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Abstract
Introduction: Using data from the 2018 National Survey of Sexual Health and Behavior, we
determined the prevalence and content of adolescents’ and young adults’ communication with
healthcare providers about condom use.
Methods: Adolescents (14-17 years-old; n = 283) and young adults (18-24 years-old, n = 225),
who discussed sexual health with a healthcare provider in the past-year, reported if they had
discussed condom use with a healthcare provider and among those who did, they also reported
why healthcare providers recommended condoms, if they demonstrated correct condom use,
and/or provided condoms. Data collection occurred in February and March 2018.
Results: Most adolescents (71.0%) and young adults (66.7%) who discussed sexual health with a
healthcare provider, reported discussing condom use. Condoms were most often recommended
for both pregnancy and STD prevention. Fewer adolescents and young adults were shown how to
use condoms (11.4% of adolescents; 5.7% of young adults) or provided condoms (14.9% of
adolescents; 14.7% of young adults). Only 3.2% of adolescents and 1.3% of young adults had
healthcare providers who discussed, demonstrated, and provided condoms.
Conclusions: Sexual health conversations with healthcare providers are likely to include
condoms. But few adolescents and young adults were shown how to use condoms or provide
condoms.
Policy Implications: Providing healthcare providers with resources and trainings about how to
talk about condoms with patients may lead to more adolescents and young adults learning
medically accurate information about condoms. Healthcare offices and clinics could also provide
condom use resources outside of provider-patient interactions.

Key words: condom use; healthcare; sexual health; adolescence; young adulthood
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Do Adolescents and Young Adults Learn about Condoms from Healthcare Providers? Findings
from a U.S. Probability Sample
Introduction
Condoms provide dual protection against sexually transmitted diseases (STDs) and

unintended pregnancy and youth are more likely to rely on condoms than long-acting reversible
contraceptives for pregnancy prevention (Martinez & Abma, 2020; Thomas, 2019). Therefore,
condom knowledge, accessibility, and use are critical components of sexual health promotion.
Although it appears that condom use at first penile-vaginal sex has remained relatively stable
(Abma & Martinez, 2017; Holway et al 2020), trends on adolescent and young adult condom use
more broadly illustrate declining condom use (National Center for HIV/AIDS, Viral Hepatitis,
STD, and TB Prevention [NCHHSTP], 2015; Witwer et al., 2018). Further, when adolescents
and young adults do use condoms, they do not always do so correctly (Crosby et al., 2002; Paz-
Bailey et al., 2005; Warner et al., 2004) or everytime they have sex (Copen, 2017). Inconsistent
condom use and condom use errors (e.g., not applying or removing condoms correctly) mean
that adolescents and young adults are not reducing their likelihood of contracting STDs,
experiencing unintended pregnancy, or both, even if they believe they are taking steps to prevent
those outcomes (Moreau & Bohet, 2016; Paz-Bailey et al., 2005; Warner et al., 2004). Finally,
adolescents and young adults can face a condom use information void. For example, only about
half of adolescent women (47%) and men (54%) report receiving information about how to use
condoms (Lindberg et al., 2016). This may be due to expected sources of sexual and reproductive
health information (e.g., parents and school-based sexual health programs) being unable or
unwilling to provide accurate and comprehensive information about condoms (Farringdon et al.,

2014; Guttmacher Institute, 2019; Jerman & Constantine, 2010; Newcomb et al., 2018).
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Healthcare providers play critical roles in ensuring adolescents and young adults have
accurate and complete sexual and reproductive health information, including condom use
(Fuzzell et al., 2017; Grubb et al., 2020; Marcell & Burstein, 2017; Richards et al., 2016; Santa-
Maria et al., 2017). However, in their review of adolescent-healthcare provider sexual health
communication, Fuzzell et al. (2017) noted a lack of research on the content of communication
about protective behaviors such as condom use. Specifically, they highlighted that they only
found two studies that assessed if providers described how to correctly use condoms. The
purpose of the present study was to determine if adolescents and young adults learn about
condoms from their healthcare providers. Specifically, we used data from the 2018 National
Survey of Sexual Health and Behavior (NSSHB), a national probability survey of U.S. sexual
health and behavior, to determine the prevalence and content of adolescents and young adults’
communication with healthcare providers about condom use. In this study we consider condom
use communication to include reasons to use condoms, instruction about correct condom use,
and offering to provide condoms to adolescents and young adults.

Sources of Condom Use Information

Parents, school-based programs, and healthcare providers can all provide adolescents and
young adults with accurate information about condom use. Parents are considered important
sources of sexual health information for adolescents and young adults (Donaldson et al., 2013;
Goldman & Bradley, 2004; Pop & Rusu, 2015), and it appears that many parents do talk with
their children about sex (Donaldson et al., 2013; Lindberg et al., 2016). However, some parents
are unwilling to discuss sexual health practices beyond abstinence, leading them to sidestep
topics such as the importance of condom use (Evan et al., 2019; Elliot, 2010; Grossman et al.,

2013; Ohalete et al., 2010). School-based programs are another potential source of condom use
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information. However, recent analyses of the National Survey of Family Growth showed a
significant decline in adolescent participation in formal sexual and reproductive health programs
(Lindberg et al., 2016). Further, due to programmatic restrictions, school-based programs are
unlikely to include information on condom use, demonstrate how to correctly use condoms,
provide condoms, or all three (Lindberg et al., 2016). Young adults who never participated in a
school-based sexual and reproductive health program, or who were dissatisfied with prior
school-based programs, may seek out human sexuality courses in college (King et al., 2019; Rye
et al., 2014), which are likely to provide comprehensive contraceptive education (Oswalt et al.,
2015). However, such classes are only a viable option for college students. Young adults not
enrolled in college may have fewer opportunities to learn accurate information about condoms.

In the absence of sexual health information from parents, school-based programs, or both,
adolescents and young adults may turn to healthcare providers. For example, teens and young
adults have reported wanting to receive sexual health information from doctors and other
healthcare clinicians (Guss et al., 2015; Ito et al., 2006; Same et al., 2014). However, adolescents
and young adults are less likely to receive sexual health information from healthcare providers
than parents or teachers (Donaldson et al., 2013; Fuzzell et al., 2017). Further, in a recent
systematic review of adolescent-healthcare provider communication about sex, the prevalence of
adolescent-reported communication with providers about protective behaviors (i.e., condoms,
contraception, and/or birth control) ranged from 13% to 51% (Fuzzell et al., 2017). Thus, it does
not appear that most adolescents or young adults receive condom use information from their
healthcare providers. It is also unclear if healthcare providers go beyond providing information
about condom use such as demonstrating correct condom use and providing condoms.

Discussions with Healthcare Providers
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Adolescents and young adults’ condom use discussions with healthcare providers may be
influenced by demographic characteristics, romantic and sexual experience, and other aspects of
healthcare visits. Specific demographic characteristics, including gender and sexual identity, may
play important roles in condom use discussions. Sexual scripts during adolescence and young
adulthood often emphasize that women are expected to control sexual encounters including if
contraception is used (Hurst & Boyce Rodgers, 2019; Tolman, 2002). Healthcare providers may
replicate those biases by being more likely to discuss, demonstrate, and provide condoms with
women (Emmers-Sommer et al., 2009). Sexual minority adolescents and young adults are at
greater risk than their sexual majority peers for experiencing adverse sexual health outcomes
including contracting STDs (Coker et al., 2010; Everett et al., 2013; Goodenow et al., 2008) and
unintended pregnancy among lesbian and bisexual women (Everett et al., 2017). Because of that
elevated risk, healthcare providers may have a conscious or unconscious bias that sexual
minority youth are sexually risky (Hinchliff et al., 2005), leading healthcare providers to
emphasize condom use with sexual minority adolescents and young adults. Alternatively,
healthcare providers may perceive some sexual minorities such as lesbian women as being at
lower risk for unintended pregnancy, leading to less communication about condoms.

Romantic involvement and prior penetrative sexual experience may also influence
condom use discussions with healthcare providers. Adolescents and young adults in romantic
relationships may be interested in, and responsive to, condom use discussions with health care
providers because partnered sexual activity most often occurs with dating and romantic partners
(Fortenberry et al., 2010; Manning et al., 2014). Further, among adolescents who have not
engaged in penile-vaginal sex, being involved in other-sex romantic relationships often paves the

way towards beginning such sexual activity (VanOss et al., 2006). Prior experience with penile-
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vaginal and/or penile-anal intercourse may also increase the likelihood of discussing condom use
with healthcare providers, that adolescents and young adults seek information from their
providers, or both. The effects that romantic involvement and sexual experience may have on
condom use discussions, however, may depend on healthcare providers’ awareness of those
aspects of adolescents and young adults’ lives. That is, healthcare providers may use information
from patients’ sexual histories to decide if they will pursue discussions of condom use. Thus, it is
important that healthcare providers to inquire about adolescents’ and young adults’ romantic and
sexual activity, history, and intentions (Beckmeyer et al., 2020; Liddon et al., 2021). Doing so
may be facilitated by time alone with providers during healthcare visits.
Present Study

The present study had two aims. First, we determined if, and what, adolescents and young
adults have learned about condom use from their healthcare providers. Specifically, we used data
from the 2018 NSSHB to determine the prevalence of condom use discussions with healthcare
providers in the past-year. For adolescents and young adults who had discussed condom use with
healthcare providers, we also assessed if healthcare providers demonstrated correct condom use,
provided condoms for future use, and why healthcare providers recommend condom use. The
second study aim focused on identifying factors associated with the prevalence and content of
condom use discussions with healthcare providers. Specifically, we explored the effects of
adolescent and young adult demographic characteristics, romantic and sexual experience, and
healthcare visit characteristics.

Method
The present study used data from the 2018 NSSHB. The NSSHB is multi-year nationally

representative probability survey of Americans aged 14 and older on the topic of sexual health
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and behavior. The 2018 NSSHB was conducted using the Ipsos (formerly GfK) Internet-based

KnowledgePanel ®, which is representative of the non-institutionalized, English speaking U.S.

population. The Ipsos KnowledgePanel ® participants were recruited using probability-based

address sampling based on the U.S. Postal Service’s Delivery Sequence File. If a selected
household lacked internet access and/or computer hardware necessary to participate in the panel,
but wanted to participate, then they were provided with connectivity by Ipsos.

KnowledgePanel ® members earn points for their survey participation that can be redeemed for

merchandise or cash by completing surveys. All NSSHB protocols and instruments were
approved by the Indiana University Institutional Review Board. All participants provided written
informed consent and data was collected between February and March of 2018.

The present study is based on the adolescent (14- to 17-years-old) and young adult (18- to
24-years-old) samples in the 2018 NSSHB. Adolescent participants were recruited by asking

adult KnowledgePanel ® members, who had a child between 14- and 17-years-old, if we could

invite their child to participate in the study. If parents consented to allowing their child to be
invited, then they could choose to either ask their adolescent to come to the computer to
complete the survey or the adolescent could complete the survey at another time that was
convenient to them. The young adult participants were recruited by sending study invitations

directly to the 18 to 24-year-old KnowledgePanel® members. To correct for possible non-

response bias, 1psos created post-stratification weights using benchmarks from the March 2017
Current Population Survey. There were separate weights for the adolescent and young adult
samples. All analyses were conducted on the weighted samples. The weighted adolescent sample

included 826 participants, and the weighted young adult sample included 618 participants.
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The present analyses utilized items that were asked only of adolescents and young adults
who (@) had at least one healthcare visit in the past year and (b) discussed sexual health with
healthcare providers during at least one of those healthcare visits. That is, if adolescents or young
adults did not have a past-year healthcare visit during which they discussed sexual health they
did not receive the survey items about condom experiences used in the present analyzes. Overall,
91.8% (n = 758) of adolescents and 79.0% (n = 488) of young adults had a past-year healthcare
visit. Having discussed sexual health with healthcare providers was determined with one item:
“Did you and your healthcare provider(s) discuss sex or sexual health? By sexual health we
mean talking about things like your sexual activities, condoms, birth control, sexual difficulties,
pregnancy plans, STD testing, etc.” Approximately, one-third of adolescents (37.3%, n = 283)
and 46.0% (n = 225) of young adults with past-year healthcare visits had discussed sex or sexual
health with their healthcare providers. The adolescents and young adults who reported having
had sexual health discussions with healthcare providers were the analytical samples for the
present study (see Table 1 for demographics).

(Table 1 here)
Measures

Discussed condom use. Adolescents and young adults were asked if they had discussed
condom use with their healthcare provider using the item: “Did your healthcare provider talk
with you about using condoms?” Response options were: yes, no, or I don’t remember.

Condom recommendations. Participants who reported they had discussed condom use
with their healthcare providers were then asked why their healthcare providers recommended
using condoms using the item: “When your healthcare provider talked with you about using

condoms did they recommend them for ...?”” Response options were: STD prevention, pregnancy
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prevention, both STD and pregnancy prevention, They just recommended using condoms but
didn’t say why, other reason, and I don’t remember-.

Demonstrated condom use. Participants who reported they had discussed condom use
with their healthcare providers were also asked if healthcare providers demonstrated correct
condom usage using the item: “Did your healthcare providers show you how to correctly open
and apply a condom?”” Response options were: yes, no, and / don 't remember-.

Provided condoms. Participants who reported they had discussed condoms with their
healthcare providers were also asked if healthcare providers provided them with condoms using
the item: “Did your healthcare provider give you any condoms to use in the future?”” Response
options were: yes, no, and I don 't remember.

Characteristics of healthcare visit. We explored if two characteristics of participants’
healthcare visits were related to the prevalence and content of condom use discussions with
healthcare providers: privacy during the visit and if providers asked about sexual activity.
Privacy during visit was measured with one item: “Thinking about the times you’ve seen a
healthcare provider (doctor or nurse) in the past year, were you ever alone with the healthcare
provider?” Response options were: No — A parent, guardian, or relative was in the room with
you the entire time, Yes — You were alone in the room with the healthcare provider the entire
time, Yes — Your parent, guardian, or relative was in the room with you some of the time, and
some of the time you were alone with a the healthcare provider. Provider’s sexual activity
inquiry was measured with one item: “Did your healthcare provider ask if you are sexually
active?’ Response options were: yes, no, and I don’t remember.

Romantic involvement. Participants were asked: “Which best describes your current

relationship status?”” Response options were: single and not dating, single and dating/hanging



CONDOMS AND HEALTHCARE PROVIDERS 11

out with someone, in a relationship but not living together, living together but not married,
married and living together, and married but not living together. We combined those who were
in a relationship and those who were married. Therefore, our romantic involvement variable had
three categories: single, dating/hanging out with someone, or in a relationship.

Penile-vaginal and penile-anal sex experience. Participants were asked how recently
they had engaged in penile-vaginal intercourse, received anal sex (i.e., someone put their penis in
their anus), and performed anal sex (i.e., they put their penis in someone’s anus). Response
options were: Done in the past 30 days, done in the past 6 months, done in the past year, done
more than a year ago, and never done this. We created a dichotomous variable from these items
representing if they had ever or never had had penile-vaginal and/or penile-anal sex.

Demographic characteristics. For both adolescents and young adults demographic
characteristics included age in years, race/ethnicity (White non-Hispanic, Black non-Hispanic,
other race non-Hispanic, Hispanic, or multiracial non-Hispanic), gender (male, female,
transgender, gender non-binary, or did not respond), and sexual identity (heterosexual, gay or
lesbian, bisexual, asexual, something else, or did not respond). Additionally, for adolescents,
parents’ marital status (parents are married, or parents are not married) was included as a
demographic characteristic. Finally, for young adults, we also included level of educational
attainment (less than high school, high school, some college, or bachelor’s degree or higher).
Analysis Plan

Analyses were conducted separately for adolescents and young adults and used the
weighted data. First, we calculated weighted descriptive statistics for (a) having discussed
condom use, (b) reasons healthcare providers recommended using condoms, (c) if healthcare

providers demonstrated correct condom use, and (d) if healthcare providers provided condoms
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for future use. Next, we used logistic regression to determine if characteristics of healthcare
visits, romantic involvement, penile-vaginal and/or penile-anal sex experience, and/or
demographic characteristics were associated with having discussed condom usage with
healthcare providers.

For the items pertaining to demonstrating and providing condoms we conducted
exploratory analyses using crosstabulations because those experiences were uncommon (e.g., in
this sample, 23 adolescents and nine young adults where shown how to use condoms, and 30
adolescents and 22 young adults were provided condoms). In the exploratory crosstabulations we
examined how condom use demonstrations and providing condoms were distributed across
demographic characteristics, romantic and sexual experience, and healthcare visit characteristics.
Finally, using adolescents and young adults’ responses on all condom interaction items, we
classified participants into mutually exclusive groups representing the overall content of their
condom interactions with healthcare providers.

Results
Adolescent Sample

Discussed condom use. Most of the adolescents who reported having had sexual health
conversations with healthcare providers reported discussing condom use (71.0%; n = 201 of 283;
see Table 1). The logistic regression model to identify factors associated with having discussed
condom use was significant (x%(14) = 38.77, p < .001; see Table 2). There were three statistically
significant associations. Having discussed condoms with healthcare providers was more common
for adolescents with penile-vaginal and/or penile-anal sex experience (OR = 3.66, 95% CI[1.33,
10.10], p = .012) and when healthcare providers asked adolescents if they were sexually active

(OR =2.56, 95% CI[1.16, 5.68], p = .021). Compared to adolescents whose parents/guardians
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remained in the room for the entire healthcare visit, adolescents that were alone with their
provider for at least some of the visit were more likely to have discussed condom use (OR =
2.22,95% CI[1.19, 4.15], p = .013).

(Table 2 here)

Condom recommendations. The most common reason condom use was recommended
to adolescents was to prevent both STIs and pregnancy (86.0%; n = 173 of 201; see Table 3).

(Table 3 here)

Demonstrating condom use. Few adolescents reported that healthcare providers
demonstrated how to correctly open and apply condoms (11.4%; n = 23 of 201). Based on our
crosstabulation table, that used pairwise deletion (see Table 4), of the adolescents who were
shown how to correctly use a condom, all were heterosexual (n = 23; 100.0%) and most were
female (n = 13; 56.5%), had married parents (n = 17; 73.9%), were not romantically involved (n
= 16; 69.6%), were alone with the healthcare provider for part of the visit (n = 15; 65.2%), and
had been asked if they were sexually active (n = 19; 82.6%). Exploring condom demonstration
and adolescents’ sexual experiences more specifically, 4.5% (n = 2 of 44) of adolescents who
have engaged in penile-vaginal or penile-anal sex were shown how to correctly use a condom.
Similarly, 11.9% (n = 5 of 42) of adolescents who were currently dating and 11.8% (n = 2 of 17)
of those in romantic relationships had been shown how to correctly use a condom.

Providing condoms. Few adolescents reported being provided condoms for future use (n
= 30 of 201; 14.9%). Based on our crosstabulation table, that used pairwise deletion (see Table
4), most of the adolescents who were provided condoms were heterosexual (n = 26; 86.7%), had
married parents (n = 23; 76.7%), were not romantically involved (n = 21; 70.0%), were alone

with the healthcare provider for part of the visit (n = 16; 55.2%), and had been asked if they were
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sexually active (n = 28; 96.6%). Exploring being provided condoms and adolescent sexual
experience more specifically, 17.8% (n = 8 of 45) of adolescents who had engaged in penile-
vaginal or penile-anal sex were provided condoms. Similarly, 19.0% (n = 8 of 42) of adolescents
who were dating and 5.9% (n = 1 of 17) of those in romantic relationships were offered
condoms.

(Table 4 here)

Condom interaction categories. Using adolescents’ responses on the items regarding
whether condom discussions occurred, correct condom use was demonstrated, and/or condoms
were provided we classified them into mutually exclusive groups based if they had discussed
condom use with healthcare providers and if providers had demonstrated and/or provided
condoms (see Table 5). These groups illustrated that most often, healthcare provider-adolescent
condom interactions are limited to just discussing condoms (55.1%). Fewer adolescents reported
healthcare providers discussed condoms and demonstrated their correct use (5.2%), discussed
and provided condoms (7.4%), or had healthcare providers who discussed, demonstrated, and
provided condoms (3.2%).

(Table 5 here)
Young Adult Sample

Discussed condom use. Most young adults who discussed sexual health with a
healthcare provider reported discussing condom use (66.7%, n = 150 of 225; see Table 1). The
logistic regression model to identify factors associated with having discussed condom use was
significant (y2(16) = 49.74, p < .001; see Table 2). There were four statistically significant
associations. Older (OR =0.77, 95% CI[0.63, 0.94], p = .009) and sexual minority (OR = 0.37,

95% CI[0.14, 0.97], p = .044) young adults were less likely to have discussed condoms with
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healthcare providers. Compared to White non-Hispanic young adults, Hispanic young adults
were more likely to have discussed condom use with healthcare providers (OR = 3.50, 95%
CI[1.23, 9.95], p = .019). Finally, young adults with penile-vaginal and/or penile-anal sex
experience were more likely to have discussed condom use with healthcare providers (OR =
3.99, 95% CI[1.75, 9.10], p = .001).

Condom recommendations. The most common reason condom use was recommended
to young adults was to prevent both STIs and pregnancy (76.0%; n = 114 of 150; see Table 3).

Demonstrating condom use. Few young adults reported that healthcare providers
demonstrated how to correctly open and apply condoms (6.0%; n = 9 of 150). Based on our
crosstabulation table, that used pairwise deletion (see Table 6), most of the young adults who
were shown how to correctly use a condom were female (n = 8; 88.9%), Black non-Hispanic (n =
4; 44.4%) or Hispanic (n = 5; 55.6%), heterosexual (n = 5; 62.5%), not romantically involved (n
= 6; 66.7%), had not engaged in penile-vaginal or penile-anal sex (n = 5; 62.5%), were alone
with their healthcare provider the whole time (n = 6; 66.7%), and had been asked they were
sexually active (n = 6; 75.0%). Exploring being demonstrated condom use and young adults
romantic and sexual experiences, 9.1% (n = 3 of 33) of young adults dating someone and none of
those in romantic relationships (n = 0 of 55) were shown correct condom use. Similarly, 2.8% (n
= 3 of 109) of young adults with penile-vaginal and/or penile-anal sex experience were shown
correct condom use.

Providing condoms. Few young adults were provided condoms for future use (14.7%; n
= 22 of 150). Based on our crosstabulation table (see Table 6), most of the young adults who
were provided condoms were female (n = 20; 90.9%), White non-Hispanic (n = 7; 31.8%) or

Black non-Hispanic (n = 7; 31.8%), heterosexual (n = 16; 72.7%), have had penile-vaginal
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and/or penile-vaginal sex (n = 18; 81.8%), were alone with their healthcare providers for the
whole visit (n = 15; 68.2%), and were asked if they sexually active (n = 21; 95.5%). Exploring
being provided condoms and young adults romantic and sexual experiences, 17.6% (n = 6 of 34)
of young adults who were dating someone and 14.5% (n = 8 of 55) of those in romantic
relationships were provided condoms. Similarly, 16.5% (n = 18 of 109) of young adults who
have had penile-vaginal or penile-anal sex were provided condoms.

(Table 6 here)

Condom interaction categories. Using young adults’ responses on the items regarding
whether condom discussions occurred, correct condom use was demonstrated, and/or condoms
were provided we classified them into mutually exclusive groups based (see Table 5). These
groups illustrated that most often, healthcare provider-young adult condom interactions are
limited to just discussing condoms (55.0%). Fewer young adults reported healthcare providers
discussed condoms and demonstrated their correct use (2.5%), discussed and provided condoms
(8.7%), or had healthcare providers who discussed, demonstrated, and provided condoms (1.3%).

Discussion

Our results illustrate a complex picture of adolescent and young adult interactions with
healthcare providers regarding condom use. On the positive side, when adolescents and young
adults do discuss sexual health with healthcare providers, it appears likely that they will discuss
condom use. Further, healthcare providers are recommending condom use for both STD and
pregnancy prevention. Emphasizing condoms for STD prevention is important because STD
prevalence has increased among adolescents and young adults in the past few years (CDC, 2018)
even as teen and unintended pregnancy rates have declined (Martin et al., 2019; Finer & Zolna,

2016). These positives, however, must be balanced against the general absence of healthcare
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providers demonstrating correct condom usage, providing condoms for future use, or both. This
may be best illustrated by our classification of adolescents and young adults based on condom
interactions. Just 3.2% (n = 9 of 282) of adolescents and 1.3% (n = 3 of 222) of young adults
discussed condom use with a healthcare provider who also demonstrated condom use and
provided condoms. It is also important to note that most adolescents and young adults in the
2018 NSSHB had not discussed sexual health with a healthcare provider in the past year. Thus,
most adolescents and young adults did not have the opportunity to discuss condom use, learn
how to appropriately use condoms, and/or acquire condoms from healthcare providers.

We acknowledge that our results may be indicative of adolescents and young adults
telling are their healthcare providers that they already know how to use and where to acquire
condoms. That is, while discussing condom use, adolescents and young adults may tell their
healthcare providers that they do not need to be shown how to use condoms or be given condoms
for future use. It is also possible that during condom use discussions adolescents and young
adults tell their healthcare providers that they are not planning or intending to engage in sexually
active. Such information may lead providers to decide not to demonstrate correct condom use or
provide condoms for future use. It is also possible that adolescents and young adults had
discussed condom use during visits that were not within the last year. Even if adolescents and
young adults express to healthcare providers that they are confident they know how to use
condoms or if condom use discussions have occurred before, we recommend that healthcare
providers discuss condom use annually. This recognizes that adolescent sexual behavior, oral and
penile-vaginal sex in particular, become more common as adolescents mature.

Factors Associated with Condom Use Discussions
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Our analyses focused on how adolescent and young adult characteristics, romantic and
sexual experience, and healthcare visit characteristics were associated with the prevalence and
content of condom use discussions were limited by how few participants had been shown how to
use condoms or provided with condoms. However, our results provide several meaningful
insights into what may contribute to if condom use discussions occur and if healthcare providers
demonstrate condom use or provide condoms. First, prior penile-vaginal and/or penile-anal sex
experience and being asked about one’s sexual activity are both associated with being more
likely to have discussed condom use with healthcare providers. Further, among the adolescents
and young adults who were shown how to correctly use condoms and where provided condoms,
most had also been asked if they were sexually active. However, few of the adolescents with
prior penile-vaginal and/or penile-anal sex experience where shown how to use condoms or
provided with condoms. These findings support the importance and complexity of taking sexual
histories during healthcare visits (Burke et al., 2014; Gavin et al., 2014; Marcell & Burstein,
2017). Knowing if adolescents and young adults are sexually active is important for healthcare
providers as they decide how to engage with their patients about sexual health topics. However,
adolescents and young adults may not always feel comfortable discussing their sexual health
with their healthcare providers (Orza et al. 2017). Thus, healthcare providers may not always
have complete and accurate information to draw on during sexual health discussions.

It also appears that having sometime alone with healthcare providers, but not being alone
for the whole visit, increases the likelihood that adolescents will discuss condom use with
healthcare providers. Similarly, most of the adolescents who were shown how to use condoms
and those who were provided with condoms also had sometime alone with their healthcare

providers. Perhaps healthcare providers are reluctant to discuss sexual health topics with
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adolescents when they are unable to ask parents if it is okay for them to do so. Thus, when
parents are involved with healthcare visits but then allow adolescents and healthcare providers
opportunities for private discussions, adolescents and providers may be more willing to discuss
condom use.

Although gender was not associated with whether adolescents or young adults discussed
condoms with healthcare providers, among young adults it may influence who is shown how to
use condoms and/or provided condoms. Specifically, most of the young adults who reported
being shown how to use condoms (88.9%; n = 8 of 9) and provided condoms (90.9%; n = 20 of
22) were women. This pattern is consistent with research illustrating that sexual scripts
emphasize that it is women’s roles to control contraceptive use (including condoms) in
heterosexual sexual experiences (Hurst & Boyce Rodgers, 2019; Tolman, 2002). Healthcare
providers may consciously or unconsciously replicate those scripts when discussing sexual
health with their patients. We also found that sexual minority young adults were less likely to
have discussed condom use with healthcare providers and that sexual minority adolescents and
young adults appear unlikely to be shown how to use condoms or provided with condoms.
Perhaps, healthcare providers feel unprepared to discuss condoms and sexual health practices
with adolescents and young adults with diverse sexual identities (Knight et al., 2014).

Social and Public Policy Implications

Our results also provide insights for sexual health policies and practices within healthcare
settings. First, there is a need to normalize sexual and romantic health conversations as a part of
routine adolescent and young adult healthcare visits (Grubb et al., 2020). Among both the
adolescent and young adult samples, less than half of the participants with past-year healthcare

visits had discussed sexual health with their providers. Infrequent sexual health communication
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may be reflective of healthcare providers not feeling able, comfortable, or both with taking
sexual histories. Previously, researchers have shown that nearly half (44%) of healthcare
providers feel inadequately trained to have these types of conversations with adolescents and
young adults (Wimberly et al., 2006). This may be why few of the participants who were asked
about sexual activity by healthcare providers also reported being shown how to use, or were
provided with, condoms. Thus, providing healthcare providers with additional resources and
trainings for healthcare providers to learn how to take and use sexual histories with adolescent
and young adult patients may be a beneficial strategy to improve sexual health outcomes. When
developing training tools and resources for healthcare providers, it will also be important to
ensure sexual and gender identity are incorporated in a strengths-based manner. This is
particularly important for sexual and gender minority adolescents and young adults who report
lower rates of condom use demonstrations.

It is also critical that healthcare providers have repeated conversations about condom use,
and sexual health and behavior more broadly. Adolescence and young adulthood are critical
periods of sexual development and adolescents’ and young adults’ sexual experience change in
meaningful ways over the course of these developmental stages (e.g., initiating sexual behaviors,
maintaining sexual relationships, exploring sexual beliefs and expectations; Fortenberry, 2014;
Lefkowitz et al., 2011; Manning et al., 2014). Thus, repeated conversations about sexual health,
including condom use, reflects the importance and evolution of sexual development.

Doctors’ offices and healthcare clinics may also be places to provide sexual health
information outside of the provider-patient interactions. For example, it may be useful to
evaluate the efficacy of the Screening, Brief Intervention, and Referral to Treatment (SBIRT;

Ozechowski et al., 2016) model to deliver sexual health information, including information about
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condom use. Although the SBIRT model has most often been used for substance use prevention
and treatment (Bray et al., 2017; Ozechowsi et al., 2016), it could be adapted for use in sexual
health promotion, including helping adolescents and young adults learn why they should use
condoms, how to do so correctly, and where condoms can be obtained. Delivering such
information with a SBIRT approach via a tablet computer may provide a resource for when there
is discomfort between providers and their adolescent and young adult patients when it comes to
discussing condom use and helping to maintain patient privacy when parents are present.
Alternatively, providers could provide adolescents and young adults with other evidence-based
resources (e.g., pamphlets, websites, or Apps) that provide condom use education.
Limitations and Future Directions

There are several limitations to the present study. First, our data are focused on healthcare
visits in the past-year. It is possible that adolescents and young adults had discussed condoms
with healthcare providers during visits that had occurred more than a year ago. We also did not
ask if healthcare providers offered to demonstrate condom use or provide condoms and
adolescents and young adults declined those offers. Including such items on future studies is
needed to have a more comprehensive picture of provider-based condom interactions. We also
lack information about where these healthcare visits occurred. Receiving healthcare from a
general family medicine office may be different from a provider specializing in adolescent
medicine or a college healthcare clinic. We also do not have information about the healthcare
providers themselves. Provider characteristics such their specialties (e.g., family medicine,
adolescent medicine, or obstetrics and gynaecology) may influence comfort or willingness to
provide adolescents and young adults with condom use information. Therefore, an important

consideration for future studies is to better understand where, and from whom, adolescents and
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young adults receive their healthcare. Additionally, future studies should explore how healthcare
experiences about condoms are associated with condom use behaviors. Finally, we were limited
in the types of analyses we could conduct for the items about condom use being demonstrated or
provided to adolescents and young adults. Because these experiences were infrequent we did not
have the statistical power necessary to conduct multivariate analyses like we were able to do
with the item about having discussed condom use.
Conclusion

Based on our results, it does appear that when healthcare providers discuss sexual health
with adolescents and young adults, condom use is being discussed. However, even though some
adolescents and young adults appear to be directed towards condom use as an important aspect
of their sexual health, the lack of demonstrations of correct use and providing condoms may
mean they are not fully prepared to use condoms in their partnered sexual experiences.
Additionally, sexual health conversations may not be a regular part of adolescents’ and young
adults’ healthcare experiences. We suggest that policy efforts should focus on helping healthcare
providers develop expertise in obtaining sexual histories and using that information to enhance
adolescents’ and young adults’ sexual health.
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Table 1.
Demographic and Descriptive Statistics of Adolescents and Young Adults Who Discussed
Sexual Health with a Healthcare Provider in the Last Year.
Adolescents? Young Adults®
(N =283) (N =225)
n (%) or M (SD) n (%) or M (SD)
Age 15.67 (1.11) 20.82 (1.96)
Race/ethnicity
White non-Hispanic 132 (46.5%) 107 (47.5%)
Black non-Hispanic 36 (12.7%) 34 (15.3%)
Other race non-Hispanic 16 (5.8%) 22 (9.6%)
Hispanic 88 (31.1%) 57 (25.3%)
Multiracial non-Hispanic 11 (3.9%) 5 (2.4%)
Gender
Male 127 (45.0%) 67 (29.9%)
Female 153 (54.0%) 157 (69.8%)
Transgender or gender non-binary 3(0.1%) 1 (0.3%)
Sexual identity
Heterosexual 265 (93.7%) 184 (81.9%)
Gay or lesbian 4 (1.5%) 10 (4.5%)
Bisexual 14 (4.9%) 24 (10.6%)
Asexual 0 (0.0%) 4 (2.0%)
Another sexual identity not listed 0 (0.0%) 2 (1.1%)

Parents are married®
Educational attainment®

Less than high school

High school

Some college

Bachelor’s degree or higher
Current romantic involvement

Single, not dating

221 (78.2%)

209 (73.8%)

23 (10.3%)

77 (34.2%)
103 (45.7%)

22 (9.8%)

99 (44.1%)
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Dating, hanging out with someone
In a romantic relationship
Has had penile-vaginal or penile-anal sex
Yes
No
Did not answer
During visit ...
Parent was in room whole time
Alone with healthcare provider the whole time

Alone with healthcare provider part of the time, parent
was present part of the time

Did not answer
Did healthcare provider ask if you were sexually active
Yes
No
Don’t remember
Did not answer
Did healthcare provider talk with you about condoms
Yes
No

Did not answer

51 (18.1%)
23 (8.0%)

51 (18.2%)
230 (81.3%)
1 (0.5%)

108 (38.0%)
40 (14.2%)
143 (47.2%)

2 (0.6%)

244 (86.1%)
27 (9.4%)
13 (4.5%)

0 (0.0%)

201 (71.0%)
82 (29.0%)
0 (0.0%)

39 (17.3%)
87 (38.6%)

143 (63.7%)
72 (32.1%)
9 (4.2%)

21 (9.3%)
180 (80.1%)
24 (10.5%)

0 (0.0%)

202 (90.1%)
10 (4.4%)
11 (4.7%)

2 (0.8%)

150 (66.7%)
72 (32.0%)
3 (1.3%)

33

Notes. 2Overall weighted adolescent sample size = 826. POverall weighted young adult sample
= 618. °Not asked of young adults. 9Not asked of adolescents.
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Table 2.
Logistic Regression Models for Having Discussed Condom Use with a Healthcare Provider.
Adolescents (n = 281) Young Adults (n = 215)
B SE OR 95% ClI B SE OR 95% ClI
Age 009 014 110 [0.84,1.43] -0.26 0.10 0.77** [0.63,0.94]
Race/Ethnicity?
Black non-Hispanic 095 056 259 [0.87,7.71] 0.02 053 1.02 [0.36, 2.89]
Other non-Hispanic 117 084 322 [0.63,16.60] -1.03 056 0.36 [0.12, 1.08]
Hispanic 0.07 032 107 [0.57,2.01] 125 053 3.50* [1.23,9.95]
Multiracial non-Hispanic 1.03 097 280 [0.42,1890] -2.32 118 0.10 [0.01, 1.00]
Gender®
Female -0.57 031 057 [0.31,1.03] -0.12 0.43 0.89 [0.38, 2.04]
Transgender or gender non-binary
Gay or lesbian or bisexual -066 058 052 [0.17,1.61] -1.00 050 0.37* [0.14,0.97]
Married parents -0.09 040 091 [0.42,2.01]
Educational attainment®
High school -0.75 0.84 0.47 [0.09, 2.47]
Some college -1.26  0.85 0.29 [0.05, 1.51]
Bachelor’s degree or higher -1.26  1.00 0.28 [0.04, 2.01]
Current romantic involvement®
Dating or hanging out with someone 0.27 044 131 [0.55,3.11] 099 061 2.69 [0.82, 8.88]
In romantic relationship -0.17 063 0.84 [0.24,2.89] -0.16 0.42 0.86 [0.38, 1.93]
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Has had penile-vaginal and/or penile-anal sex 1.30 0.52

During healthcare visits ...°

Alone with provider the whole time 0.46 0.45
Alone with provider part of the time 0.80 0.32
Healthcare provider asked if sexually active 094 041
y2(df) 38.77(14)***

3.66*

1.58
2.22*
2.56*

[1.33, 10.10]

[0.65, 3.84]
[1.19, 4.15]
[1.16, 5.68]
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138  0.42
091  0.79
117 091
001 056
49.74(16)%**

3.99**

2.48
3.21
1.01

[1.75, 9.10]

[0.52, 11.78]
[0.54, 19.06]
[0.34, 3.03]

Notes. @White non-Hispanic is the referent group. ®Male or transgender is the referent group. ¢Less than high school is the referent
group. 9Single is the referent group. ®Parent or guardian in the room the whole time is the referent group. *p < .05, **p < .01, ***p

<.001.
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Table 3.

Reasons Healthcare Providers Recommended Condom Use.
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Adolescents

Young Adults

(n=201) (n =150)
n (%) n (%)
Healthcare provider recommended condoms for ...

STD prevention 8 (4.0%) 12 (8.0%)
Pregnancy prevention 10 (5.0%) 12 (8.0%)
STD and pregnancy prevention 173 (86.0%) 114 (76.0%)
Recommended but did not say why 6 (3.0%) 2 (1.3%)
Other reason 0 (0.0%) 2 (1.3%)
I don’t remember 3 (1.5%) 9 (6.0%)
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Table 4.
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Adolescent Descriptive Statistics for Healthcare Providers Demonstrating Condom Use or Providing Condoms.

Demonstrated condom use

Provided condoms

Yes No Don’t Yes No Don’t
Remember Remember
n (%) n (%) n (%) n (%) n (%) n (%)
All adolescents? 23 (11.4%) 173 (86.1%) 4 (2.0%) 30 (14.9%) 165 (58.3%) 5 (2.5%)
Race/Ethnicity
White non-Hispanic 8 (33.3%) 76 (44.2%) 3 (100.0%) 8 (27.6%) 78 (47.0%) 1 (25.0%)
Black non-Hispanic 5 (20.8%) 25 (14.5%) 0 (0.0%) 7(24.1%) 21 (12.7%) 2 (50.0%)
Other non-Hispanic 2 (8.3%) 13 (7.6%) 0 (0.0%) 5 (17.2%) 10 (6.0%) 0 (0.0%)
Hispanic 7 (29.2%) 13 (29.7%) 0 (0.0%) 8 (6.0%) 50 (30.1%) 0 (0.0%)
Multiracial non-Hispanic 2 (8.3%) 7(4.1%) 0(0.0%) 1 (3.4%) 7(4.2%) 1 (25.0%)
Gender
Male 10 (43.5%) 86 (50.0%) 2 (50.0%) 14 (48.3%) 79 (47.6%) 5 (100.0%)
Female 13 (56.5%) 85 (49.4%) 2 (50.0%) 14 (48.3%) 86 (52.1%) 0 (0.0%)
Transgender or gender non-binary 0 (0.0%) 1(0.6%) 0 (0.0%) 1 (3.4%) 0 (0.0%) 0 (0.0%)
Sexual identity
Heterosexual 23 (100.0%) 161 (93.6%) 4 (100.0%) 26 (86.7%) 158 (95.8%) 5 (100.0%)
Gay or leshian 0 (0.0%) 4 (2.3%) 0 (0.0%) 4 (13.3%) 0 (0.0%) 0 (0.0%)
Bisexual 0 (0.0%) 7(4.1%) 0 (0.0%) 0 (0.0%) 7 (4.2%) 0 (0.0%)

Married parents
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Parents are married
Parents are not married
Current romantic involvement
Single
Dating or hanging out with someone
In romantic relationship
Has had penile-vaginal or penile-anal sex
Yes
No
During healthcare visits ...

Parent or guardian was in the room the
whole time

Alone with provider the whole time
Along with provider part of the time

Healthcare provider asked if you were
sexually active

Yes
No

17 (73.9%)
6 (26.1%)

16 (69.6%)
5 (21.7%)
2 (8.7%)

2 (8.7%)
21 (91.3%)

7 (30.4%)

1 (4.3%)
15 (65.2%)

19 (82.6%)
4 (17.4%)

137 (79.7%)
35 (20.3%)

122 (70.5%)
36 (20.8%)
15 (8.7%)

40 (23.3%)
132 (76.7%)

56 (37.2%)

27 (15.8%)
88 (51.5%)

158 (91.3%)
15 (8.7%)

4 (100.0%)
0 (0.0%)

2 (66.7%)
1 (33.3%)
0 (0.0%)

2 (50.0%)
2 (50.0%)

2 (50.0%)

0 (0.0%)
2 (50.0%)

2 (66.7%)
1 (8.7%)
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23 (76.7%)
7 (23.3%)

21 (70.0%)
8 (26.7%)
1 (3.3%)

8 (26.7%)
22 (73.3%)

8 (27.6%)

5 (17.2%)
16 (55.29%)

28 (96.6%)
1 (3.4%)

130 (82.3%)
35 (21.2%)

116 (70.3%)
33 (20.0%)
16 (9.7%)

36 (21.8%)
129 (78.2%)

54 (33.1%)

23 14.1%)
86 (52.8%)

147 (89.1%)
18 (10.9%)

5 (100.0%)
0 (0.0%)

4 (80.0%)
1 (20.0%)
0 (0.0%)

1 (20.0%)
4 (80.0%)

2 (50.0%)

0 (0.0%)
2 (50.0%)

3 (75.0%)
1 (25.0%)

Notes. 2One adolescent did not answer either of these follow-up questions. Crosstabulations used pairwise deletion.
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Table 5.

Mutually Exclusive Groups Categorizing Adolescents’ and Young Adults’ Interactions with
Healthcare Providers about Condom Use.

Adolescents Young Adults

(n=282) (n=222)
n (%) n (%)
Did not discuss condom use with healthcare provider 82 (29.2%) 72 (32.5%)
Only discussed condom use 155 (55.1%) 122 (55.0%)
Discussed condom use and demonstrated appropriate use 15 (5.2%) 6 (2.5%)
Discussed condom use and provided condoms 21 (7.4%) 19 (8.7%)
Discussed, demonstrated, and provided condoms 9 (3.2%) 3 (1.3%)

Notes. Limited to adolescents and young adults who discussed sexual health with a healthcare
provided and had complete data on condom interaction items.



CONDOMS AND HEALTHCARE PROVIDERS

Table 6.
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Young Adult Descriptive Statistics for Healthcare Providers Demonstrating Condom Use or Providing Condoms.

Demonstrated condom use

Provided condoms

Yes No Don’t Yes No Don’t
Remember Remember
n (%) n (%) n (%) n (%) n (%) n (%)
All young adults 9(6.0%) 140 (93.3%) 1(0.07%) 22 (14.7%) 127 (84.7%) 1 (0.07%)
Race/Ethnicity
White non-Hispanic 0 (0.0%) 69 (48.9%) 0 (0.0%) 7(31.8%) 61 (48.0%) 1 (100.0%)
Black non-Hispanic 4 (44.4%) 20 (14.2%) 0 (0.0%) 7(31.8%) 17 (13.4%) 0 (0.0%)
Other non-Hispanic 0 (0.0%) 10 (7.1%) 0 (0.0%) 4 (18.2%) 6 (4.7%)  0(0.0%)
Hispanic 5 (55.6%) 39 (27.7%) 1 (100.0%) 4 (18.2%) 40 (31.5%) 0 (0.0%)
Multiracial non-Hispanic 0 (0.0%) 3(2.1%) 0(0.0%) 0 (0.0%) 3(24%) 0(0.0%)
Gender
Male 0 (0.0%) 48 (34.0%) 1 (100.0%) 2 (9.1%) 47 (37.3%) 0 (0.0%)
Female 8 (100.0%) 93 (66.0%) 0 (0.0%) 20 (90.9%) 79 (62.7%) 1 (100.0%)
Sexual identity
Heterosexual 5(62.5%) 120(85.7%) 1(100.0%) 16(72.7%) 109 (85.8%) 1 (100.0%)
Gay or lesbian 1 (12.5%) 4 (2.9%) 0 (0.0%) 3 (13.6%) 2 (1.6%) 0 (0.0%)
Bisexual 0 (0.0%) 15 (10.7%) 0 (0.0%) 2 (9.1%) 14 (11.0%) 0 (0.0%)
Asexual 0 (0.0%) 1(0.7%) 0 (0.0%) 1 (4.5%) 0(0.0%) 0 (0.0%)
Another sexual identity not listed 2 (25.0%) 0(0.0%) 0 (0.0%) 0 (0.0%) 2 (1.6%) 0(0.0%)
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Educational attainment
Less than high school
High school
Some college
Bachelor’s degree or higher
Current romantic involvement
Single
Dating or hanging out with someone
In romantic relationship
Has had penile-vaginal or penile-anal sex
Yes
No
During healthcare visits ...

Parent or guardian was in the room
the whole time

Alone with provider the whole time
Alone with provider part of the time

Healthcare provider asked if you were
sexually active

Yes
No

2 (25.0%)
5 (62.5%)
0 (0.0%)

1 (12.5%)

6 (66.7%)
3 (33.3%)
0 (0.0%)

3 (37.5%)
5 (62.5%)

3 (33.3%)

6 (66.7%)
0 (0.0%)

6 (75.0%)
2 (25.0%)

16 (11.3%)
52 (36.4%)
63 (44.7%)
10 (7.1%)

55 (39.3%)
30 (21.45)
55 (39.3%)

105 (76.6%)
32 (23.4%)

11 (7.9%)

112 (80.0%)
17 (12.6%)

131 (92.9%)
10 (7.1%)

0 (0.0%)
0 (0.0%)
1 (100.0%)
0 (0.0%)

1 (100.0%)
0 (0.0%)
0 (0.0%)

1 (100.0%)
0 (0.0%)

0 (0.0%)

1 (100.0%)
0 (0.0%)

1 (100.0%)
0 (0.0%)
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5 (22.7%)

6 (27.3%)
10 (45.5%)

1 (4.5%)

9 (39.1%)
6 (26.1%)
8 (34.8%)

18 (81.8%)
4 (18.2%)

0 (0.0%)

15 (68.2%)
7 (31.8%)

21 (95.5%)
1 (4.5%)

14 (11.1%)

51 (40.5%)

53 (42.1%)
8 (6.3%)

53 (41.7%)
28 (22.0%)
46 (36.2%)

90 (82.6%)
32 (26.25)

14 (11.0%)

103 (81.1%)
10 (7.9%)

115 (91.3%)
11 (8.8%)

0 (0.0%)
0 (0.0%)
0 (0.0%)
1 (100.0%)

0 (0.0%)
0 (0.0%)
1 (100.0%)

1 (100.0%)
0 (0.0%)

0 (0.0%)

1 (100.0%)
0 (0.0%)

1 (100.0%)
0 (0.0%)

Notes. Crosstabulations used pairwise deletion.



