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The International Planned Parenthood Federation (IPPF) 
works towards a world where women, men and young 
people everywhere have control over their own bodies, 
and therefore their destinies. We defend the right of all 
young people to enjoy their sexuality free from ill-health, 
unwanted pregnancy, violence and discrimination.  

IPPF believes that all young people have the right to make 
autonomous decisions about their sexual and reproductive 
health in line with their evolving capacities. We also 
recognize that the estimated 1.7 billion young people in the 
world are sexual beings with diverse needs, desires, hopes, 
dreams, problems, concerns, preferences and priorities. 
Amongst the 1.7 billion, there are young people living 
with HIV; young women facing unwanted pregnancy and 
seeking abortion services; young people with an unmet 
need for contraception; people with sexually transmitted 
infections and lesbian, gay, transgender and bisexual young 
people. IPPF advocates for the eradication of barriers 
that inhibit access to comprehensive sexuality education, 
information and sexual and reproductive health services 
that respond to all young people’s needs and realities. 

One such barrier that impedes young people’s access to 
education and services is the widely-held and historically-
rooted belief that young people are incapable of making 
positive decisions about their own sexual and reproductive 
health. IPPF’s experience providing education, information 
and services around the world for the past 60 years 
tells us that this is untrue. Thus, in 2010 IPPF initiated 
a year-long project to learn more about young people, 

autonomy and sexual rights from experts working on 
these topics in various fields. We wanted to understand 
the theory behind the laws, policies and practices that 
both facilitate and restrict young people’s autonomy as 
well as the key factors contributing to the development 
of young people as autonomous decision-makers. 

IPPF commissioned five experts to answer the 
following questions that form the basis of the 
papers you find in the Right to Decide series: 

1. What is childhood? What do we mean 
when we say ‘young person’? 

2. Why is it important to develop young people’s 
capacities for autonomous decision making?  

3. Are protection and autonomy opposing concepts?

4. How can parents support young people’s 
autonomous decision making? 

5. How do we assess young people’s capacity 
to make autonomous decisions? 

With an enhanced understanding of young people, 
autonomy and sexual rights, we hope to be better placed 
to promote and fulfill our vision of a world where young 
people are recognized as rights-holders, decision-makers 
and sexual beings whose contributions, opinions and 
thoughts are valued equally, particularly in relation to their 
own sexual and reproductive health and well-being.
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01 Introduction

The decisions that young people make in relation to 
their sexual and reproductive health can transform 
their personal relationships, identities, and the future 
opportunities and choices available to them.i At 
different ages, circumstances and contexts, children 
and young people are required to make decisions 
and take responsibility for their bodies, their health 
and their futures. This includes setting boundaries 
around relationships, intimacy and sexual experiences; 
negotiating consent, desire, gender and sexual 
identity; and taking responsibility for decisions about 
contraception, pregnancy and parenthood. This process 
of making decisions is part of a young person’s personal 
development and when young people are given the 
rights and support to make autonomous and consensual 
decisions, can be a positive and empowering experience. 

The international context
The United Nations Convention on the Rights of  
the Child 

The United Nations Convention on the Rights of the Child 
recognizes the right for all children and young people to 
participate in the decision-making processes that affect their 
lives and to have their views and opinions listened to and 
respected by parents and other adults.ii The links between 
human rights and sexual health, and the importance of 
adopting rights-based approaches to young people’s sexual 
health programming, are increasingly well documented and 
operationalized.1

The United Nations Convention on the Rights of the Child 
provides the clearest rationale for the need for governments 
to protect and enable children to fulfil their sexual rights.iii  
The Convention places a duty on governments to provide 
children with access to the health care services (article 24), 
education (articles 28 and 29) and information (article 17) 
that they need in order to achieve a good standard of health 
and well-being. It also requires governments to protect all 
children and young people from all forms of violence, abuse 

(article 19), sexual exploitation (article 34), trafficking, child 
prostitution and involvement in pornography (article 35). 

The Convention also addresses the tension between 
parental and children’s rights in the concept of the ‘evolving 
capacities’ of the child (article 5). This concept recognizes 
that the need for state and parental protection of children 
diminishes as the child’s competency and capacity to take 
responsibility for decisions affecting their lives increases. 
The principle of a child’s ‘evolving capacity’ has far-reaching 
implications for the delivery of services to young people, as 
it challenges assumptions about the priority of parental over 
children’s rights.iv 

It places an obligation on states to provide varying levels 
and types of support for young people that are sensitive 
to the young person’s evolving level of maturity and 
competence. This presents a challenge to providers of sexual 
and reproductive health and youth services since it requires 
that services are able to first understand and assess a young 
person’s capacity in order to facilitate appropriate service 
provision. According to this principle, the assessment of a 
young person’s capacity therefore becomes a necessary part 
of providing services that will both protect and empower 
young people in their sexual decision-making processes.

How to implement the ideals of the Convention 

One of the many challenges for providers of sexual and 
reproductive health, education and youth services is how 
to implement the ideals of the Convention in policy and 
practice. These services share with other occupations 
working with the welfare and medical systems “the 
classic dilemma between respecting individual choice and 
promoting the public good, between empowering and 
controlling, balancing the roles of carer, protector, advocate 
and liberator.”v How can sexual and reproductive health 
service providers respect and enable a young person’s views 
and choices in situations where those views and choices 
could be harmful to the young person or to others? How can 
services support young people to develop their capacity for 
autonomy in situations where protecting their right to safety 
from harm may mean limiting and controlling the choices 
they have? 

1. For the importance and complexities involved in adopting a rights-based approach to international sexual health programming, see Petchesky 2000. For a summary of 
relevant international legislation, see Wood et al 2006. For examples of rights-based approaches, see International Planned Parenthood Federation 2008, or Wood et al 2006 
for case study examples of international projects that place young people’s rights at the heart of HIV prevention work with vulnerable young people.
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In this paper I aim to address these questions through 
discussing examples of research, policy and good 
practice from the UK that can be utilized to enhance the 
understanding, assessment and development of young 
people’s capacity for autonomous decision-making. 
Young people’s capacity to exercise autonomy, choice and 
independence in relation to their sexual and reproductive 
health varies enormously between and within different 
countries, cultures and contexts, as do the legal systems 
that support or diminish these rights. Making cross-national 
comparisons of research, policy and practice is complex 
since it requires knowledge of the specific national social, 
demographic and economic contexts.vi,vii It is also important 
to recognize the cultural, social and national distinctions 
in understandings of ‘youth’ and the fact that broad 
conceptualizations of ‘youth’ may mean that the experiences 
and voices of certain marginalized and vulnerable groups 
of young people remain silenced.viii Addressing the rights 
of ‘young people’ in general, however, is a valuable way to 
recognize the importance of ‘youth’ as a conceptual category 
and social status that has been previously marginalized 
and poorly understood in both academic research and 
international and national policy making.ix–xii

The UK context
Legal and policy framework

The legal and policy framework in the UK is broadly 
supportive of young people’s sexual rights and provides a 
favourable administrative context within which to support 
the development of young people’s sexual autonomy. 
A range of UK government policy and service delivery 
documents now recognize young people’s right to 
participate in decision-making processes and the need for 
public services to provide opportunities for young people 
to obtain the knowledge and skills required to make 
informed decisions.xiii,xiv Young people have the right to 
access confidential sexual health services that must provide 
information and advice on sexual and reproductive health as 
well as access to contraception and legal abortion. (Abortion 
remains illegal in Northern Ireland.) 

In the last decade there has been significant legislative 
progress in relation to young people’s sexualities in the UK 
such as the equalization of the age of consent between 
gay and straight young people and between the different 
countries within the UK. The last UK government (1997–
2010) focused on teenage pregnancy as a central policy 
concern which led to increased funding for sexual health 
services and initiatives for young people, and for young 
parents in particular. As a result, there are now more sexual 
health services, more targeted and outreach work with 
young people, and more training for staff.xv 

Comprehensive sexuality education

There are, however, limitations to UK policy and practice in 
relation to young people’s sexual rights, particularly with 
respect to the design and delivery of sexuality education 
in schools. The academic literature remains highly critical 
of UK policy relating to comprehensive sexuality education 
as outlined in section 03 of this paper. A recent survey of 
young people’s experiences of comprehensive sexuality 
education found that young people are not satisfied with 
the sexuality education that they receive.xvi The provision of 
sexuality education in schools is non-statutory outside of the 
science curriculum, and the content and quality of sexuality 
education delivery across schools remains highly variable.xvii–xix

Teenage pregnancy rates remain high in the UK relative 
to other European countries,xx and the rates of sexually 
transmitted infection rates are increasing among young 
people, particularly in young women.xxi Despite these 
limitations and much-needed areas for improvement, the UK 
offers examples of sound legislation and excellent practice 
relating to how services can support the assessment and 
development of young people’s autonomous sexual decision-
making. 
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02: Socio-cultural factors

In this section, I explore the socio-
cultural factors that have been found 
to impact on a young person’s 
capacity to exercise autonomy and 
choice in their sexual decision-making 
practices. I draw on findings from the 
research literature to highlight the 
importance of gender practices in 
shaping young people’s experiences 
of choice, agency and autonomy. 
I then discuss the implications 
of this research for sexual health 
programming and service delivery.

03: Comprehensive sexuality 
education

In this section, I explore the 
possibilities and limitations of 
comprehensive sexuality education 
as a tool for supporting young 
people to develop their capacity to 
make autonomous decisions about 
their sexual health. There is a large 
body of research literature on the 
design and delivery of comprehensive 
sexuality education in the UK, much 
of which highlights the limitations of 
current sexuality education models 
and makes recommendations for 
improved policy and practice. I 
summarize these critiques as a way 
of outlining models of good practice 
in using comprehensive sexuality 
education to increase young people’s 
capacity to make autonomous 
decisions. 

04: Assessing decision-making 
capacity

In the final section of the paper 
I explore how practitioners can 
assess a young person’s capacity 
for decision-making in the context 
of a clinical consultation. I consider 
the legislation, training and support 
required by practitioners in order to 
assess a young person’s capacity and 
offer some examples of good practice 
in this area. In this final section I 
present examples of organizational 
policy and practice from Brook – 
one of the UK’s leading providers 
of sexual health services for young 
people. 

Outline of this paper



4

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

Autonomy in decision-making
Late modern social theorists such as Anthony Giddens 
and Ulrich Beck have made the transformation of personal 
relationships the focus of their analysis of 20th century 
social change in Western societies xxii–xxv arguing that there 
has been a decline in the importance of relationships based 
on the social obligations of class or community and an 
increase in relationships that are freely chosen and based on 
personal fulfilment. Adopting this approach would suggest 
that a young person in contemporary Western society has 
greater autonomy to make decisions and choices about their 
relationships than was experienced by previous generations. 

Empirical research with young people on their sex and 
relationship experiences, however, critiques this notion of 
free choice in sexual and romantic practices and suggests 
that young people’s material experiences, educational 
trajectories, family and community ties, faith and ethnicity 
all impact on the decisions that they make about sex, 
relationships, parenthood and marriage.xxvi,xxvii For example, 
strong class differences in the UK continue to shape gender 
and sexual practices on key decisions such as motherhood. 
The evidence that many young middle class women are 
choosing to delay motherhood, as they attempt to first 
establish careers and independence, lies in stark contrast to 
the reality that the UK has among the highest numbers of 
teenage mothers in Europe, the majority of whom are from 
lower socio-economic backgrounds without the educational 
and career opportunities afforded many of their middle class 
counterparts.2 xxviii,xxix 

Gender and gender relations
The body of qualitative research generated over the last 
two decades has contributed to our understanding of how 
social, structural factors, power relations and inequalities 
impact on young people’s sexual experiences. A key thread 
that has emerged from this empirical work is the importance 
of gender and gender relations in understanding sexuality 

and young people’s sexual experiences.xxx,xxxi This body of 
work has contributed to our understanding of the social 
construction of sexuality and central to this process has been 
an analysis of gender and an attempt to understand how 
the way in which young people understand and experience 
their gender identity impacts on the decisions that they 
make, their ability to put these decisions into practice, and in 
particular on their capacity to negotiate safe, consensual and 
pleasurable sexual activity. 

A young person’s gender identity is central to their 
developing sense of themselves and their sexuality and is 
closely interwoven with other forms of social identity such 
as class, ethnicity and sexuality.3 Since poverty is both a 
cause and consequence of gender and sexual inequality,xxxii 
the gendered constraints on young people’s capacity for 
‘safety’ and autonomy described below may be more acutely 
experienced by young people who have limited economic 
freedom and resources.

The sexual double standard
Over three decades of research with young women has 
demonstrated how the double standard of sexual morality 
impacts on women’s daily lives, sexual interactions and on 
their capacity to keep themselves safe.xxxiii–xxxix In her seminal 
study in London in the 1980s, Sue Lees identified these 
dominant gendered ideas about sexuality as the ‘slag/drag 
dichotomy’ and the myth of uncontrollable male sexuality.xl  
She found that these pervasive ideas about sexuality were 
used to justify sexual violence against women, and to 
judge and discipline young women’s talk, dress and sexual 
interactions.xli 

Numerous other qualitative studies on young people’s 
sexuality both in the UK and internationally have echoed 
these findings, demonstrating the persistence of the sexual 
double standard and the difficulties that this presents 
for young people in negotiating their daily and sexual 
interactions.xlii Recent research with young people supported 

02 Socio-cultural factors 

2. Research on experiences of young motherhood in other countries has similarly found that economic inequality and levels of education have impacted on decisions and 
experiences relating to motherhood (see Sánchez Buitrago 2005). Two recent reviews of the global literature on sexual behaviours drew different conclusions on the degree 
of regional similarity and disparity in research findings but both concluded that structural social factors, in particular gender inequality, are highly significant in shaping sexual 
behaviour (see Marston and King 2006, and Wellings et al 2006). The data presented in both reviews make a powerful case for a sexual and reproductive health intervention 
focus on the broader determinants of sexual health, such as poverty and mobility, but especially gender inequality.

3. For discussion of the relationship between class and gender and the impact on young people’s negotiation of their sexualities in the UK, see Walkerdine et al 2001. See 
Frosh et al 2002 for discussion of the intersection of ethnicity and class with masculine identities. 
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by UNICEF and the Terrence Higgins Trust demonstrated 
young people’s awareness of the way that social attitudes 
about gender and sexuality impact on the decisions that 
they make about their sexuality, with the young female 
participants claiming that fear of being judged or labelled a 
‘slag’ or a ‘slut’ impacts directly on their use of condoms and 
sexual health services.xliii 

The Women Risk and AIDS Project (WRAP), a study 
of heterosexual relationships in the UK in the 1990s, 
demonstrated the impact of dominant conventions of 
heterosexual femininity and masculinity on the ability 
of young women to initiate and negotiate safer sex 
in relationships.xliv Conducted in the context of rising 
HIV infections among young heterosexuals, this study 
demonstrated that the dissemination of knowledge about 
contraception and sexual health does not necessarily 
translate into safer sexual practices.xlv The interviews 
conducted with young women showed that a decision 
to use condoms was not a rational choice about personal 
safety, but part of a contested process of negotiation in 
which young people have to manage expectations and 
uncertainties about being masculine and feminine.xlvi 

“To be conventionally feminine is to appear sexually 
unknowing, to aspire to a relationship, to let sex ‘happen’, 
to trust to love and to make men happy. Safe sex is not 
just a question of using protection, avoiding penetration, 
or being chaste, it brings questions of power, trust and 
female agency into sexual relationships.”xlvii 

The young women interviewed for the Women Risk 
and AIDS Project study understood the risks of having 
unprotected sex and frequently had the intention of 
‘choosing’ safe sex. However, in their sexual interactions with 
partners they found that insisting on contraception use or 
refusing penetrative sex threatened to disrupt notions of love 
and trust and presented a risk to their feminine identity.xlviii  
Sexual decision-making was not “an issue of free choice 
between equals, but as one of negotiation within structurally 
unequal social relationships.”xlix The authors’ analysis of the 
young women’s interviews demonstrates how dominant 
understandings of heterosexuality that systematically 
privilege masculinity and silence female agency, power 
and pleasure, create an ‘unsafe’ gender identity for young 
women by making it difficult for them to resist male 
dominance or avoid colluding with male power.l,li

The social construction of masculinity and femininity in 
terms of structurally unequal relationships has problematic 
implications for young men, as well as for young women. 
The dominant framing of masculinity privileges notions 
of male performance, success, experience and power 
over women, while denying male vulnerability and 
homosexuality.lii This model of masculinity is reinforced in 

schools through sex education and peer group cultures, 
and through young people’s media and pornography 
consumption. Research with young men has shown 
that watching pornography contributes to young men’s 
development of dominant understandings of masculinity, 
based on the identification of men with each other through 
the exclusion and objectification of women.liii This model 
of masculinity dictates that male bodies should always 
be wanting, ready and able to perform penetrative, 
heterosexual sex, creating unrealistic standards against which 
young men may measure themselves and separating sexual 
activity from its emotional and relationship context.liv

The social construction of sexuality: 
implications for policy and practice 
The theoretical gender analysis discussed above is rooted 
in empirical work with young people and has been 
instrumental in demonstrating the link between social 
empowerment, sexual autonomy and gender practices. 
This evidence of the powerful impact of gender on young 
people’s capacity for sexual agency, choice and sexual 
decision-making has important implications for sexual health 
programming and service delivery. The research suggests 
that sexual health service programming for young people 
must take into account the multiple ideologies of gender 
that exist and the ways in which these are influenced by 
class, ethnicity and sexuality.lv Furthermore it suggests that  
in doing so, sexual and reproductive health services will 
be able to better support young people to develop their 
capacity to make positive, autonomous decisions about their 
sexual health. 

Tackling gender inequalities and practices in sexual health 
involves a multi-faceted approach; it includes addressing 
national laws and policies relating to equalities, poverty 
reduction, health and education, mainstreaming the 
delivery of sexuality education that effectively addresses 
gender issues, as well as providing training opportunities 
and resources for staff on gender identities and practices. 
In the context of international HIV programming for young 
people, Kate Wood and others argue that sexual health 
programming needs to tackle gender issues in the long 
and the short term – in the short term, gender-sensitive 
programmes and targeted initiatives may offer some hope 
but will not radically change the unequal gender relations 
that fuel the HIV epidemic and make young men and 
women differentially vulnerable.lvi They argue therefore that 
in order to challenge the foundations of the HIV epidemic, 
socially transformative and empowering programmes must 
also be implemented.lvii 

In the UK, policy measures such as the Gender Equality 
Duty that came into force in April 2007 and which places 
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a duty on all public services to promote gender equality 
and tackle gender discrimination, and the Healthy Schools 
requirement that all schools address gender as part of an 
equalities-based approach to health and well-being make 
important contributions to this multi-level approach.lviii 
Equally important is the provision of training for professionals 
on gender practices, such as the UK Family Planning 
Association’s training course, Moving the Goalposts: 
Working with Young Men, that addresses issues relating to 
masculinity and the impact that societal and personal values 
can have on professional practice (see www.fpa.org.uk). 
The provision of sexuality education in schools, youth and 
community settings provides the opportunity for services to 
work with young people to challenge many of the gender 
practices and inequalities outlined above, such as the sexual 
‘slag/drag’ double standard and how gender identities relate 
to choice and responsibility in contraceptive decision-making. 

In the following section I further explore the role of sexuality 
education in delivering these opportunities for young people 
to develop their capacity to understand and negotiate 
the complex socio-cultural factors that shape their sexual 
experiences, choices and decision-making.
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Using comprehensive sexuality education 
to develop capacity 
School-based4 sexuality education offers one of the most 
promising means of improving young people’s sexual health 
competence lix through creating opportunities for young 
people to develop the knowledge and skills required to 
make informed and autonomous decisions about their sexual 
health. There is a large body of literature relating to the 
provision of sexuality education in the UK and elsewhere 
that offers critical analysis of policy frameworks, evaluations 
of sex education interventions, and survey and interview 
data on young people’s experiences of sexuality education. 
Much of this literature is critical of current approaches to 
sexuality education in the UK and goes beyond the scope 
of this paper. I will however draw on these critiques and on 
some of the empirical work with young people to explore 
the sexuality education approaches and practices that could 
best support the development of young people’s capacity for 
making autonomous, informed and positive decisions about 
their sexual and reproductive health. 

Adopting a rights-based approach
In the UK, despite examples of excellent practice, young 
people, parents and government regulatory bodies have 
identified that the quality of sexuality education delivered in 
schools is variable and often inadequate.lx–lxiii Comprehensive 
sexuality education programmes delivered in UK schools 
have succeeded in providing young people with knowledge 
of reproduction, infections and condoms but have been 
much less successful in addressing the skills that young 
people require to manage this information and to use 
it to make decisions in relation to their own lives and 
relationships.lxiv–lxvi

Decades of feminist analysis of young people’s experiences 
of sex education has shown that sexuality education 
programmes have focused on young women’s reproductive 
capacity and vulnerability to unwanted pregnancy, disease 
and sexual violence from men who are ‘only after one  
thing’.lxvii–lxiii These ‘official’ discourses of sexuality position 
women as potential victims of a predatory male sexuality 
and create a silence around female embodied pleasures and 
potential for desire.lxiv This offers young women a model 
of sexuality that disadvantages their capacity for agency, 

autonomy and enjoyment in sexual practices and fails to 
provide young men or young women with holistic  
models of egalitarian, safe, and diverse sexual and gender 
practices.lxxv,lxxvi

Commentators on UK government guidance and legal 
frameworks on comprehensive sexuality education have 
noted that since the 1980s, UK governments and policy 
makers have used sexuality education provision to respond 
to perceived crises in public health and to help manage 
the risks associated with young people’s sexuality, namely 
teenage pregnancy, sexual violence and the transmission 
of HIV and other sexually transmitted infections.lxxvii,lxxviii 
This risk management approach, combined with the highly 
politicized, morally authoritarian agendas that dominate 
debates about comprehensive sexuality education,lxxix has led 
to the narrowing of the sexual health agenda to a focus on 
negative health outcomes and the dangers of sexual activity, 
rather than the holistic sexual health needs and sexual 
agency of young people.lxxx–lxxxviii 

An alternative to this risk management approach would 
be to draw on rights-based approaches that take account 
of young people’s needs and interests and that affirm 
young people’s right to experience pleasure and choice 
in their sexual identity and practices.lxxxix–xcii This approach 
is consistent with the principles outlined in the United 
Nations Convention on the Rights of the Child, and with the 
World Health Organization definition of sexual health that 
embraces a positive and holistic model of health and  
well-being.xciii 

In the UK, although government guidance on comprehensive 
sexuality education acknowledges the need for sexuality 
education to relate to young people’s ‘real life situations’ 
and ‘daily lives’, this is compromised by the focus on 
exploring the sexual situations and benefits that a young 
person will experience ‘as an adult’.xciv An alternative to 
this framing of youthful sexuality in terms of futurity would 
be to use sexuality education programmes to legitimate 
young people’s sexuality as a positive and integral part of 
personhood.xcv,xcvi Critics of contemporary comprehensive 
sexuality education argue that in order to provide effective 
sexuality education that will enable young people to make 
autonomous decisions, it is essential that programmes 
position young people as autonomous sexual subjects with 

03 Comprehensive sexuality education

4. The analysis and literature discussed in this section refer largely to comprehensive sexuality education programmes delivered in secondary schools, but it is important to 
note that sexuality education is delivered in a range of home, community, youth, secure and other educational settings (see SEF 2003). Might be useful to spell out ‘SEF’.
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the right to experience desire and pleasure in their daily lives 
and to have control and agency over their bodies – whether 
they are sexually active or not.xcvii–c This can be particularly 
important in relation to young people whose rights and 
sexualities are further socially stigmatized or denied, such as 
gay, bisexual and trans young people,ci and young people 
with disabilities.cii,ciii 

Including pleasure, diversity and ‘real  
life situations’ 
In order to support the development of young people’s 
capacity to make decisions and affirm their right to make 
choices about when and where they have sex, and what 
kind of sex they have, comprehensive sexuality education 
must offer young people a diverse and realistic account of 
sexuality. 

Contemporary research with young people suggests that 
there is a striking difference between young people’s actual 
sexual experiences and the ways in which sexual experience 
is constructed in sexuality education lessons.civ A recent study 
of young people in Sheffield found that young people’s 
sexual experiences were often furtive, rushed, outdoors 
and in the vicinity of others.cv Contrary to the impression 
created by sexuality education lessons, sex was not a private 
act restricted to indoor locations such as the bedroom, and 
tended to occur outdoors as part of a public socializing 
event. This study showed that the lack of privacy, time and 
weather conditions impacted on sexual decision-making and 
competence, but also that the contrast between the actual 
settings for sexual activities and the hypothetical, sometimes 
idealized, romantic settings created in sexuality education 
imagery contributed to feelings of regret and fear of 
condemnation, particularly for young women.cvi This research 
emphasizes the need for young people to be involved in the 
design and evaluation of sexuality education programmes 
to ensure that the curriculum content is meeting young 
people’s needs and interests, and providing them with the 
information and skills that they need to make informed and 
positive decisions about their sexual health. 

Recent studies in the UK have demonstrated that the 
domination of public health outcomes in comprehensive 
sexuality education programming frequently make invisible 
other aspects of sexuality that need attention.cvii It is argued 
that the emphasis in sexuality education on discussion of 
reproductive vaginal penetrative sex occurs at the expense 
of discussion of other sexual practices and same sex 
experiences.cviii–cx Research with young people demonstrates 
that they are engaging in a range of sexual activities that 
are not covered or represented in sexuality education.cxi It 
is important for sexuality education to acknowledge the 
range of sexual behaviours that young people engage in 

– such as kissing, mutual masturbation and oral sex – as a 
means of promoting safer, and sometimes preferred, sexual 
alternatives to vaginal penetration.cxii,cxiii It also challenges the 
mainstreaming of heterosexual and reproductive accounts 
of sexuality in comprehensive sexuality education and to 
challenge the dominant notion that vaginal penetration 
constitutes ‘proper sex’.cxiv,cxv, cxvi

Informing young people about the diversity of sexual 
identities and practices, and the different levels of risks 
involved with particular practices such as oral or anal sex, 
enables young people to make informed decisions, as well as 
emphasizing that sexuality should always involve choices and 
decision-making, rather than adherence to an acceptable 
and ‘proper’ sexual script. 

Studies of sexuality education practices and experiences have 
also demonstrated that comprehensive sexuality education 
programmes fail to acknowledge the pleasurable aspects 
of sexuality or to affirm the rights of all young people to 
have pleasurable sexual experiences.cxvii,cxviii Recent empirical 
work on young people’s sexual relationships suggests that 
considerations of pleasure and enjoyment are an important 
part of young people’s sexual motivations, decision-
making and contraception use.cxix–cxxi These findings, and an 
understanding of pleasure as an intrinsic part of sexuality,cxxii 
are used to advocate that pleasure should form an integral 
part of sexual health programming and the delivery of 
educational and clinical practice. 

In the UK, the Sheffield Centre for HIV and Sexual Health 
now runs training courses for professionals on how to 
include pleasure messages in sexual health work with young 
people, and distributes its pamphlet for professionals and 
parents on how and why to raise the issue of sexual pleasure 
with young people. In this resource and in the academic 
literature it is suggested that communicating to young 
people their right to pleasure and what they can gain from 
safer and consensual sexual practices will help to decrease 
the potential for regret, coercion and unsafe sexual practices 
and increase young people’s capacity for autonomy and 
agency.cxiii–cxv

Challenging gender and sexual 
stereotypes 
Sexuality education presents the opportunity to enable 
young people to explore issues of gender, sexuality, peer 
and media pressure that could act as barriers to safer 
sexual health decision-making. It is an important forum 
for challenging gender and sexuality stereotypes such 
as the ‘slag/drag’ dichotomy referred to earlier and for 
exploring positive ways of framing sexuality, masculinity 
and femininity.cxvi–cxviii The academic literature is critical of 
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the absence of gender from school-based comprehensive 
sexuality education policy and practice in the UK and 
highlights the need for sexuality education to build on best 
practice in taking a positive approach to young men and 
young women’s sexualities and support young people to 
challenge narrow gender stereotypes.cxxix–cxxxii

As discussed earlier, however, there have been some positive 
developments in UK policy in relation to challenging gender 
inequality in public service provision. The gender equality 
duty and schools guidance states that schools are required 
to play a key role in challenging gender stereotypes across 
the curriculum, and in addressing sexual and sexist bullying 
and violence.cxxxiii For example, the guidance sets out 
measures that schools can take to tackle sexual bullying and 
violence and provides a case study example of a project by 
Womankind in Cardiff that worked with year 11 students 
(aged 11–12) to develop role plays, posters and leaflets to 
raise awareness of the issue across the school.cxxxiv 

Although there are limitations in the policy and guidance 
relating to the provision of gender and sexuality education 
in the UK, there are many examples of good practice in 
working positively and holistically on issues of gender and 
sexual bullying, as well as the provision of relevant training 
for professionals and sharing of best practice. For example, 
Brook’s 3rd Annual Conference – BoyGirlManWoman: 
Putting Gender at the Heart of Improving Sexual Health and 
Reducing Teenage Pregnancy – included a range of best 
practice seminars such as A Holistic Approach to Addressing 
the Needs of Straight and Gay Girls and Boys: Working 
Effectively with Boys and Men, and Empowering Young 
Women Through ‘Down-to-earth’ and Creative Education 
and Information. 

Other leading organizations in sex education have produced 
resources for professionals to support gender work in 
sexuality education such as the Family Planning Association’s 
publication and training course Beyond Barbie: Community 
Based Sex and Relationships Education with Girls and Young 
Women: A Workers’ Compendium, and the Sex Education 
Forum’s Boys and Young Men: Developing Effective Sex and 
Relationships Education in Schools, that outlines some of the 
key issues and practice approaches required when working 
with young men and highlights the importance of using 
resources that represent a wide range of positive images 
about sexuality. 

Confronting and addressing pornography
There are increasing concerns from diverse parties about 
the sexualization of popular and consumer cultures and 
the increased availability of pornography to young people 
through rapidly changing global media technologies.cxxxv–cxxxix 
These concerns centre around the possible impact of media 
and pornography consumption on young people’s sexual 
understandings and practices. Young people state that 
they feel pressured to conform to the sexual behaviours 
and values seen in sexualized and pornographic media 
content,cxl–cxlii and practitioners working with young people 
have noted examples of the way in which pornography can 
normalize ideas about bodies and sexual behaviour in young 
people.cxliii–cxlv In the UK, organizations working in the area 
of young people’s sexual health have responded to these 
concerns about sexualization and pornography, and its 
impact on young people’s sexual decision-making, through 
developing training programmes and resources to support 
professionals to feel confident in working with young people 
around issues of pornography.5 

Sexuality education offers a forum for young people to 
understand and make sense of the images, practices, 
norms and sexual scripts that they observe in pornography 
and to learn about the aspects of sexuality absent from 
pornography such as emotional intimacy, negotiating 
consent discussing contraception. Supporting young people 
to understand that they have choice, agency and autonomy 
in their sexual practices is an essential part of developing 
their capacity for negotiating safe, consensual and enjoyable 
sexual experiences.cxlvi

What works in comprehensive sexuality 
education?
There is a large body of literature relating to the 
methodologies for evaluating the effectiveness of different 
approaches to sexuality education that are beyond the scope 
of this paper. Involving young people in the design, delivery 
and evaluation of sexuality education programmes is essential 
in order to establish whether the programme is supporting 
the development of young people’s capacity or not. Research 
suggests that young people often feel excluded from societal 
decision-making processes and perceive efforts to increase 
their involvement in the design and delivery of services as 
tokenistic.cxlvii,cxlviii Providing genuine opportunities for young 
people to participate in programming will not only help to 
produce programmes and resources that relate to young 
people’s ‘real life situations’, but will also support young 
people’s participation in decision-making processes. 

5. Examples include the UK Family Planning Association training course Fantasy vs. Reality: The Impact and Influence of Pornography on Young People, and the Young People 
and Pornography programme run by the Sheffield Centre for HIV and Sexual Health. Also see the collaboratively produced resource Young People and Pornography: A Briefing 
for Workers that outlines why and how professionals should approach the subject of pornography with young people (produced by Brook, the National Youth Agency, Centre 
for HIV and Sexual Health, and the UK Family Planning Association).
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How can practitioners assess young 
people’s capacity to make autonomous 
decisions? 
The above discussion has focused on how the social 
construction of sexuality impacts on young people’s capacity 
to make decisions. It has also looked at how education 
services might address some of the challenges that this raises 
and support the development of young people’s capacity 
for autonomy and decision-making through providing 
sexuality education for young people. In the following 
section I will discuss how sexual health practitioners working 
with young people can assess young people’s capacity to 
make autonomous decisions about their sexuality and what 
training, resources and protocols a practitioner may need to 
do this. To do this I will outline the ‘Fraser Guidelines’ as a 
model of good practice in assessing a young person’s sexual 
health competence and then go on to explore how these 
guidelines can be applied in practice through drawing on 
policy and practice case study examples from Brook. 

A model of good practice: the Fraser 
Guidelines 
In the UK, young people under the age of 16 have the legal 
right to access sexual health services, consent to treatment, 
and make decisions relating to their sexual health without 
parental involvement if they are assessed as having the 
level of maturity and judgement required to enable them 
to understand what is proposed. This legal position was 
clarified in England and Wales by the House of Lords in 1985 
in the legal case of Gillick v. West Norfolk and Wisbech Area 
Health Authority and the Department of Health and Social 
Security. In England, Wales and Northern Ireland6 it is now 
broadly accepted that it is good practice to follow the criteria 
set out by Lord Fraser in that case, which have subsequently 
become known as the Fraser Guidelines. 

The Fraser Guidelines:

1 The young person understands the advice being given.

2 The young person cannot be convinced to involve 
parents/carers or allow the medical practitioner to do so 
on their behalf.

3 It is likely that the young person will begin or continue 
having intercourse with or without treatment/
contraception.

4 Unless he or she receives treatment/contraception their 
physical or mental health (or both) is likely to suffer.

5 The young person’s best interests require contraceptive 
advice, treatment or supplies to be given without parental 
consent.

(Gillick versus West Norfolk and Wisbech Area Health Authority 

and the Department of Health and Social Security)cxlix

Although initially intended to apply to doctors, the Fraser 
Guidelines are widely used in all health care, and a range of 
social care and youth services contexts, to assist professionals 
in assessing whether a child has the maturity to make their 
own decisions and to understand the implications of those 
decisions.7 cl,cli The Fraser Guidelines place the young person’s 
interests at the centre of the decision-making process and 
the Law Lords in this case were clear that the child’s right to 
consent and to confidentiality supersedes parental when the 
child has developed ‘sufficient understanding’: 

Per Lord Scarman:  
“I would hold that as a matter of law the parental right 
to determine whether or not their minor child below the 
age of 16 will have a medical treatment terminates if and 
when the child achieves a sufficient understanding and 
intelligence to enable him or her to understand fully what 
is proposed.”clii 

The guidelines and judgements set out in this high profile 
and controversial legal case provide a model of practice for 
balancing parental and children’s rights that is consistent 

03 Assessing decision-making capacity

6. In Scotland, the relevant legislation is contained within the Children (Scotland) Act 1995 and Age of Legal Capacity (Scotland) 1991. 

7. These guidelines are not applied in school settings where parents may be contacted or informed by professionals without a young person’s approval or consent (see 
Allred and David 2007 p.119) and the right of the child to sex and relationships education yields to the parental right to withdraw their child from personal, social and health 
education lessons. 



11

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

with the principle of the ‘evolving capacities’ of the child 
subsequently introduced by the United Nations Convention 
on the Rights of the Child.cliii In this principle, a young 
person’s capacity to make decisions and give consent 
depends upon an assessment of the young person’s 
maturity, understanding and ‘situation’, rather than on their 
age or legal status.

The difficulty that the Fraser Guidelines present for 
professionals is the prevailing uncertainty about how 
to assess whether a young person has developed the 
‘sufficient understanding’ to be capable of making 
autonomous decisions and about how to balance the duty of 
confidentiality to the young person and the need to respect 
their autonomy, with the need to safeguard the young 
person from risk of harm. The guidelines depend upon a 
professional assessment of a young person’s individual level 
of maturity and competence and although they place the 
young person’s best interests at the centre of the decision-
making process, the power to define ‘competence’ and 
determine right of access to health care services lies with 
the professional. There is therefore a possibility that through 
acting to protect the young person or others from risk or 
harm, the professional could undermine a young person’s 
capacity for autonomy in decision-making processes.

Given the complexity of this issue there is surprisingly 
scarce research literature on how the Fraser Guidelines can 
be applied and operationalized in different professional 
contexts. Although there is limited academic literature in this 
area, there is a wealth of examples of good practice from 
organizations working in the field of young people’s sexual 
health. In the following discussion I will draw on examples 
of practice and procedure provided by Brook to explore 
how the Fraser Guidelines can be applied in the context of 
a clinical consultation and how a practitioner can assess a 
young person’s understanding and capacity for decision-
making while taking due consideration of the risk to the 
young person’s health and well-being. 

Putting the Fraser Guidelines into 
practice: assessing understanding, 
capacity and risk
Establishing understanding

The Fraser Guidelines state that in order to assess a young 
person’s capacity to make autonomous decisions, a 
practitioner must first establish whether the young person 
has understood the advice being given. A young person’s 
capacity to understand sexual health advice can be affected 
by numerous factors such as their age, lack of familiarity 
with the English language, poor mental or emotional health, 
being under the influence of drugs or alcohol, or having a 

learning disability. Brook guidance relating to the assessment 
of a young person’s decision-making capacity emphasizes 
that professionals should not assume that young people  
lack the ability to make decisions if they have a learning 
disability.cliv

The key factor is the young person’s ability to weigh up the 
information needed to make a decision and, if information 
is presented in an appropriate format, many people with 
learning disabilities will be able to consent to their own 
treatment.clv For professionals who are unfamiliar in working 
with young people with learning disabilities, there is a range 
of training and resources specifically designed to assist 
professionals to work effectively with young disabled people 
in the area of sex and relationships (for example, see Leonard 
Cheshire Disability’s training and resources at  
www.lcdisability.org/?lid=11901). 

As discussed in section 02, the ways in which sexuality, 
femininity and masculinity are socially constructed can 
impact differentially on young men and young women’s 
capacity to seek sexual health advice, and communicate 
their capacity for autonomy and enjoyment of sexual 
activity in the context of a consultation. For example, young 
women may find it more difficult to communicate a sense 
of agency and pleasure in their sexual practices for fear of 
being labelled a ‘slag’ (see earlier). Equally, young women 
may appear to be well informed and assertive about their 
sexuality in the context of a sexual health consultation, but in 
the context of their sexual relationships they may be unable 
to exercise agency and negotiate condom use.clvi,clvii Although 
some young men may be able to talk confidently about 
their capacity for autonomy and enjoyment in their sexual 
practices, dominant notions of masculinity can make it more 
difficult for young men to express vulnerability and emotions 
or to ask for help and information about relationships or 
contraception.clviii –clx Professionals need to be sensitive to 
these differences and may need to draw on the training and 
resources available on tackling gender issues and on working 
with young men and young women, as outlined earlier. 

Sexual history taking

In order to establish whether a young person meets the 
criteria set out in the Fraser Guidelines, and is capable of 
understanding and consenting to sexual health advice and 
treatment, the professional will need to establish the young 
person’s level of knowledge about sex, relationships and 
contraception, their personal and family circumstances, 
their sexual history and future intentions relating to sex, and 
whether there are any additional needs or vulnerabilities with 
which the young person requires support. This will involve 
having detailed and sensitive discussions with the young 
person and will require considerable professional skills, 
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training and experience, as well as good supervisory support 
when required. 

Sexual history taking can be inhibited by professional 
anxieties and communication difficulties relating to talking 
to younger people about sex or certain sexual practices. 
Practitioners may require specific training and support that 
addresses attitudinal issues relating to young people’s sexual 
behaviourclxi or on developing particular skills or approaches 
in building rapport and communicating effectively 
with young people. Empirical work with young people 
demonstrates that young people can feel alienated by the 
medical and scientific language and terminologies used in 
some clinical and education settings.clxii This means that in 
order to develop a shared language with the young person, 
professionals may need to use a mixture of professional and 
colloquial language, and to explain professional terms to the 
young person and check their understanding.clxiii 

More general models of advice-giving practice – such as the 
Skilled Helper Modelclxiv and the Motivational Interviewing 
techniquesclxv – may be useful for professionals to draw on, 
particularly when working with more vulnerable clients 
and complex situations, to assist with the development of 
different strategies for encouraging client self-responsibility 
and self-efficacy, or for approaches to establishing rapport 
and relationship building. 

To give full and accurate information about themselves, 
young people need to feel confident, positively valued and 
respected and that their decisions, actions and experiences 
will not be judged, condemned or shared with anyone else. 
Research with young people suggests that the qualities that 
they most respect and value, and are most likely to seek 
from sexual health professionals, are a positive attitude 
towards sex, an awareness of and interest in the issues 
that concern young people, and a genuine interest in the 
young person’s point of view.clxvi A briefing produced for 
Brook on sexual history taking suggests that sensitivity, time 
and care are particularly important when taking a young 
person’s sexual history because of their increased need for 
reassurance about confidentiality and affirmation of their 
rights to make choices about sex.clxvii 

Certain young people, such as gay young people, may  
have particular concerns about being judged and about 
who might find out about the information that they 
disclose.clxviii,clxix Without appropriate training and supervision, 
staff working in sexual health clinics may compound socio-
cultural prejudices and ignorance around homosexuality by 
making assumptions about a young person’s heterosexuality, 
resulting in the young person being forced to ‘out’ him or 
herself in order to get relevant information and support. It 
is therefore important that all staff working in the field of 

sexual health have training and supervision opportunities to 
explore social prejudice about homosexuality and how social 
attitudes and ignorance can impact on their own values and 
practice. 

Some of the questions that a clinical practitioner will need 
to ask in order to assess whether a young person is ‘Fraser 
competent’ – such the number, age or gender of current and 
recent partners – could be perceived by the young person 
as intrusive and judgemental. The Brook briefing on sexual 
history taking suggests that in a sexual health consultation 
it is best to start with easy non-sexual questions to establish 
rapport with the young person before asking anything 
sensitive or intimate.clxx This briefing identifies some of the 
questions that Brook staff use as ‘old favourites’ with young 
people to draw out useful information from young people 
and generate discussion about their relationships (see  
Figure 1). 

Assessing capacity and assessing risk 

In assessing the young person’s competence or capacity to 
make autonomous decisions, the professional is also required 
to assess the level of risk of harm to the young person. 
The professional will need to carefully balance the young 
person’s right to confidentiality and autonomy in making 
decisions about their sexual health, with the duty to protect 
the young person, or others, from harm or abuse. Achieving 
this balance and protecting a young person’s right to decide 
and their right to protection from abuse and exploitation 
requires considerable professional training, experience and 
management support. All practitioners working with young 

Figure 1clxxi

•	 What is the main thing that worries or concerns you?

•	 Are you in a steady relationship?

•	 When did you last have sex?

•	 Was that with someone you’ve been seeing for  
a while?

•	 Do you think you will be going on seeing them?

•	 When did you last have sex with someone other  
than that?

•	 What contraception have you used in the past?

•	 What age were you when you first had sex?

•	 Have you ever been pregnant?

•	 Do your parents know you’re here at the clinic today?

•	 Do your parents know about your partner?
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people in sexual and reproductive health services need 
training on national, local and organizational safeguarding 
procedures and protocols for managing disclosures and 
suspected instances of abuse or harm. This needs to include 
knowledge of local agencies that can provide support if 
there is a risk or concerns about the young person’s safety  
or well-being.

Brook’s ‘Protecting Young People: Brook Policy’clxxii includes 
an Under-16s and Vulnerable Young People Assessment 
Form that provides a list of questions that practitioners 
should ask themselves in order to establish whether there 
are concerns about the young person that mean that 
confidentiality needs to be breached (see Appendix 1). This 
includes questions such as: Is the young person withdrawn 
or anxious? Are they in a peer relationship (of similar ages or 
two years’ difference)? Is the young person overtly secretive 
of a sexual partner, beyond what we would consider usual in 
a teenage relationship? 

The assessment form provides a useful list of factors that 
professionals need to consider when assessing a young 
person’s capacity to make autonomous decisions and to 
help to highlight any vulnerabilities or concerns about their 
capacity to do so. Brook’s Protecting Young People Policy 
also provides a series of case study examples of how to 
apply risk assessment procedures in specific contexts. For 
example, case study A relates to a young woman under 16 
with a suspected ectopic pregnancy who is refusing hospital 
treatment in order to prevent her mother finding out. The 
case study outlines a practice example for how to assess 
the risk of harm to the young woman and to support her to 
make autonomous decisions about accessing treatment and 
talking to others about her situation (see Appendix 2). 

Assessing capacity and risk: young 
people under 13
Practitioners may have particular concerns about the 
vulnerability of very young sexually active people and 
experience difficulties in assessing whether they meet the 
Fraser competence criteria and have the capacity to make 
safe and autonomous choices about their sexual health. 
In the UK, practitioners are not required to mandatorily 
report cases of sexually active young people under 13 to 
social services but they are required to discuss such cases 
with the organization’s child protection lead in order 
to assess whether or not to breach the young person’s 
confidentiality and make a social services referral.clxxiii The 
government guidance on sexually active young people 

under 13 instructs practitioners that the decision to breach 
a young person’s confidentiality is “a judgement for a 
professional to make, in which the child’s interests are the 
overriding consideration.”clxxiv For vulnerable or very young 
clients in particular it is important to establish a mutually 
trusting and preferably ongoing relationship that will work 
towards helping clients to disclose the circumstances of their 
relationships with parents, carers and family members.clxxv  
The Brook Risk Assessment of Sexually Active Under-13-year-
olds outlines best practice that the practitioner should follow 
and stipulates a list of questions that the practitioner should 
ask in order to assess whether the young person is at risk 
(see Appendix 2). The document states that practitioners 
should explain to the young person that they are very 
young to be sexually active and that they need to ask some 
questions to ensure that they are safe. The practitioner 
should reassure the client that they have done the right thing 
in visiting Brook and that Brook will provide the best support 
that they can (see Appendix 2). 

The government guidance on sexually active young people 
under 13 states that sex at this age indicates a risk of 
significant harm, but that there are cases where few or no 
risk factors to the young person will be identified and that in 
this circumstance a disclosure is not justified.clxxvi The Brook 
Protecting Young People Policy provides a case study of 
how this would work in practice (see Appendix 2). The case 
study is of a young male aged 12 who visits a sexual health 
centre for condoms and claims to be sexually active with his 
15-year-old girlfriend. 

After further discussion prompted by the practitioner about 
his girlfriend and the nature of their sexual relationship, 
the practitioner concludes that the young person does 
not actually have a girlfriend, is not sexually active and is, 
in fact, just testing the service. As the young person did 
not present any other cause for concern, the practitioner 
decided that there was no risk of harm to the young 
person. In this instance the practitioner explains the legal 
situation to the young person, gives him two condoms for 
educational purposes, and encourages him to return to the 
Brook centre if necessary. The practitioner discusses the case 
anonymously with the designated child protection lead as 
the young person was under 13 and records the decisions of 
the assessment. This case study provides an example of how 
practitioners can use risk assessment procedures and provide 
a young person with advice in a way that encourages the 
young person’s autonomy and choice in accessing sexual 
health services and advice. 



14

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

In this paper I have discussed the importance of agency and 
autonomy in young people’s sexual health decision-making 
practices. I have outlined the socio-cultural factors that 
impact on a young person’s capacity to make autonomous 
decisions about their sexual health and sexual practices 
and have suggested ways in which sexual health services 
could tackle some of these structural inequalities through 
programming, policy and practice. 

I have discussed the importance of sexuality education in 
supporting young people to develop their capacity to make 
informed and autonomous decisions about their sexuality 
and sexual health. I have considered the impact that sexuality 
can have on supporting or undermining a young person’s 
sexual rights and the usefulness of sexuality education in 
challenging some of the socio-cultural stereotypes and 
practices outlined in this paper. 

The sections 02 and 03 provide a context for the last, 
which focuses on professional practices in sexual health 
consultations with young people. I have explored how 
practitioners can apply the Fraser Guidelines in practice 
in order to assess a young person’s capacity to consent 
and decide about their sexual health and practices. I have 
suggested that practitioners will need expertise, training and 
support in managing the balance between protecting young 
people from harm and abuse, and optimizing their capacity 
for autonomy and asserting their right to decide. 

05 Conclusion
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Appendix 01

Date Client number Staff member (print name and sign)

After completing the assessment, if you have any concerns please adhere 
to Brook’s Protecting Young People policy

Yes/No

Does the young person understand Brook’s confidentiality policy and the 
sharing of information with appropriate people should we have any concerns 
about any disclosures putting them at risk?

Do they understand advice – Fraser competent?

Are they in a peer relationship (of similar ages or two years’ difference)? 

Is there a history/background – are they known to Brook?

Are they aggressive or is unusual behaviour shown?

Is there any coercion or bribery suggested?

Any misuse of substances/alcohol as a dis-inhibitor?

Is the young person withdrawn or anxious?

Is the young person overtly secretive of a sexual partner, beyond what we would 
consider usual in a teenage relationship?

Do any of the methods used appear consistents with ‘grooming’ – i.e. 
communicating with the intention of committing sexual acts?

Does the young person deny, minimise or accept concerns?

Does the young person’s own behaviour of misuse place him/her where they are 
unable to make an informed choice about their activity?

Does client have a social worker?

Does client have any other professional support (for example key worker)?

IN ADDITION 

Does the young person have learning needs or physical disabilities?

Does the young person have a history of being missing from home?

Does the young person have a lifestyle which makes them vulnerable?

Is the young person known to other agencies (looked-after child/young person)?

VULNERABLE ADULTS 19 YEARS OR UNDER

Can the client consent to sex?

Does he/she understand that sex is different to kisses and cuddles?

Brook’s under-16s and vulnerable young people assessment form
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Appendix 02

Case studies
Case study A Risk assessment of 16-year-old with suspected ectopic pregnancy
A is under 16, her boyfriend is 16 and they have mutually consented to a sexual relationship. She has missed her period and 
is complaining of abdominal pain. A pregnancy test is positive. You suspect she could have an ectopic pregnancy. She does 
not want to tell her parents about the pregnancy and she refuses to go to hospital because she is afraid her mother will 
find out.

Q: Is client or other 
young person at risk 
of harm?

Yes.

Q: Is abuse or risk to 
client or other young 
person ongoing?

Yes – there could be a risk if she really does have an ectopic pregnancy. There are no concerns 
about the nature of her relationship with her boyfriend.

Q: Is there immediate 
and serious risk 
of harm either to 
client (greater than 
already suffered) or 
to another young 
person?

Yes – it’s not clear how immediate the risk is but could be serious risk if it was an ectopic therefore 
proceed as if it was.

Support in realizing that she is at risk, provide clear information about what could happen if it really 
is an ectopic pregnancy (including if it is an ectopic which becomes an emergency there’s a greater 
likelihood of her mother having to be told), what would happen if she went to hospital (e.g. scan, 
confidentiality rules etc), ask her if she is willing to go to hospital for scan if Brook arranges it and 
explains need for confidentiality.

Q: Is the young 
person willing to 
tell someone else 
about the abuse or 
risk or happy for you 
to make an external 
referral?

If yes, either arrange scan appointment or, if you believe the situation to be really urgent, call 
ambulance.

Note the possibility of ectopic pregnancy in the file and the fact that client was referred to hospital. 
Arrange with client to come back if the scan is negative to talk about options. Inform designated 
member of staff.

If no, explain that you need to talk to someone else. Keep the client with you while you contact the 
designated member of staff and explain the situation. Agree the best action to take. 

All of this should be noted as should the fact that she understood and accepted the risk (see 
suggested file note below). Ensure contact details are correct. 

NB: don’t forget need to help client deal with pregnancy generally. Likely therefore to be having 
follow-up contact with her in the context of possible referral for termination of pregnancy or 
antenatal care.

Example file note

[Date] Positive pregnancy test. Client complaining of abdominal pain. 
Suspected ectopic pregnancy. Discussed risks with client and ensured 
she understood the situation. Suggested referral to hospital but 
client refused. Outlined the need for her to seek medical help if pain 
worsened. Arranged follow-up appointment for [date].

Assessed risk of harm from underage sexual activity. Consensual 
relationship with boyfriend of 16. No cause for concern. Explained 
legal situation. 
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Case study B Risk assessment of sexually active under-13-year-olds
Client must be seen by counsellor or member of the clinical staff. Assess for Fraser competence as usual. Further 
information is required to assist the Designated Member of Staff for Client Protection and Action Planning Consultation in 
assessing whether or not confidentiality should be breached and what to include in any report to children’s social care.

Explain to the client that as they are very young to be sexually active we need to ask some questions, to ensure they are 
safe. Reassure the client that they have done the right thing coming to us and that we want to provide the best support  
we can.

Date Client number Staff member (print name and sign)

Establish exact nature of sexual activity (explaining we need to assess the risk of 
pregnancy and/or sexually transmitted infections)

If male client with female partner, encourage female partner to attend 
Brook to arrange contraception and access support. 

Has the client reached puberty? 

Does she or he have a regular partner? 

If yes, first partner? 

Age of partner? 

Is the sexual activity consensual for both partners? 

Is client the first partner of partner or has partner had previous partners?

Number of previous sexual partners? 

Further information relating to previous sexual partners – ages, consensual etc?

When did she or he first become sexually active?

Are there any other risk factors (see p.30 of Protecting Young People policy)

Does client have a social worker? 

Does client have any other professional support (for example key worker)?

Explain that to ensure client is safe we encourage them to talk with children’s social care who are better able to make an 
assessment of support needs. If the client refuses explain we will need to make a decision about whether we will make a 
referral to children’s social care without their permission but that we will let them know if we do.

Case study C 12-year-old boy
F is a 12-year-old boy who visits the Centre for condoms. He claims to be sexually active and that his girlfriend is 15, but 
when you ask him questions about his girlfriend and the nature of their sexual relationship you doubt whether he actually 
does have a girlfriend at all and believe he is just testing the service. 

Q: Is client or other 
young person at risk 
of harm?

No – you do not believe he is sexually active. Discuss assessment with designated member of staff 
as he is under 13.

Example file note

[Date] Client claims to be having sex with 15-year-old girl. Talked 
to him about the relationship and after discussion do not believe 
he is sexually active. Did not present any other cause for concern. 
Explained legal situation and gave two condoms for educational 
purposes. Encouraged to return if necessary. 

Discussed on anonymous basis with designated member of staff who 
concurred with assessment.
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Case study D

14-year-old girl requesting contraceptive implant

This is a fictitious case study to illustrate good 
practice in working with young people to establish 
autonomy. It has been prepared by Dr Alison Swain, 
the senior doctor at Brook in Birmingham.

Cassie is 14. She has come to the clinic requesting ‘the 
three-month contraceptive implant’. The nurse who sees 
her notes the following information as she picks up the 
records to call her in:

•	 she is under 16 

•	 from the information given she does not seem to have 
a good understanding of her contraceptive choices 
(does she mean the three-month injection or the three-
year implant or neither of these?)

As she comes in the nurse notices that she looks young for 
her age and that she is accompanied by another girl. The 
nurse introduces herself, asks Cassie to confirm her name 
and date of birth, and turning to the girl with her asks if 
she is a friend. The accompanying girl says that she is her 
sister and she’s brought Cassie along today.

The nurse turns to Cassie and asks what she can do for 
her. Her sister immediately says, “She needs contraception. 
We were thinking about something that lasts a long time 
because she won’t be able to remember pills or patches.” 
Turning to Cassie again the nurse asks if this is right. Her 
sister again intervenes and answers for Cassie.

Realizing that she will be unable to assess Cassie’s capacity 
to consent to treatment or find out what Cassie herself 
really wants while her sister is present, the nurse asks her 
sister if she would take a seat in the waiting room while 
she sees Cassie on her own. She explains to her sister 
that she will invite her back into the consultation if Cassie 
would like that – Cassie nods and her sister leaves.

Cassie is much more able to talk freely and answers the 
nurse’s questions clearly now she is alone. She appears 
much more mature away from her sister’s influence. It 
becomes clear that Cassie does have a boyfriend of three 
months. They have not had sex yet (and she has never 
had sex previously) but have talked about it. She thinks 

they will soon decide to have sex. She knows her sister is 
worried she will have sex and get pregnant without sorting 
out contraception first. 

Although she has told her sister that she is not having 
sex, her sister still thought it best to sort things out now. 
The nurse discussed all the methods of contraception that 
were available to Cassie. Although Cassie was initially a bit 
confused about how some of the methods worked, and 
how long they lasted, this was easily put right with further 
explanation. Cassie also volunteered that she knew she 
must start contraception before they have sex and that 
she needed to use condoms to prevent Chlamydia (further 
information about sexually transmitted infections was 
given).

The nurse then asked Cassie whether there was anyone 
else she could talk to about her relationship and whether 
Cassie and her sister lived together with their mum and/
or dad? Cassie said, “Not really, just my sister” but that, 
yes, they did live at home, just with mum and a younger 
brother. The nurse asked whether she was able to talk 
to her mum or any other adult about relationships, 
contraception etc. Cassie said that she might tell her mum 
at some point, but that she couldn’t talk to her at the 
moment because she felt she would be really upset that 
she was going to have sex because she’s so young. The 
nurse explained that having the support of an adult can be 
very helpful and encouraged her to talk to her mum when 
she felt the time was ‘right’. 

Because Cassie is under 16 the nurse then explained that 
she just needed to ask a few more questions to ensure that 
Cassie was safe in her relationship. She asked how old her 
boyfriend was and whether he was putting any pressure 
on her to start having sex. As she did so she explained that 
no one should ever feel they are being made to have sex 
against their will. Cassie said her boyfriend was 15 and 
that, no, there was no pressure.

Finally Cassie agreed to take some information about the 
contraceptive injection and implant. She said she would 
consider both and book an appointment to return next 
week so she could start her preferred contraceptive choice 
before they start having sex. She asked if the nurse would 
ask her sister to come in again and explain to her what 
they have decided.
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Good practice points

1 Nurse notes important details BEFORE calling client in.

2 Nurse notices that client appears ‘young’.

3 Nurse is aware of problems/difficulties that can 
arise when young people are accompanied and the 
importance of seeing young people alone.

4 Nurse takes time to explain contraceptive methods. 
Through doing this she assesses the young person’s 
understanding both by the way they respond and the 
questions they ask, and by asking them questions back 
at the end to check understanding.

5 Nurse ascertains who Cassie lives with and encourages 
her to talk to her mum when she feels able to.

6 Nurse asks relevant questions to assess whether there 
are any safe-guarding/child protection issues and 
therefore whether a more detailed assessment needs to 
be made.

7 Nurse talks to sister again at the end with Cassie’s 
consent and uses the opportunity to acknowledge the 
support that she has given Cassie.

Cassie was Fraser competent
She understood the information given, did not want to 
talk to her parents but was encouraged to do so, stated 
that she was likely to start having sex soon and therefore 
her health would be likely to suffer if she did not have 
contraceptive treatment, and contraception was in her best 
interests.



20

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

i. Thomson, R. (2004), 'Sexuality and young people: policies, 
practices and identities'. In Carabine, J. (ed), Sexualities: 
Personal Lives and Social Policy. Bristol: Policy Press. 

ii. United Nations (1989), Convention on the Rights of the 
Child. New York: UN. 

iii. Ibid.

iv. Lansdown, G. (2005), The evolving capacities of the child. 
Florence: UNICEF Innocenti Research Centre. Available at: 
www.unicef-irc.org/publications/pdf/evolving-eng.pdf. 
Accessed July 2010. 

v. Banks, S. (1999), Ethical Issues in Youth Work. Abingdon: 
Routledge. 

vi. Arai, L. (2003), 'British policy on teenage pregnancy and 
childbearing: the limitations of comparisons with other 
European countries'. Critical Social Policy. 23 (1): pp.89–102. 

vii. Arai, L. (2009), 'Cross-national comparative research and 
teenage pregnancy: reply to Franz and colleagues'. Critical 
Social Policy. 29 (3): pp.560–64. 

viii. Wood, K., Maxwell, C., Aggleton, P., Tyrer, P., Infante, C., 
Rivers, K. and Warwick, I. (2006), HIV prevention with 
especially vulnerable young people: case studies of success 
and innovation. London: Department for International 
Development. Available at: www.safepassages.soton.ac.uk/
pdfs/evyp_casestudies.pdf. Accessed September 2010. 

ix. McLeod, J. and Malone, K. (eds) (2002), Researching Youth. 
Abingdon: Taylor and Francis. 

x. Bennett, A., Cieslik, M. and Miles, S. (eds) (2003), 
Researching Youth. Basingstoke: Palgrave Macmillan. 

xi. Heath, S., Brooks, R., Cleaver, E. and Ireland, E. (eds) (2009) 
Researching Young People’s Lives. London: Sage. 

xii. McLeod, J. and Malone, K. Op. cit.

xiii. Department for Education and Skills (2003), Every Child 
Matters. London: DFES. 

xiv. Department for Education and Skills (2005), Youth Matters. 
London: DFES. 

xv. Department for Children, Schools and Families (2010), 
Teenage Pregnancy Strategy: Beyond 2010. Nottingham: 
DCSF.

xvi. UK Youth Parliament (2007), SRE, Are You Getting It? A 
Report by the UK Youth Parliament. London: UKYP. 

xvii. Ofsted (2005), Personal, Social and Health Education in 
Secondary Schools. London: Ofsted. 

xviii. Ofsted (2007), Time for Change? Personal, Social and 
Health Education. London: Ofsted. 

xix. Ofsted (2010), Personal, Social, Health and Economic 
Education in Schools. London: Ofsted. 

xx. UNICEF (2007), Child poverty in perspective: an overview 
of child well-being in rich countries. Innocenti Research 
Centre. Available at: www.unicef-irc.org/publications/pdf/
rc7_eng.pdf. Accessed Sept 2010. 

xxi. Health Protection Agency (2010), Sexually transmitted 
infections reach almost half a million. Press release. 
Available at: www.hpa.org.uk/NewsCentre/NationalPressRe
leases/2010PressReleases/100825STI/ Accessed Sept 2010. 

xxii. Giddens, A. (1991), Modernity and Self-identity. Self and 
Society in the Late Modern Age. Cambridge: Polity Press. 

xxiii. Giddens, A. (1992), The Transformation of Intimacy: 
Sexuality, Love and Eroticism in Modern Societies. 
Cambridge: Polity Press. 

xxiv. Beck, U. (1992), Risk Society: Towards a New Modernity. 
New Delhi: Sage. 

xxv. Beck, U. and Beck-Gernstein, E. (1995), The Normal Chaos 
of Love. Cambridge: Polity Press. 

xxvi. Furlong, A. and Cartmel, F. (1997), Youth and Social 
Change: Late Modernity, Individualization and Risk. 
Buckingham: Open University Press. 

xxvii. Thomson, R. Op. cit.

xxviii. Rudoe, N. and Thomson, R. (2009), 'Class cultures and 
the meaning of young motherhood'. In Graham, H. (ed) 
Understanding Health Inequalities. 2nd edition. Berkshire: 
Open University Press. 

xxix. Nayak, A. and Kehily, M.J. (2008), Gender, Youth and 
Culture: Young Masculinities and Femininities. Basingstoke: 
Palgrave Macmillan. 

xxx. Ingham, R. and Aggleton, P. (2006), Promoting Young 
People’s Sexual Health: International Perspectives. 
Abingdon: Routledge. 

xxxi. Marston, C. and King, E. (2006), 'Factors that shape young 
people’s sexual behaviour: a systematic review'. The Lancet. 
36 (8): pp.1581–86. 

xxxii. International Planned Parenthood Federation (2008), 
Sexual Rights: An IPPF Declaration. London: IPPF. Available 
at: www.ippf.org/NR/rdonlyres/9E4D697C-1C7D-4EF6-
AA2A-6D4D0A13A108/0/SexualRightsIPPFdeclaration.pdf 
Accessed August 2010. 

References

Endnotes

http://www.safepassages.soton.ac.uk/pdfs/evyp_casestudies.pdf
http://www.safepassages.soton.ac.uk/pdfs/evyp_casestudies.pdf
http://www.unicef-irc.org/publications/pdf/rc7_eng.pdf
http://www.unicef-irc.org/publications/pdf/rc7_eng.pdf
http://www.hpa.org.uk/NewsCentre/NationalPressReleases/2010PressReleases/100825STI/
http://www.hpa.org.uk/NewsCentre/NationalPressReleases/2010PressReleases/100825STI/
http://www.ippf.org/NR/rdonlyres/9E4D697C-1C7D-4EF6-AA2A-6D4D0A13A108/0/SexualRightsIPPFdeclaration.pdf
http://www.ippf.org/NR/rdonlyres/9E4D697C-1C7D-4EF6-AA2A-6D4D0A13A108/0/SexualRightsIPPFdeclaration.pdf


21

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

xxxiii. Thompson, S. (1990), 'Putting a big thing into a small hole: 
teenage girls’ accounts of sexual initiation'. Journal of Sex 
Research. 27: pp.341–61. 

xxxiv. Lees, S. (1986), Losing Out: Sexuality and Adolescent Girls. 
London: Hutchinson. 

xxxv. Lenskyi, H. (1990), 'Beyond plumbing and prevention: 
feminist approaches to sex education'. Gender and 
Education Journal. 2 (2): pp.217–31. 

xxxvi. Tolman, D. (1994), 'Doing desire: adolescent girls’ struggle 
for/with sexuality'. Gender and Society. 8 (3): pp.324–42. 

xxxvii. Tolman, D. (2002), Dilemmas of Desire: Teenage Girls Talk 
About Sexuality. Cambridge MA: Harvard University Press. 

xxxviii. Allen, L. (2004), 'Beyond the birds and the bees: 
constituting a discourse of erotics in sexuality education'. 
Gender and Education. 16 (2): pp.151–67. 

xxxix. Allen, L. (2008), 'They think you shouldn’t be having sex 
anyway'. Sexualities.11 (5): pp.573–94. 

xl. Lees, S. Op. cit.

xli. Lees, S. Op. cit.

xlii. Marston, C. and King, E. Op. cit.

xliii. UNICEF (2009), Sexual health, rights and staying safe: 
young people’s views on sex and UK sexual health 
services. Available at: www.unicef.org.uk/publications/pdf/
sexhealth_web.pdf. Accessed Aug 2009. 

xliv. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, 
R. (1998), The Male in the Head: Young People, 
Heterosexuality and Power. London: Tufnell Press. 

xlv. Ingham, R., Woodcock, A. and Stenner, K. (1992), 'The 
limitations of rational decision-making models as applied to 
young people’s sexual behaviour'. In Aggleton, P., Davies, 
O. and Hart, G. (eds), AIDS, Rights, Risk and Reason. 
London: The Falmer Press. 

xlvi. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit. 

xlvii. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

xlviii. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

xlix. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

l. Holland, J. and Ramazanoglu, C. (1992), 'Risk, power and 
the possibility of pleasure: young women and safer sex'. 
AIDS Care. 4 (3): pp.273–84. 

li. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

lii. Holland, J. and Thomson, R. (2010), 'Revisiting youthful 
sexuality: continuities and changes over two decades'. 
Sexual & Relationship Therapy. 25 (3): pp.342–50. 

liii. Thomson, R. (1999), '“It was the way we were watching 
it”: young men negotiate pornography'. In Hearn, J. 
and Roseneil, S. (eds), Consuming Cultures: Power and 
Resistance. Hampshire: Macmillan. 

liv. Blake, S. (2004), 'Not aliens or rocket science: young men 
and sex and relationships work'. In Burtney, E. and Duffy, 

M. (eds), Young People and Sexual Health: Individual, Social 
and Policy Contexts. Basingstoke: Palgrave Macmillan. 

lv. Wood, K., Maxwell, C., Aggleton, P., Tyrer, P., Infante, C., 
Rivers, K. and Warwick, I. Op. cit. 

lvi. Wood, K., Maxwell, C., Aggleton, P., Tyrer, P., Infante, C., 
Rivers, K. and Warwick, I. Op. cit.

lvii. Wood, K., Maxwell, C., Aggleton, P., Tyrer, P., Infante, C., 
Rivers, K. and Warwick, I. Op. cit.

lviii. Department for Children, Schools and Families (2007), The 
Children’s Plan. London: DCSF. 

lix. Hirst, J. (2008), 'Developing sexual competence? Exploring 
strategies for the provision of effective sexualities and 
relationships education'. Sex Education. 8 (4): pp.399–413. 

lx. Ofsted (2010). Op. cit.

lxi. Ofsted (2005). Op. cit.

lxii. UK Youth Parliament. Op. cit. 

lxiii. Ofsted (2007). Op. cit.

lxiv. Ofsted (2005). Op. cit.

lxv. UK Youth Parliament. Op. cit.

lxvi. Department for Children, Schools and Families (2010), Sex 
and Relationship Education Guidance. London: DCSF. 

lxvii. Thompson, S. Op. cit.

lxviii. Lees, S. Op. cit.

lxix. Lenskyi, H. Op. cit.

lxx. Tolman, D. (1994). Op cit.

lxxi. Tolman, D. (2002). Op cit.

lxxii. Allen, L. (2004). Op. cit.

lxxiii. Allen, L. (2008). Op. cit.

lxxiv. Fine, M. (1988), 'Sexuality, schooling, and adolescent 
females: the missing discourse of desire'. Harvard 
Educational Review. 58 (1): pp.29–52. 

lxxv. Ibid.

lxxvi. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

lxxvii. Thomson, R. (1994), 'Moral rhetoric and public health 
pragmatism: the recent politics of sex education'. Feminist 
Review. 48: pp.50–60. 

lxxviii. Evans, D. (2006), '“We do not use the word ‘crisis’ 
lightly…” Sexual health policy in the United Kingdom'. 
Policy Studies. 27 (3): pp.235–52. 

lxxix. Thomson, R. Op. cit.

lxxx. Spencer, G., Maxwell, C. and Aggleton, P. (2008), 'What 
does ‘empowerment’ mean in school-based sex and 
relationships education?' Sex Education. 8 (3): pp.345–56. 

lxxxi. Aggleton, P. and Campbell, C. (2000), 'Working with 
young people – towards an agenda for sexual health'. 
Sexual and Relationship Therapy. 15 (3): pp.283–96. 

lxxxii. Evans, D. Op. cit.

lxxxiii. Ingham, R. (2005), '“We didn’t cover that at school” – 
education against pleasure or education for pleasure?' Sex 
Education. 5 (4): pp.375–88. 

http://www.unicef.org.uk/publications/pdf/sexhealth_web.pdf
http://www.unicef.org.uk/publications/pdf/sexhealth_web.pdf


22

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

lxxxiv. Monk, D. (2001), 'New guidance/old problems: recent 
developments in sex education'. Journal of Social Welfare & 
Family Law. 23 (3): p.271. 

lxxxv. Hirst, J. (2008). Op. cit.

lxxxvi. Thomson, R. Op. cit.

lxxxvii. Allen, L. (2004). Op. cit. 

lxxxviii. Philpott, A., Knerr, W. and Boydell, V. (2006), 'Pleasure 
and prevention: when good sex is safer sex'. Reproductive 
Health Matters. 14 (28): pp.23–31. 

lxxxix. Aggleton, P. and Campbell. C. Op. cit.

xc. Allen, L. (2004). Op. cit.

xci. Allen, L. (2008). Op. cit.

xcii. International Planned Parenthood Federation. Op. cit.

xciii. World Health Organization (2002) Gender and human 
rights: working definitions. Available at: www.who.int/
reproductivehealth/topics/gender_rights/sexual_health/en/ 
Accessed October 2009. 

xciv. Department for Children, Schools and Families (2010b). Op. 
cit.

xcv. Thomson, R. and Blake, S. (2002), Editorial. Sex Education: 
Sexuality, Society and Learning. 2 (3): pp.187–93. 

xcvi. Allen, L. (2004). Op. cit.

xcvii. Allen, L. (2004). Op. cit.

xcviii. Allen, L. (2008). Op. cit.

xcix. Spencer, G., Maxwell, C. and Aggleton, P. Op. cit. 

c. Aggleton, P. and Campbell, C. Op. cit.

ci. Blake, S. (2003), Young Gay Men Talking: Key Issues and 
Ideas for Action. London: Working With Men. 

cii. Oliver, M.N., Anthony, A., Leimkuhl, T.T. and Skillman, 
G.D. (2002), 'Attitudes toward acceptable socio-sexual 
behaviors for persons with mental retardation: implications 
for normalization and community integration'. Education 
and Training in Mental Retardation and Developmental 
Disabilities. 37 (2): pp.193–201. 

ciii. Katz, S., Shemesh, T. and Bitzman, A. (2000), 'Attitudes of 
university students towards the sexuality of persons with 
mental retardation and persons with paraplegia'. British 
Journal of Developmental Disability. 46 (2): pp.109–17 

civ. Hirst, J. (2008). Op. cit.

cv. Hirst, J. (2008). Op. cit.

cvi. Hirst, J. (2004), 'Researching young people’s sexuality 
and learning about sex: experience, need, and sex and 
relationship education'. Culture, Health & Sexuality: An 
International Journal for Research, Intervention and Care. 6 
(2): pp.115–29. 

cvii. Ingham, R. Op. cit.

cviii. Ingham, R. Op. cit.

cix. Hirst, J. (2008). Op. cit.

cx. Measor, L. (2006), 'Condom use: a culture of resistance'. 
Sex Education. 6 (4): pp.393–402. 

cxi. Hirst, J. (2008). Op. cit.

cxii. Ingham, R. Op. cit.

cxiii. Hirst, J. (2008). Op. cit.

cxiv. Measor, L. Op. cit.

cxv. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

cxvi. Hirst, J. (2008). Op. cit.

cxvii. Allen, L. (2004). Op. cit.

cxviii. Allen, L. (2004). Op. cit.

cxix. Hirst, J. (2008). Op. cit.

cxx. Maxwell, C., Aggleton, P. and Emmerson, L. (2009), Young 
Women and their Relationships – Power and Pleasure: Key 
Issues for Practitioners and Policy Makers. London: Thomas 
Coram Unit. 

cxxi. Ott, M.A., Millstein, S.G., Ofner, S. and Halpern-
Felsher, B.L. (2006), 'Greater expectations: adolescents’ 
positive motivations for sex'. Perspectives on Sexual and 
Reproductive Health. 38 (2): pp.84–9. 

cxxii. International Planned Parenthood Federation. Op. cit.

cxxiii. Ingham, R. Op. cit.

cxxiv. Hirst, J. (2008). Op. cit.

cxxv. Wellings, K., Nanchahal, K., Macdowall, W., McManus, S., 
Erens, B., Mercer, C., Johnson, A., Copas, A., Korovessis, C. 
and Fenton, K. (2001), 'Sexual behaviour in Britain: early 
heterosexual experience'. The Lancet. 358 (9296): pp.1843–
50. 

cxxvi.   Allen L (2004). Op. cit.

cxxvii.   Family Planning Association (2010) FPA policy statement 
on sex and relationships education (SRE). Available at: 
<www.fpa.org.uk/Aboutus/Ourviewsonsexualhealth> 
Accessed September 2010. 

cxxviii.   Beasley C (2008) The challenge of pleasure: re-imagining 
sexuality and sexual health. Health Sociology Review. 17 (2): 
pp.151–63. 

cxxix. Allen, L. (2004). Op. cit.

cxxx. Measor, L. Op. cit.

cxxxi. Ingham, R. Op. cit.

cxxxii. Beasley, C. Op. cit.

cxxxiii. Equal Opportunities Commission (2007), The gender 
equality duty and schools: guidance for public authorities 
in England. Available at: www.equalityhumanrights.com/
uploaded_files/PSD/the_gender_equality_duty_and_
local_government_-_guidance_for_public_authorities.pdf 
Accessed Sep 2010. 

cxxxiv. Ibid.

cxxxv. Papadopoulos, L. (2010), Sexualisation of Young People: 
Review. London: The Home Office. Available at: www.
homeoffice.gov.uk/documents/Sexualisation-young-people.
pdf. Accessed March 2010. 

cxxxvi. Wintour, P. (2010), 'David Cameron promises to tackle 
advertisers who sexualise children'. The Guardian. 18 Feb 
2010. Available at: www.guardian.co.uk/politics/2010/
feb/18/cameron-advertisers-sexualise-children. Accessed 
Feb 2010. 

cxxxvii. Levy, A. (2005), Female Chauvinist Pigs: Women and the 
Rise of Raunch Culture. New York: Free Press. 

http://www.who.int/reproductivehealth/topics/gender_rights/sexual_health/en/
http://www.who.int/reproductivehealth/topics/gender_rights/sexual_health/en/
http://www.equalityhumanrights.com/uploaded_files/PSD/the_gender_equality_duty_and_local_government_-_guidance_for_public_authorities.pdf
http://www.equalityhumanrights.com/uploaded_files/PSD/the_gender_equality_duty_and_local_government_-_guidance_for_public_authorities.pdf
http://www.equalityhumanrights.com/uploaded_files/PSD/the_gender_equality_duty_and_local_government_-_guidance_for_public_authorities.pdf
http://www.homeoffice.gov.uk/documents/Sexualisation-young-people.pdf
http://www.homeoffice.gov.uk/documents/Sexualisation-young-people.pdf
http://www.homeoffice.gov.uk/documents/Sexualisation-young-people.pdf
http://www.guardian.co.uk/politics/2010/feb/18/cameron-advertisers-sexualise-children
http://www.guardian.co.uk/politics/2010/feb/18/cameron-advertisers-sexualise-children


23

Understanding young people’s rights to decide How do we assess the capacity of young people to make autonomous decisions?

cxxxviii.  Attwood, F. (2006), 'Sexed up: theorising the sexualisation 
of culture'. Sexualities. 9 (1): pp.77–94. 

cxxxix. McRobbie, A. (2007), 'Top girls? Young women and the 
post-feminist sexual contract'. Cultural Studies. 21 (4–5): 
pp.718–37. 

cxl. Brook, the National Youth Agency, Centre for HIV and 
Sexual Health and Family Planning Association (2009), 
Young people and pornography: a briefing for workers. 
Available at: www.sexualhealthsheffield.nhs.uk/
publications/downloads. Accessed Feb 2010. 

cxli. Aapola, S., Harris, A. and Gonick, M. (2005), Young 
Femininity; Girlhood, Power and Social Change. 
Basingstoke: Palgrave Macmillan. 

cxlii. Allen, S., Sanders, L. and Wallis, J. (eds) (1974), Conditions 
of Illusion: Papers from the Women’s Movement. Leeds: 
Feminist Books Ltd. 

cxliii. Falola, G. (2000), 'What about the boys?' In Brook 
Conference, London, 2000. 

cxliv. Blake, S. (2004). Op. cit.

cxlv. Aapola, S., Harris, A. and Gonick, M. Op. cit. 

cxlvi. Beasley, C. Op. cit.

cxlvii. Lansdown, G. Op. cit.

cxlviii. Matthews, H. (2003), 'Children and regeneration: setting 
an agenda for community participation and integration'. 
Children and Society. 17 (4): pp.254–76. 

cxlix. Gillick v West Norfolk and Wisbech Area Health Authority 
[1985] 3 All ER 402 (HL). 

cl. Hayhoe, B. (2008), 'Decision making in children and young 
people: Gillick competent?' InnovAiT. 1 (11): pp.764-70. 

cli. NSPCC (2009), 'Gillick competency and Fraser guidelines'. 
Available at: www.nspcc.org.uk/inform/research/questions/
gillick_wda61289.html. Accessed Aug 2010. 

clii. Gillick v West Norfolk. Op. cit.

cliii. United Nations. Op. cit.

cliv. Brook (2010), Protecting Young People: Brook Policy. The 
Brook website offers a publication called Brook Position 
Statement – Safeguarding, Confidentiality and Information 
Sharing. Available at:  www.brook.org.uk/information/
position-statements/position-statement---safeguarding. 
Accessed 3 Feb 2012. 

clv. Ibid.

clvi. Aggleton, P., Oliver, C., Rivers, K., Davies, O. and Hart, G. 
(1998), Reducing the Rate of Teenage Conceptions – The 
Implications of Research into Young People, Sex, Sexuality 
and Relationships. London: Health Education Authority.

clvii. Holland, J., Ramazanoglu, C., Sharpe, S. and Thomson, R. 
Op. cit.

clviii. Aggleton, P., Oliver, C., Rivers, K., Davies, O. and Hart, G. 
Op. cit.

clix. Lloyd, T. and Forrest, S. (2001), Boys and Young Men’s 
Health: Literature and Practice Review. London: Health 
Development Agency. 

clx. O’Brien, R., Hunt, K. and Hart, G. (2005), '"It’s caveman 
stuff, but that is to a certain extent how guys still operate”: 

men’s accounts of masculinity and help seeking'. Social 
Science and Medicine. 61 (3): pp.503–16. 

clxi. Silverman, J., Kurtz, S.M. and Draper, J. (2004), Teaching 
and Learning Communication Skills in Medicine. Oxford: 
Radcliffe Publishing. 

clxii. Mitchell, K. and Wellings, K. (1998), Talking about Sexual 
Health. London: Health Education Authority. 

clxiii. Aggleton, P., Olive, C., Rivers, K., Davies, O. and Hart, G. 
Op. cit.

clxiv. Egan, G. (1986), The Skilled Helper: A Systematic Approach 
to Effective Helping. 3rd edition. California: Brooks/Cole 
Publishing Company. 

clxv. Miller, W.R. and Rollnick, S. (2002), Motivational 
Interviewing: Preparing People to Change. New York: 
Guilford Press. 

clxvi. Aggleton, P., Oliver, C., Rivers, K., Davies, O. and Hart, G. 
Op. cit.

clxvii. Andrews, S. (2008), 'Sexual health consultations: history 
taking with young people'. Unpublished briefing for Brook.

clxviii. Ibid. 

clxix. Blake, S. (2003). Op. cit.

clxx. Andrews, S. Op. cit.

clxxi. Andrews, S. Op. cit.

clxxii. Brook. Op. cit.

clxxiii. Department for Education and Skills (2006), Working 
Together: Q&A on Sexual Activity of Under 16s and Under 
13s. London: DFES. 

clxxiv. Ibid.

clxxv. Andrews, S. Op. cit.

clxxvi. Department for Education and Skills. Op. cit.

http://www.sexualhealthsheffield.nhs.uk/publications/downloads
http://www.sexualhealthsheffield.nhs.uk/publications/downloads
http://www.nspcc.org.uk/inform/research/questions/gillick_wda61289.html
http://www.nspcc.org.uk/inform/research/questions/gillick_wda61289.html
http://www.brook.org.uk/information/position-statements/position-statement---safeguarding
http://www.brook.org.uk/information/position-statements/position-statement---safeguarding


IPPF
4 Newhams Row
London SE1 3UZ
United Kingdom

Tel: +44 (0)20 7939 8200
Fax: +44 (0)20 7939 8300

Email: info@ippf.org
www.ippf.org

UK Registered Charity No. 229476

Published in February 2012 by the 
International Planned Parenthood Federation

This Right to Decide series of papers was initiated by 
IPPF to learn more about young people, autonomy and 
sexual rights from experts working on these topics in 
various fields. We wanted to understand the theory 
behind the laws, policies and practices that both 
facilitate and restrict young people’s autonomy as well 
as the key factors contributing to the development of 
young people as autonomous decision-makers. 


