)
4(44)

Arab

2(67)

0

1(33)

2(67)
0

AsianChinese

3(75)

Roma

2(29)

1(25)

0

3(75)

0

0
0

3(43)

3(43)

0

0
1(14)

1(14)

2(29)

1(14)

0

6.3.6.2 Factors associated with barriers to accessing RSHPPs
The results of the non-parametric test in Table 61 below include the Kruskal-Wallis test, which
revealed no statistically significant difference between barriers to RSHPPs use and age (p =
0.334) and ethnicity (p = 0.555). However, the Mann-Whitney U Test determined a statistically
significant difference between barriers to RSHPPs use and gender (P = 0.000), and the results
of the bivariate analysis denoted a weak positive but statistically non-significant correlation
between barriers to RSHPPs use and age (r = 0.081, p = 0.151). Additionally, a statistically
significant negative correlation was established between barriers to accessing RSHPPs and
RSH knowledge (r = -.188**p = 0.001) (see Table 76, Appendix xiii).
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Table 61: Association between barriers to CaSH use, age, gender and ethnicity

Barriers to
RSHPPs use scales

Mean rank

Chi-square(X2)
/Mann-Whitney U

Sig P-value

150.38
155.49
168.89

2.196

0.334

-3.741

0.000

5.871

0.555

Age
16–17
18–20
21–25
Gender
Male
Female
Ethnicity

141.26
179.36

Black
White
Asian
Mixed ethnicity
Arab
Asian-Chinese
Roma

137.75
161.07
166.91
154.11
176.50
133.50
103.36

The result of the multiple regression on factors associated with barriers to accessing RSHPPs
in Table 62 below was not statistically significant for age (p = .091, B = .249, CI (-.041–.538)
and ethnicity (p = .385, B = -.091, CI (-.291–.115) but statistically significant for gender (p =
.001, B = -.747, CI (.305–1.188). The regression produced an R² of .42, indicating that 42%
of the total variability in the barriers to accessing RSHPPs was accounted for in the statistical
model. The findings indicate that gender accounts for the highest predictor regarding barriers
to accessing RSHPPs.
Table 62: Multiple regression to determine factors associated with barriers to accessing RSHPPs

Independent
variables
(Constant)
Age
Gender
Ethnicity

R²

.42

B
1.592
.249
.747
-.091
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Sig (P)

95% CI for B

.002
.091
.001
.385

Lower
.577
-.040
.305
-.297

Upper
2.607
.538
1.188
.115

6.4 Analysis and findings from the open-ended section of the survey questionnaire
This section discusses the analysis of the open-text comments, which gave young people the
opportunity to offer suggestions or comments on how they thought the RSHPPs could be
improved to address their RSH needs. Thematic analysis was performed on the open comments
to explore emerging themes that were grouped according to how they fit into the themes as
presented below. The number of young people who completed the survey questionnaire was
317 (70% response rate), out of which 81 (26%) were provided the open-ended section of the
survey questionnaire. The use of open-text comments to provide additional perspective to the
current research study adheres closely to the study conducted by Gilles et al. (2017), a ‘Joint
analyses of open comments and quantitative data’ in a job satisfaction survey of hospital
professionals. The open-text comment element of the questionnaire was analysed to explore
themes that addressed their research objectives. The added value of incorporating open
comments into quantitative data cannot be over-emphasised, although O’Cathain and Thomas
(2004) suspected that researchers seldom use this method in their final analysis. For the current
research study, the themes generated from the analysis of the open text comments are presented
below.

6.4.1 Making the service more accessible
Some of the issues that young people want to see addressed in the provision of RSHPPs are
easy access, convenient opening times, better awareness of RSHPPs and the provision of more
drop-ins for RSHPPs, as noted in the responses below.
More services, better awareness, more convenient opening times – white female, 18–
20 age group
By coming more often and offering help – Asian male, 16–17 age group
Opening time to be more convenient – black female, 21–25 age group
Easier access to services for busy professionals – mixed ethnicity, female, 21–25 age
group
More drop-in/accessible times – white female, 16–17 age group
Services like these need to be more involved in the countryside and rural villages such as
South Elmsall, etc. – white male, 18–20 age group
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More local . . . mine is a trek away, and more convenient opening hours if I think I need
emergency contraception, if it’s an emergency – white female, 18–20 age group
To provide the services to people of all ages and situation of people – Chinese male,
21–25 age group

6.4.2 RSHPPs to be discrete, respectful and confidential
Young people suggested that staff should approach the delivery of RSHPPs with discretion and
confidentiality. Moreover, they also wanted to be treated by staff with respect and dignity.
To be open and protective – Asian female, 21–25 age group
STI testing should be available discretely – for instance, GP’s toilet in a dispenser or
high school or even in pub toilets – white male, 21–25 age group
Makes it more private for people like Pakistani women, confidentiality is important.
Ethnicities like Muslim women would probably come out and admit rape if confidentiality was
assured and also admit they have been groomed – Asian male, 21–25 age group
Not making it an awkward thing to acknowledge. The biggest issue is the social-cultural
stigma attached to sexual health services – white female, 21–25 age group
To be more confidential and to be more professional – Asian male, 18–20 age group
This young person reported a negative experience in another service area.
Had negative experience in Chester – white female, 18–20 age group

6.4.3 Awareness and education
For young people to access RSHPPs, they suggested that service providers create awareness to
help advertise the services.
More information to be provided and easy access, for example, College’ – black male,
21–25 age group
Let young people know where more local services are and where to seek advice – female
Asian, 21–25 age group
Need to let students in high schools, colleges, Uni, know where services are available –
female Asian, 21–25 age group
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6.4.4 Barriers to accessing RSHPPs
Young people provided the following details on perceived barriers to accessing RSHPPs.
People feel embarrassed so that they won’t go. There need to be…to make them more
approachable – white male, 21–25 age group
Sharing details of the consultation with the GP surgery of a young person who comes to access
RSHPPs in the location would discourage them from accessing RSHPPs.
No need for details of my consultations with CaSH or GUM clinics to be made known to
my GP.
There should be more local services. When a young person attends a clinic, the clinics do not
have to contact the patient’s GP.
More appointments. Clinics should be able to communicate with other clinics. There
is no use talking to my GP but would be helpful if a new clinic already had my information –
white female, 18–20 age group
6.5 Discussion of the results of the quantitative study
This final part of the chapter and subsequent sections and subsections discuss the findings of
the results of the quantitative data based on the six RSHPPs constructs from the questionnaire,
as presented below. The most notable factors in the engagement of RSHPPs for young people
(RSHPPs constructs) were examined in relation to the demographic data and characteristics of
young people (age, gender, ethnicity, sexual experience, RSHPPs settings and relationship
status), as presented below.

6.5.1 Reproductive and sexual health knowledge
The findings from the RSH knowledge construct indicate a marked variation in RSH
knowledge across age and gender regarding the 12 items examined within the construct. For
instance, young people were asked to respond to the question on the time frame to use
emergency contraception after unprotected sex. The guidance is ‘to prevent pregnancy,
emergency contraception should be used within 120 hours of unprotected sex’ (FPA, 2016).
The responses from young people vary across this time frame from 12 to 120 hours, with more
young people aged 18–20 years (79%) and females (78%) opting for this. However, more
young people aged 16–17 years (21%) and males (25%) state that they don’t know. Regarding
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gender, Table 33 shows a marked difference in the mean rank between males (170.52) and
females (144.98) with P = 0.013, indicating a significant difference between RSH knowledge
and gender. The findings from the survey questionnaire suggest that females demonstrate more
knowledge of RSH compared with their male counterparts, which again was comparable to
findings from previous studies (Frost et al., 2012; Jomeen & Whitfield, 2010).
The quantitative findings, therefore, indicate that gender was the highest predictor of RSH
knowledge, although the finding was not statistically significant for age. In findings from this
current research study, young people demonstrate adequate knowledge about the time frame
relating to emergency contraception, which sharply contrasted with a previous study by Frost
et al. (2012). According to this study, young people reveal low objective and subjective
knowledge about contraception, with more men than women notably worse off regarding RSH
knowledge. In terms of what medical condition is not an STI, more young people aged 21–25
years (86%) and females (82%) identified thrush. Conversely, more young males (24%) and
those who are aged 16–17 years (30%) stated that HIV or chlamydia was not an STI or simply
did not know. This pattern in responses pertaining to RSH knowledge and gender was
replicated throughout this construct; the findings demonstrate an improvement in RSH
knowledge with age, which is in line with previous research findings (Westwood & Mullan,
2006; Jomeen & Whitfield, 2010).
In addition, a negative correlation was established from the quantitative finding between RSH
knowledge and barriers to accessing RSHPPs. This implies that young people with less RSH
knowledge would report more barriers to access to RSHPPs. This finding is consistent with
Bersamin et al. (2018) where limited knowledge of RSH was identified by university students
as a barrier to accessing RSHPPs.

6.5.2 Sexual behaviour
Findings indicate a statistically significant association between sexual behaviour, gender and
ethnicity and a positive correlation between sexual behaviour and age. The minimum age of
first sexual intercourse was 11 years, which included more young people from the Roma ethnic
origin (14%) and blacks (3%) compared with the rest of the population. In contrast, more young
people who are white (35%) and Arabs (33.3%) reported having had their first sexual
experience when they were less than 16 years old compared with the Chinese, who reported no
sexual activity at this age. Additionally, 62% of young people from Asian origin reported no
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sexual experience. This finding is consistent with Jayakody et al. (2011), who reported that a
lower proportion of young people of Pakistani, Bangladeshi and Indian origin were likely to
report early sexual activity compared with young people who are white, black Caribbean and
from mixed ethnic backgrounds. However, an earlier research finding by Sinha (2005)
observed that young people of Indian, Pakistani and Bangladeshi origins could be engaging in
other forms of activities that were not characterised as sexual.
Additionally, quantitative findings indicate that a tiny fraction of young males (2%) and
females (0.7%) report first sexual intercourse at 11 years old. The results also indicate that first
sexual experience at age 16 is reported by 29% of males and 20% of females. Aspects of these
findings closely align with an earlier study undertaken by Jayakody et al. (2011), where sexual
debut at less than age 13 is more common among young males compared with females.
Furthermore, the age of sexual debut is also noted to be less than 16 years old, which closely
aligns with the current research findings where the mean age of sexual debut is 15.87 years.
However, in comparison to findings by Ingram and Salmon (2010), the age of first sexual debut
ranges from 10 to 16 years old, with a mean age of 13.8 years. The explanation for this variation
may be due to a positive outcome concerning health promotion such as RSEs, which has been
shown to delay the age of sexual debut (Gavin et al., 2010; Kismödi et al., 2014).
The current quantitative findings also indicate that relationship status was the strongest
predictor of sexual behaviour, with the finding suggesting that more young people in both
steady and casual relationships report that they are sexually experienced compared with young
people who are not in relationships or in other forms of relationships. Aspects of this finding
is in tandem with the work of Lehmiller et al. (2014), where people in casual relationships
devoted more time to sexual activity, practised safer sex and reported a higher number of sexual
partners compared with those in steady relationships. Additionally, Burke et al. (2018)
suggested that relationship status was predictive of early sexual initiation for young people.
These findings, along with the current research findings, present potential public health
implications linked to relationships status because of different sexual behaviours linked to
relationship status and also the need for more health promotion programs to improve the RSH
needs of young people irrespective of their relationship status (Lehmiller et al., 2014).
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6.5.3 Reproductive and sexual health seeking
Findings from the quantitative data established a statistically significant association between
RSH seeking, sexual experience and relationship status, and the current research finding
indicates that those who are sexually active and in relationships are more likely to seek
RSHPPs. Research findings obtained by Åkerman et al. (2017) focused on complex
interrelationships between individual, societal and environmental factors that determine a
young person’s health-seeking behaviour and help determine whether they will utilise
healthcare services. The findings from the quantitative data attempt to bring to light the
interlinks between factors that encourage young people to actively seek and engage with
RSHPPs. Young people prefer informal sources of information and resources when seeking
support for RSHPPs (Whitfield et al., 2013). The survey questionnaire examines the awareness
of young people who use local CaSH services and ascertains that more young people aged 21–
25 years, females and those who have had sexual intercourse report that they are aware of their
local CaSH services. From the current study, the minimum age at first visit to a CaSH service
was 11 years, whereas the maximum age was 25. This finding corroborates and further
reinforces the finding by Whitfield et al. (2013), which identified a positive correlation between
age and health-seeking behaviour, with sources of RSHPPs varying with age and increasing
with sexual activity. This finding aligns with certain aspects of Bersamin et al. (2016), where
they asserted that the uptake of RSH services is associated with gender, age, sexual experience
and other factors; for instance, those who are sexually experienced are more likely to seek
RSHPPs such as STIs and contraception advice. While they found no variation between males
and females in terms of accessing RSHPPs, the current research finding establishes that more
females than males engaged in RSH seeking. It also indicates that sexual experience is the
strongest predictor of RSHPPs seeking, closely followed by relationship status.
Quantitative findings from the current study indicate that walk-in services are the most popular
choice for last visits, which include more females than males, those in a casual relationship and
those from mixed ethnicity. In contrast, a higher proportion of respondents indicate they had
never visited a CaSH service before this current visit (46%). They are primarily from the BME
group, particularly Asian (72%), black (49%) and Roma (43%). In a finding by Samangaya
(2007) on the use of sexual health services by those aged 16–25 years, GP surgery was the
most popular choice, and attendance to sexual health services for young people of BME origin
was less in comparison to those of white origin. However, findings from the open-text
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comments of this research study suggest that young people are suspicious of staff at GP
surgeries and are scared of running into someone they know. Low usage of RSHPPs by young
people, particularly those of BME background, has been attributed to the feeling of unease,
shame and embarrassment of being seen by friends and family members entering venues
offering RSHPPs (Hayter, 2005; Whitfield et al., 2013; Newby et al., 2017).
Additionally, young people aged 16–17 years (11%), Chinese (25%) and males (8%), including
those with no sexual experience (7%) and those in other types of relationships (33%), stated
that they visited outreach services prior to this visit. The visits to such services are needed to
seek information that enable young people to make informed decisions about their RSH. Such
visits have been shown in the past to delay sexual debut by young people (Tripp, 2005;
Sriranganathan et al., 2012). Similarly, outreach services were what young people are currently
using the most, including those aged 16–17 years (26%), males (37%), Roma (43%), Asian
(41%) and people who have not had sexual intercourse (49%). The explanation for this finding
is attributable to the issues of privacy and confidentiality reported by young people in past
studies (Hayter, 2005; Whitfield et al., 2013; Newby et al., 2017).
Since sexual health seeking is associated with sexual activities based on the current research
finding, making RSHPPs readily available would encourage access to clinics, GPs and on-site
venues, which would provide better sexual health outcomes for young people (Young et al.,
2017). These outcomes include better sexual health knowledge, condom use and delayed sexual
activity (Gavin et al., 2010; Kismödi et al., 2014). The goal is to reduce teenage conception,
STIs and HIV transmission, in line with the Public Health England strategy, which aims to
promote safe sexual behaviour and the use of condoms (Public Health England, 2015a).

6.5.4 Attitudes and expectation of RSHPPs
The findings signify a positive correlation between attitude and expectation of RHPPs and age,
as well as an association between attitude and expectation of RSHPPs and gender, as seen in
Table 33. The factor that would encourage young people to access CaSH the most is more
frequent services (35%), among which the respondents were more female (50%) and those who
are 21–25 years old than males (33%) and those who are aged 16–17 years (31%). Conversely,
less local service (2%) is the least important factor considered by young people that would
encourage them to access CaSH services. The findings indicate that the flexibility of RSHPPs,
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including opening times and frequency of services, as observed by other authors (Kay et al.,
2006; Carroll et al., 2012; Sherriff et al., 2011), would encourage the use of RSHPPs by young
people. Regarding how RSHPPs should be, slightly more young people expected CaSH
services to be relaxed (30%). This is closely followed by the need for the service to be ‘able to
offer privacy’ (29%), ‘comfy’ (14.6%), ‘well equipped’ (14%) and ‘cheerful’ (13%).
A higher proportion of females than males and those who are 16–17 years old reported that
more frequent services are important for them in a CaSH. The finding supports earlier studies
regarding access to sexual health services, where it was reported that young people consider
confidentiality, privacy and relaxed atmospheres as prerequisites for accessing RSHPPs
(Hayter, 2005; Pound et al., 2017; Shaw, 2009; Allison et al., 2017; Jones et al., 2017).
In terms of locations for RSHPPs, health building is the most popular choice for young people;
this is followed by schools, colleges or universities and more popular with young people aged
21–25 years and females. In contrast, the third most popular choice for CaSH is youth centre,
which had more responses from young people aged 18–20 years (29%) and males (30%). The
least popular choices include community centres, mobile units, shop fronts, community setting
– Sure Start and others. Despite complaints by young people in relation to the privacy and
confidentiality concerns mentioned above, the findings still indicate that most of the young
people are still happy to access RSHPPs in health buildings compared with outreach venues.
Although when ‘other venues’ were summed up and compared with health buildings, other
venues, which were a combination of all the outreach venues, had the highest response.
Previous studies provide a different account of where young people felt RSHPPs should be
located. In a study by Phillips-Howard et al. (2010), 48% of respondents felt that RSHPPs
should be in town, close to shops, while findings by Downing and Cook (2006) indicated that
60% of respondents preferred health buildings.
Finally, contraception was the most popular choice of advice and treatments that young people
felt should be available in CaSH. These young people included those aged 21–25 years (77%)
and females (81%). The second most popular choice was advice about STIs; again, this was a
popular choice for young people aged 21–25 years and females. A further pattern of more
young people aged 21–25 years compared with the rest of the age groups and more females
compared with males is observed in the remaining choices of treatments of STIs, such as
pregnancy testing, routine check-ups, emergency contraception, smear tests, on-site
counselling, referral to counselling services, help with personal relationships and access to
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abortion. These patterns in the findings are consistent with previous studies, given that young
people are involved in RSH seeking to address risks associated with sexual activities (Jayakody
et al., 2011; Whitfield et al., 2013; Bersamin et al., 2016).

6.5.5 Rating RSHPPs use and HPWs
The quantitative findings indicate that RSHPPs setting was the strongest predictor of how
young people rate RSHPPs use and HPWs. This implies that the venues where young people
access RSHPPs are vital to their engagement with RSHPPs and, by implication, their
interaction with HPWs. This finding supports previous studies where young people reported
that attitudes of staff at clinics or outreach settings constituted some of the crucial factors they
consider when accessing RSHPPs (Jomeen & Whitfield, 2010; Whitfield et al., 2013; Hayter,
2005).
In terms of discretion, 51% of young people, representing the highest responses, indicated that
HPWs are very discrete, 35% stated that they are mostly discrete, and 14% suggested that they
are not at all discrete. A higher percentage of young people aged 21–25 years old (55%),
females (55%) and those who attend RSHPPs in clinics (70%) rated RSHPPs use and HPWs
as discrete, while those who responded that they are not at all discrete included more young
people of 16- to 17-year-olds (18%), females (14%) and those who attend RSHPPs in bus
outreach-town centres (22%). The reason for the low discretion score for bus outreach could
be traced to the open nature of the bus outreach RSHPPs. This finding about high scores for
RSHPPs and HPWs in clinics contradicts a previous study by Dawning and Cook (2006), where
young people were concerned about discretion in clinics. However, a recent qualitative study
by Howarth et al. (2017) reported a theme of satisfaction among those accessing RSHPPs in
clinics.
Regarding trust with private information, the quantitative finding indicates that 56% of young
people, which represent the highest responses, believe that HPWs could be trusted with private
information, 33% suggest that HPWs could be mostly trusted with private information and 10%
say that they cannot at all be trusted with private information. This is more so as previous
findings from the Teenage Pregnancy Unit (2001) and Samangaya (2007) stressed the need for
a discrete location for RSHPPs. Additionally, more young people aged 16–17 years, females
and those who attend RSHPPs in clinics report that they can trust HPWs with private
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information compared with young people aged 21–25 years and those who attend RSHPPs in
bus outreach, as well as in pubs and restaurants.
In terms of rating RSHPPs and HPWs, there is limited evidence in the literature where such
variations in responses were examined. Nevertheless, qualitative findings by Howarth et al.
(2017) did not report any difference between males and females and how they rate sexual health
services and service providers. However, Lorimer et al. (2009) reported that the non-medical
setting for chlamydia screening was able to engage both young men and women, although the
approach was utilised by more young men than women. The current research finding report
high ratings for HPWs in clinics, including GP surgeries and CaSH clinics, which appears to
contradict past studies where young people reported a lack of respect and judgemental attitude
from staffs in clinics (Bender & Fulbright, 2013; Hayter, 2005). Despite these misgivings in
relation to accessing RSHPPs in clinics and GPs, young people continue to express satisfaction
with the provision of RSHPPs in these venues with positive comments, highlighting the
accessibility of RSHPPs (Kelly et al., 2014). Additionally, young people are happy with
accessing RSHPPs in outreach settings, particularly mobile health units, because they offer
privacy and discrete access, especially if these services are embedded with other programmes.
This aspect of the finding aligns with previous studies (Jomeen & Whitfield, 2010; Whitfield
et al., 2013; Hayter, 2005) and speaks of the need for RSHPPs to cater for these issues identified
by young people to encourage access.
It should also be noted that many researchers have lauded the deployment of mobile health
units in health promotion programmes, especially in RSHPPs, because of flexibility and ease
of use (Frankis & Flowers, 2006; Oriol et al., 2009; Campos & Olmstead-Rose, 2012; Myers,
2009). The popularity of mobile health units with young people was observed by HPWs as the
method of RSHPPs bears no cost to young people with respect to transportation, with mobile
health units stationed at strategic locations in town centres, parks, colleges and fairs for easy
access to RSHPPs.

6.5.6 Barriers to accessing RSHPPs
The finding reveals a statistically significant difference between barriers to accessing RSHPPs
and gender, with gender accounting for the highest predictors for barriers to accessing RSHPPs.
A higher proportion of females than males report that they have encountered barriers to
accessing RSHPPs. In contrast, no statistically significant difference was found between
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barriers to RSHPPs and age and ethnicity. The current finding indicates a positive correlation
between barriers to accessing RSHPPs and age. This implies that those aged 21–25 years report
having encountered more barriers to accessing RSHPPs compared with the younger ones. This
suggests that the higher the age, the higher the reported barriers to accessing RSHPPs. An
explanation for the difference in reporting barriers to accessing RSHPPs between young people
aged 16–17, 18–20 and 21–25 years is the possible effect of RSEs at schools and colleges, in
addition to the availability of many school-based sexual health services. The knowledge and
confidence to navigate RSHPPs would have been assisted by the fact that those who are 16
years and over can access all health services, including RSHPPs, and that they want to seek
accurate information from professionals as they become more sexually active (NHS, 2016;
Jomeen & Whitfield, 2010).
On average, more young people of BME origin report that they encounter barriers to accessing
RSHPPs than their white counterparts, and those of Arab and mixed-ethnic background report
more barriers to accessing RSHPPs than the remainder of their peers. This finding is consistent
with past findings where young BME men accessed fewer RSH services in a nurse-led RSH
service (Samangaya, 2007). Reservations about confidentiality and embarrassment are the
reasons cited the most by young people as factors that discourage them from accessing
RSHPPs. Concerns about being judged are their next reason chosen, with a higher proportion
of females than males staying away from RSHPPs. Other barriers to accessing RSHPPs also
include worries about being seen entering and being medically examined, inconvenient
opening times, transport problems and lack of information. Religious or cultural grounds and
others account for the least barriers to accessing RSHPPs, as cited by young people. These
concerns have been cited in previous research studies as making a difference in whether a
young person chooses to access RSHPPs or not (Bersamin et al., 2018, Dunne et al., 2015).
This quantitative finding reiterates the themes captured in a study into perceived barriers to
accessing RSHPPs by young people who are ashamed, embarrassed, as well as worried about
judgemental attitudes of healthcare staff (Bender & Fulbright, 2013). These perceived barriers,
which are a reality for most young people, but more so within the BMEs, should be addressed
to ensure that young people are able to access RSHPPs (Stacks et al., 2004; Newby et al., 2017;
Bender & Fulbright, 2013). Other barriers to accessing RSHPPs from the qualitative interviews
and those identified by the study undertaken by Stacks et al. (2004) are religious and cultural
barriers and how young people could be perceived in their wider community. This means that
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more females than males are at a disadvantage when negotiating protective sexual behaviours
such as condom use with their male partners (Botfield et al., 2016; Jayakody et al., 2011).
6.7 Summary of chapter
This chapter examined the six RSHPPs constructs, where the survey questionnaire measured
RSH knowledge, sexual behaviour, RSH seeking, attitude and expectation of RSHPPs, barriers
to accessing RSHPPs, as well as rating RSHPPs use and HPWs. The findings from the opentext section of the questionnaire were presented in section 6.4. This helped to add context to
the quantitative elements of the survey questionnaire as it explored further insights into the
engagement of RSHPPs based on young people’s views and experiences.
The next chapter presents the discussion of the whole research findings and includes the
integration of the qualitative and quantitative data using the triangulation protocol and the
conceptual framework of programme theory to address the research questions. Additionally, it
presents a critical evaluation of the findings in relation to the existing empirical evidence on
the design, implementation and engagement of RSHPPs for young people.
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Chapter 7: Discussion
7.1 Introduction
The findings from the qualitative data consisted of two case studies, which were presented in
Chapter 4. Meanwhile, Chapter 5 presented a cross-case analysis of the two case studies, which
compared the sources of diversity in the factors that contribute to the design, implementation
and engagement of RSHPPs for young people. Chapter 6 presented the findings from the
quantitative data and examined the engagement of RSHPPs for young people measured by the
six RSHPPs constructs, namely, RSH knowledge, sexual behaviour, RSH seeking, attitude and
expectation of RSHPPs, rating RSHPPs use and HPWs and barriers to accessing RSHPPs. In
this chapter, a summary of the key findings from both qualitative and quantitative findings is
presented in the first instance, which sets the stage for a discussion of the steps utilised to
integrate and interpret the findings from the qualitative and quantitative data, with the aim of
addressing the research question using four research objectives. This subsequently leads to the
next stage of this chapter that discusses the strengths and limitations of the research study. The
implication of the research findings to policy and practice, including theoretical and
methodological implications, and future research are also presented, and the chapter ends with
a discussion of the conclusions of the research study.
7.2 Brief summary of key findings
The key findings from the qualitative and quantitative data are presented below and are based
on the facilitators and barriers to the implementation and engagement of RSHPPs for young
people.
Facilitators of RSHPPs
Organisational, structural and contextual issues in the implementation of RSHPPs
•

The main facilitators of the design, implementation and engagement of RSHPPs for
young people are organisational, structural and contextual factors, with slight
variations between CBOs and GP surgeries.

•

Both CBOs and GP surgeries are, however, united in their objectives and contexts
and supported by leadership and effective structure, which enhance the design,
implementation and engagement of RSHPPs for young people. The contexts and
objectives of the RSHPPs provided by the organisations were based on encouraging
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access to RSHPPs by addressing the JSNA assessments of the local areas and the
local health priorities, which include reducing teenage conception and STIs and, via
targeted RSEs, increasing the RSH knowledge of young people. Commissioners of
RSHPPs contracts expect that service providers meet these targets to address the
RSH needs of all the population, especially the underserved population.
•

All the organisations collaborated or are involved in various levels of partnership
arrangements to ensure that young people are supported to access the appropriate
level of RSHPPs, which was shown to be integral to effective RSHPPs. A practical
example of effective collaborative working was achieved in addressing
safeguarding issues, particularly around CSE and FGM.

•

The integration of RSHPPs was shown to improve efficiency by putting together
professionals and resources together for the efficient provision of RSHPPs,
although some are about quality, availability and accessibility of RSHPPs. Job
losses were noted to be an adverse effect of the integration of RSHPPs.

Access to RSHPPs and RSH outcomes for young people
•

While RSHPPs access in GP surgeries and CaSH clinics are primarily appointment
based, most young people can access RSHPPs without a prior appointment in
outreach settings via mobile outreach venues in parks and town centres, as well as
in pubs and community venues. A higher number of females compared with males
indicated that more frequent RSHPPs would encourage access, whilst in contrast,
more males preferred more local service than females. In addition, most young
people suggested that RSHPPs should be in a health building compared with other
individual venues. However, when ‘other venues’ were summed up and compared
with the health building, other venues, consisting of all outreach RSHPPs, had the
highest response.

•

The non-mainstream settings for RSHPPs were instrumental in ensuring that the
RSH needs of young people in PRU, NEET, looked-after young people and those
who considered themselves asexual and other vulnerable, underserved groups of
young people are met. The provision of RSHPPs via home visits also ensured that
the issue of mobility was addressed for those who are not able to access mainstream
RSHPPs.
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•

Young males displayed a lack of respect for women during RSEs, which was largely
due to a show of masculinity to impress their peers. RSE provided opportunities to
challenge some unhealthy views and teach young people about respect for women
to promote healthy relationships among boys and girls.

•

A higher number of females compared with males demonstrate more knowledge
regarding RSH.

•

Young people from low socioeconomic background experience poor RSH
outcomes.

•

Young people from middle-class background demonstrate inadequate knowledge
about RSH, which makes them vulnerable and may potentially experience poor
RSH outcomes as much as those from low socioeconomic background.

•

The minimum age of sexual intercourse from the quantitative findings was 11 years
old, with a higher proportion of males than females and those from the Roma and
black ethnic groups. The mean and maximum age of first sexual experience was
15.87 and 23 years, respectively.

•

In addressing needs for privacy and confidentiality, self-testing STI kits provided
discrete testing for young people, who can request to take their tests at home and
mail them to the organisation for analysis.

•

RSHPPs were also embedded within many youth activities and initiatives to confer
added anonymity for those accessing RSHPPs.

•

In relation to RSH seeking, quantitative findings indicate that there was a significant
difference between RSH seeking and gender, sexual experience and relationship
status. This suggests that a greater proportion of those who sought RSH are females,
sexually experienced and in a relationship.

•

RSHPPs setting was the strongest predictor of satisfaction and engagement with
RSHPPs and HPWs. This finding provided new insight into rating RSHPPs use and
HPWs in a combination of venues – clinics, colleges, community venues and bus
outreach.

•

Although the use of technology such as social media is a great way of reaching out
to young people for RSHPPs, telemedicine is also a feature being considered for
future development.
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Barriers to RSHPPs access for young people
•

Personal and organisational factors are the main barriers to the implementation and
engagement of RSHPPs for young people.

•

At the organisational level, funding was described as a major concern for
programme managers as this restricts the way RSHPPs are designed and limits their
reach and overall impact on the RSH of young people. The effects of funding on
RSHPPs include inadequate workforce, specifically in relation to male staff, which
managers and HPWs noted will make a difference as regards the access for young
people.

•

At a contextual and partnership level, lack of full cooperation between organisations
working with young people was a source of concern. A further area of concern for
service providers related to the regularly territorial attitudes of some service
providers in the community, which limit information sharing and partnership to
deliver effective RSH outcomes for young people.

•

At a personal level, the findings infer that young people consider confidentiality
and embarrassment as the barriers they encountered the most when accessing
RSHPPs. A higher proportion of females than males listed worries about
confidentiality, being judged, being seen entering and transportation as barriers to
accessing RSHPPs.

7.3 Applying the triangulation protocol and the conceptual framework of the programme
theory to integrate qualitative and quantitative findings
The research question on ‘what factors contribute to how community-based organisations and
the NHS-GP surgeries designed, implemented and engaged young people with RSHPPs’ was
addressed using four research objectives (see section 7.1 above).
Research objectives 1, 2 and 3 were addressed using qualitative methods, as described below:
•

To explore the views and experiences of managers and senior personnel on the factors
that affect the design, implementation and engagement of RSHPPs for young people
aged 16–25 using interviews and documentary evidence

•

To explore how managers recruited, trained, retained and supported HPWs who provide
RSHPPs for young people aged 16–25 using interviews and documentary evidence

•

To explore the views and experiences of HPWs on the provision of RSHPPs for young
people aged 16–25 using interviews and documentary evidence
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Research objective 4 was addressed using quantitative methods and examined the engagement
of young people with RSHPPs, which was measured by the six RSHPPs constructs to ascertain
if the RSHPPs addressed the RSH needs of young people.
•

To examine the engagement of RSHPPs for young people through the six RSHPPs
constructs, namely, RSH knowledge, sexual behaviour, attitude and expectation of
RSHPPs, RSH seeking, rating RSHPPs use and HPWs, as well as the barriers to
accessing RSHPPs.

In applying the conceptual framework of programme theory to interpret the qualitative and
quantitative findings, a triangulation protocol was drawn up using a modified and relevant
aspect utilised by Farmer et al. (2006). The original version was utilised in the evaluation of
the Canadian Heart Health Dissemination Programme by Farmer et al. (2006). This protocol
was popular in programme evaluation and was most recently adapted by Hind (2017) to
integrate quantitative and qualitative research data in a mixed-methods feasibility study for an
external pilot RCT. The triangulation protocol referred to above was adapted and applied to
the current research study (see Appendix xvi [b] for further details).
The implementation of the action model produces the outcome seen in the change model, where
findings from the action model, which is primarily qualitative in nature, were integrated with
the findings from the change model, which is predominantly quantitative in nature, to address
the research question. The integration process achieved findings on the outcomes that could be
either convergent (corroboration), silent or dissonant (disagreement), as seen in the
triangulation protocol in Table 63 below.
The application of the triangulation protocol to integrate and interpret the findings from the
qualitative and quantitative data was needed to address the research questions and objectives
by means of using the conceptual framework of programme theory as a guide. In applying the
triangulation protocol, where possible, a relevant code was utilised to qualify the coding. For
instance, ‘corroborated,’ where qualitative and quantitative findings are in agreement;
‘contrasted or disagreed,’ where there is disagreement between qualitative and quantitative
findings; and ‘silence’, where there is silence or no link between the qualitative and quantitative
finding. There are instances in the interpretation of the findings where statements relating to
the findings merely imply and do not explicitly state whether there was agreement, dissonance
or silence between the qualitative and quantitative findings.
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Table 63: Using the conceptual framework of programme theory and the triangulation protocol to integrate and interpret the qualitative and
quantitative findings
Conceptual framework of programme theory

Qualitative data
Interviews/Documentary evidence

Quantitative data
Questionnaire/Open-text comments

Convergence
coding

Qualitative findings suggest the need for organisational
structure, contexts that support the implementation of
RSHPPs for young people. This theme was explored in
CBOs and GP surgeries.

Quantitative findings confirmed that
young people accessed RSHPPs in
CBOs and NHS-GP surgeries.

Partial agreement

The presence of the CBOs and GP surgeries ensures
they recruit, train and retain qualified HPWs to ensure
patients have a good experience. This is aimed at
improving access to RSHPPs for young people.

Findings from the quantitative data
indicate that most young people rated
RSHPPs and HPWs high in terms of
their experience.
In the open-text comment section,
one young person made a case for
the need for information from
consultations not to be shared
with their own GP.

Partial agreement

In the open-text comment section,
sharing of RSH consultation with
young peoples’ own GP was a
source of concern and could deter
them from accessing RSHPPs.

Partial agreement

Action model
Implementing organisations
History, profile and organisational structures of
implementing organisations, along with capacity
building and technical assistance that supports
RSHPPs
Implementers
Managers and HPWs from
CBOs – BYDP, HALE project, STEP2, Spectrum
Community Health CIC
Managers and HPWs from NHS-GP surgeries – Peel
Park Surgery, Little Horton Lane Surgery.

Associate organisations
The need for implementing organisations to work with
associate organisations to design and implement
RSHPPs via partnership arrangements to address local
health priorities

The relevance of working with various community
partners for better RSH outcomes for young people
was explored and identified by both managers and
HPWs. Managers and HPWs confirmed that
partnerships occur with other community partners
like schools, community centres, parks, police and
social services. The implementation of RSHPPs
could be based on service-level agreements (SLA),
local enhanced services (LES) and working with
other community partners – schools, community
centres, youth clubs, pubs and parks management –
and sharing information with partner organisations
to address the needs of young people. Privacy and
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confidentiality for young people were also
explored.
Ecological contexts
The need to explore community support for the RSHPPs
in the various venues. Support or lack of support for
RSE in schools and colleges. One GP noted that they are
not required to get details of sexual health consultations
from other providers.
Intervention protocol
The involvement of partner organisations in the design of the
intervention protocols to ensure their support and access to
referral services

Target population
Managers and HPWs stated that the RSHPPs targets young
people who are sexually active up to those aged 25. The
research study evaluated those between (16–25) to promote
access to RSHPPs with the aim of meeting their reproductive
and sexual health needs.

Findings from the qualitative data show the presence of
community support that enhanced the successful
implementation of RSHPPs.

Nil

Silence

Findings from the qualitative data explore the
involvement of partners and relevant stakeholders to
design the intervention protocol, for instance, receiving
feedback from schools on how CBOs intend to deliver
RSEs. Flexibility of RSHPPs

Flexibility of access was
advocated in the open-text
comment session.

Partial agreement

Mainly sexually active young people with various age
groupings

Findings from the quantitative
data include the demographic
characteristics of young
people accessing RSHPPs.

Partial agreement

This was addressed in the action model linkage of the
conceptual framework of programme theory above.

Findings from rating RSH knowledge,
rating RSHPPs use and HPWs
complements these themes

Partial agreement

Findings from the qualitative data indicate that RSHPPs
like RSE-involved inputs from young people, which
made it possible to engage them during the
implementation of RSHPPs. For outreach services like
chlamydia screening, they were provided with freebies
as a prop or guise that encouraged their engagement
with HPWs and RSHPPs. The venue for RSHPPs was a
crucial determinant regarding access.

Findings from the quantitative data that
examined reproductive and sexual
health
seeking,
attitudes,
and
expectation of RSHPPs complement
this theme.

Partial agreement

Change model

Programme implementation
The recruitment, training and motivation of qualified HPWs
to deliver RSHPPs. Training on cultural appropriateness of
RSHPPs ensures the needs of people from BMEs and other
hard-to-reach groups are met.
Intervention
Increasing CBOs’ and NHS-GP surgeries’ capacity for the
implementation of RSHPPs for young people in various
venues
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Determinants
Providing adequate access to RSHPPs such as chlamydia
screening, smear tests, access to contraception for both males
and females, HIV referral, counselling, testing and treatment
and screening for other STIs

Qualitative findings indicate the existence of various
methods utilised by CBOs and GP surgeries to ensure
that young people engage with the RSHPPs.

Findings from the quantitative data that
examined reproductive and sexual
health seeking and attitude and
expectation of RSHPPs complement
this theme.

Partial agreement

Benefits of participating in RSHPPs
were
examined
through
RSH
knowledge, behaviour change, change
in attitude and expectation of RSHPPs
and the remaining RSHPPs constructs
described above.

Partial agreement,
dissonance, silence
on some themes

Outcome
(a) RSH knowledge
(b) Attitude and expectation of RSHPPs
(c) Sexual behaviour
(d) Reproductive and sexual health seeking
(e) Rating RSHPPs use and HPWs
(f) Barriers to accessing RSHPPs

Various themes were explored relating to the RSH
constructs by managers and HPWs. Some young males
demonstrated a lack of respect for women.
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The following section discusses the utilisation of the conceptual framework of programme
theory in conjunction with the triangulation protocol (see Table 6 above) to integrate and
interpret the qualitative and quantitative findings to address the research question (see Figure
47 below). The conceptual framework of programme theory consists of two components, the
action model and the change model, and they are discussed below.

348

Resource

Environment

Action Model

Implementing organisations

Associate organisations and
community partners

Spectrum, HALE, STEP2, BYDP, 2
GP surgeries.

Schools, parks, pubs and GPs

Implementers
Managers, supervisors and
health promotion workers.

Ecological
context
Service settings and
RSHPs uptake

Intervention
and
delivery protocols

service

Design RSHPP. Identify target
groups. Get ethics approval.
Make contacts and service
provision.

Target population
People of both genders aged 16–
25 years living in Wakefield and
Bradford

Change model
Programme
implementation
Recruit, train and
retain qualified staff

Intervention
RSE,
c-card
for
condom, screen and
treatment of STIs,
contact tracing

Determinants

Outcomes

Young
people
became aware of
the risks of STIs and
unprotected
sex.
Engaging with the
RSHPPs.

Easy access to RSHPPs,
Knowledge of reproductive and
sexual health, use of RSHPPs,
reduced sexual risk behaviour,
reduction in teenage conception,
reduction in STIs

Figure 47: Conceptual framework of programme theory adapted from Chen (2005) incorporating findings from the research study
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7.3.1 The action model
This section describes the operationalisation of the action model component of the conceptual
framework of programme theory and how this relates to the RSHPPs for young people aged
16–25 years. The connections in the action model component of the conceptual framework of
programme theory were also discussed in Chapter 3 and involved the design and
implementation of RSHPPs for young people, as presented below.
7.3.1.1 Implementing organisations
Regarding the implementation of RSHPPs for young people, the history (see Chapter 3) and
the structure of RSHPPs (explored in Chapters 4 and 5) were provided in both case studies.
This is consistent with the views of Riley et al. (2003), where the organisational factors
explored included the history, structure and context of the implementation of heart health
promotion programmes in Canada to enable understanding of the organisation’s objectives.
The qualitative findings show that the implementation of RSHHPs relies on both case studies
involving CBOs and NHS-GP surgeries to ensure plans and resources are implemented and
coordinated, respectively (Chen, 2005).
This research study examined the implementation and engagement of RSHPPs for young
people by four CBOs and two GP surgeries in West Yorkshire. The RSHPPs addressed the
RSH needs of young people based on the Joint Strategic Needs Assessment (JSNA) and the
local health priorities in line with the UK government’s policies and strategies on promoting
RSH (Department of Health, 2001; Department of Health, 2013; NCSP, 2003; Public Health
England, 2015). The case studies of the two types of organisations provided valuable insights
and explored the views and experiences relating to the designs and implementation of RSHPPs
from managers, senior personnel and HPWs. In addition, they showed how CBOs and NHSGP surgeries recruited, trained, and retained qualified HPWs who delivered RSHPPs. The
qualitative findings propose that structural, organisation and contextual factors determined how
these organisations designed and implemented RSHPPs for young people. These factors
include the need to meet the local health priorities, for instance, reducing the teenage
conception rate or STIs among young people. This finding is in keeping with previous research
findings where organisational factors and contexts are essential for the successful
implementation of health promotion programmes (Kawonga et al., 2017; Riley et al., 2003).
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The difference between the current finding and the studies cited above is that while both studies
evaluated the implementation of HIV intervention and heart health promotion programmes,
respectively, this research differs in its approach to the examination of the structural,
organisational and contextual factors associated with the implementation and engagement of
RSHPPs for young people. The findings from the cross-case analysis indicate that different
organisational structures exist within both case studies and they are required to support the
implementation and engagement of RSHPPs for young people. The organisational objectives
of delivering respectful RSHPPs that are sensitive to the needs of young people were also
highlighted in the quantitative findings, where most young people considered privacy,
confidentiality and respect from HPWs as vital when they considered accessing RSHPPs. This
aspect of the quantitative finding is similar to previous studies (Hayter, 2005; Jomeen and
Whitfield, 2010; Howarth et al., 2017) and meets the quality standards for the improvement of
the reproductive and sexual health of young people (Public Health England, 2018).
7.3.1.2 RSHPPs implementers
The findings from both case studies show that some of those who delivered the RSHPPs are
healthcare professionals who underwent intensive professional training, in addition to training
on sexual health, which was available to youth workers, generic HPWs and volunteers. The
manager and those responsible for the implementation of RSHPPs ensured that HPWs’
technical and cultural competences are improved. This, along with incentives to encourage
their commitment to the RSHPPs, is necessary and aligns with the views of Chen (2005).
Although the types of HPWs engaged in RSHPPs varied across the case study organisations,
the overall aim was to deliver effective RSHPPs to encourage access for young people.
Qualitative findings from HPWs indicate that HPWs have the support, training and mentoring
from their managers to deliver effective RSHPPs for young people. The gaps in training
identified by HPWs include the lack of knowledge on available resources for young people and
calls for healthcare professionals to undergo further training on RSH. This aspect of the finding
is consistent with the views of Dyer and das Nair (2013) and echoes the anxiety of healthcare
professionals in discussing sexual health with their patients. In the quantitative findings, most
young people rated HPWs as supportive in addressing their RSH needs.
7.3.1.3 Associate organisations and partners in RSHPPs
The findings from the qualitative data involving both case studies indicated that the nature of
the RSHPPs meant that CBOs and NHS-GP surgeries were expected to work with various
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organisations, either at community or at statutory levels, to ensure they promote the RSH of
young people. The findings from the management of CBOs and GP surgeries revealed that
various partnership arrangements (similar among CBOs but varies with GP surgeries) were
involved in the conception, design and implementation of RSHPPs for young people. These
partnerships and collaborations occurred at the community level where the organisations
worked with community partners such as schools, community centres, parks, pubs and youth
centres to ensure that RSHPPs are accessible to those who require them.
The need to work with the associate organisation was emphasised by Bailey et al. (2015), and
this included educators, school boards, RSHPPs developers and policymakers as the key to the
successful design and implementation of RSHPPs for young people. This process also involved
working with other partners in the community, although managers and HPWs report the
challenges they faced at times from other organisations working in the same areas of RSHPPs.
Another theme from the qualitative data common to both case studies was the need to share
information to ensure the welfare and safeguarding of young people from harmful practices
such as female genital mutilation (FGM) and child sexual exploitation (CSE). This finding is
consistent with Lerpiniere et al. (2013) in their study to inform methodology in relation to
addressing the sexual exploitation of looked-after children in Scotland. This confirms the
prevalence of CSE among this population and advocates for collaborative working to address
the problem. Additionally, Sinha (2005) made a case for further exploration of the dangers for
young people when they meet with older partners in the street and suggested the need to explore
whether they understand the dangers associated with that and how they could be protected in
case of potential dangers.
Another issue from the qualitative data was in response to confidentiality concerns by young
people during RSHPPs consultation in walk-in, GUM or CaSH clinics, with findings from
HPWs signifying that such consultations may not be shared with their GP surgeries. This issue
is consistent with the finding by Olsen et al. (2012) and Phillips-Howard et al. (2010), which
indicates that young people are still worried about their privacy and confidentiality in relation
to accessing RSHPPs. Providing this information should form part of the explanation for young
people who are anxious about their GP surgeries having access to their consultations from
sexual health services. This is consistent with the results obtained from the open-text comments
of the quantitative data and aligns with the finding by Pound et al. (2017), which supported the
need for collaborative working in RSHPPs and made a case for confidentiality when young
people access RSHPPs.
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7.3.1.4 Ecological contexts
The ecological context of the RSHPPs links the service delivery protocol and includes the
refinement of the design and steps required to meet the ethical, legal and other contractual
agreements and is considered in the design and implementation of RSHPPs for young people.
The qualitative finding from the case studies indicates that the CBOs and NHS-GP surgeries
undertook needs assessments based on JSNA to address the local health priorities. They sought
the support of policymakers and community inputs in the design and implementation of
RSHPPs. This finding is consistent with an earlier evaluation of the Heart Health Nova Scotia
Initiative by Dunn et al. (2008), where the qualitative data explored the partnership and
organisational development for heart health promotion. The finding by Dunn et al. (2008)
suggests that the factors that influenced capacity building include partner organisations’
interest in heart health promotion and leadership to engage in or support change.
The qualitative findings from both case studies show that CBOs and GP surgeries had
established relationships with their local communities, such as schools, community centres,
local authorities, social care, police forces and religious and cultural organisations, although
the CBOs developed more community collaborations compared with the GP surgeries. In their
research study into teenage pregnancy reduction in Uganda, Leerlooijer et al. (2014) noted that
organisations worked with community leaders, the staff of CBOs, teenage mothers and health
professionals who were involved in the six steps of the programme implementation. This
relationship made it possible for stakeholders to gauge the RSH needs of young people which
serves as a conduit for designing and providing appropriately targeted RSHPPs for them.
7.3.1.5 RSHPPs delivery protocol
The qualitative findings from both case studies inferred that in designing the RSHPPs, the
organisations in the case studies were required to provide a blueprint of how they planned to
meet the JSNA and the local health priorities. This blueprint formed the intervention delivery
protocol and was designed to meet the terms of the contracts for the design and implementation
of RSHPPs for young people. For the CBOs, part of their delivery protocol comprises the use
of mobile health vehicles or mobile outreach vehicles to deliver sexual health screenings
(chlamydia), in addition to information and clarification activities, in various venues.
Conversely, the GP surgeries provided RSHPPs to their patients and took referrals from other
neighbouring surgeries based on pre-planned agreements.

353

In the qualitative findings from both case studies, there was no reference to pilot testing of their
intervention delivery protocol. It could be that the involvement of young people during the
design of some aspects of the RSHPPs may have met this requirement. Chen (2005) noted that
taking this step was adjudged to be a good way of recognising how the plan will work. HPWs
also reported that the flexibility of how their RSHPPs were designed was considered important
features in RSHPPs. This was also supported by young people from the findings from the opentext comment section of the quantitative data. The need for service delivery protocol in the
design and implementation of programmes was captured in a study undertaken by Pan and
Chen (2017) in planning the learning community programme in Taiwan. From the qualitative
findings, managers and HPWs from all the CBOs in case study 1 noted that in designing
RSHPPs, steps were taken to incorporate the outreach elements of the services in the design
and implementation, with the aim of encouraging those who will not usually attend mainstream
clinics. This further supports earlier studies where outreach RSH services can reach various
segments of the community, particularly the marginalised and underserved in terms of access
(Downing & Cook, 2006; Hayter, 2005; Oriol et al., 2009; Phillips-Howard et al., 2010;
Salmon & Ingram, 2008; Song et al., 2014).
In the qualitative findings from case study 1, young people were trained as peer educators and
volunteers by some of the CBOs as part of their funding application to encourage access. The
GP surgeries, in contrast, reported no current roles for volunteers and peer educators for RSH.
Although all the CBOs utilised volunteers, the roles of peer educators within RSHPPs were not
explicitly defined across the CBOs, with one CBO stating they are currently working towards
more streamlined roles for peer educators. This finding is in keeping with previous research
findings where the value of peer education in promoting young people’s RSH was well
articulated (Harris et al., 2015; Merakou & Kourea-Kremastinou, 2006; Sriranganathan et al.,
2012).
7.3.1.6 Targeting young people with RSHPPs
The qualitative findings from both studies showed that the target population for the RSHPPs
varied across the organisations. The qualitative finding was corroborated by the quantitative
findings where young people suggested that they accessed RSHPPs across various settings and
that they could access RSHPPs in both outreach and clinic venues. While most of the CBOs in
case study 1 target young people who are below 25, sometimes older, the GP surgeries offered
RSHPPs to all registered patients under their care. The healthcare professionals in GP surgeries
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stated that when the reproductive and sexual needs of young people are identified during the
consultation, then the relevant course of action is taken to provide the appropriate level of care.
In their findings, Perking et al. (2003) noted the significance of providing opportunistic
chlamydia screening to patients regardless of the purpose of their GP visits. The reasons for
non-targeted RSHPPs could be attributed to the inadequate funding of RSHPPs (Blake &
Simpson, 2013). The CBOs specifically target young people in various venues to ensure that
the RSH needs of young people are met. Findings in both case studies indicated that funding
of RSHPPs comes from different sources and varies across both case studies. Another source
is from the partnership arrangements the organisations have with other organisations and
providers. Managers and senior personnel of both CBOs from case study 1 and GP surgeries
from case study 2 expressed reservations and fears that some of the gains recorded regarding
reduction in teenage pregnancies and occurrences of STIs would be eroded if funding for
RSHPPs and related services is not maintained. Funding could cater for training more nurse
practitioners and GPs to open more services such as walk-in and outreach CaSH clinics, where
young people are unlikely to run into people they know.
Findings from both case studies indicate that only one of the CBOs in case study 1 and two GP
surgeries in case study 2 engage healthcare professionals on a permanent basis. They can
employ and retain staff of such calibre because of their size and structures. The CBOs in case
study 1 and the GP surgeries in case study 2 employed ad hoc employees, staff on part-time
contracts and sessional workers (mainly in GP surgeries) to deliver RSHPPs. This finding
corroborates an earlier finding by Riley et al. (2003), where organisational capacity was
credited for the execution of health promotion programmes. The CBOs in case study 1 stated
that they rely on partnership arrangements with other more prominent organisations to be able
to utilise healthcare professionals such as GPs, doctors and nurses. This aspect of the finding
is in line with the need for local strategic partnerships and public health networks, which are
required to have an impact on healthcare delivery (National Institute for Clinical Excellence,
2015).
The qualitative finding indicates that HPWs from the CBOs in case study 1 reported that they
took extra steps to ensure that young people access RSHPPs, with some of the HPWs
accompanying them to appointments to boost their confidence. In the Guidance for Youth
Support Workers in enabling young people to access CasH advice (Department for Education
and Skills, 2005), youth support workers can accompany young people to access RSHPPs,
especially when a young person is worried or apprehensive about visiting a service because of
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confidentiality concerns and other issues. This aspect of support for young people to access
RSHPPs is not adequately evidenced in the literature.
A CBO in case study 1 organises home visits for vulnerable young people to access RSHPPs.
This is in sharp contrast to GP surgeries or other mainstream provisions where young people
are expected to attend their appointment without extra help. The HPWs noted that this mode
of access ensures that young people, especially those who are vulnerable, expectant or nursing
mothers, are supported by means of contraceptive and STI advice. This supports findings
regarding the home visit element of RSHPPs undertaken within different settings and contexts.
For example, Singh et al. (2018) undertook a systematic review of RSH interventions on a
range of health outcomes from the onset of emergencies and found that peer-led interventions
such as home visits and educational counselling were effective in promoting RSH. Although
home visits are primarily undertaken to improve the quality of life of older populations, as seen
in Ploeg et al. (2010) and Hayter et al. (2015), such visits to teenage mothers to offer
contraception and contraception advice can reduce second pregnancy among teenage mothers.
The qualitative findings from the case study indicate the importance of incorporating mental
health issues into RSHPPs to improve the social elements of RSH of young people, and these
are consistent with the findings by Helmer et al. (2015), where young people sought to know
about the emotional and social aspects of relationships in RSE. In their research study, PhillipsHoward et al. (2010) went as far as asking young people to describe their experience of mental
health or emotional problems and where they would seek help. An investigation of the
embedded RSHPPs design with mental health or vice versa would provide a useful pointer into
how best to address the overall health and well-being of young people.
Findings from the case studies reveal the impacts that the gaps in the services have on the
overall RSHPPs for young people, with a few of the factors being time, funding and fewer
available RSHPPs. This finding is consistent with the findings of the Family Planning
Association (2016) and Allison et al. (2017), where worrying gaps in the provision of RSHPPs
were reported by GPs with little time to go through all the options with women who want to
talk about their contraceptive needs, while CBOs had witnessed cuts to their RSHPPs.
According to a Health Promotion International editorial by Sparks (2013), the year 2013 was
a challenging time for health promotion practice, which continues to the present day and
particularly so in the UK. This was attributed to cuts in funding to public health budgets and
the restructuring of the delivery of health and care provisions (Sparks, 2013; Glasby &
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Dickinson, 2011). This restructuring within the health and social care sector had a trickle-down
effect, leading to job losses and low morale among HPWs, with attendant impacts on how the
RSH needs of young people are met.
Certain managers and HPWs expressed reservations around partnerships with organisations,
particularly schools and faith-based organisations, in the delivery of RSHPPs. This was
observed in faith-based schools and some local areas because of the difficulties in meeting
young people for RSEs. Similarly, when access to such schools and community venues were
granted, HPWs must work in strict conditions, often being forbidden from discussing certain
topics considered ‘taboo and too sensitive’. These topics included contraception advice such
as how to use a condom, pills, sex and abortion, as people opposed to RSE believe that this
promotes promiscuity among young people because they will be inclined to practice what they
have been taught. This finding supports a study undertaken by UNESCO (2008) into barriers
to educating young people concerning sex and HIV. Churches and other faiths discourage the
use of condoms and forbid the teaching of sex education because religious leaders see their
roles as preserving tradition, culture and morality.
In a further finding from this research study, HPWs and nurses who provided RSHPPs to young
people in schools reported a positive experience regarding access, with some referrals to the
services made by other agencies working with young people. They attributed the positive
experience from both young people and school management to consultations and being able to
carry everyone along. This finding disagreed with certain elements of a study by Hayter et al.
(2012) about the fundamental challenges relating to access experienced by school-based sexual
health services provided by school nurses, where principals and governing councils were
resistant to services. There were no apparent explanations as to the two different responses to
RSE and nurse-led school-based sexual health services by the school management. It could be
that both providers employed different strategies in relation to approaching service providers,
with one being more successful than the other. An explanation could be offered in the research
findings provided by Hayter et al. (2012) and Formby et al. (2010), which suggest that the
abiding principle to addressing such resistance could be through personal contacts, persistence
and negotiating with the school management via in-depth consultations to allay their
misgivings concerning the RSHPPs.
Gaps in staffing levels and job losses were another implication of funding cuts to the provision
of RSHPPs and were previously noted by Patrick et al. (2016) in a report commissioned by the
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Medical Foundation for HIV and Sexual Health, although certain managers were able to
minimise job losses by training workers to move into other roles within their organisations. For
instance, one of the CBOs participating in the pilot study witnessed drastic funding cuts,
resulting in their RSHPPs being scaled back. This also resulted in the loss of jobs for all the
HPWs working for the CBOs, although they were fortunate to be employed by two other CBOs
offering similar services in the community.
The sections and paragraphs below demonstrate the operationalisation of the action model
during the implementation of RSHPPs that leads to the outcome, as realised in the change
model discussed below.
7.3.2 The change model
The change model is the second element of the conceptual framework of programme theory,
and it needs to be connected in a meaningful way to effect the required changes in RSHPPs
outcomes. The previous section discussed the action model and how its operationalisation leads
to the outcome seen in the change model, which predominantly addressed research
objective 4 and examined the engagement of RSHPPs for young people. The RSHPPs
constructs are RSH knowledge, sexual behaviour, attitude and expectation of RSHPPs, RSH
seeking, rating RSHPPs and HPWs and barriers to accessing RSHPPs. The action model and
the change model align with the UK’s health promotion for Sexual and Reproductive Health
and HIV Strategic Action Plan, 2016–2019 (DH, 2001; Public Health England, 2015a) and
focus on four critical areas of action to reduce HIV incidence, STI rates, unplanned pregnancies
and under 16–18 conception. The success or failure of the RSHPPs is dependent on the
organisation, structure and contexts of the RSHPPs in research objective 1. This is also
achieved through RSHPPs implementation via the recruitment, training, motivation and
retention of HPWs as described in objective 2 and confirmed by HPWs in objective 3. The
change model is a combination of the different components that are linked together and needed
to ensure that the activation of the action model leads to the outcome described above and
addressed via research objective 4. The components are discussed below in sections 7.3.3–
7.3.4 and 7.3.4.1–7.3.4.6.

7.3.3 Intervention, implementation and determinants of RSHPPs
In examining the intervention and the determinants of the engagement of young people with
RSHPPs, a mixed-methods research design was utilised. This consisted of the qualitative
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design and employed two case studies, while the quantitative design used a survey
questionnaire to examine the implementation and engagement of RSH services for young
people.
Qualitative findings from case studies 1 and 2 indicate that the implementation of the RSHPPs
is needed to meet the RSH needs of young people and includes RSE, c-card for condoms,
screening and treatment of STIs and contact tracing. Findings from the quantitative data
indicate that making RSHPPs accessible and addressing the concerns of privacy,
confidentiality and opening times can be crucial to the engagement with RSHPPs by young
people and support the views of managers and HPWs from the qualitative findings. This is
consistent with the result of previous research studies where these concerns were the main
themes identified by young people as facilitators to accessing RSHPPs (Hayter, 2005; Mbeba
et al., 2012; Hayter et al., 2012; Young et al., 2017). This finding aligns with the qualitative
findings from managers and HPWs, which indicate that the concerns of young people were
noted and those who were identified as requiring RSHPPs were targeted discretely. Managers
and HPWs state that young people were engaged in various venues by HPWs offering RSE,
chlamydia screening, contraception advice and services, smear testing and general STI
screening, as well as follow-up treatment for those who were diagnosed with positive STIs.
This aspect of the finding is also in line with the findings by Chen (1997) in the evaluation of
an anti-smoking programme for young people in Taiwan, where the determinants of the
intervention were the provision of a featured documentary on the dangers of drug abuse to
young people. The findings suggest that the provision of RSE for young people equipped them
with the skills, knowledge and confidence to make informed decisions, such as how to resist
coercion, negotiate condom use (especially for girls) and emphasise on consent before sexual
activities. This is consistent with Laub et al. (1999), where the provision of HIV information
enabled young people to learn facts and information about HIV and encouraged them to engage
in safer sex behaviour. The examples of the intervention, implementation and determinants
were provided in the findings above, leading to the outcome which was also discussed below.

7.3.4 Outcome of the RSHPPs
As noted in section 7.3.3, the outcome of the RSHPPs was examined based on the six RSHPPs
constructs, which addressed research objective 4 (see section 1.5.3).
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7.3.4.1 Reproductive and sexual health knowledge
Quantitative findings indicate that young females demonstrate more RSH knowledge than their
male counterparts. This finding is consistent with the findings by Thin Zaw et al. (2013), where
young females demonstrated more RSH knowledge, especially concerning STIs, than their
male peers. However, it was not corroborated in the qualitative findings by managers and
HPWs, although concern was raised about young males’ display of bravado during RSE.
Relationship and sex education is a crucial ingredient in tackling RSH inequality as it equips
young people with the knowledge, skills and confidence they require to make informed
decisions pertaining to their RSH. This was corroborated by Pound et al. (2017), who suggested
that RSEs should be properly thought through and age-appropriate while acknowledging the
challenges faced by young people transitioning to adulthood. According to the qualitative
findings, HPWs narrated their challenges in having access to young people in schools and faithbased community organisations to boost their RSH knowledge via RSE, which puts young
people at increased risk of STIs and unwanted pregnancies.
Quoting one of the HPWs below,
‘They are scared a lot of the time, they don’t . . . It’s very rare that they come to me never
having had sex and want to do it safely. It is often the case when they have experiences that have
not been safe . . . you know all the time. But a lot of the people that are coming to me having had
unsafe sex, unprotected sex . . . or thinking that they are pregnant and upset about that . . . which
is a scary place to be when you are a teenager. You know it’s a scary place to be as an adult, but
as a teenager who is in school and whose parents are watching over them, that is a difficult place
to be. . . And then also, there is the reputation . . . If you are seen to be accessing services, some of
the girls, I think particularly Asian girls, even going to a Sexual Health Clinic, who are you gonna
see there? You might see an extended family member who is married, what if she sees you in the
same clinic? She is going to tell your dad, and so that is really . . . If you can’t go to your clinic for
fear of being seen, you can’t get it at school, where else can you get these services from’. –
CBOHPW

Family and community influences in accessing RSHPPs, also articulated in past research
findings, may be responsible for the increased rate of sexual risk behaviour (Jayakody et al.,
2011). Further empirical evidence is essential to understand this link to poor RSH uptake by
young people, particularly those from BME communities. This interview excerpt reflects the
dilemma HPWs face in terms of equipping young people with knowledge about RSH and
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where to seek information about available local services. This difficulty was noted in a study
by Pearson et al. (2015) and was attributed to the interplay of decisions about programme
contents and delivery, which were political in nature, and created the need to consider the views
of various stakeholders.
7.3.4.2 Sexual behaviour
The quantitative findings indicate that the lowest age of sexual debut is 11 years, the average
age of sexual debut is 16 years old, while the maximum age of sexual debut is 23 years, which
support findings by the Department of Health (2013b) on the age of first sexual experience for
young people. This finding also aligns with the research study undertaken by Jayakody et al.
(2011), with their findings also indicating that young people aged under 13 are already sexually
active. It also infers that more males than females are likely to engage in early sexual activities,
and this is consistent with previous research findings (Griffiths et al., 2008; Jomeen and
Whitfield, 2010; Phillips-Howard et al., 2010; Jayakody et al., 2011; Bersamin et al., 2017).
Furthermore, more young people from Asian background reported late sexual activity than the
rest of their counterparts from other ethnic backgrounds. However, a finding of Griffiths et al.
(2008) and Sinha (2005) suggests that young people from Asian background are sexually active
and engage in sexual behaviour that is not conventionally defined as sex and that there may be
other sexual behaviours that may compromise their sexual health.
Qualitative findings from HPWs indicate that the underreporting of sexual activity among
young people may be due to fears of family members or the community and cultural and
religious connotations associated with sex before marriage in BME communities. This view is
reflected in the quantitative findings from this study, where some young people surveyed left
some of the questions about sex and use of RSHPPs unanswered. It is also noteworthy that the
quantitative findings also indicate that 31% of those aged 16–17 years, 24% of those aged 18–
20 years and 29% of those aged 21–25 years reported they have not had any sexual experience.
This figure looks impressive and should be treated with caution. The finding may also be
attributed to the effect of RSEs and messages in BMEs communities that discourage early
sexual intercourse and offer advice on delayed sexual activities until young people feel they
are ready (Salmon & Ingram, 2008). Qualitative findings also specify the incorporation of
RSEs for those who consider themselves asexual, and this may also be linked to the figures of
those who identified that they have not had any sexual experience because they have no sexual
attraction to anyone. Further research is required to explore the needs and attributes of young
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people who consider themselves asexual. The quantitative finding also indicates that the
majority of those who are in a relationship reported that they have had a sexual experience.
This finding is consistent with previous findings, such as Lehmiller et al. (2014), where
relationship status was associated with sexual activity.
7.3.4.3 Reproductive and sexual health seeking
Most young people attended RSHPPs in outreach settings, excluding schools and colleges,
according to both qualitative and quantitative findings, but the health building was the most
preferred location for RSHPPs by young people. This aspect of the finding contradicts the fact
that young people rated accessing RSHPPs in GP surgeries higher in terms of friendliness,
welcoming, privacy and being approachable than the rest of the settings. This was also not
supported by the views of HPWs, who noted that some young people are still scared of the
clinic environment and required a confidence boost, especially in outreach settings, to be able
to negotiate the ‘complex’ clinic environment. The quantitative finding corroborates aspects of
previous studies, where young people were happy to access RSHPPs in both outreach and
clinical settings (Howarth et al., 2017; Kelly et al., 2014).
In an earlier study by Downing and Cook (2006), it was noted that increased awareness of
RSHPPs would encourage RSHPPs use by young people, though this quantitative finding
indicates that a more frequent service was the factor that would encourage young people to use
RSHPPs the most. To create awareness of RSHPPs, HPWs stated in their interviews that they
utilised various strategies, such as newsletters, leaflets, word of mouth and Facebook, to create
awareness of RSHPPs among young people. The impact of awareness campaigns on the uptake
of STI screening was highlighted in a finding of Gobin et al. (2013), where media campaigns
generated increased uptake of chlamydia screening, but it decreased after the media campaign
had been discontinued. The implication of the above made it imperative for sustained
awareness campaigns to be conducted to encourage more access to RSHPs by young people in
need of RSHPPs.
Awareness of services is also dependent on the venues. For instance, HPWs stated that school
assembly was a very potent tool for creating awareness of RSE and other RSHPPs. Those who
have further RSH needs, such as contraception and STI diagnoses, were signposted to access
confidential and personalised RSHPPs. HPWs, managers and young people all agreed that
making STI screenings, such as chlamydia self-testing kits, available discretely would
encourage a greater level of engagement with STI screening. Previous studies described several
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advantages of using STD self-testing kits, including privacy, confidentiality and increased
uptake of tests (Ford et al., 2004).
In terms of what is important in a CaSH service, another factor identified from the quantitative
findings indicated that young people generally preferred services to be in a relaxed environment
and able to offer privacy, which confirms earlier studies (Downing & Cook, 2006; PhillipsHoward et al., 2010; Salmon & Ingram, 2008; Hayter, 2005).
To boost the skills and confidence of staff, training has been shown to increase the uptake of
necessary RSHPPs, such as HIV testing, as seen in the finding of Pillay et al. (2013).
Qualitative findings recommended that managers and HPWs applied their skills and expertise
to provide RSHPPs across various settings, such as GP surgeries, CaSH clinics and outreach
nurse clinics in schools and community venues and occasional home visits for teenage mothers
and other vulnerable young people who are not able to attend clinics.
The quantitative finding indicates that young people accessed RSHPPs in other outreach
venues such as pubs, restaurants, parks, park events and town centres. This was corroborated
by HPWs in the qualitative findings, who indicated that young people were happy to be offered
chlamydia screening and information about STIs in non-clinic outreach venues. This finding
was consistent with Lorimer et al. (2009), who in their research study, accessed the willingness
of young people to be tested for chlamydia in three non-medical settings in Glasgow, UK.
Qualitative findings from the case studies show that HPWs discussed how their strategy
involved approaching young people in the restrooms of clubs and pubs to raise awareness of
STIs and encourage screening. They observed that this strategy was problematic because of
embarrassment, although most young people found this popular in a way that the service was
readily available but would rather not interact with it in pubs and clubs.
This approach was determined to be problematic in a research finding by (Prost et al., 2007),
where participants expressed strong reservations about taking STI testing to a public
environment because of privacy and confidentiality concerns. Another qualitative finding from
the case studies indicated that young people were encouraged to access RSHPPs when offered
freebies (non-financial incentives), which provided the ‘fun factor’ yet provided an incentive
or a pretext for them to access RSHPPs. This result contradicts the findings by Dolan and
Rudisill (2014), where incentives were shown not to have significant effects on the rate of
returns of STI screening kits. The difference between both studies was that the current study
does not offer financial incentives to young people and instead met young people face-to-face,

363

while the former was conducted online. A finding from a recent systematic review undertaken
in Canada by Lee (2016) involving five countries noted that incentives may increase STI
screening uptake when undertaken in a non-clinical setting and also during initial testing rather
than in repeat testing.
Findings from the qualitative data from the case studies report that managers and HPWs within
GP surgeries mentioned that RSH was too private and personal because young people were too
embarrassed to come forward with RSH issues in GP surgeries. As a result, the number of
contacts during the consultation was limited, with no room for volunteers. The CBOs indicated
that they employed the services of volunteers in the delivery of RSHPPs, with instances of
volunteers being engaged eventually as paid employees of the organisations. Both GP surgeries
that took part in the research studies were in Bradford, West Yorkshire, with a higher
concentration of people from ethnic minority communities (meaning that data collection from
this area presents its unique challenges as noted in the quantitative findings). Accounts from
qualitative findings and open-text comments from the questionnaire noted instances where
young people unexpectedly run into family members and friends in waiting rooms to access
RSH services, which leads to reprimands and consequences at home. To reduce such
occurrences, GPs are now working in partnership with other GP surgeries and CBOs in the area
where young people can access RSH services in other GP surgeries away from home. The
above corroborates the quantitative findings, which maintained that when service design and
implementation consider issues around privacy, discretion and confidentiality, young people
primarily from BME communities are inclined to access services and come forward to report
the problems around sexual exploitation and other negative experiences they encounter as a
young person. This finding is consistent with previous research studies alluding to these
concerns by young people and validated by service providers (Hayter, 2005).
7.3.4.4 Attitude and expectation of RSHPPs
The quantitative findings indicate that most young people expect that access to pregnancy
testing and advice about STIs should be available in clinics and outreach settings. Managers
also stated that they always provide RSHPPs like pregnancy testing, chlamydia screenings and
referral to other services such as GUM clinics for HIV and other STI testing in all the settings
to meet the Public Health England sexual health promotion strategy (Public Health England,
2015a).
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Gains in the reduction of pregnancy among teenagers were captured in an observational study
by Wellings et al. (2016) regarding the Teenage Pregnancy Strategy of England to drive down
the conception rate among women younger than 18 years and social exclusion in young parents.
They noted that increased funding for RSHPPs aimed at increasing opportunities for young
people had a good effect on reducing teenage conception. However, HPWs stressed that
services such as RSE and outreach RSHPPs are very much required in the community,
specifically the chlamydia screenings that are typically provided in pubs, parks, town centres
and schools. HPWs maintained that RSE should be made mandatory in schools, which is in
line with the current amendment to the Children and Social Work Act of 2017 by the
Department for Education (DFE, 2017). Similarly, the outreach and other services described
above should be funded and sustained to encourage young people to move from a state of
reluctance to accessing RSHPPs and to make them confident to attend other services,
particularly in mainstream provisions.
The quantitative findings from young people also emphasised the need for service providers to
double outreach services to meet young people in their types of settings, which was also echoed
by the HPWs and managers of both the CBOs and the GP surgeries. This aspect of the
quantitative finding was confirmed by managers and HPWs from qualitative findings, where
they emphasised that outreach RSH provision gave young people the confidence to access other
RSHPPs. This finding corroborates previous findings, where young people wanted a say in the
choice of providers and required confidence in asking and answering questions, besides the
need for HPWs to respect their bodies during examination (Marcell et al., 2017). The reason
for the feeling of unease by young people accessing RSHPPs in a clinic environment could be
attributed to fears about GPs, opening a can of worms, personal discomfort and their own lack
of awareness about sexual health issues (Dyer & das Nair, 2013).
7.3.4.5 Rating RSHPPs use and HPWs
The current study, apart from examining engagement with RSHPPs and HPWs in traditional
venues, includes varieties of outreach venues that had not been included in previous research
studies (outreach community venues, bus outreach – parks, pubs and restaurants and bus
outreach – town centres). Quantitative findings indicate that many young people rated RSHPPs
use and HPWs regarding being trusted with private information in clinics and outreach
community venues as ‘very’ and ‘mostly,’ respectively. In terms of rating the RSHPPs and
HPWs, findings from the quantitative data revealed no significant difference between rating
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RSHPPs and HPWs and gender and those who attended services in clinical and non-clinical
environments, with more than half of the respondents reporting a positive experience. Most
young people rated RSHPPs and HPWs high in terms of being friendly, helpful, welcoming,
approachable, discrete and trustworthy with private information. This contrasts with the
qualitative findings from HPWs, where young people felt that service providers treat them with
disrespect and contempt and were worried about being seen entering venues offering RSHPPs.
This finding also appears to contrast with earlier studies such as Hayter (2005) and PhillipsHoward et al. (2010), where young people felt that service providers in clinics do not
understand them and treat them with contempt and they were unsure if they could be trusted
with private information.
Qualitative findings from HPWs illustrated that young males show a lack of respect for women,
so they advocated increased RSEs to encourage young men to respect females. This aspect of
the finding is consistent with previous findings by Jordal et al. (2015), where they noted that
negative attitudes towards women were normalised by means of masculine peer pressure and
advocated awareness and counteraction of such destructive gender power relations to improve
healthy relationships between boys and girls. The implementation phases of the action model
ensured that these organisations recruit, train and retain a qualified workforce to ensure the
delivery of RSHPPs meets the needs of young people in the community. HPWs stated that they
were given the necessary support by their managers to ensure they perform better in their work.
In reality, HPWs should be empowered and afforded the necessary training, knowledge and
expertise to enhance efficient delivery of RSHPPs through the motivation and retention of a
qualified workforce (Temmerman et al., 2015). Such training was to ensure they can handle
sensitive issues and respect the privacy and confidentiality of young people. Hence,
quantitative findings indicated that confidentiality, fear of privacy and embarrassment were
among the reasons that deter young people from seeking help with their RSH concerns. This
also confirms previous studies (Jones et al., 2017; Hayter, 2005; Heritage & Jones, 2008,
Phillips-Howard et al., 2010) and relates to certain aspects of the organisation and structure of
RSHPPs, taking into account contextual issues (see Chapter 2, sections 2.3 and 2.3.1).
Therefore, training, orientation and re-training of employees on issues around respect for young
people and confidentiality and being able to spot signs of child abuse, including FGM, neglect
and child sexual exploitation, should constitute standard practice and form part of the
organisational culture. The need to build trusting relationships between HPWs and young
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people was cited by both parties as crucial to accessing RSHPPs and was consistent with
previous research findings (Howarth et al., 2017; Geary et al., 2014).
In the quantitative findings, young people rated the RSHPPs and HPWs high in terms of the
RSHPPs they accessed. This attribute was also confirmed in qualitative findings where
managers and HPWs who participated in the current research study reported that they involve
young people at various stages of the design and implementation of RSHPPs, with their roles
often including lead roles on the topics and direction of RSE. In their findings, Halsey et al.
(2006) indicated that young people’s views also have potential benefits when designing
programmes. Hence, many organisations now actively seek to involve young people to help
shape decisions that affect them in doing so and demonstrate adherence to core strategy needs
in youth-friendly health initiatives (Mazur et al., 2018; Public Health England, 2015a; Public
Health England, 2017b). Managers confirmed from the current research finding that young
people were also involved in choosing venues for RSHPPs and provided ideas on a potential
name for one of the CBOs’ flagship sexual health services located in Wakefield, West
Yorkshire. This is different from GP surgeries where RSHPPs can only take place at designated
venues.
7.3.4.6 Barriers to accessing RSHPPs
The structural and organisational barriers to the implementation and engagement of RSHPPs
for young people are at multiple points, which could be based on inadequate funding resulting
in reduced capacity either in the workforce or the quality and reach of the RSHPPs. This was
confirmed by managers and HPWs from the case studies to be due to many changes in the way
services are tendered and commissioned (Department of Health, 2013a; Iacobucci & Torjesen,
2017b; Watt et al., 2017). The lack of support and cooperation from community partners was
reported by managers and HPWs from the case studies as a major challenge to how they design,
implement and engage young people with RSHPPs. The co-location of providers all providing
similar services was noted to be a source of conflicts among CBOs, and this supports previous
research findings where it was shown to impede collaboration among partners (Grenfell et al.,
2012).
Worries about confidentiality and embarrassment were the most cited barriers to accessing
RSHPPs by young people. This was also confirmed in the qualitative findings from the case
studies with HPWs reporting that young people were concerned about being seen entering
premises that provided RSH services. Managers and HPWs workers confirmed that they are
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aware of these concerns and RSHPPs are, therefore, embedded with activities such as dance
lessons, sports and art to enhance the anonymity of the service where a young person can come
to access, for example, chlamydia screening, under the pretext of dance lessons. This finding
was in accordance with previous findings (Bersamin et al., 2016; Griffiths et al., 2008; Hayter,
2005; Sinha, 2005), with researchers articulating the concerns of young people and making a
case for RSHPPs to incorporate these concerns in future RSHPPs designs.
One young person confirmed in the open-ended questionnaire of feeling unease with HPWs in
sexual health clinics – GUM, CaSH and youth advice clinics – sending details of their session
to their GPs. In qualitative findings, it was noted that GPs are not required to receive details of
RSHPPs consultations that young people attend. This now means that awareness around this
aspect of information sharing with a third party such as GPs should be made available to young
people during consultations or RSE to give the option to opt in or out to encourage access. The
sharing of patient information should be performed sensibly because of concerns over
confidentiality that were raised in both the quantitative and the qualitative findings and in
accordance with findings from previous studies by Hunter et al. (2014).
The overall aim of providing RSHPPs was to improve the RSH outcome for young people.
Managers and HPWs confirmed that their services are required in the local community to
address gaps in the provision of RSH services delivered via a range of settings. Moreover, the
result of addressing barriers to access is improved reproductive and sexual outcomes for young
people. The design and implementation of such RSHPPs, according to Pound et al. (2017),
should involve both young people and professionals at the RSHPPs design stage to address
concerns about privacy, confidentiality and cultural appropriateness.
7.4 Strengths and limitations of the study
This section discusses the strengths and limitations of the study that may have influenced the
results of the research study and includes research designs and the process of implementing the
entire research study.

7.4.1 Strengths of the study
This research study addresses the dearth of knowledge by adopting a mixed-methods design
that incorporated a qualitative approach (case studies) and a quantitative approach (survey) to
examine the factors that contributed to the design and implementation of RSHPPs for young
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people in West Yorkshire. The qualitative methods utilised two case studies to explore the
design and implementation of RSHPPs for young people. Both case studies featured two types
of organisations, including four CBOs and two GP surgeries, and explored the variation in the
organisation, structure and contexts of RSHPPs and the variability in site access and
recruitment of participants into the study. The quantitative methods employed a survey
questionnaire to examine the engagement of young people with RSHPPs measured via the six
RSHPPs constructs (RSH knowledge, sexual behaviour, attitude and expectation of RSHPPs,
RSH seeking, rating HPWs and RSHPPs and barriers to accessing RSHPPs). Three pilot studies
were conducted to strengthen the research protocol, designs and tools. Additionally, the pilot
study also provided the researcher with a confidence boost and was instrumental as a practice
run leading into the study. The diversity found in the sample composition was another strength
of this research study as the voices from all segments of the community were reflected from
both service providers and young people, with the implications from the finding of the research
study relevant for the future design, implementation and engagement of RSHPPs for young
people. The conceptual framework of programme theory provided an avenue for a holistic
approach to evaluating the implementation of RSHPPS for young people by tracing what
works, in what situation and how this was achieved.

7.4.2 Limitations of the research study
In relation to the literature reviews, the researcher and the supervisory teams designed the
literature searches. This would have been strengthened by the expertise of an experienced
librarian to minimise the risk of bias. Although to compensate for this, multiple databases were
utilised, and additional materials were added, including a combination of hand searches and
screening of reference lists of reviewed articles and materials. The PRISMA-ScR Flow Chart
and the PRISMA statement ensured a transparent account of the scoping reviews.
Limitations in the qualitative methods included modest numbers of participants recruited from
both case studies for interviews. This was particularly notable in case study 6, implying that
the projected sample size for the recruitment of service providers for the qualitative data was
not met. This was, however, remedied because those who were recruited for the interviews
were from a diverse range of backgrounds, including professional background, gender,
ethnicity and locality, which ensured data saturation was attained. There was also a predictable
restricted access to documentary evidence, although what was made available to the researcher
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was enough to augment the interviews from both case studies. The research study was unable
to qualitatively explore the views and experiences of young people either through focused
group discussion or through interviews because of access issues with the research sites at the
initial stages of meetings with key informants. A survey questionnaire was, however, applied
to examine and describe the six RSHPPs constructs referred to above, and young people were
given opportunities to express their views and experiences of RSH services and make
suggestions for improvements via the open comments in the questionnaire. A qualitative
exploration of their views and experiences through interviews or focused-group discussions
would have offered invaluable insights. This was considered a limitation of this research study
as the in-depth exploration of the views and experiences of young people regarding facilitators
and barriers to accessing RSHPPs was not fully captured in the survey.
Limitations in the quantitative methods included the omission of educational level in the
questionnaire, which would have been useful as an important demographic marker with respect
to the skills and competencies of the young person completing the questionnaire and how this
translates to their worldviews. This translates to their knowledge, attitude and sexual
behaviours and how they engage with RSHPPs. The questionnaire did not cover every element
of the six sexual health constructs. For instance, while the questionnaire on RSH knowledge
adequately measured young people’s knowledge of STIs, the questions on measures of
contraception knowledge were few. Similarly, the sexual health behaviour constructs did not
go far enough as they only measured three items, including sexual experience and sexual
orientation. As the survey questionnaires were completed retrospectively, there were possible
risks of recall bias, but these may have been addressed because most of the completed
questionnaires were from young people at the point of accessing RSHPPs provided by the
organisations in the two case study sites.
Further limitations in the questionnaire were that, rather than allowing young people to state
their age, the survey questionnaire asked them to choose between three different age brackets,
and rather than asking them to choose their relationship status, it allowed them to define in
their own words what relationships status applies to them. The survey questionnaire was
administered by the researcher and, to some extent, the managers and HPWs employed by the
research sites, while a fraction of the completed survey questionnaire was returned via post.
This strategy maximised the response rate. An added limitation relating to the self-administered
questionnaire was that young people might give responses based on the social desirability effect
as observed by Mortel (2008), which creates false relationships or obscures relationships
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between variables. Although the researcher visited several sites during data collection, the
potential limitation because of bias was reduced by having minimal contacts and avoiding
verbal and non-verbal cues with young people completing the survey questionnaire.
7.5 Implications of the research findings for policy and practice
This section discusses the implication of the research findings, including, first and foremost,
the theoretical and methodological contributions to RSH promotion research. This was
followed by a discussion on the implication of the research findings for policy and practice.

7.5.1 Theoretical and methodological implication to reproductive and sexual health
promotion research
The findings from this research study offer methodological and theoretical contributions to the
area of RSHPPs by addressing the organisation, structure and context of RSHPPs for young
people. This research study was strengthened by the theoretical contributions from the
utilisation of the conceptual framework of programme theory adopted from Chen (2005) to
evaluate the RSHPPs from conceptualisation to implementation and the outcome (see section
7.3). There was a paucity of evidence in the literature on the utilisation of theory to examine
the structure, organisation and context of the design, implementation and engagement of
RSHPPs for young people. Most evaluations of RSHPPs undertaken in the past were restricted
to individual behavioural-level theories to examine sexual behaviour, RSH seeking and other
elements of young people’s engagement with RSHPPs. These studies failed to adequately
exploit theories to conceptualise the evaluation of RSHPPs at organisational, structural,
contextual and individual levels to examine the design and implementation of RSHPPs by
service providers and the eventual engagement of young people with the RSHPPs, as evidenced
in this present study.
The mixed-methods research approach to the design, implementation and engagement of
RSHPPs for young people provides a new depth of knowledge where two case studies explored
the views and experiences of managers and HPWs on the design and implementation of
RSHPPs. This was complemented by a survey questionnaire which examined and described
the RSHPPs constructs, specifically sexual health knowledge, behaviour, RSH seeking and
attitude and expectation of RSHPPs, in addition to rating RSHPPs use and HPWs and barriers
to accessing RSHPPs. The integration of both qualitative and quantitative data robustly
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addressed the research question on what factors contribute to the design, implementation and
engagement of RSHPPs for young people.
This research study provided a new understanding of the evaluation of the design,
implementation and engagement of young people with RSHPPs in various settings in one
research study. The settings consist of outreach (pubs, colleges, schools, town centres, parks,
park events and community centres, most times using the mobile outreach venues or mobile
health units and home visits for RSH services) and clinic environments to provide RSHPPs to
young people aged 16–25.
In terms of the contribution to the process of conducting the research study within CBOs and
the NHS, three pilot studies were employed to gain first-hand information about researching
sensitive topics such as RSH. Findings from the pilot study helped address other issues that
arose from the pilot study and provided the base needed to adjust the research protocols and
designs to address deficiencies in the initial research designs and protocol. The process of
gaining site access into potential research sites and seeking ethics approval from relevant
bodies and the NHS was systematically documented and would serve as an indicator to future
researchers who wish to undertake research studies around sensitive topics in clinical and nonclinical settings.

7.5.2 Policymakers and service providers
The design, implementation and engagement of RSHPPs for young people should aim to
address the Sexual Health Strategy for the UK as outlined by the Department of Health (DH,
2001; DH, 2013) and, most recently, Public Health England’s Strategic Action Plan for health
promotion of sexual and reproductive health and HIV 2016–2019 (PHE, 2015), which is aimed
to reduce the rate of conception and STIs among young people below 18 years of age by
developing sexual health strategies specifically tailored to meet their needs. This is because
findings show that young people are becoming increasingly sexually active, with the current
research finding indicating that 11 years was the earliest age of sexual debut, which has a clear
implication for researchers and policymakers. This research study involves young people aged
16–25, who, according to the quantitative findings, are sexually active much earlier than
thought. The study also found that the average age of sexual debut is 16 years, which aligns
with previous studies (The Family Planning Association, 2011).
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The implication of the research findings for the current Department of Health policy on RSH
meant that policymakers, NHS, CBOs and the community must work together to address the
current challenges in the RSH needs of young people. This can be achieved by designing
RSHPPs and related services to meet the current demand in guaranteeing that information and
health promotion around safe sexual practices are initiated at a much earlier stage in a young
person’s development. Young people demonstrated a good knowledge of RSH, although
HPWs of CBOs involved in delivering RSE at schools noted restricted access to young people
for RSEs.
Qualitative findings revealed that funding issues lead to low staffing levels and capacity to
provide dedicated RSHPPs for young people, whereas quantitative findings from young people
noted that concerns about privacy and confidentiality might deter them from accessing RSHPPs
in GP surgeries and other sexual services. In taking the concerns and needs of young people
into account, RSHPPs should be located across various settings within the community, and the
design of RSHPPs should replicate other youth activities to further confer anonymity of the
service as some of them would rather not be seen by friends or family members entering
services that offer RSHPPs. This view by young people was echoed earlier in a study by
Phillips-Howard et al. (2010).
Funding had been described as a setback and impacts on the design and implementation of
RSHPPs (Fernane et al., 2012). This was mainly because of the current austerity measures by
the UK government that witnessed continued funding cuts to many public services. This
resulted in the loss of sponsorships for crucial programmes and services aimed at promoting
the RSH of young people. This reality was particularly true in the case of one of the CBOs that
participated in the pilot studies between July and September 2015. They opted out of the main
study because of cuts to their funding but, most crucially, the loss of sponsorships to continue
their RSHPPs. This also meant that the main study could not continue in the site because of the
resultant job losses and low morale among staff. It is essential that policymakers, especially
the Department of Health and Public Health England, along with the clinical commissioning
groups (CCGs), continue to sponsor and fund relevant organisations with creative ideas that
promote access to RSHPPs for young people.
There is a need for RSHPPs to be accessible to young people by considering their views in the
design and implementation of RSHPPs. This should include a choice of venue, time and
frequency of service while bearing in mind that RSH access by most people, particularly young
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people, is still considered sensitive. The needs of those from BME communities should be
adequately considered in future designs via consultation, while faith or community leaders,
faith-based schools and other interest groups should also be encouraged to support RSHPPs.
Consideration should be given to rolling out more ‘do-it-yourself’ (DIY) STI screenings by
making test kits available in strategic places that young people go to. Additionally, more DIY
postal kits should be discretely designed and made available in places such as toilets in pubs,
clubs, restaurants, public transport facilities and educational settings.
Policymakers and service providers should create enabling environments for more targeted
RSHPPs to be designed, funded and implemented by sectors and agencies involved with young
people. This can be fostered by encouraging partnerships between organisations while
discouraging the notion of territoriality regularly exhibited by various organisations, as noted
by HPWs in this research finding. Encouraging unfettered access to information across the
board by sharing vital details among relevant agencies can facilitate robust planning of
RSHPPs, which will help to reduce duplicity of programmes and ensure that scarce resources
are channelled towards other relevant services.
Information sharing can help tackle harmful practices such as child sexual exploitation and
genital mutilation and practices that might harm a young person or those considered vulnerable.
Another high priority is the need to put in place extra safeguards for these young people,
including those who are being looked after and young people in PRU, as they are underserved
by mainstream RSHPPs. Instances of information sharing and partnerships with other agencies
were described by HPWs, who recalled their experiences of working with the police, social
services and young peoples’ midwives to deliver holistic services to young people, specifically
those considered vulnerable and at risk of exploitation. Such designs should consult the
Department of Health guidelines (DH, 2011), the seven ‘You’re Welcome standards and
criteria’, which include confidentiality and consent, making young people welcome, providing
high-quality care, improving staff skills and training, linking with other services and supporting
young people’s changing needs. RSE should be encouraged and sustained to address the gap
in knowledge and deepen the knowledge base of young people in reproductive health, sexual
health, relationships and other personal challenges. Furthermore, schools should be encouraged
to share the burden in this to ensure that CBOs and other organisations working with young
people have a base to provide other RSHPPs. Equally important is the need for schools and
colleges to be involved in research into RSHPPs, especially RSEs, to provide more empirical
evidence on best practices and how the RSH of young people could be improved.
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7.5.3 Future research
This research study identified factors that contribute to the design, implementation and
engagement of RSHPPs for young people aged 16–25 years. Any future research in this area
should consider and seek to address some unresolved issues in the current research study.
An implication of the research study was recruitment issues, primarily within the GP surgeries
and sexual health services. This should be considered by researchers who are interested in
researching sexual health, especially within clinical environments. The paucity of recruitment
of managers, HPWs and young people was evident in comparison to the CBOs, although that
of the managers and HPWs was comparable to that of CBOs. An important aspect was the low
recruitment of young people for the survey questionnaire in the two GP surgeries that took part
in the research study. The total number of young people was five for NHS-GP1 and one for
NHS-GP2. It is pertinent to state that low recruitment into research studies in GPs or other
clinical settings has always been a cause for concern, as observed by the Family Planning
Association (2016), which inferred that this occurs because of many reasons. Some of the
reasons given by GPs are pressure for time, low recruitment in GP surgeries, inadequate
capacity and lack of interest in research studies. Further research could provide additional
pointers to strategies needed to yield better recruitment outcomes for RSHPPs research in
clinical and GP settings.
A mixed-methods research design addressed the research question on what factor contributed
to how CBOs and NHS-GP surgeries designed, implemented and engaged young people with
RSHPPs. The qualitative aspects of the research study explored the organisation, structure and
contexts of RSHPPs using the views and experiences of managers and HPWs from two case
studies. Any future research effort in this area should explore the views and experiences of
young people in relation to their views and experiences of the RSHPPs and offer insights on
ways to improve access to RSHPPs. Similarly, the survey questionnaire examined the
engagement of young people with RSHPPs, which was addressed by the six RSHPPs
constructs, namely, RSH knowledge, sexual behaviour, attitude and expectation of RSHPPs,
RSH seeking, rating HPWs and RSHPPs, as well as the barriers to accessing RSHPPs. The
survey questionnaire omitted the educational level of young people, which would have
provided a causal link between RSH constructs such as knowledge, sexual behaviour and RSH
seeking. Additionally, the items in the sexual behaviour construct could be increased to provide

375

strong evidence and draw causal inferences between the demographic characteristics (age,
gender, RSHPPs settings and RSH seeking).
The current research study included young people of all gender aged 16–25 years. Many
research studies into the RSH of young people utilised narrower age grouping, which
understandably could be based on addressing the scope of the research study. Any future
attempt at studying the RSH of young people, including access to RSHPPs, could focus on a
much wider age grouping, considering the theory of development and emerging adulthood of
Arnett (2000) and the UN definition of a child, adolescent and youth.
Because of the sensitive nature of RSH, encouraging and supporting the generation and
dissemination of evidence by means of research should be encouraged and supported by
policymakers. This will help provide evidence into how the RSHPPs could result in the desired
improvement and outcome of the RSH among young people (National Institute for Clinical
Excellence, 2013).
There is a need to further encourage GPs and primary care providers to support research into
RSH, given the low responses during the recruitment processes for the study. The UK has a
strong reputation for the support of research in GPs (The Academy of Medical Sciences, 2009),
which should be extended to individual researchers investigating sensitive topics such as RSH
if their research protocol meets strict ethical guidelines. Similarly, more sexual health services
should be made available across various locations with more extended opening times and
embedded with other youth-friendly initiatives to encourage more reach and access. There is
also the need to encourage and provide more incentives and mentorships to potential male
HPWs because of the low recruitment and turnover of male HPWs within RSH provision. This
will have a considerable impact on their contribution to RSHPPs and tap into empirical
evidence in relation to their views and experiences of RSHPPs. Managers and HPWs indicate
that a successful RSHPP could benefit from RSHPPs that are embedded with mental health to
promote the mental health and sexual health of young people. An investigation of how young
people could potentially benefit from such services would greatly generate strong empirical
evidence that would be relevant for future policies and practices in RSH.
The qualitative findings indicate that young people from middle-class families are also at risks
of poor sexual health outcomes as well as those from low socioeconomic background. This
new evidence from the current research study warrants further investigation, which should
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include the views and experiences of both young people and service providers from different
backgrounds and professional affiliations.
7.6 Conclusion
From the outset, this research study examined the factors that contribute to the design,
implementation and engagement of RSHPPs for young people. The four research objectives
addressed the organisation, structure and context of the design, implementation and
engagement of RSHPPs for young people. The need to address the RSH needs of young people
is based on statutory and policy guidelines, organisational objectives and other considerations
needed to deliver RSHPPs to young people aged 16–25. Studies undertaken by researchers
referenced throughout the chapters in this research study indicated that young people are
exposed to early sexual encounters with the risk of STIs, along with unplanned pregnancy and
emotional issues associated with early sexual activities, which made it imperative to design
RSHPPs and other related services to address their RSH needs.
Findings from the current research proposed that managers designed RSHPPs to address the
gaps in access to RSHPPs for young people to meet the Department of Health sexual health
strategies (Public Health England, 2015a) with the aim of reducing incidences of HIV and the
rate of STIs and preventing teenage pregnancies and unplanned pregnancies. These
organisations partnered with relevant organisations in the community for RSHPPs to address
gaps in access and the barriers that deter young people from accessing RSHPPs. GP surgeries
are still the first point of contact in relation to seeking health needs. Consequently, GPs are
better placed to provide information to young people and direct them to where they could seek
information and advice and further help about their RSH needs.
Designing RSHPPs that were incorporated within other youth-related activities was determined
to encourage access because elements of RSHPPs were provided under the cloak of anonymity
to young people who are concerned that friends, family members, teachers and others may well
see them accessing RSH services. This was particularly true in areas where genuine
conversations pertaining to RSH issues are still considered taboo.
Young people whose first contact with RSHPPs was by way of outreach services, such as those
offered in parks, community centres and mobile health units, were found to have ‘a confidence
boost’ that enables them to go forward to access mainstream provision. Funding of RSHPPs
came under increased austerity measures in the UK, which saw several RSHPPs, especially
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those offered by CBOs, drastically scaled back with attendant job insecurity and low morale
among employees. There is the risk of reversal regarding the gains that have been made in
reducing teenage conception and STIs among young people with sustained cuts to funding and
sponsorships of RSHPPs. Therefore, policymakers should consult those at the frontline of
delivering RSHPPs to understand the current trends in service provision and learn from good
practice to encourage and sustain the desired outcome as regards the RSH of young people.
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Appendices
Appendix i: Consent forms and information sheet
Consent Form for service providers
Institute for Health Research
STUDY TITLE Promoting reproductive and sexual health among 16-25 years old through outreach:
examining the roles of Community-based organisation and a local NHS in West Yorkshire.
Principal
Supervisor(s):

Itodo Adakpa, University of Bedfordshire
Prof. Bertha Ochieng, University of Bedfordshire
Prof. Gurch Randhawa, University of Bedfordshire.

Project date:

March 2016 – September 2016

Email:

itodo.adakpa@study.beds.ac.uk; bertha.ochieng@beds.ac.uk

Telephone:

01582743797

Please circle as appropriate:
**Have you received, read and understood a copy of the Information Letter?

Yes

No

Do you understand that your participation in this study is entirely voluntary?

Yes

No

Do you understand that you are free to refuse participation and have the right to
withdraw any time for any reason without any adverse consequence to you;
and that all data collected from you at that time will be removed?

Yes

No

Do you understand that your name will not be displayed in reports, presentations
or publications and you will be assigned a pseudonym for this purpose?

Yes

No

Do you confirm that you have had an opportunity to ask questions and that your
Questions have been answered to your satisfaction?

Yes

No

Are you happy to be contacted to give further clarification to any of your data?

Yes

No

Name of child/children (if applicable) _________________________________________________
Name of Participant OR Parent/Guardian/Carer/Teacher (other) ____________________________
Signature ______________________________________________________________________
Date_____________________________________________________________________
Thank you for your participation!
Please complete and return this form to the research staff
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Participant’s information sheet
Study Title: Promoting reproductive and sexual health among 16-25 years old through
outreach: examining the roles of Community-based organisation and a local NHS in West
Yorkshire.
Purpose of the study
My name is Itodo Titus Adakpa, and I would like to invite you to take part in the research study
referred to above which is being conducted as part of my Master of Philosophy (Mphil)/Doctor
of Philosophy (PhD) in Health Promotion at the University of Bedfordshire.
Study Description
Young people are becoming more sexually active and can form relationships very early in their
life stages, most often engaging in sexual risk-taking. This eventually leads to high rate of
conception and incidence of sexually transmitted infection (STIs). Studies showed that people
of ages 16 – 25 years old and even younger especially those at risk of STIs and unplanned
pregnancy are the least likely to access mainstream clinics offering reproductive and sexual
health services. The research study aims to explore the roles played by community-based
organisations in promoting reproductive and sexual health to people of ages 16 – 25 years old
in outreach settings as well as similar services offered within clinical environment offered by
the local NHS at drop-in clinics, GUM clinics and CaSH clinics. This aspect of the research
study will be carried out by looking at the views of service providers in relations to service
delivery using semi-structured interviews.
Why have I been invited?
You have been invited to take part in this study because you are a service provider involved in
providing reproductive and sexual health services to young people. The aim of the interview
will be to understand your experience and encounters of the service provided and relating that
to the target group.
Do I have to take part?
Participation in the research study is completely voluntary; therefore, you may decide at any
point to withdraw from participation if you wish to do so and that doing so will have no adverse
consequences for you in any form.
How long will the process take?
The interview will take not more than an hour to complete.
Confidentiality and data safety
All discussions and information given today is purely for the benefit of this study, and such
information will be anonymised and processed with strict confidentiality to ensure no
identifiable data is included in the study. The study will abide by the Caldicott Principle and
Data Protection Act of 1998. Practical measures to be taken included:
•

Electronic data will be stored in encrypted/password protected computer and USB
sticks
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•
•
•
•
•

Personal information will be anonymised using pseudonyms ensuring identifiable
personal datum are kept from unauthorised access.
Audio recordings will also be transcribed by the researcher into hard copy which will
be locked away when not in use.
Audio recordings and the hard copy transcripts will be locked up in cabinets at a
separate location.
Confidential and sensitive information will only be accessed for the benefit of the
study alone and will only be accessed by the researcher and the supervisory team.
All data collected will be locked away in cabinets when not in use and will be
destroyed after completion of the study if there is no further use for them.

Ethics approval
Ethics approval has been sought and granted by the University of Bedfordshire IHR ethics
committee for this study. Ethics approval is being sought through the NHS Ethics Research
Committee.
What happens to findings from this research study?
Findings from this study may be published in appropriate peer-reviewed journals or the
University of Bedfordshire website. Similarly, the findings from this study may also be
presented at conferences and seminars. At these instances, every step will be taken to ensure
that any identifiable information is anonymised to prevent personal datum being linked to any
participant in this study.
Who funds the study?
This is a self-funded study undertaken in collaboration with the University of Bedfordshire.
What happens if I am not happy with the conduct of the study?
There are no known hazards or risk resulting from participation in this research. In the unlikely
event of this research raising feelings of discomfort or distress, participant can make this known
to the researcher, and the interview session will be suspended, allowing for participants to seek
support in the way they deem most appropriate (e.g. taking time out, further discussion of the
matter with researcher or seeking support from peers/supervisor).
However, if you are still not satisfied and wish to seek further clarification or make a complaint,
then the contact details of my Director of Studies and Supervisor is provided below:
Director of Studies: Prof. Bertha Ochieng bertha.ochieng@beds.ac.uk
Supervisor: Prof. Gurch Randhawa: gurch.randhawa@beds.ac.uk
Contact details of Researcher: Itodo Adakpa
itodo.adakpa@study.beds.ac.uk
Institute for Health Research, The University of Bedfordshire.
Putteridge Bury. Luton. LU2 8LE.
Tel: 01582743797
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Consent Form for service users
STUDY TITLE: Promoting reproductive and sexual health among 16-25 years old through outreach:
examining the roles of community-based organisation and a local NHS in West Yorkshire.
Principal Investigator
Supervisor(s):

Itodo Adakpa, University of Bedfordshire

Prof. Bertha Ochieng, University of Bedfordshire
Prof. Gurch Randhawa, University of Bedfordshire

Project date:

March 2016 – September 2016

Email:

itodo.adakpa@study.beds.ac.uk; bertha.ochieng@beds.ac.uk

Telephone:

01582743797

Please circle as appropriate:
**Have you received, read and understood a copy of the Information Letter?

Yes

No

Do you understand that your participation in this study is entirely voluntary?

Yes

No

Do you understand that you are free to refuse participation and have the right to
withdraw at any time for any reason without any adverse consequence to you,
and that all data collected from you at that time will be removed?

Yes

No

Do you understand that your name will not be displayed in any reports, presentations
or publications and you will be assigned a pseudonym for this purpose?

Yes

No

Do you confirm that you have had an opportunity to ask questions and that your
questions have been answered to your satisfaction?

Yes

No

Are you happy to be contacted to give further clarification to any of your data?

Yes

No

Name of child/children (if applicable) _________________________________________________
Name of Participant OR Parent/Guardian/Carer/Teacher (other) ____________________________
Signature ___________________________________________________________________
Date ___________________________________________________________________
Thank you for your participation!
Please complete and return this form to the research staff.
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Participant information sheet (Health promotion workers).
Study Title
Promoting reproductive and sexual health among 16-25 years old through outreach: examining
the roles of Community-based organisation and a local NHS in West Yorkshire.
Purpose of the study
My name is Itodo Titus Adakpa, and I would like to invite you to take part in the research study
referred to above which is being conducted as part of my Master of Philosophy (Mphil)/Doctor
of Philosophy (PhD) in Health Promotion at the University of Bedfordshire.
Study Description
Young people are becoming more sexually active and can form relationships very early in their
life stages, most often engaging in sexual risk-taking. This eventually leads to high rate of
conception and incidence of sexually transmitted infection (STIs). Studies showed that people
of ages 16 – 25 years old and even younger especially those at risk of STIs and unplanned
pregnancy are the least likely to access mainstream services offering reproductive and sexual
health services. The research study aims to explore the roles played by community-based
organisations in promoting reproductive and sexual health to people of ages 16 – 25 years old
in outreach settings as well as similar services offered within clinical environment offered by
the local NHS at drop-in clinics, GUM clinics and CaSH clinics. This aspect of the research
study will be carried out by looking at the views of health promotion workers in relations to
service delivery using semi-structured interviews.
Why have I been invited?
You have been invited to take part in this study because you are a health promotion worker
involved in providing reproductive and sexual health services to young people. The interview
aims to understand your experience and encounters with the service provided and relating that
to the target group.
Do I have to take part?
Participation in the research study is completely voluntary; therefore, you may decide at any
point to withdraw from participation if you wish to do so and that doing so will have no adverse
consequences for you in any form.
How long will the process take?
The interview will take no more than an hour to complete.
Confidentiality
All discussions and information given today are purely for the benefit of this study, and such
information will be anonymised and processed with strict confidentiality to ensure no
identifiable data is included in the study. The study will abide by the Caldicott Principle and
Data Protection Act of 1998. Practical measures to be taken will include the following:
•

Electronic data will be stored in encrypted/password protected computer and USB
sticks
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•
•
•
•
•

Personal information will be anonymised using pseudonyms ensuring identifiable
personal datum are hidden from unauthorised access.
Audio recordings will also be transcribed by the researcher into hard copy which will
be locked away when not in use.
Audio recordings and the hard copy transcripts will be kept separately.
Confidential and sensitive information will only be accessed for the benefit of the
study alone and will only be accessed by the researcher and the supervisory tea
All data will be locked away when not in use and will be destroyed after completion
of the study if there is no further use for them.

Ethics approval
Ethics approval has been sought and granted by the University of Bedfordshire IHR ethical
committee for this study. Ethics approval is being sought through the NHS Ethics Research
Committee.
What happens to findings from this research study?
Findings from this study may be published in appropriate peer-reviewed journals or the
University of Bedfordshire website. Similarly, the findings from this study may also be
presented at conferences and seminars. At these instances, every step will be taken to ensure
that any identifiable information is anonymised to prevent data being linked to any participant
in this study.
Who funds the study?
This is a self-funded study undertaken in collaboration with the University of Bedfordshire.
What happens if I am not happy with the conduct of the study?
The researcher will be present throughout the data collection process to answer any questions
you might have about the conduct of this study. There are no known hazards or risk resulting
from participation in this research. In the unlikely event of this research raising feelings of
discomfort or distress, participant can make this known to the researcher, and the interview
session will be suspended, allowing for participants to seek support in the way they deem most
appropriate (e.g. taking time out, further discussion of the matter with researcher or seeking
support from peers/supervisor).
However, if you are still not satisfied and wish to seek further clarification or make a complaint,
then the contact details of my Director of Studies and Supervisor is provided below:
Director of Studies: Prof. Bertha Ochieng bertha.ochieng@beds.ac.uk
Supervisor: Prof. Gurch Randhawa: gurch.randhawa@beds.ac.uk
Contact details of Researcher: Itodo Adakpa
itodo.adakpa@study.beds.ac.uk
Institute for Health Research
The University of Bedfordshire.
Putteridge Bury.Luton.
LU2 8LE. Bedfordshire.
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Appendix ii: Interview topic guides
Managers and co-ordinators of reproductive and sexual health services.
Introduction
•
•

Check to see that interviewee is alright with the scope and timing of the interview
Check and confirm the details of the post holder, length of time they have spent in the
post and current personal responsibilities about reproductive and sexual health
policies and services for young people.
A big gratitude to you and your organisation for taking time to participate in this study into
the role of CBOs in promoting reproductive and sexual health for young people aged 16 - 25
years in Wakefield. It is important to remind you once again that any information you share
today is solely for the benefit of this study. Any reference to this study in any setting will be
completely anonymised using pseudonyms making it impossible to trace back any personal
details. Due to the sensitive nature of the study, if you feel uneasy at any time during the
interview, please make that known to the research team and the discussion can either move to
another theme or the interview suspended completely.
I will like to start by getting an insight into your organisation
Then probe for:
In what capacity are you employed in the organisation? Probe for history, hierarchy, structure.
• How long have you worked for the organisation? How about qualification?
• Your views of the current service. What is your experience with the current RSHPPs?
A description of current services
Are there any partnership arrangements with other organization like schools, commercial
entity), local authorities, NHS, Youth centres?
If so, how has this partnership arrangement influence the delivery of the service to young
people?
When was the service established and what catchment area does the service cover?
Do young people have any involvement in planning or establishing the service? If so, how do
their views reflect on the services being offered?
How was funding for this project obtained?
How does this service relate to the local health priorities? For example, the local delivery plan,
the teenage pregnancy action plan and the developments to implement the sexual health and
HIV strategy?
What factors encourage young people to access RSHPPs? If any, please describe them.
What factors discourage young people from accessing RSHPPs? If any, please describe them.
Are there any resources (evaluation reports and other documents) that could be accessed to
gain further insight?
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Current RSHPPs
A reproductive and sexual service based at clinics and other settings and run by your health
promotion workers or other forms of delivery.
A reproductive and sexual health services delivered at other venues or settings by your staff.
How do your staffs deliver the services to potential service users?
• Referral from other services, self-referrals or through other routes. Please mention and
describe
• Walk-in
• Via telephone-in appointments
• Other methods of contacts
Future plans
Are there any new developments envisaged regarding school-linked outreach reproductive and
sexual health program or similar services carried out for young people in the local community?
• Refinement of existing services
• Entirely new initiatives
Gaps in provision
Are there any gaps in the current services either at a national or local level that you would like
to see addressed? If any, how would you want them addressed?
Are there any other changes you would like to see regarding the way this programme is
implemented? If any, mention them.
Support for health promotion workers
How does the organisation source for its workforce? Put emphasis on health promotion
workers.
Then probe for
Route to employment: from volunteering, peer educators, job advertorials
What are the staffing profiles of this service? (Staffing mix included the use of professionals,
qualified and unqualified, volunteers and young people as peer educators and people from
BME).
What other kind of supports and resources are available to your health promotion workers?
Then probe for training, promotion and other kinds of rewards system, job security, staff
surveys.
Now we are about to finish. Is there are there any other issues relating to the program we have
missed out that you would like to talk about? Have you got any question(s)?
Would you like to receive information on the findings of this study?
Thanks for your time today
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b. Health promotion workers of the local NHS reproductive and sexual health services.
Introduction
•
•

Check to see that interviewee is alright with the scope and timing of the interview
Check and confirm the details of the post holder, length of time they have spent in the
post and current personal responsibilities about reproductive and sexual health
policies and services for young people.
A big gratitude to you and your organisation for taking time to participate in this study into
the role of CBOs in promoting reproductive and sexual health for young people ages 16 - 25
years in Wakefield. It is important to remind you once again that any information you share
today is solely for the benefit of this study. Any reference to this study in any setting will be
completely anonymised using pseudonyms; this will make it impossible to trace back any
personal details. Due to the sensitive nature of the study, if you feel unease at any time during
the interview, please make that known to the research team and the discussion can either
move to another theme or the interview suspended completely.
I will like to start by getting an insight into your organisation
Then probe for:
• In what capacity are you employed in the organisation?
• How long have you worked for the organisation? How about qualification?
• Your views of the current service. What is your experience with the current service?
Description of RSHPPs
What features in your views are important in a sexual health promotion as offered in (GUM
clinics, drop-in clinics and GPs)? How do you think this has been met by your organisation?
Probe for more information if necessary.
How do you go about creating awareness of your program to young people?
If through advertisement briefly describe the medium used to reach out to young people.
What factors in your opinion will encourage or discourage young people from attending the
service? Confidentiality, environment (threatening or non-threatening)
Probe for how far they thought the service is to young people and the travel time for young
people accessing the service.
Other factors that might impede or encourage young people to utilise the service.
Encounters with young people at clinics
Do you have to approach young people to attend the service? If not are they here on referral
-briefly, explain a difficult situation while you are delivering services in the clinic.
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How it was overcome, lessons learnt
How do you communicate details of your work or sessions to the office? Evaluation, debriefs,
reports…
Approaches to service delivery
What are the approaches being utilised to ensure that your service gets to the target recipient?
The hard to reach groups,
• homeless young people
• BME
• sometimes boys
Gaps in provision
Are there any gaps in the existing service that you would like to see addressed? If so, what
are the gaps? How do you think these should be addressed?
Supports available to health promotion workers
What kinds of supports are available to you to ensure you perform your duties properly?
• Mentorship and training
• Promotion and other reward systems
• Other tools
Now we are about to finish. Is there are there any other issues relating to the program we
have missed out that you would like to talk about? Have you got any question(s)?
Would you like to receive information on the findings of this study?

Thanks for your time today.
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Appendix iii: Young peoples’ questionnaire
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Appendix iv: Flowcharts of data collection process
Young people accessing the reproductive and sexual health services
Participants walk into access the reproductive and sexual health services

Participants of ages 16-25 years? Do they live
No

within Wakefield and Bradford geographical
No

areas? Use the sexual and reproductive health

further

action

required.

service? Can they understand, read and write in
English?

Yes

Introduce study and find out if they are
willing to take part. (Researcher or
staff)

Let them continue with their
No

consultation with healthcare
professionals.

Yes

Give them participants’ information

No further contact to be made

sheet consent form. Have they returned
consent form?

with patient.
No

Yes
Participants

Give the questionnaire to willing participants.

to

return

completed questionnaire via
Can participants complete and hand back

No

questionnaire to researcher/ reception staff.

Yes

Participants

to

return

completed

questionnaire to researcher or reception staff.
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stamped addressed envelope.

b. Managers and health promotion

Initial contacts and introduction of the
study

established

with

the

No

key

informants. Are they are willing to take

further

action

required.
No

part in the research study?

Yes

Have the key informants established that managers and
health promotion workers have worked for upwards of

No

6 months? Engaged in reproductive and sexual health

No further action required

promotion in clinical environment
Yes

Has an appropriate time been agreed with
managers and health promotion workers for
data collection?

Send reminders to arrange a

No

suitable

time

for

data

collection

Yes

Give them participants’ information sheet consent
form. Have they returned consent form?
No further action required if
No

they are no longer willing to
take part in the study.

Yes

Begin with data collection.
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Appendix v: Advertisement for data collection

Examining the design, implementation and engagement of RSHPPs for young aged 16 –25
• Participants are required to be aged 16 – 25
years

If you have any question about taking part in the study please contact the reception
staff or

• Lives within Wakefield and Bradford

Chief Investigator: Itodo Adakpa

• Using the Reproductive and Sexual Health Services

Institute for Health Research, University of
Bedfordshire

• Able to read and write in English Language

E-mail: itodo.adakpa@study.beds.ac.uk

Participants are required to:

Telephone number: +44 (0)1582 743797
• Complete a survey questionnaire which will take
approximately 15 minutes
• Return the questionnaire to the researcher or
reception staff
• Post completed questionnaire via a stamped selfaddressed envelope to the researcher

The Director of Studies: Prof. Bertha Ochieng
E-mail: bertha.ochieng@beds.ac.uk
Supervisor: Prof. Gurch randhawa
Telephone number: +44 (0)1582 743797
E-mail- gurch.randhawa@beds.ac.uk
Telephone: 44 (0)1582 743797
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Appendix vi: Letters of collaboration
a. Peel Park Surgery
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b. Letter of collaboration BYDP

427

c. HALE Project
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d. Little Horton Lane Surgery
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e. Letter of collaboration BYDP
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Appendix vii: University of Bedfordshire Indemnity

431

Appendix viii: Ethics approval
i. University of Bedfordshire ethics approval version1
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b. NHS Research Ethics Committee approval

433

434

435

436

c. Local R and D Governance approval

437

438

Appendix ix: Qualitative data collection chart
Table 64 qualitative data collection chart
Organisation

Venue

Date of data
collection

HALE Project
Bradford

Conference room

Type of
collected

data

Designation of
participant(s)

Type of
study

Nos.
of
participant(s)

28/05/2015

Manager

Pilot

1

03/06/2015

HPW

Pilot

1

Chief Officer

Pilot

1

24/08/2015
Qualitative data Interview

Varied

Qualitative data Documentary
evidence

Nil

Pilot

Nil

27/07/2015

Qualitative data Interview

HPW

Pilot

2

04/08/2015

Qualitative data Interview

Ass. Manager

Pilot

1

03/09/2015

Qualitative data Interview

Manager

Pilot

1

Varied

Qualitative data Documentary
evidence

Nil

Pilot

Nil

South
Kirby
Health Centre

16/11/2015

Qualitative data Interview

Outreach Nurse

Main
study

1

Navigation Walk

29/12/2015

Qualitative data Interview

CEO

Main
study

1

King Street Health
Centre

26/11/2015

Qualitative data Interview

Outreach Nurse

Main
study

1

26/11/2015

Qualitative data Interview

Team Leader/

Main
study

1

Main
study

1

Conference room

Bradford
Youth
Development
Partnerships

Spectrum
Community
Health CIC

Outreach Nurse
Trinity Centre

20/05/2016

Qualitative data Interview

RSE
ordinator

At
participants’
home

3/10/2016

Qualitative data Interview

Outreach
Worker

Main
study

1

At a retail park car
park

12/10/2016

Qualitative data Interview

Outreach
Worker

Main
study

1
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Co-

Step2 Bradford

Conference room

23/0/2016

Qualitative data –
Interview

Outreach
&
Youth Workers

Main
study

2

Conference room

23/05/2016

Qualitative data –
Interview

Hub
Development

Main
study

1

Main
study

1

Main
study

1

Main
study

1

Main
study

1

Manager

Private office

27/05/2016

Qualitative data –
Interview

Project
ordinator

Peel
Surgery

Park

Manager’s office

17/08/2016

Qualitative data –
Interview

Practice
Manager

Peel
Surgery

Park

GP office

24/08/2016

Qualitative data –
Interview

GP
Proprietress

Peel
Surgery

Park

Coffee shop

10/10/2016

Qualitative data –
Interview

Sessional GP

Peel
Surgery

Park
Consulting room

15/02/2017

Little Horton
Lane Surgery

Meeting room

Little Horton
Lane Surgery
Little Horton
Lane Surgery

Co-

&

Qualitative data –
Interview

Nurse

Main
study

25/08/2016

Qualitative data –
Interview

Healthcare
assistant

Main
study

1

Meeting room

26/08/2016

Qualitative data –
Interview

Lead
GP
–
Sexual Health

Main
study

1

Consulting room

09/10/2016

Qualitative data –
Interview

Locum GP

Main
study

1
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Appendix x: Quantitative data collection chart
Table 65 Quantitative data collection chart
Organisation

Venue

Date
of
data
collection

Type
of
collected

A
Tertiary
Institution in
Bradford

University Library

March 2016

A
Pub
Wakefield

A Pub in Wakefield

in

&

Designation
of
participants

Type of study

Nos. of
particip
ants

Questionnaire

Young people
– not using
service

Pilot

4

March 2016

Questionnaire

Young people
–

Pilot

5

9th
2016

May,

Questionnaire

16-25
old

years

Main study

42

Spectrum

Walk-in
Outreach

Spectrum

Pub Outreach Service

June
2016

3rd,

Questionnaire

16-25
old

years

Main study

22

HALE Project

College

June
2016

14th,

Questionnaire

16-25
old

years

Main study

20

HALE Project

Outreach
College/University

June
2016

16th,

Questionnaire

16-25
old

years

Main study

14

HALE Project

Outreach at Town centre

June
2016

17th,

Questionnaire

16-25
old

years

Main study

12

HALE Project

Outreach College

21st
2016

June

Questionnaire

16-25
old

years

Main study

15

HALE Project

Outreach at Town centre

1st
2016

July

Questionnaire

16-25
old

years

Main study

15

HALE

Outreach at Town centre

6th
2016

July

Questionnaire

16-25
old

years

Main study

13

Step2

Outreach
venues

27th
2016

July

Questionnaire

16-25
old

years

Main study

9

Spectrum

Outreach – Pub

Questionnaire

16-25
old

years

Main study

6

Spectrum

Outreach- community

July
2016

16th,

Questionnaire Selfaddressed envelope

16-25
old

years

Main study

4

Step2
Bradford

Outreach at Park

17th
2016

Aug.

Questionnaire

16-25
old

years

Main study

7

Spectrum

Outreach – Pub

26th
2016

Aug.

Questionnaire

16-25
old

years

Main study

26

Step2
Bradford

Outreach – Community

2nd
2016

Sept.

Questionnaire

16–25
old

years

Main study

20

Spectrum
Community
Health

Outreach – Outreach,
walk-in and outreach cash

30th Aug.19th
Aug.
2016

Questionnaire

16-25
old

years

Main study

8

Step 2

Outreach
college/University

Questionnaire – Face
to face

16-25

Main study

20

Step 2

Outreach – Town centre

Main study

13

Peel
Park
Surgery

GP surgery

Main study

1

at

CaSH

data

at

various

–

Questionnaire – Face
to face
21st
2016

Nov

Face to face – Selfaddressed envelope
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16-25
old

years

Appendix xi Developing coding framework for qualitative data
a. Managers’ interviews – GPs (NHS).
1.0 History
1.1 How long at the organisation
1.2 Qualification needed for the role
1.3 Role within the organisation
1.3.1 What the role entails
1.4 Structure and hierarchy

2.0 Description of the current service
2.1 Partnership arrangements
2.2 When the current service was established
2.2.1 Catchment areas covered
2.3 Involving young people in planning and
implementation of the RSHPP.
2.3.1 How are the views of young people incorporated in
this?
2.4 Funding for the RSHPP
2.5 Local Health priority
2.5.1 How the RSHPP relates to Local Health Priorities
2.5.2 HIV work and strategy
2.6 Barriers to access
2.7 Facilitating access
3.0 Support available for HPW
3.1 People from BME
3.2 Recruiting health promotion workers
3.2 Staffing profiles
3.4 Supports available to HPW
3.5 Job security
3.6 Promotion and reward system
3.7 Staff surveys and feedbacks
3.8 Training
3.9 Use of professionals – generic workers, volunteers,
peer educators

4.0 Current RSHPP
4.1 Route of service delivery – Referrals, self-referrals
4.2 RSHPP based at clinics and another setting
4.3 Other methods

5.0 Future plans
5.1 Entirely new initiative
5.2 Refinement with existing service
6.0 Gaps in the servic6.1 Gaps in provision
6.2 How can gaps be bridged
6.3 Suggested changes to the ways service is delivered
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b. Managers of CBOs
1.0 Insight into the organisation
1.1 Time at the organisation
1.2 Role within the organisation
1.3 Structure and hierarchy within the organisation
1.4. History of the organisation

2.0 Background of the service
2.1 Terms of contract
2.2 Catchment areas covered
2.3 Time of contract
2.5 Services responding to what need

3.0 Provision of RSHPP
3.1 Contracts and funding for RSHPP
3.1.2 Terms of contracts and funding
3.2 Involving young people in the design of the programme
3.3 Strategies for BME and hard to reach
3.3.1 Catering for those with unique needs(asexual)
3.2 Creating awareness of the service
3.3 Evaluating the RSHPP
3.4 Encouraging access to the RSHPP
3.5 Discouraging to access
3.6 Local Health priorities
3.7 Unintended effect from the RSHPP
3.8 Factors that affects the design of RSHPP
3.9 Partnership arrangements with other organisations

4.0 Future plans and development for RSHPPs
4.1 Future plans
4.2 Anticipated changes to the way services are delivered

5.0 Support available to health promotion workers
5.1.1 Funding arrangements and anxiety about job losses
5.1.2 Payments and reward system
5.1.3 Coping with change
5.2 Recruiting health promotion workers
5.3.0 Staffing profile
5.4.0 Mentoring
5.5.0 Training and career development
5.6.0 Volunteers and peer educators

6.0 Gaps
6.1 Gaps in provision
6.2 Gaps in staffing level
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c. HPWs – CBOs
1.0 Insight into the organisation
1.1 Role within the organisation
1.2 Experience and/or views of the current service
1.3 Time at the organisation

2.0 Description of the service
2.1 Important features of the service
2.2 Factors that encourage access
2.3 Creating awareness for the service
2.4 Evaluating the service
2.5 Factors that discourage access

3.0 Approaches to service delivery
3.1 Strategies used to ensure that service reached target
recipients
3.2 Homeless
3.3 Reaching out to BME
3.4 Boys
3.5 What happens after a young person accessed the
service
3.5.1 Young people giving false details
3.5.2 Children within special arrangements

4.0 Encounters on the field
4.1 Difficult situation on the field
4.2 Dealing with difficult situations
4.3 Potential risks of CSE
4.4 Working with young people within outreach open
settings
4.5 Those who accessed the service when it is too late
4.6 Home visits
4.7 AOB

5.0 Supports available to health promotion
workers
5.1 Training and mentoring
5.2 Promotion, pay and reward systems
5.3 Job security

6.0 Gaps in the service
6.1 Gaps in provision
6.2 Bridging gaps in provision
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Appendix xii: Qualitative data analysis
Table 66 Chart matrix
1.0 An insight into the
organisation

1.1 Role within the
organisation
and
what it entails.

1.2 Experience of the current service

1.3 History of the organisation

1.4 Time at the organisation

1.5 Target participants

Participant
MGR_HLR

I am the Development
Team Manager.

I love it. And I think that it’s much
needed, I think young people are entering
a sexual relationship much younger now,
and I think that’s to do with peer pressure
and I think that the biggest issue with that
is the media.

Eleven years ago, there is a study done
in this area that identified that the
health needs were one of the highest in
the UK and from that, a group of local
professionals got together across the
district came together, and there was an
application made to the Lottery.

I have worked for CBO_HL1 for years,
11 years.

Our sexual health work erm...we have
two-string sexual health work. We
have one that is for erm…we work
directly with young people, and we
have another one where we worked
with parents and carers of young
people.

Since 2001 and as a Manager since 2008.

Aged 18 -25 years

That role entails...we
have a Development
Team, staff whom I
manage, and obviously
supervise and support.
Who delivers the
program that we’ve
been talking about
Erm...and
I
also
deliver, so am not just
management, I also,
am on the floor and
offer...
Participant MGR_YPZ

I am the manager here.
Liaises with them
reports back to them
and also oversee the
whole
organisation
erm...brings
in
funding, looks after the
finances and budgets
with
the
finance
manager who is paid
externally and just
ensures
everything
works, in working
order on behalf of the
trustees.

And it started out in one little room in
a err...town in Shipley with one
Manager, one coordinator and an
apprenticeship scheme where local
people came on board and got paid.

I’m quite passionate about the
organisation, working with young
people. So within BYDP what I like
about CBO_YP2 is flexibility it gives
erm...and how we can move and shift the
work that we do with young people based
on funding, based on what young people
are telling us, what the staff are finding
out working in the community and
professionals out there erm...and we are
better able to trial small, small projects
and even larger ones and even trial new
th

We have existed since 1999 to work
with young people

It was the NHS erm...that went to.
Erm...they have some funding
available, and they had a couple of
target areas and one was the sexual
health, we felt we could deliver sexual
health at the time. I mean, I previously
mentioned we would train volunteers
and youth workers to cascade
information down erm...and deliver to
BME communities and so the
chlamydia screens and run short
programs as well.
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2.0 Background of the
RSHPP

2.1 Time
established
expiry.

Participant
MGR_HLR

Is
working
September.

Participant MGR_YPZ

RSHPP
and

until

I would say possibly
about 2006/2007.
So, it’s long time we
have been delivering
on
the
project
unfortunately
that
funding has ceased for
us, it’s finishing this
month.

2.2 Catchment areas covered.

2.3 Terms of proposal

2.4
Partnership
arrangements

2.5 Evaluation of work

Bingley, Shipley Centre, Windhill,
Wrose, Crag, erm...Bingley, some part of
Bingley, Cullingworth out into the rurals.
And then also we’ve

Basically, it’s the commissioning
contract where we would say to them
this is what we would do with the
money you gave us; this is going to be
the outcome from that. The intention is
to lower the rate of chlamydia, positive

We are now funded by Public
Health which is Local
Authority. The sexually
transmitted infection clinics,
they have been in partnership
with us previously and
erm…also, I don’t know if
you heard of TIC-TAC?
Teenagers’
Information
Centre
and
Teenagers’
Advise Centre?

Then at the end of each quarter, there is a massive
monitoring period, so it’s just to make sure all the
staff have got the monitoring set up, the evaluation
done, they are ready to go, everything is in place
for the next quarter.

Obviously got Saltaire, Nabwood. So,
there is some really, some pockets of
erm…affluents within the area

chlamydia testing, other STIs,
reducing the amount of unplanned
pregnancy, inform young people of
services, provide them with the
knowledge to make informed decisions
about their own sexual health and
positive relationships and to know
where to go.

We tend to have Steering
Groups around the projects
that we deliver. So, what we
do in our partnerships, we
will
work
with...come
together, we will have
meetings
with
partners
erm...to ensure that each
partner is getting from the
program what their intended
outcomes are being met if not
how we can do this.

Bradford District, BYDP. We are trying
to work outside of Bradford erm...but
regarding delivering sexual health, we
haven’t erm...delivered anything in
Leeds, although some of my staff
members did go to Wakefield and
delivered some sessions at another
school.

Erm...well, when we applied for the
funding it was basically the erm...the
NHS identified which areas were hot
spots for them and in our application
we say we would go and work in those
particular hotspots and deliver this and
this and based on that they funded us.

Yes, we work in partnerships
with other sexual health
projects, I mean we have
worked with Step2, we have
worked with CBO_HP1 quite
closely. In terms of the youth
service, they have delivered
their own training to their
staff, having said that they
have attended our training
and found our training more
in-depth
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After each session, they have what we call a
contact sheet, and within that, they would have
aims and objectives, and you know what the
outcomes which are linked to their monitoring
quarterly reports back to the funders. Erm...and
also has a register so each session might have
different people, or it might be the same people, or
one might not attend the same day you know if it’s
a course that’s how it is recorded.

3.0 Current service at
schools
and
community venues

3.1 Factors that affect how to
program is designed and
implemented

3.2 Local
priorities

Health

3.3 Strategies for BME and other
hard to reach groups

3.4 Facilitating access

3.5 Barriers

3.6
awareness

Participant
MGR_HLR

Because what happened is…we
have our programs that run. They
set our programs. However, we can
have a partnership meeting, and a
partner might identify something
that’s missing, or there might be
news that is being brought to light
in a particular area, and that might
influence our planned programs.
So, there might be a case of
right...we need to change that, it
might just even be a geographical
change or anything like that.
Alternatively, it might be that there
as a partnership, they’ve got
err...other outcomes that they need
to meet that might influence
what...

It’s being about the
reduction of sexually
transmitted infection
in the area, erm
preventing
teenage
pregnancy and the
child
sexual
exploitation.
That’s
the thing, what was the
priority.

We ran our Bus program in
Manningham, behind Manningham
Park erm...a couple of years ago
because of we erm…the Council
rang us and said could you just go
and do something for us. Erm...and
that was every week that was on a
Friday, and we were getting 15 – 17
to 20 young people. What we
actually identified while we were
there was not so much the sexual
health need, but there was cannabis.

It is with the condom bus, cos
we do condom distribution as
well, cos we are a part of the Ccard scheme. So, we do the
condom distribution...it used to
be called the condom bus, but
now we just call it the sex bus.

We all worked part-time
and within the team,
erm...we are restricted.

Marketing...obviously,
we have the usual
flyers for secondary
schools, we do social
media, we’ve got
Facebook, twitter all
those kinds of things.
Plus, our
general
website. But the best
way we do it is we just
go out there and do it.

Participant MGR_YPZ

Again, we are very advised by
erm...any government initiatives or
surveys, any reports that they have
at a higher level.

Erm...reducing
teenage
pregnancy,
reducing
STIs
especially chlamydia.

We had a target to reach erm of the
BME community that was very very
difficult although we put it down on
the funding application to ensure
that that work happened in a very
sensitive way. Because any literature
had to be adapted and we had to
work out ways with the staff
members in the community that will
be trained and how they could pass
on that information.

Erm...it may be transport
and fear again I think I
have mentioned before,
people...erm...and
they
don’t want others to find
out that they’ve accessed
the service.

We’ve got a website,
so we use that, we have
social media: Twitter,
Facebook, LinkedIn.
We do advertise some
of our projects using
the local media, the
local radio station,
newspaper and flyers
and publicity and our
contacts that we have
developed over the
years
within
the
schools.

Participant
MGR_HLN

I mean we have always tried to
adapt programs. For instance, we
are delivering the SPEAKEZEE
program at a Catholic school, and
they really don’t like anything
about contraception, so what we
agreed was that we would take that

There are chlamydia
and
teenage
pregnancies one of the
key ones.

We target particular areas and then
again it would be about using
particular staff who have the
language, the culture expertise and
experience.

Erm...it’s hard to recruit
people especially if you got
program around sexual
health and talking about
relationships.

Erm...it’s through the
internet,
through
Facebook,
web,
twitter, being there,
recruiting volunteers
and attending fun days,
local events erm...just

By doing these sorts of
screens and by doing
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We were using a hub and spoke
approach, You need to go out
and find them, because often
there are centres and places that
people can meet and then
actually you can then take your
service and get to know the

Creating

aspect of the week, that week out,
we won’t include it in our training
at the school

the work with young
girls
to
raise
awareness
about
staying
safe
and
condom
accessing,
doing
c-card
for
condom distribution.

Well, I think the big one is the
different
cultural
demands.
Clearly, in Bradford, we’ve got a
really diverse range of religious
faith. We’ve got a very diverse
range of cultures, and I make a
clear distinction between the two.
And I think very often they tend to
get blurred. You know, people
would say our religion says this,
and it’s nothing to do with religion.
It’s more about cultural thing.

Certainly one priority
was to reduce the
number of teenage
pregnancies, and I
think it is quite
successful.

I think we are going through
schools’ route means that you are
getting pretty much broader
coverage and bearing in mind as well
as the schools, we also do the pupil
referral units and at colleges.

So, I think, the other
thing regarding local
health
priorities,
erm...one of the things
that’s been described
that are almost of
epidemic proportion is
mental health. And
again, I think it’s like
seeing sexual health as
part of the bigger
overall picture of the
young person

I think if there any who have missed
through
approaching
those
institutions, then the detached work
probably helps to build that up.

4.0 Gaps in existing
service and future

4.1 Observed gaps in existing
service

4.2 Ways of bridging
the gaps

4.3 Future plans

4.4 Implication for staff

MGR_HLR

Well, as I said earlier, I don’t think
that there is enough community
health advice and information with
what I will call the middle-ranged
age people around sexual health
and good relationships I think there
is big gap, age gap there. I think
there is a gap for children between
the ages of 8 and 11; gap in HIV
work, absolutely-definitely.

I would definitely like
to bring it into the
Eastern
European
community
just
because of the poor
sexual health practices
that we are hearing
about

The new funding stream will take us
out of Shipley. So, we will become
District-wide. So erm, what we’re
looking at, the main area really will
be the main people we are going to
be working with if we get the funder
is going to be Eastern Europeans,
Gypsy Roma, erm...young men,
young mums and what’s the other
group.

We need to start thinking in
terms of what the staff is
training as a team we are going
to need now...we are not very
secured at the moment. We are
on the very rocky ground. So,
we’re not sure of what’s
coming. Even though that’s still
happening, we are putting plans
in place

Participant
MGR_YPC
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community, what makes them
thick by working in different
ways and then bringing the
resources and then you can
move on, rather than being stuck
in only one place.

Sometimes if it’s in the
school you are very limited
by what the teachers offer
you, the room, space and
all of that can be negative
erm, and that can be hard.

putting little news
stories out there any
which way, by having
our shops that open
through and by having
the I which has just
opened.

Schools have this thing called
TIC-TAC centres -Teenage
Information Centre- Teenage
Advice Centre., that’s the TICTAC. Erm...and that’s where
young people in those schools
can come and get confidential
advice and sometimes, they
come along just for a general
chat, but it means they can talk
to staff under confidential
conditions which they clearly
could not do in a class-room
format.

I think the two key things
are the cultural and or
religious attitudes. You
know some people whom
would say this sort of
provision is not needed
while I will say quite
clearly it is.

Part of it is going out
and attending various
events. It might be
events at schools,
we’ve sometimes had
career’s fair.

And then the only other big
barrier, of course, is the
funding thing because
whereas we have been
fortunate in that this has
been funded through the
Health Service funding for
at least the last six years,
it’s now coming to an end
at the end of September.

But
again,
this
opportunity is for
people to talk to our
staff about what we do,
take away the odd
leaflets and sometimes
we get contacts there
even if it’s not
somebody who want to
use
our
services
themselves, it might be
they know somebody
whom they can refer.

Participant MGR_YPZ

What we’ve had, had difficulties is
we’ve had a number of females
working on that work, but the
males are not able to take the
challenges that young people give
them.

Participant
MGR_HLN

I am just saying sexual education
across in the school system is very
poor. I think the school nurses they
do drop down days so one day the
school nurse who the kids don’t
know, they might have met her
once or twice or if they had any
health problems a couple more
times. But otherwise, they come in
with some other strangers and talk
about things that are very
embarrassing and then they go
away again. You know that’s how
sexual health education is. It’s
appalling, it’s ...there is no
explanation about why they are
bombarded with messages by the
media that you need to have sex,
you gotta have relationships
449lab la bla.

I think
I have
mentioned one, males
to do actually to work
with males, there is
definitely a gap there
erm...possibly we got
to as an organisation
look at champions to
pass on and cascade
information.
Erm...but it’s I don’t, I have no idea
whether if that holds because like I
said we have lost majority of our
public health funding. The youth
work and sexual health work we will
continue with CBO_LC, so that’s
pretty much set as same we said we
would do. Erm...I am still writing
bids to see.
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We now shrinking back down
since we have just lost a
significant
public
health
erm...(sighs) tender.

Table 67 Chart matrix for health promotion workers
1.0
An
insight into
the
organisation

1.1 Job title and what it
entails

1.2 Time at the organisation

1.3 Feelings towards the organisation and the
RSHPPs

1.4 Experience of the service

Participant
HPM_HLM

I am the main Youth
Worker. My Job title is
Youth and Community
Development Worker. I
...co-ordinate majority of the
Youth work project that
happens.

I have been with CBO_HL
since July last year. So not even
a year.

CBO_HL does good work; we work where there is a
need, which is really important because you’re
reaching people who are really hard to reach and
disadvantaged.

Erm... for CBO_HL1 is a really good
place to work in. I enjoyed it. There is
a lot of good people who work here.

Erm...just the role really into
sexual health. I am just a
Project Support Worker
under sexual health project.
To work alongside my
colleague and she leads the
project, together we come
up with new programs, and
we might go out and deliver.

I have worked here for 10 years,
but I have only worked on that
project for like 2 years.

I
am
the
Youth
Development Leader; I have
got many projects erm...of
which one of them is the
DUO Project which is the
sexual health project which I
work directly on.

Almost 7 years.

One of them, we like to be flexible because erm...it is
outreach work.

CBO2 is fantastic at developing people

2.1 Experience with the way
current service is provided.

2.2 Important features in an
outreach RSHPPs

2.3 Creating awareness of RSHPP

2.4 Target participants

Participant
HPM_YPB

Participant
HPM_YPS

2.0
Description
of
the
program

Those who are disengaged and disenchanted from the
mainstream services or providers. It is really, really
important because it teaches young people what a
healthy relationship is, what it isn’t for them to have
the confidence to make better decisions.
The organisation really supports the fact that the work
needs to be done erm... and the way we have to do it.

Well... that? The organisation knows
that delivery of sexual health and
relationships is got to be kept quite
flexible.
The organisation really supports the
fact that the work needs to be done
erm... and the way we have to do it.
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2.5
Factors
that
encourage/discourage young
people from taking part

Participant
HPM_HLM

Participant
HPM_YPB

I have done sexual health
with young people for as
long as I have been working
with young people and it it’s
always something, I have
always felt it’s something
important,
and
it’s
something I have always
quite enjoyed doing.

Erm...so
the
chlamydia
screening that we do, we do
them in schools, we do them in
colleges. We also incorporate
them in programs that we do.
So, for example, the Fish Bowl
Project, the one I mentioned on
the bus. We can have one week
where we just do screening on
the bus as well.

Erm...If we need to...may be advertise when we are
doing the screening. Sometimes I will do flyers;
sometimes I will do posters. Erm...And if that’s in a
school or college environment that works okay. If it’s
in a youth works environment, to be honest, it’s easier
for me and more effective for me to link up with
partners and get them to spread the words to the young
people which they work with and I will be working
with.

Young people, I work with are of age
generally 11 upwards; I say 11 – 19.

I think that there are not
many people, well in
Bradford really who deliver
the work.

You don’t have to go. They
don’t have to make their way
there; they don’t have to make
an appointment, a lot of young
people you know, they don’t
want to spend money on bus
fare
and
travelling
to
appointments and stuff.

We just walk around and, and... when we see people
whom we think fits the age limit that we got to work
within, we just introduce ourselves; we just give people
the opportunity to tell us to go away if they don’t want
to listen and but most people are happy to listen.

A lot of this stuff we do, we go to
where young people are already
meeting as well as like structured
sessions within schools and colleges.

We have a small card that we sometimes give out.
Erm...it just depends sometimes in an outreach
environment it’s a bit tricky cos you don’t want people
to throw the cards or whatever on the floor.
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So...you get a couple of youth workers,
you work with young people, you
engage them where they are, out in
shops, or they hang about in parks and
or on street course or whatever, you
with them, you link up with other
partners and you do work in their
venues. And also, CBO1 has a bus
called the MOV.

The way we deliver is we start from
puberty and work our way right up.

Erm...that you got to get your
day right, you got the time
right and that it’s accessible.
That kind of fundamentals
need to be in place, it needs to
be delivered by someone that
they feel is trusted and it
needs to be kind of immediate
in the sense that not just talk.
There need to be kind of some
physical outcome at the end at
the end, so they feel is kind of
being worth it.
And I think as well because
it’s not done in the clinic, the
clinic can seem really scary
place, and they might offer
you loads of different tests
for... stuff that is worse than
chlamydia.
It’s just that easy first step to
get tested for chlamydia, see
what happens and then you
might...going
in
for
everything else.

3.0 Approach to service
delivery

3.1 Ensuring that RSHPP get to
target participants

3.2 Reaching hard to reach groups

3.3 What happens after RSHPP
is accessed

3.4 Contacting partners in case of a
positive STI tests.

Participant HPM_HLM

We ask other service providers in
the area where young people
hanging out, where do they
congregate and erm... because we
get that information, we are then
able to go and set up where we
know they are going to be. So
immediately they don’t need to look
for us, we are there.

Erm...I found boys are quicker to engage than
girls when it comes to having discussions about
sexual health and certainly about taking
condoms; boys will take condoms more easily
than girls. Boys would get screened more
readily than girls. Yea. In my experience, I
found that they are more willing to do that.

So, if there is something that is
disclosed, obviously, I will work
with that young person, signpost
them on.

They do all of that...we don’t have
anything to do with that once we drop off
those samples we send out with.

I did work in some areas where the majority of
them were erm...Central Eastern European
young people or erm..

We get the samples; we send them
off, we drop them off at the
Doctors’ or the hospitals. Wherever
we drop them off, and they send it
off to their labs, and then they deal
with all. They send text messages
back to the young people.
They send text messages back to
the young people.

Participant HPM_YPB

Erm…when we go to City Park like
I said we’d we look initially what
age we think people are, but we
might ask as well. Like ‘’sorry how
old are you’’.

For the funding we receive for that project, we
have to target BME communities so therefore
that’s why we do a lot of work. The schools we
work in, a lot of them are high...

With schools and colleges, we are
there for a number of weeks; we
might be there once. We let
everybody know where we are
based, and they can access us at
whatever times or give us a call.

I think the clinic has a service where they
say you need to let everybody you have
had sex with know about this result. And
I think if the person doesn’t want to do it
themselves, the clinic can.

Participant HPW_YPS

So we take resources with us to erm
stimulate conversation...erm...for
example we got little post cards and
they’ve got erm... funny little
pictures on that you look at it and
then after a few seconds of looking
at it you get the message of what it’s
about. And they both thinking about
the same thing and erm...and that
kind of starts the conversations.

So, because CBO_YP is in the centre of
Bradford, it’s extremely well placed for erm….
doing the outreach detached work with erm...
difficult to reach young people. Because a lot of
the young people hang out in the city centre,
city park around that area.

So usually we don’t get to find out.
Erm...unless some of the young
people will tell me, they will come
to me and tell me.

The clinic got in touch and said that they
were trying to get in touch with
somebody and they need to get in touch
with them. That they were not successful
with letters or texts.

Discrete access
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4.0 Encounters in the
field

4.1 Difficult situation in the field

4.2 How young people feel being approached
on the street, outreach venues

4.3 How difficult situation was
overcome

4.4 Communicating details of work via
evaluation.

Participant

I guess things can kind of get
difficult perhaps if someone
discloses something and you need
immediately deal with that
situation. So, I know a lot of young
people I work with they swear a lot.

Erm...and I guess the difficulty is kind of
speaking to the young person, getting them to
open up and then finding appropriate services
to signpost them to.

Getting them to open up and then
finding appropriate services to sign
post them to.

I take an evaluation in every session if I
can. Or sometimes, so for every session
it might be really loose evaluation, but by
the end of the whole project there is a
more of a formal evaluation

Participant HPW_YPB

The work that we did at the Duke of
Edinburgh centre, that was with
erm...I think it was 8 boys, they
were age about 13 upwards erm...
but they were pretty new to this
country. It took a really long time
though. Erm...because of the extra
translating

Erm...but I think sometimes I know like in City
Park, sometimes people are quite embarrassed.
Erm…sometimes it gets them a bit giddy. They
get a bit excited about talking about it.

I think that’s when we really knew
we needed flyers and stuff in a
variety of languages. Erm...just
here that one, one session is not
enough.

If we are doing like group sessions with
young people, we get the young people to
fill in evaluation form out, that tells us
what they’ve learnt and then it tells us if
it’s connected.

Participant HPW_YPS

Erm...but with some of the young
men, they were very disrespectful to
erm...women. Yes, it’s the bravado
and the ones that will just keep quiet
and don’t say anything, and they
don’t...but they are listening.

Well, initially, they can be quite embarrassed.
And quite often because am working with the
boys; there can be a bit of bravado.

And sometimes I have to be quite
firm about it and be quite
authoritative. And then, they settle
down, and they are okay.

And when we do the evaluation, most
young people, in fact, the last round of
evaluation we did, erm...96% said they
felt better informed being able to make
positive choices and they felt more
confident now about the choices they
make.

5.0 Gaps in existing
service

5.0 Gaps in outreach and school
settings

5.2 Reasons for gaps in provision

5.3 Ways of bridging the gaps in
provision

HPW_HLM

A lot of people feel that people, if
you teach young people about
sexual health and they are going to
go off and have sex.
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Participant
HPW_HLM

The teacher probably doesn’t want
to do, and he isn’t confident in
delivering that because they are not
trained to do that in the same way
that I am.
I think another gap in the provision
as well is erm...’PRU- People Refer
Unit’.

I think maybe there are gaps in provision and
that’s because there are areas where are...is not,
they are not seen as deprived but actually when
you go and work there is a massive gap in
erm...in wealth. Funders are not funding work
in that area because it’s not seen as a priority.
Erm... there is also some GP Practices have
youth clinics for sexual health, but that is not
rolled across Bradford which I feel it ought to
be.

I think just once again, just being
able to increase the reach of where
we’re working through us being
able to work where there is a real
need rather than perceived need.
Erm...because you will get funding
pulled from one area and shifted to
another. It’s not replaced. No one
goes there and does that work.
It comes down to funders looking
deeper beyond statistics to actually
evaluate what is really needed and
where that is happening.

Not many people deliver outreach
sexual health. Erm...I just sort of
think they don’t want to; they find it
embarrassing.

They have got to deliver sexual health either if
they deliver it or they pay somebody to do it.
Cos if they don’t, and then the kept the...now
knowing that if they don’t start paying for it if
they are not gonna deliver it, people aren’t
gonna get that education.

Well, suppose schools need to be
encouraged that they’ve got to
deliver it. They have got to deliver
sexual health either if they deliver
it or they pay somebody to do it. It
should be made like mandatory,
don’t they? I suppose people could
receive training. But I don’t know
where they get that from.

6.0 Support available
to health promotion
workers

6.1 Mentoring and supports

6.2 Training

6.3 Promotion

Participant HPW_HLM

I also line manage and have regular
supervisions.

I have said I have not been at CBO1HL for
years, so a lot of the sexual health training and
stuff that I have had it’s being before, I worked
here. So, I kind of came trained up and ready to,
just to do it.

No. It’s just your job. It’s what
you’ve been hired to do.

Participant HPW_YPS

Erm...just that there is support there
if you need it, you know you can go
to your line manager there and you
can talk to them if there are any
problems. Erm...the Board are very
supportive of the project

The council offers free training, the sexual
health training, around pregnancy testing,
chlamydia screening. I have accessed all the
training that the council do & the Family
Planning Association training.

Participant
HPW_YPB
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6.4 Salary and reward

Table 68 Emerged themes and subthemes from case study 1 and case study 2

Themes

Factors that affects the design, implementation and engagement of RSHPPs for young people
Subthemes
Case study 1

Structural and organisational factors associated
with the design, implementation of RSHPPs for
young people (Objective 1)

Case study 2
✓

History

✓

Organisational structures

✓

Roles within the organisation

✓

Time at the organisations

✓
✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓
✓
✓

Contextual issues in RSHPPs: the roles of Partnerships with other organisations and service provider
partnerships with statutory and CBOs on the
Time and length of contract
implementation of RSHPPs (Objective 1)
Catchment areas covered
Addressing evidences based RSH needs of young people
Terms of the contracts
Target participants
Local health priorities
Implementing RSHPPs in the community and other Factors that encourage access to RSHPPs
venues ((objective 1)
Involving young people
Strategies used to reach hard to reach groups and BMEs

455

✓
✓
✓

Supporting those with unique needs

Creating awareness of RSHPPs

✓

Implementing RSHPPs at GP surgeries RSHPPs based at GP surgeries
(Objective 1)
Factors that encourage access

✓
✓

Patient referral from other GP surgeries

✓

Reaching people from BME and other hard to reach communities

✓

Involving children to design RSHPPs

✓

Creating awareness of RSHPPs

✓

Future development and plans for RSHPPs Linking mental health with sexual health
(Objective 1)
Designing tailored RSHPPs to meet needs of young people from Eastern European
countries
Consulting patients remotely using telemedicine
Developing new drop-in to encourage access

✓
✓
✓
✓

Expand the capacity and reach of RSH in GP surgeries

✓

No plans for the foreseeable future because of capacity

✓

Management supports for HPWs to deliver Recruiting qualified HPWs
RSHPPs (Objective 2)
Qualification and staffing profiles and or skill mix
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✓

✓

✓

✓

Training and career development

✓

✓

Further opportunities subject to funding for RSHPPs

✓

✓

Mentoring and supervision

✓

✓

The volunteers and peer educators’ pathways for RSHPPs

✓

✓

Salaries, promotion and other incentives

✓

✓

✓

✓

HPWs views and experiences of RSHPPs Roles at the organisations
(Objective 3)
Time at the organisation
Insight into the roles of HPWs
Qualifications of HPWs

Description of the RSHPPs (Objective 3)

✓

✓

✓

✓

Views and experiences of RSHPPs

✓

✓

Important features of the RSHPs

✓

✓

Factors that encourage young people to access

✓

✓

Creating awareness for the RSHPPs

✓

✓

Evaluating the RSHPPs

✓

✓

Demography of GP surgery areas

✓

What happens when a young person access RSHPPs

✓
✓

Other approaches to implementing RSHPPs Strategies used to reach out to target participants (BMEs, gender, homeless, Children
(Objective 3)
with special needs, pubs)
Managing difficult situations encountered at community and outreach venues

✓
✓

Dealing with issues around CSE
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✓
✓

✓

Providing nurse outreach RSHPPs to vulnerable young people or people with mobility
issues
Managing those who access RSHPPs late

✓

Mode of access to RSHPPs

✓

Managing difficult situations around CSE and FGM during consultations

✓

Access to details of RSHPPs consultations from other providers

✓

Strategies used to reach out to the hard to reach

✓

Managements’ incentives and supports for Mentoring, personal supports for HPWs, promotion, training and career development
HPWs (Objective 3)
Barriers to the implementation and engagement of RSHPPs for young people (Objectives 1 & 3)
Factors that discourage access (1,3)

✓

✓

✓

Organisational factors

✓

✓

Personal factors and cultural

✓

✓

Personal and social factors

✓

✓

Lack of co-operation from schools especially faith-based schools

✓

Gaps in staffing

✓

Gaps in existing RSHPPs (1)

✓

Gaps in male HPWs
✓
Inadequate provision of health promotion around Chem-sex
✓
✓

Limited outreach services
Inadequate training of HPWs

✓
Less dedicated RSHPPs clinics

✓
✓
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Difficulties in engaging volunteers and peer educators at GP surgeries for RSHPPs
Gaps in existing RSHPPS (3)

Inadequate staffing and workforce

✓
✓

✓

✓

✓

✓

✓

Limited access to RSHPPs
Limited trainings of RSHPPs
Limited knowledge of available services
Limited HIV services

✓
✓

✓

More detached outreach provisions
Addressing the gaps in RSHPPs
(1 &3)

Increased funding to address some identified gaps

✓
✓

Increased reach to areas with real needs than perceived needs

✓

Increased access to trainings

✓

Adequate opening times and more RSHPPs appointments

✓

More dedicated and centralised provision of RSHPPS

✓
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Appendix xiii Extra tables and figures
Table 69 Last visit to CaSH
Last visits to a CaSH service

Frequency

Percentage

2
1
1
1
2
2
2
1
1
1
6
1
5
2
2
1
1
1
2
9
6
6
6
5
17
6
1
1
1
2
1
4
100
217
317

0.6%
0.3%
0.3%
0.3%
0.6%
0.6%
0.6%
0.3%
0.3%
0.3%
1.9%
0.3%
1.6%
0.6%
0.6%
0.3%
0.3%
0.3%
0.6%
2.8%
1.9%
1.9%
1.9%
1.6%
5.4%
1.9%
0.3%
0.3%
0.3%
0.6%
0.3%
1.3%
31.5%
68.5%
100.0

JUL 2010
DEC 2011
JUN 2012
JUN 2013
DEC 2013
JAN 2014
MAY 2014
JUN 2014
JUL 2014
DEC 2014
JAN 2015
MAR 2015
MAY 2015
JUN 2015
JUL 2015
AUG 2015
SEP 2015
OCT 2015
NOV 2015
DEC 2015
JAN 2016
FEB 2016
MAR 2016
APR 2016
MAY 2016
JUN 2016
JUL 2016
AUG 2016
SEP 2016
OCT 2016
NOV 2016
DEC 2016
Total
Total

Table 70 Age at first sexual intercourse

Age of sexual debut

N

Minimum
220
220

Maximum
11

23

Mean
15.87

Std. Deviation
1.971

Table 71 Table showing standard deviation and mean for what would encourage CaSH use
What would encourage CaSH use?

Mean

Std. Deviation

Frequent use

.44

.772

More local service

.31

.463

Less local service

.02

.147

Awareness of services

.37

.482

Others

.07

.249

Table 72 Table showing mean and standard deviation for what is important in CaSH?
What is important in CaSH?

Mean

Std. Deviation

Relaxed

.56

.497

Cheerful

.24

.426

Comfy

.27

.447

Well equipped

.30

.747

Able to offer privacy

.54

.499

Table 73 Table showing mean and standard deviation for where CaSH should be located
Where do you think CaSH should be?
Mean

Std. Deviation

Health building

.59

.493

College or schools

.53

.500

Shop fronts

.11

.314

Mobile unit

.12

.329

Community setting – Sure Start

.10

.298

Community centres

.21

.411

Youth centres

.29

.456

Others

.05

.219

Table 74 Table showing mean and standard deviation for what kind of treatment/advice to be available in a CaSH
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What areas of advice or treatment should be available in clinic or outreach

Mean

Std. Deviation

Contraception

.69

.464

Smear testing

.44

.497

Routine check ups

.52

.500

Emergency contraception

.50

.501

Pregnancy testing

.55

.498

Help with personal relationships

.37

.484

Advice about STIs

.64

.480

Treatments of STIs

.64

.482

Access to abortion

.36

.481

On-site counselling

.41

.493

Referrals to counselling

.41

.493

Table 75 Table showing mean and standard deviation for barrier to CaSH use
Barrier to CaSH use

Mean

Std. Deviation

Worries about confidentiality

.57

.495

Lack of information

.20

.400

Worries of being medically examined

.26

.441

Embarrassment

.57

.496

Worries about being judged

.40

.491

Transport problems

.21

.404

Worries of being seen entering

.30

.459

Inconvenient opening times

.24

.428

Religious or cultural grounds

.18

.382

Others

.04

.206
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Table 76 Spearman correlation to examine the correlation among the RSHPPs constructs

RSH knowledge
scale
SRSH knowledge
pscale
e
a
r
RSH seeking scale
m
a
n
'
sSexual behaviour
r
h
o

Correlation
Coefficient
Sig. (2-tailed)
N
Correlation
.180**
Coefficient
Sig. (2-tailed)
.002
N
293
Correlation
.209**
Coefficient
Sig. (2-tailed)
.000
N
317
Attitudes and
Correlation
-.319**
expectations of
Coefficient
RSHPPs scale
Sig. (2-tailed)
.000
N
317
Service use and
Correlation
.110
satisfaction scale Coefficient
Sig. (2-tailed)
.052
N
312
Barriers to the
Correlation
-.186**
use of RSHPPs
Coefficient
Sig. (2-tailed)
.001
N
316
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

RSH seeking scale

Sexual
behaviour

Attitudes and
expectations of
RSHPPs scale

Barriers to
Rating RSHPPs use accessing
and HPWs scale RSHPPs

.180**

.209**

-.319**

.110

-.186**

.002
293

.000
317

.000
317

.052
312

.001
316

.503**

-.190**

.144*

-.006

.000
293

.001
293

.015
288

.923
292

.503**

-.330**

.147**

-.188**

.000
293

.000
317

.010
312

.001
316

-.190**

-.330**

-.147**

.237**

.001
293

.000
317

.009
312

.000
316

.144*

.147**

-.147**

.005

.015
288

.010
312

.009
312

.930
311

-.006

-.188**

.237**

.005

.923
292

.001
316

.000
316

.930
311

Figure 48 Histogram of Barriers to the use of RSHPPs

Figure 49 Normal Q-Q plot of Barriers to accessing RSHPPs

Figure 50 De-trended normal Q-Q plot for barriers to RSHPPs

The time line of relevant reproductive and sexual health
policies in the UK from 2001 upwards

2001
The sexual health
strategy
Aim
-Reducing the
following:
Transmission of HIV
and STIs, prevalence
of undiagnosed HIV
and STIs, unintended
pregnancy.
Additional remits:
- Setting standards
for treating STIs,
HIV
-Encouraging
research for a robust
evidence base for
practice in STIs and
HIV treatment and
management.
- Addressing training
needs of workforrce

2002
A programme
of screening
for chlamydia
for targeted
groups

2003
The National
Chlamydia
Screening
Programme
(NCSP) was
established and
targets under 25
years old to
prevent and
control
chlamydia
through early
detection and
treatment

-

2013
A further review of
the sexual health
strategy was
undertaken and called
a Framework for
Sexual Health
Improvement in
England.
Aim:
Reduce under 16 and
under 18 conception,
rapid access to
RSHPPs, build
knowledge and
resilience of young
people, reduce STIs in
all ages, redue HIv
and prevent associated
deaths, reduce
unintended
pregnancies
Way forward:
- The need for
collaboration and
integration of RSHPPs
involving CCGs,
CBOs, NHS based on
Joint Health and
Wellbeing strategies
with Joint strategic
Needs Assessments
- The use of
technology and social
media to support care
and health promotion.

Figure 51 The timeline of relevant RSH policies from 2001 upwards
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2015
The Public Health
England strategic
action plan for health
promotion for sexual
and reproductive
health and HIV 20162019
Four main areas of
focus Reduce the burden of
HIV infection, reduce
incidence of new
infection in at risk
population, reduce late
diagnosis of HIV
Reverse the rapid
increase of STIs
Minimise the
proportion of
unplanned pregnancies
Reduce the rate of
under 16 and under 18
conceptions across the
country
Way forward:
RSH is evidence base
and cost effective
Evaluating the impact
of interventions on
health behaviour and
health outcome
Identifying and sharing
good practices and
innovations
Targeting intervention
on at risk populations

Appendix xiv Definitions of youth and young people from United Nations and its affiliates
Table 77 Various definitions of a young person and youth

Entity/Instrument/ Organisation

Age (years)

Reference

UN Secretariat/UNESCO/ILO

Youth: 15-24

UN
Instruments,
Statistics

The African Youth Charter

Youth: 15-35

The African Union,
2006

UN-Habitat (Youth Fund)

Youth 15-32

Agenda 21

UNICEF/WHO/UNFPA

Adolescent: 10-19, Young

UNFPA

People: 10-24, Youth: 15-24
UNICEF /The Convention on

Child until 18

UNICEF

Rights of the Child

Appendix xv Conferences and seminar presentations

1. Departmental annual conference presentation from 2014 – 2017
2. 3MT presentation 2015
3. Poster and oral presentation for the Postgraduate Winter Conference 2015
4. Postgraduate Summer conference 2016
5.

Oral presentation at the Postgraduate winter conference 2017
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Appendix xvi (a) Researcher self and reflexive accounts II.
The researcher journeys had evolved over the years; this was evident from the early days and
recalling from the initial research protocols and designs. The researcher had wanted to evaluate
the importance of community-based organisation in promoting the health of the local
population. The research topic was broad and would have been laborious to make any
meaningful progress due to the broad nature of the research remit.
The researcher was able to shape the research boundaries due to continuous reflection on
feedback from the supervisory teams, presenting research ideas and getting feedback from
peers and the Action Learning Set (ALS). The availability of the academic resources mentioned
above were able to shape the thoughts in identifying measurable boundaries and research
objectives, research designs and tools.
Another area of strength was the pilot study which was crucial in developing the researcher’s
confidence and skills. There was noticeable maturity and confidence from one day of data
collection exercise to the other; instances abound and include the first few interviews which
took between 68-80 minutes to complete. It equally took longer to transcribe the interviews
and the first interviews took about a week to transcribe. The researcher was eventually able to
overcome the anxiety due to my inexperience in undertaking interviews and picked up after
from the lessons and the chance offered by the pilot study. This new-found confidence meant
that the researcher was able to probe further and refocus participants on the real issues to get
the desired information that addressed my research objectives. As a result, subsequent
interviews became shorter but provided the required details needed, additionally, the
transcription of the interview transcripts became easier and faster.
The pilot study also provided opportunities to learn and develop skills in the design of
quantitative data collection tools and analysis. The research protocol meant that young people
accessing RSHPPs at three service settings would complete a 4-page questionnaire. This
proposal was designed and presented to all the research sites, but there were dissenting voices
regarding the volume of the questionnaire. The management at some of the research sites felt
this was alright but more raised their concern about time constraints on young people accessing
RSHPPs to complete a 4-page questionnaire. These concerns were taken on board and on
reflection decided to reduce the questionnaire to a manageable volume, reducing it to 2 pages.
All the themes pertinent to the three service settings – schools, colleges and universities;
outreach and community venues and clinical settings were accommodated. The final tool was
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piloted to young people at a pub and university library. Their feedback and comments were
useful in strengthening the final draft of the questionnaire. It was later discovered that education
level was omitted from the final questionnaire, at which point it became too late to make any
amendment as more than 90% of data had been collected. This was referenced as a limitation
of the research study and an opportunity for a new researcher like me to learn and develop. The
pilot study was also crucial because the data generated from the two pilot study sites were
relevant and so merged into the relevant objectives of the main study. It gave a confident boost
going into the main study; it also provided opportunities to strengthen the research tools and to
compare recruitment processes within the two organisations.
Appendix xvi (b) Application of the triangulation protocol (adapted version)
•

Sorting where findings from the research question were sorted from qualitative and
quantitative data and reviewed to identify key themes were explored further.

•

Convergence coding where findings from qualitative and quantitative data were
compared for the interpretations and meanings attributed to them. A convergence
coding scheme using the linkages between the conceptual framework of programme
theory was devised and applied to the data to address the what factors contributed
to how community-based organisations and the NHS designed and implemented
RSHPPs to young people.

•

Partial agreement relates to agreement on one but not all components in the themes,
for instance the theme on reproductive and sexual health seeking of young people
was partially corroborated by findings from HPWs, managers and young people
who completed the survey.

•

Silence relates to a situation where findings from either qualitative data addressed
the theme while the other sets of finding shows silence on that theme.

•

Dissonance relates to situation where the sets of findings from both qualitative and
quantitative data disagrees on both elements of comparison where specific
examples provided tends to be different.

•

Convergence assessment where all compared segments are reviewed to provide
assessment of the level of convergence.

•

Completeness assessment which compares the nature and scope of the unique
themes for each data source or methods to enhance the completeness of the findings
and identify key differences in scope.
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Appendix xvii Summary Table of reviewed empirical evidence
Table 78 Summary Table of reviewed empirical evidence

Author/Paper

Main aim

Methods

Sample size

Findings

Age

Classification of findings by themes
Organisation, structure and context of RSHPPs
Kawonga et al., 2016 The influence of
health system organisational structure
and culture on integration of health
services: the example of HIV service
monitoring in South Africa

To explore the administrative support to
integration of South Africa’s HIV
programme integration.

Case study

Interviews n=54

The healthcare system has a highly
centralised and formalised structures,
management styles and practices that
promotes programme managers as lead
role players in the monitoring of HIV
interventions within the districts

n/a

Davies et al., (2000) Organisational
culture and quality of health care

To explain the current concepts of
organisational
culture
and
the
implications for the health system
healthcare providers.

Literature
reviews

-

The strategies needed to improve the
quality of healthcare can be achieved
through cultural transformation within the
health organisations.

n/a

Riley et al., (2003) Organisational
capacity and implementation change: a
comparative case study of heart health
promotion in Ontario Public health
agencies

To examined factors influencing changes
in implementation of heart health
promotion activities in Ontario Public
Health Units.

Mixed
methods- case
studies

Interviews n =
38

The findings demonstrate the importance
of the institutional contexts in the
implementation change process, the
interaction of individual (skills) and
organisational (structure) levels in
explaining implementation change, and
community context in shaping change.

n/a

Quan data (283
Elliot et al.,
2000)

McCormack et al., (2002) Getting
evidence into practice: meaning of
context

To present concept analysis of ‘context’
in
regarding
success
in
the
implementation of evidence into
practice.

Systematic
review

-

Clarity of context as an environment that
favours the implementation, use and
creation of evidence provide that supports
an understanding of the changing nature
of practice.

n/a

Dyer & das Nair (2013)Why Don’t
Healthcare Professionals Talk About
Sex? A Systematic Review of Recent
Qualitative Studies Conducted in the
United Kingdom

To gain an in-depth understanding of
healthcare professionals’ subjective
experience of discussing sexuality with
service users and to identify the factors
that impede and facilitate such
discussions

Systematic
reviews

n=8

Most of the HPWs do to take steps to
proactively engage service users with
discussions on sexual health

Over 18

Riley et al., (2001) Determinants of
implementing heart health: promotion
activities in Ontario public health units:
a social ecological perspective

To provide explanation on the levels of
implementation
of
heart
health
promotion activities observed in Ontario
public health agencies

Survey

n=42

The study established linked between
capacity and health promotion activities

-

Powell et al., (2013) a mixed methods
multiple case study of implementation
as usual in children’s social service
organizations: study protocol

To examine the strengths and limitations
of the contexts and implementation
processes identified in usual care
settings.

Mixed
methods- case
studies

case studies n=7,
interviews n=35,
Survey n= 100

Provide evidence to inform efforts in the
development of strategies through the
experiences of service providers of youth
services.
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years old

n/a

Gadsby et al., (2017) Commissioning
for health improvement following the
2012 health and social care reforms in
England: what has changed?

The ways reforms in the Health and
Social Care Act (2012) in England
affects public health commissioning

Mixed
methods

Wakley (2004) Clinical governance for
better sexual health services

Addresses issues of variation in the
quality of sexual health services across
local areas

Book review

Watt et al., (2017) Health systems
facilitators and barriers to the
integration of HIV and chronic disease
services: a systematic review

To identify factors in health system
linked that facilitates the integration of
HIV and chronic non- communicable
diseases.

Williams et al., (2010) Planning and
Implementing an Essential Package of
Sexual and Reproductive Health
Services: Guidance for Integrating
Family Planning and STI/RTI with other
Reproductive Health and Primary
Health Services

Survey – 152;
5 Case studies 103
interviews

The benefits are improvements in
population health, clear leaderships and a
more joined up approach to healthcare,
however,
fragmentation,
dispersed
decision-making and funding remains a
challenge.

n/a

-

Clinical
governance
provided
frameworks to enable sexual health
services meets individual needs, improves
public health and reduces health
inequality in access to RSHPs and
treatments.

Systematic
review

n=150

The success or lack of in integrating
services depends on the features in the
host health systems in which they are
embedded

n/a

To provide guidance that help delivers
effective, safe and quality RSHPPs to
improve RSH among those most in need
in an acceptable and efficient ways

Scoping
review

n=196

Integration of complimentary services can
be provided in an efficient way rather than
on individual basis and in combination
makes RSH acceptable to service users
and feasible to the service providers.

n/a

Ford et al., (2013) Sexual health training
and education in the US

To
understand
how
a
more
comprehensive approach to RSE impacts
on RSH for both providers and patients
and promotes RSH over life course.

Public Health
Reports

-

Effective training on RSH is needed to
enhance HPWs ability to discuss sensitive
topics around RSH comfortably and
reduce adverse RSH outcomes.

n/a

Karimian et al., 2018 Reaching
consensus: a review on sexual health

To systematically review the existing
sexual health training modules for
healthcare professionals

Systematic
review

n=38

The designing modules aimed at nurses
and midwives as the first line healthcare
professionals to offer counselling on
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n/a

training modules
capacity building

for

professional

reproductive
essential.

Bita et al., (2007) Community health
worker training and certification
programs in the United States: Findings
from a national survey

To analyse the trends and approach to
professional development in selected
community health workers training and
certification programmes in the U.S

Survey

Harris & Haines (2012) The potential
contribution of community health
workers to improving health outcomes
in UK primary care

To explore the roles of community health
workers in delivering preventive and
simple curative interventions and to
empower and engage communities in
health-related activities.

Systematic
review

Interviews n=24
Survey of
States

-

17

and

sexual;

health

is

The training and certification of
community health workers provides new
skills needed to improve the workforce
for the improvement of healthcare access

n/a

Lay community health workers are able to
improve many health outcomes in both
developed and developing countries with
enhanced training and supports.

Providing RSHPPs within the current PHE scope
Aiken et al., (2011) Encouraging
participation: the roles of communitybased organisations

To
understand
contributions
of
community-based
multipurpose
voluntary organisations to maintain and
build good levels of formal and informal
political participation in otherwise
deprived areas.

Mixed
methods (case
studies)
interviews,
document
review
and
questionnaire

n=70

CBOs were set up to encourage and
enable participation in programmes in
their community, adequate capacity and
financial are needed to sustain their
impacts.

n/a

Patrick et al., (2016) The impact of cuts
to local authority public health budgets
Report of a survey conducted by
MEDFASH

To understand the impacts of cuts on
local sexual health, reproductive health
and HIV services. The

Surveys

n=188

An overwhelming impact of cuts on
preventative services (HIV, LARC in
GPs, sexual health promotion) including
outreach targeting vulnerable people.
Staff morals is also low

n/a

472

Wilson et al., (2012) Community-based
organizations in the health sector: A
scoping review

To offer a clearer understanding of the
literature in relation to the roles of CBOs
working in the healthcare sectors

Scoping
review

n=186

CBOs are vital to the delivery of many
programmes and services and useful for
advocacy in healthcare delivery in their
host communities

n/a

Young people stated that a more local
service and knowledge of such services
would encourage access

Under
25s’

UK and international perspectives on promoting the reproductive and sexual health of young people
Downing & Cook (2006) Evaluation of
young people’s contraceptive and
sexual health services in Knowsley

To examine young people’s sexual health
service use in Knowsley.

Mixed
methods

Quantitative
483
FGD

– 2
women,
men)

n=

(7
8

Carroll et al., (2012) Reasons for the use
and non-use of school sexual health
services: A systematic review of young
people’s views

To explore the views and experiences of
children and adolescent on school-based
and school linked sexual health services
to identify facilitators and barriers to use
of services

Systematic
reviews

19

The need for services to guarantee
privacy, confidentiality and staff’s to be
approachable to encourage service use.

11-18
years old

Donaldson et al., (2013) Receipt of
sexual health information from parents,
teachers, and healthcare providers by
sexually experienced U.S. adolescents

To describe the extent sexually active
adolescents, receive information about
sexual health from three sources: parents,
teachers and healthcare providers in the
United States

Survey

n=1901

There is a gender differences across
sexual information sources and gaps in
sexual information sources- parents,
teachers and healthcare professionals

15-19
years old

Elliot et al., (2013) Has untargeted
sexual health promotion for young
people reached its limit? A quasiexperimental study.

This study evaluated improved sexual
health knowledge and attitudes, reduced
sexual risk behaviour and increased
access to services.

Quasiexperimental
design

n=5283
completed
questionnaire
15–16 years

The use of sexual health services was
more pronounced among males and
females from lower socioeconomic
background.

11-18
years

Harden et al., (1999) A review of the
effectiveness and appropriateness of
peer- delivered health promotion

To critically examine the literature to
determine if peer-delivered approach is a
more appropriate and effective method of

Systematic
reviews

-

The peer delivered health promotion for
young people demonstrates promise and

11-24
years old
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interventions for young evidence for
policy and practice

promoting young people’s health than
more traditional approaches

Merakou
&
Kourea-Kremastinou
(2006) Peer education in HIV
prevention: an evaluation in schools

To test the effectiveness of peer
education method in HIV prevention in
high school settings through a pilot
intervention

Quasiexperimental

Jones et al., (2019). Other girls: A qualitative
exploration of teenage mothers views
on teen pregnancy contemporaries

To examine the discourse around teenage
pregnancy in teenage mothers who
recently experience teenage pregnancy
and motherhood

Qualitative

Interviews n=40

To identify what makes RSE an
effective, acceptable, sustainable leading
to fidelity in its implementation

Mixed
methods

Interviews, 47

Pound et al., (2017) What is best
practice in sex and relationship
education? A synthesis of evidence,
including stakeholders ' views

found to be effective at least in one
behavioural outcome.
702

The peer education programme was found
to influence the behaviour of young
people about how they protect themselves
from HIV infection

15-20
years old

The need for teenage mothers to have
access to a broad range of opportunities
that include professional and formal
supports

16-19

RSE provided in schools and schoollinked sexual health services can improve
reported reproductive and sexual health
outcomes for young people

16-24
years old

n=17

There was no clear evidence of how
effective peer education was in HI
prevention, teenage pregnancy and sexual
health promotion

10-24
years old

Interviews n=30

Young people were opened to being
routinely approached about their sexual
health in GP practices and the idea of
convenience of 3C and HIV was
considered appropriate if privacy and
confidentiality issues are considered.

16-24
years old

Survey -3869
Case studies -3

Systematic
reviews - 224
Tolli (2012) Effectiveness of peer
education interventions for HIV
prevention,
adolescent
pregnancy
prevention and sexual health promotion
for young people: a systematic review of
European studies
Jones et al., (2017) Chlamydia and HIV
testing, contraception advice, and free
condoms offered in general practice: A
qualitative interview study of young
adults' perceptions of this initiative

To establish if peer education
programmes is effective on HIV
prevention, teenage pregnancy and
sexual health promotion among young
people

To determine the opinion of young adults
about receiving a broader sexual health
services of 3C and HIV at GP practices

-

Qualitative

474

Heritage & Jones (2008) A study of
young peoples' attitudes to opportunistic
Chlamydia testing in UK general
practice.

Qualitative

To assess the attitudes of young people about
opportunistic chlamydia screening in
general practices.

2

FGD
participants)

Interviews = 2

Young people believe GP is an
appropriate venue for opportunistic
chlamydia screening, schools are
acceptable alternative to traditional
venues for chlamydia screening

16-18
years old

The urine testing method for chlamydia is
both feasible and acceptable in GP
practices.

16-24
years old

Many people were contacted using the
mobile unit, a small percentage of people
felt it had contributed to a change in
sexual behaviour. and the contact efficacy
intervention was useful in evaluating
health intervention.

-

The success of mobile sexual health
clinics is attributed to their flexibility and
the provision in community settings
meant that target populations are able to
access RSHPPs

16-24
years old

There may be modest benefits from
outreach clinics to patients, GPs and
consultants and this should be considered
along with potential high costs which
might mean that it might be less cost
effective.

Over
18s’

Total n= 18

Perkins et al., (2003) Opportunistic
screening for Chlamydia in general
practice: the experience of health
professionals
Frankis & Flowers (2006)The role of
contact efficacy in evaluating sexual
health
promotion--evidence-based
outreach work within a public sex
environment

Myers (2009) Setting up mobile clinics
to improve young people's sexual health

Black et al.,(1997) Specialist outreach
clinics in general practice: what do they
offer?

Mixed
methods

To assess if opportunistic screening is
feasible and acceptable

Interviews – 53
(reported in this
article)

A crosssectional
survey

To examine the role of evidence-based health
promotion contact efficacy in a Public
Sex Environment (PSE) based sexual
health promotion programme

To improve sexual health of young people
under 25 years old, reduction of
chlamydia prevalence and the awareness
of condom use for the prevention of STIs

To describe the experience of patients, GPs
and consultants o specialist outreach
clinics held in GPs and to estimate the
cost in relation to hospital outpatient
clinics

Commentary

Quantitative
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n=216

-

Patients n=299
GPs

and
consultants
n=12

Bond et al., (2000) Evaluation of
outreach clinics held by specialists in
general practice in England

Hayter (2005) Reaching marginalised
young people through sexual health
nursing outreach clinics: evaluating
service use and the views of service
users

Case

To assess the views of service users towards
sexual health nursing outreach clinics
situated in youth clubs.

referent
studyQuantitativ
e

Mixed methods

The quality of the process of care in
outreach setting was in outreach than in
outpatients’ settings, and efficiency was
also greater in the outreach setting, this
was at a substantially higher cost, and the
effect on patient’s health outcomes was
marginal.

-

Findings indicates that situating services
in environment young people access to
socialise appears to be an effective way to
target them with sexual health advice.

13-18
years old

FGD, n=12 (70)

The perception of barriers to RSH use can
be cultural and structural, social and
personal contexts

15-24
years old

Case studies, 9
FGD comprising
8-10 persons per
FGD

Lack of youth friendly services, gender
disparity and unfavourable sociocultural
practices serves as barriers to accessing
services

10-18
years old

n=15162

Young people reported distressing sexual
function problems, access to information
should be available to enable them to have
the knowledge and prevent anxiety and

16-21
years old

Patients n=1420
Service providers
n=51

Questionnaire
n=166
Interviews n =
20

Facilitators and barriers to the implementation and engagement of young people with RSHPPs

Marcell et al., (2017)The Socioecology of
Sexual and Reproductive Health Care
Use Among Young Urban Minority
Males

To explore the barriers and facilitators of
RSH use among samples of urban
African American and Hispanic young
men

Qualitative
methods

Mbeba et al., (2012) Barriers to sexual
reproductive health services and rights
among young people in Mtwara district,
Tanzania: a qualitative study

To gain insight on barriers to the use of sexual
reproductive health services (SRHS)

Qualitative
methods

Mitchell et al., (2016) Sexual Function in 16to 21-Year-Olds in Britain

To measure the prevalence of sexual function
problems, help seeking and avoidance of
sex in young people

Cross-sectional
survey

476

shame to address potential lifelong sexual
problems

Bdair & ConsTantino, (2017) Barriers and
Promoting Strategies to Sexual Health
Assessment for Patients with Coronary
Artery Diseases in Nursing Practice: A
literature review

To examine the barriers and strategies needed
to promote sexual health assessment in
clinical nursing practices

Systematic
review

Odo et al., (2018) Sexual and reproductive
health services (SRHS) for adolescents
in Enugu state, Nigeria: a mixed
methods approach

To determine the availability and accessibility
(geographical and financial) of RSH
services for young people in Enugu
State, Nigeria

Mixed methods

n=19

Survey, n=1447
Interviews, n=27

Sexual health was poorly addressed in
clinical setting, barriers are encountered
at four levels namely patient related,
nurse related, organisation related and
value related barriers.
Majority of young people reported that
RSH services are available, however
financial constraints may reduce
accessibility.

-

12-22
years old

FGD n= 18

Botfield et al., (2015) Young people from
culturally diverse backgrounds and
their use of services for sexual and
reproductive health needs: a structured
scoping review

To describe the range of studies on sexual and
reproductive health among culturally
diverse young people in Australia

Systematic
reviews

Bender & Fullbright (2013) Content
analysis: A review of perceived barriers
to sexual and reproductive health
services by young people

To explore young people’s perceived barriers
to RSH services

Systematic
reviews

477

120

The level of engagement that young
people have with RSH services is
dependent on National and state policies.
These are subject to the interpretation by
providers and how they chose to prioritise
culturally diverse and or young people in
their service design

17

The barriers and facilitators are access to
the service, service entry, the quality of
the service which are organisational.
Personal
factors
are based
on
confidentiality and the fear of being seen
to enter RSH venues

-

10-25
years old

Samangaya, (2007) Access to sexual health
services for young BME men

To establish why attendance of RSH services
by young BMEs is low and to establish
the same outcome ins reported at other
RSH services and how to improve access

Survey

Newby et al., (2017. Development of an
intervention to increase sexual health
uptake by young people

To develop and implement an intervention
delivered via website and web app to
increase uptake of sexual health services
by young people

Qualitative
methods

Bersamin et al., (2018) Reproductive Health
Services: Barriers to Use Among
College Students

To explore the demographic, financial and
psychological barriers that affects the
use or non-use of reproductive health
services

Survey

65

Embarrassment was the major factor that
discourage access to RSH service. More
advertisement and provision at nontraditional venues would encourage
access

16-25
years old

3 FGDs n = 24
young people

Findings indicates that barriers to
accessing
RSHPPs
includes
confidentiality, fears of not knowing what
to expect and lack of confidence to
communicate needs.

13-19

Sexual activity was a strong predictor to
the use of reproductive health services

18-19
years old

Interviews n=12
professionals
n=251

years old

Reviewing the relationships between sexual health, knowledge, sexual behaviour, attitude, service use and demographic characteristics
Wendland et al.,(2018) Sexual behavior
across the transition to adulthood and
sexually transmitted infections

To describe the sexual behaviours in the
transition to adulthood of Brazilian
population and the association with STIs

Survey

n=8652

STI prevalence ratio is associated with
drug use and inversely related to older age
of first sexual intercourse or absence of
vaginal intercourse.

16-25
years old

Clifton et al., (2016) Patterns of
chlamydia testing in different settings
and implications for wider STI
diagnosis and care: a probability sample
survey of the British population

To assess sexual behaviours among
testers to understand their need for other
STI testing

Survey

n=8398

It is important to ensure the provision of
pathways to comprehensive STI care for
those at risk as most chlamydia screening
was undertaken at non-GUM settings

16-44
years old

Frost et al., (2012) Young adults'
contraceptive knowledge, norms and

To understand what information is
needed about characteristics associated
with risky contraceptive use practices to
develop new strategies for reducing

Survey

n=1800

The study demonstrated association
between knowledge about contractive
methods and contraceptive behaviour

18-29
years old

478

attitudes: associations with risk of
unintended pregnancy

unintended pregnancy among young
adults

which is useful in reducing sexual risk
behaviours

Jomeen & Whitfield, (2010) A survey of
teenage sexual health: knowledge,
behaviour and attitudes in East
Yorkshire

To evaluate the impact of the East
Yorkshire Teenage Pregnancy Strategy
on young people’s awareness of attitudes
toward and access to services and their
knowledge of sexual activity and other
risky behaviours

Cross
sectional
survey

n=2036

Emphasis should be given to provision of
sexual health information and RSE
provision around HIV and AIDS and
becoming parents

13-16
years old

Safier et al. (2017) A scoping review of
prevalence, incidence and risk factors
for HIV infection amongst young people
in Brazil

To explore prevalence and risk factors
for HIV infection among 10-25 years old
in Brazil

Scoping
reviews

n=48

Their studies shows increased prevalence
among MSM and FSW and recommends
improvement in surveillance of incidence,
prevalence, and the risk factors as
necessary to eliminate HIV.

10-25
years old

Downing & Cook (2006) Evaluation of
young people’s contraceptive and
sexual health services in Knowsley

To evaluate the contraception and sexual
health services provision for young
people to inform future service planning

Mixed
methods

Survey n=541

The age of first sexual experience was 1315 years old, however knowledge about
STIs including symptoms and names of
STIs is low among young people

Under
25s’

Jayakody et al., (2011) Early sexual risk
among black and minority ethnicity
teenagers: A mixed methods study

To determine the influence of ethnic
background on early sexual activity
among young people.

A wide variation of in sexual risk
behaviour was reported among young
people from BMEs, therefore effective
intervention around reproductive and
sexual health should be started early
focusing on sexual debut, safe sex and
choice of partners

13-18
years old

Matser et al., (2013) Higher Chlamydia
trachomatis Prevalence in Ethnic
Minorities Does Not Always Reflect
Higher Sexual Risk Behaviour

To examine why Chlamydia Trachomatis
infection
was
higher
in
Surinamese/Antilleans
in
the
Netherlands

The higher chlamydia prevalence found
among Surinamese/Antilleans does not
necessarily suggest higher risk sexual
behaviour but could be attributed to
socioeconomic status

16 years
and
above

2 FGD (7 and 8)

Mixed
methods

Survey=5364
FGD, n=146

Crosssectional
survey

479

n=2200

Wayal et al., (2017) Ethnic variations in
sexual behaviours and sexual health
markers: findings from the third British
National Survey of Sexual Attitudes and
Lifestyles (Natsal-3)

To examine ethnic variation in sexual
behaviour and sexual health from
NATSAL – 3.

Quantitative
data

Olsen et al., (2012) evaluation of the
accessibility of sexual health services in
teenage sexual health service users:
local area geospatial analysis

To evaluate accessibility of sexual health
services in teenage sexual health service
users utilising local area geospatial
analysis

Quantitative
methods

n=15162

n=3082

Examination of probability survey data of
the NATSAL-3, 2012 to examine ethnic
variation in sexual behaviour and sexual
health

Service type and socio-economic status
impact upon the choices young people
make when accessing community sexual
health services.

16-74
years old

17
years old
and less

Marcell
et
al.,
(2017)
the
socioecological
of
sexual
and
reproductive health use among young
urban minority males.

Cassidy et al., (2018) Barriers and enablers
to sexual health service use among
university students: a qualitative
descriptive study using the Theoretical
Domains Framework and COM-B
model

Phillips-Howard et al., (2010). Wirral
Sexual Health, Health and Wellbeing
Needs Assessment of Young People

To explore the perceptions of
facilitators/barriers to sexual and
reproductive health (SRH) care use
among urban sample of Afro-American
and Hispanic young men aged 15-24
years old.

Mixed
methods

This study aimed to identify the
perceived barriers and enablers to sexual
health service use among university
undergraduate students.

Qualitative

To provide an insight into young
people’s attitudes, experiences, and
behaviours; as well as their real-life
challenges, opportunities and perceived
barriers in dealing with their own sexual
health, health, and wellbeing needs.

Mixed
methods

12 FGDs
Questionnaire=7
0

56 FGD, young
people
Interviews n=7,
Service
providers

480

Questionnaire
n=374
FGD, n = 12(76)

The findings provided a base to better
understand young men’s use of
reproductive and sexual health by
exploring facilitators and barriers of
service use.

15-24

The barriers and enablers related to
students’ capability, opportunity and
motivation that influence sexual health
service use

18-25
years old

Reasons for non- attendance at sexual
health services are embarrassment,
worries about confidentiality, fear that
friends and family (or even the general
public) would see them and not knowing
where to go. Young people want friendly,
non-judgemental services that welcome
young people.

10-28
years old

years old
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