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VERSION 1 - REVIEW 

REVIEWER Kevin McGeechan 
University of Sydney, Australia 

REVIEW RETURNED 06-May-2016 

 

GENERAL COMMENTS This paper analyses data from the British National Survey of Sexual 
Attitudes and Lifestyles to examine what sources of contraception 
young people use and what are their preferred sources. It also 
examines whether there is a discrepancy between the used and 
preferred sources and assesses what factors may be associated 
with the discrepancy. The majority of women obtained contraception 
from general practice and the majority of men from retail outlets. 
Among women general practice was also the preferred source of 
contraception, as was retail for men. Despite this approximately a 
third of women and men reported not having used their preferred 
source for obtaining contraception. The authors also identified that 
women who used less effective contraception or had had an 
abortion were more likely to be discordant in terms of actual and 
preferred sources of contraception. Men who used less effective 
contraception or were not in a steady relationship were less likely to 
be discordant.  
 
The paper is well written and clear and uses appropriate statistical 
methods to analyse the data. The authors are explicit about the 
possible limitations and do not overstate the results.  
 
There is one result that stood out and perhaps needs more 
investigation. This result may, or may not, be due to how 
discordance has been defined.  
 
The authors report that men are less likely to be discordant if they 
use a less effective contraception. This is the opposite of the result 
for women. Among men the greatest discordance is among men 
who prefer GP. If they are using another source then this would 
most likely be retail outlets who would be supplying condoms. 
Therefore it seems that men who use less effective contraception 
would be more likely to be discordant. Although this effect may, in 
part, be offset by the fact that men who prefer retail have lower 
levels of discordance I wonder whether the definition of discordance 
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is also playing a part.  
 
Discordance has been defined as not using the preferred source or 
not using any source. However, it appears from the results in 
paragraph 1 of the Results (page 1, lines1 to 6) that approximately 
three quarters of the people who reported not using any source did 
not actually need to obtain contraception during that time (either due 
to use of LARC or partner’s use of contraception). I would suggest 
that these people, as with those who were trying to get pregnant, 
should be excluded in a sensitivity analysis. Given that the 
proportion of men who did not report a source of contraception was 
higher than among women this may impact upon the results 
reported in table 2.  
 
Can the authors clarify how a women being prescribed an OC by her 
GP and then having the prescription filled by the chemist would be 
recorded? Is that one source or two?  
 
Typos:  
In table 1 the point estimates under Preferred Sources for Retail and 
Youth services appear to have been swapped.  
 
As in table 1, the label in table 2 for Denominator should include 
“(unweighted, weighted)”.  

 

REVIEWER Rod Knight 
Simon Fraser University, Canada 

REVIEW RETURNED 13-May-2016 

 

GENERAL COMMENTS This article seeks to describe actual and preferred sources of 
contraception among young men and women, and how this is 
associated with sexual and reproductive health outcomes in the 
British general population. The article is well written and clear in its 
objectives and analysis. This is an important endeavor that has 
important implications for policy and theory (e.g., gender relations).  
 
My major concern after reading the article is the following: Is there 
any way to report how preferred source is associated with the 
method obtained? For example, are the men mostly reporting 
condom use? What if they reported using LARCs? Does this mean 
they accessed it, or their partner did – or both of them together? It 
also seems that the method of contraception used could be highly 
associated with the actual source. For example, the authors report, 
generally, women prefer general practice while the guys prefer retail. 
While I’m not clear on how various forms of contraception are 
dispensed in the UK, it would seem reasonable to expect that a 
prescription is required to obtain birth control pills and other forms of 
LARC, certainly a procedure like sterilization is not available in retail. 
And, as the data is currently presented, it’s unclear if men are 
reporting having obtained birth control or LARCs, even though their 
partners may have been the one who needed to obtain the 
procedure or get the prescription. Of course, the men could have 
been involved in obtaining these sources with their female sex 
partners, and this is certainly worthy of either a detailed analysis or 
enhanced discussion. But, as the paper is currently presented, it’s 
not possible to clearly understand what kinds of contraception 
participants are reporting getting from each source. For example, 
while a sizeable proportion of young women prefer retail (Page 6, 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-011966 on 26 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


lines 58-) and there is considerable discordance in their actual to 
preferred source, one would expect this could be because the 
method of contraception they are using is correlated with the source 
– that is, a prescription or procedure (e.g., inserting an IUD) is 
required by a doctor so retail is simply not an option. Can the 
authors account for this given the potential limitations of the data? 
Perhaps it’s only condoms or sterilization that the guys can actually 
get (e.g., on their own, without their partners’ involvement) – though, 
this is likely context-specific to the UK and merits clearly delineating 
for the international reader how each form of contraception must be 
obtained by men or women.  
 
GENDER IMPLICATIONS. As the article stands, there appears to be 
a lack of discussion around the gendered implications of 
contraception-seeking behaviour among young women and men – 
particularly considering the authors have purposely compared men 
and women, but with little discussion or attention to how these data 
differ by gender. Depending on what the data indicates, an in-depth 
discussion on the gendered implications of contraception-seeking 
practices among men and women is needed to enhance the 
implications for practice and theory in this area. For example, if men 
are reporting obtaining LARC from a GP, might this mean they are 
supporting their female sex partners – if so, the data support a move 
towards some form of more equitable gender relations (perhaps)? 
But can the data really support this hypothesis – it’s not possible for 
me to grasp that at this point and I think it merits additional attention. 
There is also a mention on Page 6, Lines 2-6. …”not obtaining these 
methods may be explained by a partner taking responsible for this.” 
Presumably this could also have a very gendered effect, but there 
appears to be little to no discussion on this afterward.  
 
Minor points:  
 
• What do the authors think the reasoning for low preference of 
youth services is? This seems to contradict a lot of the other 
empirical work in this area – or, is this not the case in the UK? Was 
this expected? What might the implications for the provision of youth 
services be?  
• Introduction – the authors indicate that UK rates of conception 
among those <18 are highest in the world – please provide the 
actual rates for the reader?  
• How common is ‘sterilization’ among young men and women in the 
UK?  
 
Discussion  
• The findings suggest men want to access health care from service 
providers – the discussion could link this very important finding to 
much of the social science literature (e.g., masculinities and young 
men’s sexual health) that describes how there are many barriers 
associated with young men accessing sexual health services, 
including social (e.g., masculine norms that prohibit help-seeking 
behaviour) and structural (e.g., policies that emphasize young 
women’s sexual health, while not affording the same opportunities 
for young men). These findings, however, appear to indicate that, 
despite what we know about young men and the barriers they face 
in accessing sexual health services, they actually do want to access 
them for things like condoms and/or information around sexual 
health. The implications are of course far greater than simply 
opening youth-friendly clinics (something the participants appear not 
to favour). If the guys aren’t accessing health services to get 
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contraception (despite wanting to), broader social-structural and 
societal-level changes is required. These are the sorts of 
implications that could be more thoroughly discussed. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1: Kevin McGeechan, University of Sydney, Australia  

This paper analyses data from the British National Survey of Sexual Attitudes and Lifestyles to 

examine what sources of contraception young people use and what are their preferred sources. It 

also examines whether there is a discrepancy between the used and preferred sources and assesses 

what factors may be associated with the discrepancy. The majority of women obtained contraception 

from general practice and the majority of men from retail outlets. Among women general practice was 

also the preferred source of contraception, as was retail for men. Despite this approximately a third of 

women and men reported not having used their preferred source for obtaining contraception. The 

authors also identified that women who used less effective contraception or had had an abortion were 

more likely to be discordant in terms of actual and preferred sources of contraception. Men who used 

less effective contraception or were not in a steady relationship were less likely to be discordant.  

The paper is well written and clear and uses appropriate statistical methods to analyse the data. The 

authors are explicit about the possible limitations and do not overstate the results.  

 

There is one result that stood out and perhaps needs more investigation. This result may, or may not, 

be due to how discordance has been defined.  

 

The authors report that men are less likely to be discordant if they use a less effective contraception. 

This is the opposite of the result for women. Among men the greatest discordance is among men who 

prefer GP. If they are using another source then this would most likely be retail outlets who would be 

supplying condoms. Therefore it seems that men who use less effective contraception would be more 

likely to be discordant. Although this effect may, in part, be offset by the fact that men who prefer retail 

have lower levels of discordance I wonder whether the definition of discordance is also playing a part.  

Men who used less effective contraception were less likely to be discordant in our findings, which was 

the opposite to women (who were more likely to be discordant in terms of used and preferred source 

if they used less effective contraception. A large proportion of men used and preferred retail, where 

they would have been likely to purchase condoms (though our data are not detailed enough to allow 

us to demonstrate this) and condoms are classified as a "less effective" method in our study given 

their typical use failure rate of >10%. So although men who preferred but didn't use GP are likely to 

have used retail (and therefore have obtained condoms, a less effective method), a higher proportion 

of men used and preferred retail (so weren't discordant) and were also likely to have used condoms.  

 

Discordance has been defined as not using the preferred source or not using any source. However, it 

appears from the results in paragraph 1 of the Results (page 1, lines1 to 6) that approximately three 

quarters of the people who reported not using any source did not actually need to obtain 

contraception during that time (either due to use of LARC or partner’s use of contraception). I would 

suggest that these people, as with those who were trying to get pregnant, should be excluded in a 

sensitivity analysis. Given that the proportion of men who did not report a source of contraception was 

higher than among women this may impact upon the results reported in table 2.  

Those reporting not using contraception in the past year have already been excluded by default in 

both the main and sensitivity analysis for table 2, as they were not routed to the questions about 

which source(s) of contraception they had used in the past year, or which they would have preferred 

to use, and therefore the variable defining discordance cannot be generated for these individuals. We 

have added the following sentence to the methods to clarify this. “In the CAPI, participants who 

reported that they or any partner had used any contraceptive method(s) together in the past year 

were shown a card listing different sources of contraceptive supplies and asked to indicate which 
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source(s) they had used in that period. However, data on which contraceptive method(s) had been 

obtained from each source in the past year were not collected. A separate card was then shown 

(again only to those who reported that they or any partner had used any contraceptive method(s) 

together in the past year) which asked which source they would prefer, assuming all those listed were 

available and easy to get to in their area.” (p4) … “The population of interest was heterosexually-

active young people aged 16-24 years, defined as those who reported heterosexual vaginal sex in the 

past year. Participants eligible for the CASI (defined as those who reported any sexual experience) 

were asked in the CASI when their last occasion of vaginal sex was. Only individuals who reported 

that they or any partner had used any contraceptive method(s) together in the past year were routed 

to the questions on the source(s) they had used to obtain contraception, and where they would prefer 

to obtain contraceptives from.” (p5)  

 

Can the authors clarify how a women being prescribed an OC by her GP and then having the 

prescription filled by the chemist would be recorded? Is that one source or two?  

In the CAPI section of the Natsal-3 questionnaire, participants who reported that they or any partner 

had used any contraceptive method(s) together in the past year were shown a card listing different 

sources of contraceptive supplies and asked to indicate which source(s) they had used in that period. 

However, data on which contraceptive method(s) had been obtained from each source in the past 

year were not collected. No further clarification was given to women on how to report the source(s) 

used when prescribed an oral contraceptive pill by a GP and then having the prescription filled by a 

pharmacy. How women reported this is therefore likely to depend on the individual participant. We 

have added the following sentence to the strengths and limitations section:  

“No information was given to participants on how to report sources for methods such as the oral 

contraceptive pill, which may have been prescribed by a GP but where the prescription may have 

been filled by a pharmacy. How this was reported is therefore likely to depend on the individual 

participant.”  

 

Typos: In table 1 the point estimates under Preferred Sources for Retail and Youth services appear to 

have been swapped. Yes, sorry, the labels were the wrong way round: this has been corrected.  

 

As in table 1, the label in table 2 for Denominator should include (unweighted, weighted)”. This has 

been updated  

 

 

Reviewer: 2: Rod Knight, Simon Fraser University, Canada  

 

This article seeks to describe actual and preferred sources of contraception among young men and 

women, and how this is associated with sexual and reproductive health outcomes in the British 

general population. The article is well written and clear in its objectives and analysis. This is an 

important endeavor that has important implications for policy and theory (e.g., gender relations).  

 

My major concern after reading the article is the following: Is there any way to report how preferred 

source is associated with the method obtained? For example, are the men mostly reporting condom 

use? What if they reported using LARCs? Does this mean they accessed it, or their partner did – or 

both of them together? It also seems that the method of contraception used could be highly 

associated with the actual source. For example, the authors report, generally, women prefer general  

practice while the guys prefer retail. While I’m not clear on how various forms of contraception are 

dispensed in the UK, it would seem reasonable to expect that a prescription is required to obtain birth  

control pills and other forms of LARC, certainly a procedure like sterilization is not available in retail. 

And, as the data is currently presented, it’s unclear if men are reporting having obtained birth control 

or LARCs, even though their partners may have been the one who needed to obtain the procedure or 

get the prescription. Of course, the men could have been involved in obtaining these sources with 
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their female sex partners, and this is certainly worthy of either a detailed analysis or enhanced 

discussion. But, as the paper is currently presented, it’s not possible to clearly understand what kinds 

of contraception participants are reporting getting from each source. For example, while a sizeable 

proportion of young women prefer retail (Page 6, lines 58-) and there is considerable discordance in 

their actual to preferred source, one would expect this could be because the method of contraception 

they are using is correlated with the source – that is, a prescription or procedure (e.g., inserting an 

IUD) is required by a doctor so retail is simply not an option. Can the authors account for this given 

the potential limitations of the data? Perhaps it’s only condoms or sterilization that the guys can 

actually get (e.g., on their own, without their partners’ involvement) – though, this is likely context-

specific to the UK and merits clearly delineating for the international reader how each form of 

contraception must be obtained by men or women.  

We agree that our findings may reflect patterns of contraceptive method use and availability, as 

acknowledged in the strengths and limitations section. However, as highlighted there, unfortunately 

Natsal-3 did not collect data which link the reported method of contraception to the source.  

“Our results may reflect patterns of contraceptive use but the data collected do not allow us to 

establish which method was supplied by each source, or why a particular source was used or 

preferred.”  

We have also added the following sentence to Measures section in the Methods:  

“Data were not collected on the source each method was obtained from.”  

Because participants could report multiple sources and multiple methods used, and because we have 

no way to know which method(s) were obtained from which source(s) we do not feel that it would be 

appropriate to provide a breakdown of the usual method of contraception reported by those reporting 

each source.  

 

GENDER IMPLICATIONS. As the article stands, there appears to be a lack of discussion around the 

gendered implications of contraception-seeking behaviour among young women and men – 

particularly considering the authors have purposely compared men and women, but with little  

discussion or attention to how these data differ by gender.  

As in other Natsal-3 papers we consider men and women separately throughout, reflecting gender 

differences in the reporting of contraceptive service use, as well as in the experience and reporting of 

sexual behaviours, and the ‘sexual scripts’ which shape behaviours(11, 18, 19). We have added this 

sentence to the end of the statistical analysis section to highlight our intention to do so.  

Depending on what the data indicates, an in-depth discussion on the gendered implications of 

contraception-seeking practices among men and women is needed to enhance the implications for 

practice and theory in this area. For example, if men are reporting obtaining LARC from a GP, might 

this mean they are supporting their female sex partners – if so, the data support a move towards 

some form of more equitable gender relations (perhaps)? But can the data really support this 

hypothesis – it’s not possible for me to grasp that at this point and I think it merits additional attention. 

There is also a mention on Page 6, Lines 2-6. …”not obtaining these methods may be explained by a 

partner  

taking responsible for this.” Presumably this could also have a very gendered effect, but there 

appears to be little to no discussion on this afterward.  

 

Unfortunately our data aren’t sufficiently detailed to capture the full spectrum of gendered 

contraceptive-seeking practices (e.g. we didn’t ask who accompanied participants when they used 

source x, or what method was obtained from source y). As a result we feel that an in-depth discussion 

of the gendered implications of contraception-seeking practices among men and women would be 

going beyond our data. We have however added the following sentence to the discussion to make 

this limitation clearer.  

“These data do not allow us to capture whether young men and women obtained contraceptives 

together. In addition, the observed gender differences may in part reflect some men not reporting 

methods used by their female partner, and vice-versa for women although the question did asked 
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participants to report methods that “they or any partner had used together”. Some men may not have 

known about a partner’s contraceptive method use.”  

We have also added the following to the methods section to make it clear that the question asked 

participants to report methods used by themselves, or any partner. “In the CAPI, participants who 

reported that they or any partner had used any contraceptive method(s) together in the past year 

were shown a card listing different sources of contraceptive supplies and asked to indicate which 

source(s) they had used in that period.”  

 

Minor points:  

What do the authors think the reasoning for low preference of youth services is? This seems to 

contradict a lot of the other empirical work in this area – or, is this not the case in the UK? Was this 

expected? What might the implications for the provision of youth services be?  

Participants in Nasal-3 were not asked why they did or did not prefer each source, including youth 

services and as such we cannot speculate about their reasons. Whilst other research has reported 

young people are positive about a youth services format, work has also shown that respect and other 

aspects of the healthcare worker-young person interaction are key, rather than the service being 

specifically for young people. In the UK the “You’re Welcome” quality standards “lay out principles that 

will help health services – both in the community and in hospitals – to ‘get it right’ and become young 

people friendly” so in areas where these standards are being met young people may not feel the need 

for a youth service. However, qualitative research may be able to elucidate the reasons for low 

preference of youth services.  

Introduction – the authors indicate that UK rates of conception among those <18 are highest in I  

We have added to the following sentence to provide detail on the rate of <18 conceptions: “In 

England, under 18 conception rates fell by 51% between 1998 and 2014, to their lowest levels since 

records began (1969)(4, 5). However, they remain among the highest in Western Europe(6, 7) at 22.9 

conceptions per thousand women aged 15-17 in England and Wales in 2014(5).”  

 

How common is ‘sterilization’ among young men and women in the UK?  

The Royal College of Obstetricians and Gynaecologists in the UK recommend additional care must be 

taken in those requesting sterilisation in those under 30 and without children. Prevalence of use of 

sterilisation as a contraceptive method is very low among young men and women participating in 

Natsal-3; just 2 men and 1 women aged under 25 reported having exclusively used sterilisation in the 

past year. However, the young men reported that they and any partner had used female sterilisation, 

and the young women that they and any partner had used male sterilisation so these reports are not 

by young people who are themselves sterilised and the data are not detailed enough to allow us to 

know the age of the sterilised partner.  

 

Discussion: The findings suggest men want to access health care from service providers – the 

discussion could link this very important finding to much of the social science literature (e.g., 

masculinities and young men’s sexual health) that describes how there are many barriers associated 

with young men accessing sexual health services, including social (e.g., masculine norms that prohibit 

help-seeking behaviour) and structural (e.g., policies that emphasize young women’s sexual health, 

while not affording the same opportunities for young men). These findings, however, appear to 

indicate that, despite what we know about young men and the barriers they face in accessing sexual 

health services, they actually do want to access them for things like condoms and/or information 

around sexual health. The implications are of course far greater than simply opening youth-friendly 

clinics (something the participants appear not to favour). If the guys aren’t accessing health services 

to get contraception (despite wanting to), broader social-structural and societal-level changes is 

required. These are the sorts of implications that could be more thoroughly discussed.  

We have added the following to the discussion to address this point:  

“Levels of health service utilisation among young people are often lower and more variable than 

among older adults, with young men often reporting particularly low levels of utilisation. Young men 
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have described barriers to seeking health care including masculinity norms, the perception that some 

services emphasize women’s health and fear of stigma and disrespect(34-36). Our findings, however, 

appear to indicate that, despite the barriers young men face in accessing sexual health services, they 

would like to access them for condoms and/or information around sexual health. This suggests 

opportunities exist to engage young men in healthcare services if we can better understand their 

preferences. This could also inform provision of free condom schemes and sex and relationships 

education. Packaging contraception services and STI/HIV prevention as part of a more holistic service 

that can also address other sexual issues including non-volitional sex, relationships and sexual 

function/satisfaction may help to get young people, including young men, to engage with health 

services.” 
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