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Abstract
Objectives To explore the experiences and views
of men who have sex with men (MSM) on attending
clinical sexual health services and their preferences
regarding service characteristics in the context of the
disproportionate burden of STIs experienced by this
group. The wider study aim was to develop a risk
assessment tool for use in sexual health clinics.
Methods Qualitative study comprising eight focus
group discussions with 61 MSM in four English cities.
Topics included: experience of attending sexual health
services, perceptions of norms of attendance among
MSM, knowledge of, and attitudes towards, STIs and
views on ’being researched.’ Discussions were audiorecorded and transcribed and a thematic data analysis
conducted.
Results Attending sexual health services for STI testing
was described as embarrassing by some and some clinic
procedures were thought to compromise confidentiality.
Young men seeking STI testing were particularly sensitive
to feelings of awkwardness and self-consciousness. Black
and ethnic minority men were concerned about being
exposed in their communities. The personal qualities of
staff were seen as key features of sexual health services.
Participants wanted staff to be friendly, professional,
discreet, knowledgeable and non-judgemental.
Conclusions A range of opinion on the type of
STI service men preferred was expressed with some
favouring generic sexual and reproductive health clinics
and others favouring specialist community-based
services. There was consensus on the qualities they
would like to see in healthcare staff. The knowledge,
conduct and demeanour of staff could exacerbate or
ameliorate unease associated with attending for STI
testing.
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The provision of accessible, high-quality sexual
health services is acknowledged as key to improving
sexual health outcomes.1 Services for testing and
treating STIs in the UK are free of charge, open
access and offer anonymity to users in a diverse
range of settings. These include general practice,
specialist genito-urinary medicine (GUM) and
sexual and reproductive health clinics, community-based services and, increasingly, self-sampling
services. There have been calls to ensure that
services meet the needs of men who have sex with

men (MSM)2 who experience a disproportionate
burden of STIs.3
In line with recommendations,4 there is evidence
of an increase in HIV and STI testing among MSM
in England.5 However, a number of factors may
influence uptake.6–10 Negative societal stereotyping
of homosexuality and the ‘deviancy and social
undesirability’11 associated with STIs may deter
MSM from accessing sexual health services.12 The
‘discredited setting’ of a sexual health clinic may
discourage attendance13 as may the fear of being
identified in such settings.14 Unequal power relations between professionals and patients present
in clinic settings may also act as a disincentive to
attendance, particularly for young men,15 16 and
these may be mitigated or exacerbated by the
conduct of staff.11 17
Little research describes the views and preferences of MSM regarding STI testing or sexual
health services and this study offers new insights.
Drawing on data from eight focus group discussions
(FGDs) with MSM in four English cities, we report
on participants’ experiences of STI clinic attendance, one of the four topics covered in discussions,
and, in particular, on the sociospatial and interpersonal aspects of services. We refer mainly to GUM
clinics, which were most commonly used by participants, but also to sexual and reproductive health
clinics, community-based STI services, primary care
and other hospital-based services.
The primary aim of the study was to inform the
formulation of questions and data collection procedures for the development of a risk assessment
tool for use in sexual health clinics. The proposed
tool will link routinely collected demographic and
biomedical data with purposively collected information about service users’ risk behaviour in order
to strengthen the evidence base with which to
inform the development of tailored risk-reduction
interventions.

Methods
Sampling and recruitment

Men were recruited via gay community organisations, which included study information in their
newsletters and/or Facebook pages, and a geospatial sociosexual networking application aimed at
MSM. Interested men were invited to complete a
short online questionnaire via a web link in order to
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Focus group organisation

A maximum of 10 men were invited to participate in each group.
Two were held at London School of Hygiene & Tropical Medicine  in London and two each at the premises of LGBT (lesbian,
gay, bisexual, transgender) organisations in Birmingham, Leeds
and Manchester. Participants were each given £40 for their
participation. Information about the study was provided and
questions answered. All gave written consent to participate.

Topic guide

The research team developed a focus group guide covering
four topics: experience of sexual health services; perceptions of
norms of attendance among MSM; knowledge of, and attitudes
towards, STIs; and views on ‘being researched’ in sexual health
clinics. FGDs ran for 90 min with each topic lasting around
20–25 min.

Table 1

Participant characteristics

Age
 20–29

22

 30–39

21

 40–49

11

 50 and over

7

Ethnic group
 White

40

 Black

7

 Asian

12

 Mixed heritage

2

Sexual identity
 Gay/Queer

55

 Bisexual

3

 Does not use term

3

Recency of STI clinic attendance
 In the last year

46

 In the last 5 years

10

 Never

5

Ever diagnosed of STI
 Yes

33

 No

28

HIV status at most recent test
 Positive

11

 Negative

50

Focus group discussion numbers

Data analysis

FGDs were audio-recorded and transcribed by transcribers who
as far as possible identified individuals by voice and assigned
each a code number. JD open coded the data from the first
topic discussed, categorised the codes and identified themes,
noting divergent views. PW and DR read the transcripts and
cross-checked the coding frame with themes. Interpretation of
data is based on analysis of each FGD rather than of individual
accounts.

Results

A total of 330 individuals accessed the web link of whom 133
completed the survey. Three were excluded as ineligible. Of the
130 that we attempted to contact by telephone or email, 70
were recruited to attend a group. Others were uncontactable or
excluded because groups had reached capacity. Sixty-one men
participated (table 1) and nine more were invited but did not
attend. FGDs took place in July and August 2015.
A range of factors for choosing or rejecting a particular sexual
health service for STI testing were highlighted in the FGDs
including barriers such as location, opening hours, appointment
arrangements and waiting times. In discussion, participants
emphasised both the ‘place’ of sexual health services and interaction with staff. This paper explores these aspects of attending
sexual health services for MSM and how they may influence
satisfaction.

Attending a sexual health clinic

Men described two motivations for attending a sexual health
clinic: concern that they had acquired an infection (whether
symptomatic or not) or as part of a regime of regular check-ups
to safeguard their own and their partners’ sexual health. These
motivations, particularly the first, were marked by some anxiety
about the outcome of tests and what treatment might involve. As
well as worries about undergoing tests, participants talked about
Datta J, et al. Sex Transm Infect 2018;94:46–50. doi:10.1136/sextrans-2016-052983

 London 1

7

 London 2

10

 Leeds 1

7

 Leeds 2

9

 Manchester 1

6

 Manchester 2

5

 Birmingham 1

9

 Birmingham 2

8

the stigma associated with both having sex with men and being
thought to be infected with an STI.
Young men in particular were uncomfortable about disclosure
of their sexual identity and discussing their behaviour in an unfamiliar environment. Recalling their own early experiences, many
participants talked about their apprehension at first attending a
sexual health clinic in their teens or 20s when they were sexually inexperienced, less confident about their sexual identities
and new to accessing health services. One man remembered
being ‘absolutely terrified’ having never talked about his sexuality to anyone before. Participants shared accounts of travelling
far from home so as not to be recognised entering a clinic and
talked about the social risks of being identified as gay or bisexual
in a small town where people known to you might work in local
health services. Black and Asian participants were particularly
aware that they might be identified in their communities and the
potential for public censure because of homophobic attitudes.
…because it’s a very small Asian community. I know that things get
around a lot and… I think because he [doctor] was Asian, I think he
knew my family and… he just went on this massive lecture…and it
was just like, ‘Are you still praying?’ and this and that and I thought
that was really not on. (age 20, London, HIV negative)
I think one of my fears is the fear of seeing another black person
taking care of me there. I think I prefer to be treated by a white
person than a black. Simply because, I don’t know—I think it’s a
47
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assess whether they met eligibility criteria (ie, aged 16 or older,
identify as male or transmale, ever had sex with a man and sexually attracted to men) and to enable purposive sampling.
A sample was recruited to reflect a range of personal characteristics and experience of sexual health services including age,
ethnicity, sexual identity, STI testing history, previous STI diagnosis and HIV status at most recent test. Research cities have
large numbers of MSM accessing local GUM clinics and diverse
STI testing infrastructure.

Behaviour
difference between clinic attendance being an awkward experience to one that was reasonably pleasant.

We found little variation in the experiences of men in different
cities except that larger cities offer more choice of services and
that safeguarding anonymity is more difficult in small towns.

I think the staff are the thing that make a clinic… their attitude
towards you, their professionalism, their knowledge base. Basically
everything. (age 44, London, HIV positive)

Material and social aspects of space

Clinic location, the material environment and the human interactions shaping the physical space were discussed by participants. The approach to a clinic and its entrance from the street
could be off putting to some if they felt that entering would draw
attention to them and to their reasons for attendance. Whether
a clinic was located ‘slap bang in the middle of town’ or on the
periphery of a hospital site, participants said they could feel
self-conscious about being seen to go in.
So sometimes it can feel like the walk of shame itself, to get to the
clinic. (age 39, Birmingham, HIV negative)

Once inside, the physical layout of the space could be more or
less conducive to personal comfort. An open waiting room might
result in awkward social encounters with ex-partners, colleagues
or acquaintances. Publicly enacted procedures such as those for
booking in or being called by name ‘at the top of their voice’ for
a consultation could compromise individuals’ confidentiality. A
man who is HIV positive expressed anxiety about his status being
widely known and how, in some clinics, it might be deduced.
[The HIV unit] was a separate door where people would come out
and call people in. So you’d know anybody called who went through
that door was HIV positive. (age 29, Birmingham, HIV positive)

Some men reported continuing to attend a familiar clinic
even though it was no longer the most convenient geographically. Having familiarised themselves with navigating that clinic’s
procedures, they wanted to avoid the potential discomfort of
locating and entering a different one.
There was no overwhelming preference expressed for a
specific type of service and participants reported differing preferences regarding clinic space and the configuration of services.
One man, for example, liked the contemporary ‘boutique hotel’
style décor of a London service while others reported feeling
more at ease attending the more neutral environment of a clinic
providing services to a wider clientele because of the potential
for greater anonymity. In contrast, one participant explained
that, as a gay man, he had felt out of place in a generic clinic.
[(It]) was just full of like young girls, getting the pill, and me so it
was a bit weird… (age 37, London, HIV negative)

Men described feeling discomfort waiting for an appointment in a non-specialist setting such as a retail pharmacy which
hosted a sexual health clinic or a general hospital’s phlebotomy
department. In the former, they felt exposed waiting in a public
space, unsure where to stand. In the latter, they were obliged to
draw attention to themselves explaining to staff that they were
presenting for sexual health testing while others were ‘there just
to have their cholesterol checked.’

Interaction with staff
Staff qualities

Participants were highly sensitive to staff attitudes and how
they thought staff perceived them and their sexual behaviour.
Some admitted that they felt susceptible to implied criticism
even though members of staff were not displaying any explicitly
censorious behaviour. Their experience of clinic consultations
could be awkward or even distressing and, if they knew they had
put themselves at risk of infection, they might be self-critical and
therefore compound their own discomfort.
I think if you are going into a clinic you are feeling quite vulnerable
anyway… so… the staff need generally to be ultra-sensitive to what
you need and kind of talk you through the experience. (age 28,
London, HIV negative)

Individuals gave examples of unpleasant interactions with
healthcare staff and these were more likely to have occurred
when they were younger and less confident. One man reported
having endured ‘about a quarter of an hour finger wagging
lecture about how I should mend my ways’ at a GUM clinic.
Another thought that, although staff were likely to be told not
to judge clinic users, ‘they kind of do. You can just see it in their
faces.’ Participants expressed strong feelings about being asked
about numbers of sexual partners during consultations. Whether
or not they understood the purpose of the question, some felt
that it was intrinsically judgemental of their behaviour.

Staff expertise

The expertise of clinic staff and the availability of comprehensive
services were highly valued by participants. Some men were well
informed about the risks associated with particular sexual practices and how to mitigate them. They wanted staff to be aware
of the latest research and to advise them from an evidence-based
perspective.
Some reported a preference for attending services—usually
provided by community organisations—which specialised in
working with MSM although this preference was not universal.
Those who chose to use these services valued staff who they
felt understood and perhaps shared their lifestyles and sexual
behaviour.
I think it makes a difference when you know that the person who’s
testing you is gay. You don’t feel like you’re having to educate
[them]… Whereas with GUM sometimes you’re kind of explaining
to people what you’re doing in your personal life. (age 24, Leeds,
HIV negative)

Men diagnosed with HIV did not report markedly different
experiences of STI testing or treatment than other men. One
reported appreciating the continuity of care he received, having
developed a trusting relationship with his consultant.

Discussion

The personal qualities of clinic staff were seen as key features of
services. Participants wanted members of staff to be friendly—
but not too friendly—professional, discreet and knowledgeable,
and, most of all, not to be seen to judge them or their sexual lifestyles. Staff members’ demeanour and behaviour could make the

The paper outlines the views expressed by 61 MSM who participated in one of eight FGDs conducted in four English cities
on attending for STI testing. The experience of attending STI
testing premises was described as embarrassing by some, especially by young, inexperienced men, and this discomfort could
be exacerbated or ameliorated by clinic procedures and staff attitudes. A range of opinion on the type of services men preferred
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matter of trust. I think: ‘What if this black person maybe knows
someone that I know’? (age 44, Birmingham, HIV negative)

Behaviour

Key messages
►► STI testing generated anxiety and embarrassment for some

men who have sex with men (MSM), especially younger and
less experienced men.
►► The knowledge, conduct and demeanour of staff in STI
testing services could exacerbate or ameliorate unease felt
about attendance.
►► There is no overwhelming preference among MSM for
a specific type of service though generic genito-urinary
medicine clinics continue to be the most common choice for
STI testing.
Datta J, et al. Sex Transm Infect 2018;94:46–50. doi:10.1136/sextrans-2016-052983

attendance which can be ameliorated by considering privacy and
confidentiality. Staff should be sensitive to men’s fears of being
judged negatively, especially those unused to being open about
their sexuality or sexual practices. Self-sampling and self-testing
methods for use in the home present alternatives or access routes
to clinical services for those reticent about attendance but do
not replace the highly valued face-to-face services provided by
clinic staff.32
Handling editor Jackie A Cassell
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was expressed but there was broad consensus on the qualities
they would like to see in healthcare staff.
This study is novel in describing the views of MSM about
accessing STI services and was valuable for developing a risk
assessment tool for use in sexual health services. However,
participants were self-selected and findings may not be generalisable to all MSM.
STIs—and the places where they are treated—have long been
stigmatised18–21 and ‘connotations of promiscuity, sexual licentiousness and contamination’13 pervade. This social pathology
has been associated with sex between men with the result that
MSM may feel doubly vulnerable in a sexual health setting, an
environment where unequal relations are played out. Attending
for testing reveals one’s private, intimate behaviour, an experience described as uniquely ‘anxiety-inducing,’ especially for
young men and those less open about their sexual conduct.22 23
Entering a clinic demands ‘the practising of place, the negotiation of intersecting trajectories’24 where human actions both
shape the physical environment and ‘human conceptions filter
the experience of it.’25 Particular ‘practices’ could result in
socially awkward interaction and individuals’ anonymity being
compromised.
Internalised homonegativity12 18 may discourage men from
disclosing details of their sexual behaviour. In line with other
studies, we found that staff had a role in mitigating feelings of
stigma associated with sexual health services.11 17 23 26 Staff were
seen as key to managing the anxiety associated with STI testing
and in putting patients at ease. However, some participants felt
morally judged when asked about partner numbers. It may be
that they felt that by asking this question, members of staff were
implying that by having many sexual partners, men were responsible for putting themselves at risk of infection.23 27 28 Professionalism, expertise, friendliness and a non-judgemental attitude
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routine practice. In the context of rising STI diagnoses among
MSM, service providers should note the impediments to clinic
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