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OPEN ACCESS 

ABSTRACT 

Background. With a rise in sexually transmitted infections in Australia, it is important to evaluate 
and optimise current sexual health services to reduce barriers to access and increase testing. We 
aimed to describe the range of sexual health services in Australia, focusing on strategies to improve 
testing among priority populations, and any future strategies participants believed would improve 
service delivery. Methods. We conducted 20 semi-structured interviews with key informants 
working in Australian sexual health services from July to December 2020, and collected data on 
service characteristics and strategies to improve access. We used content analysis, then coded 
and categorised the data into recurring themes and sub-themes. Results. We identified two 
major themes: ‘Expanding Traditional Service Delivery’ and ‘Thinking Outside the Box’. The first 
theme outlines strategies that build upon pre-existing service delivery models, such as express 
clinics and an increased focus on confidentiality. The second theme outlines new strategies 
introduced to fill gaps in service delivery, such as self-testing and outreach. Conclusions. To 
improve access to HIV/STI testing, there is a need for multiple access points to cater for a range 
of populations and their preferences. Establishing strategies to accomplish this involves utilising a 
combination of expanding traditional service models and implementing new approaches to 
service delivery. 

Keywords: Australian sexual health services, health service delivery, HIV, priority populations, 
service providers, sexually transmitted infection, strategies, strategies to optimise. 

Introduction 

With sexually transmitted infections (STIs) increasing in Australia, demand for sexual 
health services is growing. Maintaining access to HIV/STI testing for priority 
populations is important for optimal STI control, which includes addressing potential 
barriers. These include personal barriers (misperception of risk, fear of negative attitude 
from health providers, lack of knowledge of HIV/STI), structural barriers (costs, access 
to services, perceived lack of privacy/confidentiality), and social barriers (fear of stigma 
and discrimination).1,2 

Delayed healthcare seeking prolongs the duration of infectiousness, which leads to 
greater morbidity and mortality and onward transmission of STIs. Evaluation and 
optimisation of service delivery may assist services to address the institutional factors 
and make a meaningful difference to HIV/STI testing access.3 However, there are 
limited data on how to optimise current HIV/STI service configurations to improve 
access to, and meet the needs of, priority populations. 

This study aimed to describe strategies used by sexual health services in Australia to 
improve HIV/STI testing and any future strategies to improve service delivery. This 
study provides an overview of the views and experiences of key informants working in a 
range of Australian sexual health services, particularly the service characteristics they 
perceived to be of importance to their patients. 
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Methods 

This study was reported according to the COREQ 
(COnsolidated criteria for REporting Qualitative research) 
guidelines (see Supplementary Material).4 

Theoretical framework 

We used a Qualitative Descriptive approach, common in 
healthcare research, as it allows researchers to explore and 
gain insight into specific areas of interest.5 As a pragmatic 
rather than a theory-driven approach, it describes events or 
experiences rather than a theoretical or interpretive analysis.6 

Method, research team and reflexivity 

We conducted semi-structured interviews with key informants 
working in Australian sexual health services. The interview 
guide was jointly designed by members of the research 
team, including JO (FAChSHM, PhD), a male sexual health 
physician and researcher with a special interest in increasing 
access to sexual health services to priority populations, TP 
(PhD), a female research fellow with experience working in 
sexual health, and VK (MD), a female junior doctor with an 
interest in sexual health, particularly improving access in 
regional and rural areas. The questions were developed to 
explore key areas of clinical interest. 

VK conducted interviews from 23 July 2020 to 22 
December 2020. Participants had no prior relationship with 
VK and were informed the study was being undertaken to 
describe the range of HIV/STI testing services available 
throughout Australia, focusing on exploring strategies to 
improve testing among priority populations. 

Recruitment 

Key informants were recruited from clinics in the Australian 
Collaboration for Coordinated Enhanced Sentinel Surveillance 
of Sexually Transmissible Infections and Blood Borne Viruses 
(ACCESS) network, which is a national sexual health 
surveillance network involving over 120 Australian clinical 
services. We approached the medical directors of sexual 
services within the ACCESS network or their suggested 
colleagues working in sexual health services in Australia. 
Clinics were purposively sampled to ensure diversity of 
services (public sexual health service, general practice), 
location (at least one from each state, a mix of metropolitan 
and rural locations) and gender. 

Data collection 

Invitations to participate in this study were sent via email by 
JO to key informants. Those interested were emailed a plain 
language statement and scheduled interview time. Interviews 
were conducted by telephone, in English by VK, and 
participants provided verbal consent before the interview 

commenced. Only the participant and researcher were 
present at the interview. 

The interview comprised of two main sections: the first 
included 14 structured questions focused on the current 
HIV/STI testing options offered to patients attending the 
service, and the second was a series of open-ended 
questions around the strategies used to improve access to 
sexual health services, and any future strategies participants 
believed would be worth investigating. All interviews were 
audio-recorded and transcribed verbatim. VK made field 
notes summarising key and interesting strategies discussed 
after each interview. 

Data analysis 

The research team met monthly to discuss the preliminary 
data and developing themes. After two interviews were 
completed, two additional questions about other services 
offered in addition to HIV/STI testing were added. The 
interview guide was not further altered after this stage. 
After 20 interviews were completed, the research team met 
to discuss the results and reviewed the interview transcripts 
and service sample. At this time, it was decided that no 
further strategies and themes were emerging, and data 
saturation was met. 

Data were analysed using content analysis, a commonly 
used analysis method in qualitative descriptive studies.5 

Transcripts were uploaded to Taguette (an open-source quali-
tative data analysis tool)7 for data management. Transcripts 
were re-read, and noteworthy phrases or concepts were 
coded and categorised into themes and sub-themes derived 
both deductively from the interview schedule and the data 
itself. JO and TP read a sub-set of the transcripts to confirm 
coding and thematic analysis, with no major differences 
in interpretation evident. Summaries of service models, 
including data from the first part of the interview, and key 
strategies in the second part, were summarised in tables. 

Ethics statement 

Ethics approval for the study was obtained from the Alfred 
Hospital Ethics Committee (Project number 312/20). The 
views on improvements and challenges of sexual health 
services are the interviewees’ personal opinions and are not 
necessarily representative of their organisation. 

Results 

Interviews averaged 40 min in length (range 25–70). Of 30 
services approached, 19 participated, three declined (and 
recommended alternate participants within their service as 
they were too busy) and eight did not respond. Twenty 
interviews were undertaken across 19 services, with two key 
informants from one service participating. Table 1 outlines 
the key strategies identified. Of 19 services, 11 were 
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Table 1. Service demographics and key strategies for 19 participating sexual health services across Australia. 

Service and interviewee Location Service Patient demographic Key strategies 
role 

1 Metropolitan Sexual health clinic General and priority populations � HIVA clinic 
Sexual health physician, Single site, main � Express testing clinic 
manager of medical services service for state � Home testing service for people in regional areas 
and research � Outreach to sex workers 

� GPB training 

2 Metropolitan Family planning Mainly young females � Word-of-mouth marketing 
Medical director clinic � Outreach to LGBTQIA+C event 

Two sites � Hardship fund available 

3 Regional/ Sexual health clinic Priority populations � Evening clinic for MSMD 

Senior staff specialist and rural Single site � Express clinics 
director � Online promotion including on LGBTQIA+ dating 

application 
� Partnered with LGBTQIA+ NGOE 

4 Metropolitan Sexual health clinic General population, majority � Clinics dedicated to MSM, youth and sex workers 
Clinical nurse consultant Single site male � After-hours services 

� Outreach to schools 
� Indigenous youth program 

5 Metropolitan Sexual health clinic Priority populations � Express clinic 
Director Multisite � Clinics dedicated to young people, sex workers and 

MSM 
� Thai- and Chinese-speaking staff 
� Outreach to sex workers, MSM saunas and jails 
� Provides support to rural/remote areas 
� Needle and syringe exchange 
� Work closely with LGBTQIA+ NGO 

6 Metropolitan Sexual health clinic Mostly MSM � Word-of-mouth marketing 
GP with interest in sexual Single site � GP service with a special interest in sexual health 
health � Well-known service within the community 

7 Regional/ Community health General and priority populations � Dedicated youth clinic 
GP working in a youth clinic rural clinic � Outreach to schools and sporting clubs in the 
co-located with a sexual Single site community 
health hub � Access to PrEPF and medical termination of pregnancy 

� Nurse practitioner dedicated to Men’s Health 
� Community health centre, patients can be easily linked 

up to other services 

8 Regional/ Sexual health clinic General and priority populations � Outreach to Aboriginal and/or Torres Strait Islander 
Two Interviews rural Two sites people and refugee populations, more remote areas, 
1. Specialist sexual health and custodial settings 

physician and director � Nurse practitioner focused on young people 
2. Senior nursing clinician � Add-on syphilis testing in ED 

� Services dedicated to reproductive health, transgender 
health and sexual function 

� Out of hours clinics 
� HIV peer testing clinic 

9 Regional/ Sexual health clinic Mainly young people � Outreach to youth prison 
Service director of clinical rural Multisite, including � Services attached to Headspace 
service one in hospital � Promotion targeted at schools and hostels 

� Manage state-wide online testing program 

10 Regional/ Community health Mainly HIV-positive people, MSM � Education for medical students, registrar and GPs 
Staff specialist rural clinic and sex workers � Outreach to young people (e.g. music festivals, beaches, 

Multisite schools) 
� Services dedicated to refugee health and transgender 

health 
� Outreach to sex worker premises 
� Work closely with HIV/AIDS NGOs 

(Continued on next page) 
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Table 1. (Continued). 

Service and interviewee Location Service Patient demographic Key strategies 
role 

11 Regional/ Sexual health clinic Mainly MSM and lower � Dried blood spot testing 
Sexual health physician rural Multisite socioeconomic people � Health promotion officer focused on young people 

� Sexual health officer focused on the Aboriginal and/or 
Torres Strait Islander population 

12 Metropolitan Hospital-based Priority populations � Service education in Emergency Department, 
Director sexual health Obstetrics and Gynaecology, GP settings 

service � Indigenous liaison nurse 
Multisite � Liaise with corrective services and sex worker support 

groups 
� Secure facility to provide testing for people from 

custodial settings 
� Youth outreach screening and health promotion (e.g. 

schools) 
� Clinic dedicated to sex workers 
� Culturally and linguistically diverse (CALD) health 

promotion 

13 Metropolitan Sexual health clinic Mainly young people, MSM and � Express testing clinic 
Sexual health physician and Single site transgender � Needle and syringe exchange 
head of unit � Option of anonymity – do not require names, can use 

aliases when accessing service, written/paper records 
� Work closely with sex-worker NGO 
� Service dedicated to sex workers 
� Online triage system – ‘Am I Okay’ 

14 Metropolitan Sexual health clinic General population; however, � Online promotion, including dating applications 
Director of state-wide Multisite mainly HIV-positive and � Work closely with NGOs 
sexual health transgender population � Clinician education 

� Reducing stigma/discrimination by changing clinic name 
to not include sexual health 

15 Metropolitan Sexual health clinic Mainly young people and � Sexual health training 
Medical educator and Two sites LGBTQIA+ population � GP service 
doctor � Community education and health promotion to 

community events and universities 
� HIV peer-led rapid testing 
� Outreach to saunas and prisons 
� ‘Community safe’ –  can be booked for free by 

LGBTQIA+ for community activities/events (e.g. 
cooking classes) 

� Aboriginal educators 
� Partnered with local CALD organisation and sex 

worker industry 

16 Metropolitan GP clinic Mainly LGBTQIA+ population � Out-of-hours express testing clinic – open to all 
Practice manager Single site � Well-known and trusted service within the community 

� Word-of-mouth marketing 
� Endeavour to create a safe space 

17 Metropolitan Hospital-based General population; however, � Linked up with ED, follow-up any positive tests 
Head of hospital sexual sexual health mainly LGBTIQ � Social workers for HIV-positive people 
health service service � Multilingual staff 

Single site � Central location 
� Availability of extended services (e.g. human 

papillomavirus (HPV) treatment, laser treatment, 
genital dermatology) 

18 Regional/ Community health General and priority populations � Outreach to schools 
GP with interest in sexual rural clinic � Youth testing does not require parental permission/ 
health Single site presence 

� Community health centre, patients can be easily linked 
up to other services 

� Refugee health nurse 

(Continued on next page) 
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Table 1. (Continued). 

Service and interviewee 
role 

Location Service Patient demographic Key strategies 

19 
Clinical nurse consultant 

Regional/ 
rural 

Sexual health clinic 
Single site, within a 
state-wide clinic 
network 

General and priority populations � Clinics dedicated to HIV, hepatitis and rheumatic 
heart disease 

� Outreach within the community 
� Aboriginal liaison officer 
� Word-of-mouth marketing 

AHuman immunodeficiency virus. 
BGeneral practice. 
CLesbian, gay, bisexual, transgender, queer, intersex, asexual, plus. 
DMen who have sex with men. 
ENon-government organisation. 
FPre-exposure prophylaxis. 

metropolitan based, and eight were rural or regional. Twelve 
were sexual health clinics, three community health clinics, 
two hospital-based sexual health services, one general 
practitioner (GP) clinic and one family planning clinic. 

Two major themes arose from the data and 13 sub-themes, 
as shown in Table 2. 

Expanding traditional service delivery 

This theme describes strategies clinics were using or felt 
could be useful for optimising HIV/STI testing, which builds 
upon pre-existing service models. A large aspect involved 
refining their approach to target priority populations’ needs. 
Services reported strategies that focused on almost every 
aspect of service delivery, including advertising to patients, 
streamlining the testing process and the variety of clinic 
structures offered, confidentiality measures and express 
clinics. 

Table 2. Themes and sub-themes arising from interview data. 

1. Expanding traditional service delivery 

1.1 Promotion key to getting patients through the door 

1.2 Importance of creating a safe space 

1.3 Triaging to meet high demand 

1.4 Balancing walk-ins and appointments 

1.5 Out-of-hours clinics to expand reach 

1.6 Express clinics increase convenience 

1.7 Rapid testing not a priority 

2. Thinking outside the box 

2.1 Convenience of self-testing/online testing 

2.2 Outreach generally appreciated by priority populations 

2.3 High engagement of priority populations with peers 

2.4 Offering an all-round service 

2.5 Opportunistically testing in the ED 

2.6 Establishing a ‘hub and spoke’ model 

Promotion and accessibility 
Smaller services and GP clinics, particularly those well-

known within their community, depend on word-of-mouth 
and stated there was no need for promotion. However, larger 
centres reported trialling various promotional strategies to 
increase accessibility. These included advertising on social 
media and online dating platforms to reach gay and bisexual 
men who have sex with men (gbMSM); and using interactive 
online campaigns to promote their services and provide 
sexual health education in the form of an online forum on 
their service website, which allowed individuals to submit 
questions regarding sexual health and receive answers from 
staff. Several services employed dedicated health promotion 
officers whereas others partnered with local non-government 
organisations (NGOs) to focus on priority populations. 
A few discussed employing multilingual staff and making 
their website translatable to other languages to increase 
accessibility and provide care for the culturally and 
linguistically diverse (CALD) community. 

Confidentiality 
Confidentiality was an important factor in service 

delivery, particularly for priority populations. Services reported 
adopting strategies to maintain confidentiality, and foster an 
environment where patients feel safe and encouraged to 
attend for testing. 

Strategies included allowing patients to use aliases, 
electronic self-registration to avoid private information being 
overheard, not requiring identification when attending, and 
keeping medical records for the sexual health service on a 
separate system to other services. Using generic or acronym 
names for clinics and being physically located among 
other health services were also reported by many services 
as key strategies to provide a safe and non-judgemental 
environment. 

So we have an acronym that describes the sex worker clinic 
: : :  and that is an indicator so people can have less things to 
say publicly at the reception desk, so we try to make the 
reception desk as confidential a place as possible, and 
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we’re moving to self-collected registration information. 
(Service 13, metropolitan sexual health clinic) 

Regarding priority populations, one service worked with a 
sex worker NGO to tailor their services to be as acceptable and 
accessible as possible; this involved establishing a separate 
waiting room for sex workers. Another service dedicated a 
day every fortnight to people living with HIV. 

On Wednesdays every fortnight is when we run our HIV 
service. So [we] don’t have any other clinics that run on 
that day to minimise the traffic on the day to ensure our 
client group who are accessing the HIV care and or PrEP 
have the best experience that they can. (Service 19, 
regional sexual health service) 

Triage 
Of 19 services, eight used a triage system via a 

questionnaire before booking or an assessment by a nurse 
when patients first arrive. These services were specifically 
public sexual health services that found triage was an 
effective mechanism to meet the high demand and 
prioritise patients at high risk, and those with STI symptoms. 

We’ve got a triage system which brings about improve-
ments in improving access for the high priority popula-
tions and facilitates finding appointments for them. So, 
we triage in the most important cases and triage out 
those who can be seen by general practitioners. (Service 3, 
regional sexual health clinic) 

Several participants identified a helpful online tool they 
used to assist in triaging. The ‘Am I Okay’ website or 
similar versions assess patients’ risk and advised them to 
see their general practitioner or present to a sexual health 
service urgently if required. Participants found the website 
assisted their service to streamline the triage process and 
successfully facilitated priority populations to get tested. 

So that’s a tool that we use and encourage and people in the 
priority groups would be channelled into the service and 
people outside the priority groups would be channelled 
to primary care unless they had a symptomatic or other 
urgent reason to see us. (Service 13, metropolitan sexual 
health clinic) 

Walk-in testing 
Nine services offered both appointments and walk-ins, 

with the remaining 10 being appointment only. Services that 
allowed walk-ins only did so for high-risk or symptomatic 
patients. Of 10 that only offered appointments, six recently 
stopped allowing walk-ins, four attributing the change to 
the coronavirus disease 2019 (COVID-19) pandemic. 

Generally, most identified their service preferred an 
appointment-based system due to the structure and 

organisation this offers clinicians. However, there were 
benefits to allowing a few walk-in slots to cater for patients 
who may not necessarily return for an appointment or 
required urgent care. 

The best model is where you have appointments and 
you have a couple of spare spots for people to walk in. 
So it doesn’t overburden the clinician. (Service 15, 
metropolitan sexual health clinic) 

One metropolitan service did not advertise walk-ins; 
however, it would attempt to see those who walk-in 
as soon as possible. Another regional service prioritised 
walk-ins considered at high-risk; for example, people who 
are Aboriginal and/or Torres Strait Islander and patients 
requesting post exposure prophylaxis (PEP). Participants 
felt priority populations could be more easily targeted 
when offering some walk-ins. 

Out-of-hours clinics 
Eight services offered out-of-hours clinics; all found them 

to be generally popular. These clinics captured patients 
who would normally be deterred from accessing sexual 
health services due to work or familial commitments 
during business hours. Most ran evening clinics, but noted 
weekend clinics would be beneficial, with a few specifically 
stating they had patient requests for weekend hours. 
A further eight clinics felt out-of-hours services would 
reach their priority populations; however, most expressed 
that funding and staffing were the biggest barriers. A few 
services noted their location (e.g. in a shopping centre 
or community hub with their own hours of operation) 
restricted them from providing out-of-hours services. 

Express clinics 
Six services offered express clinics; most targeted 

asymptomatic patients. Rather than 20- to 40-min appoint-
ment slots, express clinics aimed to see patients for a 
shorter period, and focused on maximising the number of 
patients tested. The clinics appeared to run differently; 
some for asymptomatic patients only, others specifically 
targeted priority populations. All were reported to be highly 
successful for several reasons, including ease and convenience 
for patients, reduced consultation time and providing a 
comfortable atmosphere. One service envisioned their express 
clinic would appeal primarily to priority populations; 
however, it increased attendance by heterosexual males. 

And that’s open to anybody who wants testing because we 
wanted it to be easy, we wanted it to be quick and we didn’t 
want people to feel that you know, that they were going to 
be looked down on or judged : : :  And you know we’re 
really lucky to be able to provide that service. And we 
didn’t envisage that we would have the boys from the 
Army rock up, but we’re glad that they do. Because if 
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they’re getting testing, that’s testing that they may not have 
undertaken. (Service 16, metropolitan GP clinic) 

HIV/STI point-of-care testing 
There were mixed opinions and experiences when 

participants were asked about point-of-care testing (POCT), 
which involves testing a specimen on-site and providing 
near-immediate results. Most found that although, in 
theory, it appeared to be an appealing option, patients 
preferred not to stay and wait for their results. Most 
services had standard testing results available within a few 
days, and reported that most patients did not consider 
getting immediate results a priority. Concerns regarding the 
accuracy of POCTs were also raised, with a few noting that 
test costs seemed to outweigh their benefit. 

They preferred just to do the test and then go and know that 
we would call them with the results. (Service 11, regional 
sexual health clinic) 

Services did see the benefit of POCTs in settings such as 
peer-led clinics and outreach to attract patients who would 
not normally get tested. Two clinics offered POCT in their 
peer-led clinic. Another four clinics that did not provide 
POCT felt it would benefit their patients, but was not 
feasible for their service, mostly due to the test costs. 

Thinking outside the box 

This theme describes relatively new strategies introduced to 
fill gaps in service delivery or increase HIV/STI testing. Of 
particular focus was how the services were moulded to meet 
patient preferences, particularly those of priority populations. 

I think having a smorgasbord of different options is 
important : : :  I think what we’ve learnt : : :  is people 
have different wants and needs and so you want to offer 
different types of service deliveries. (Service 1, 
metropolitan sexual health clinic) 

Self-testing and online testing 
Self- and online-testing allows patients to organise HIV/STI 

testing remotely, complete it themselves, and potentially be 
managed without attending a clinic. This eliminates barriers 
to access (e.g. long-distance from clinics) and provides both 
convenience and confidentiality. 

Participants highlighted the merits of this method, and 
many believed that having it readily available would 
increase testing rates. One service already provided self-
testing at home on a small scale, whereas others have it on 
patient request; however, they do not offer it unless needed. 

: : :  People in regional areas can go to the website and ask 
for home testing, a kit to be sent to them for screening. 
(Service 1, metropolitan sexual health service) 

Participants identified obstacles to implementing self-
testing, including managing kit delivery, coordinating with 
pathology laboratories, funding additional costs, establishing 
an effective system to provide results, and arranging follow 
up. Additionally, concerns over data security of testing online 
were raised. Various participants discussed that although 
patients may perceive it to be convenient, accessing appro-
priate counselling, education, and management becomes 
more complicated following a positive result. 

That’s what people are looking for now, aren’t they? I think 
they’re looking for less of the traditional, mundane ‘come 
to the clinic and get sorted’ model, particularly for people 
who are asymptomatic. They’re thinking, ‘Well, why do I 
have to go somewhere and ask a whole lot of personal 
questions when I can just get this test done?’ and that’s 
fine when it’s negative. But our experience has been 
when it’s positive, it’s not quite so fine. So I think a lot 
of testing, people think, ‘I’ll just do the test and it’s all 
going to be negative,’ and then when it isn’t, that’s when 
it becomes more problematic. (Service 9, regional sexual 
health clinic) 

Several participants discussed established state-wide 
services, which offer mail-out HIV/STI testing, and found 
this to be an adequate system for accessing self-testing. 

Overall, various factors need to be considered when 
implementing and streamlining self- and online testing. If 
an effective system could be designed, participants felt it 
would benefit service delivery. A few mentioned the Dean 
Street Express Clinic in London as highly successful and 
that it should be replicated in Australia. The Dean Street 
Express Clinic operates as a self-service HIV/STI testing 
clinic, and provides clients with results via text message on 
the same day. One service offered a home testing program 
for chlamydia tests of re-infection, but found it unsuccessful, 
as most patients did not return the test. 

We implemented a chlamydia test of re-infection program, 
a home testing program. Based on daily findings that 
demonstrated that it was an effective strategy in a 
research context. But in our kind of real-world context it 
hasn’t been that successful and not many people either 
request the home testing option or if they do request it 
don’t return the specimen. (Service 5, metropolitan 
sexual health clinic) 

Outreach 
The opposite approach of the ‘self-care’ model is bringing 

the service to the patient. Outreach was used by 12 services, 
commonly targeting sex workers, young people and 
Aboriginal and/or Torres Strait Islander peoples. Outreach 
into Indigenous communities appeared most successful 
when conducted by dedicated liaison officers or Indigenous 
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people. In some cases, they even go to patients’ homes to 
provide services. 

And we’ve been known to put Implanons in people’s living 
rooms and things like that. So it’s about taking service to 
these people rather than them coming to us some of the 
time. Which is a really important aspect of the work that 
we do. (Service 8, regional sexual health clinic) 

Outreach to youth mostly involved sexual health education 
rather than testing itself, with most clinics encouraging youth 
to visit their service. However, only a few services provided 
testing at the outreach site itself. At one regionally based 
service, a doctor attended schools once a week to provide 
STI testing. Another service provided STI testing at boarding 
schools, which yielded a significant number of positive 
results. 

Numerous participants reported using outreach to increase 
access for sex workers, with most finding it to be highly 
successful. One service, however, found themselves pulling 
away from this strategy as a result of feedback suggesting it 
was not a service appreciated by everyone. 

We’ve been told by [a community base peer organisation] 
that outreach into sex worker premises is not actually 
appreciated by everyone. And that in many ways, 
workers would rather do that in their own time. So, 
we’ve pulled back quite a bit from that. (Service 10, 
regional community health clinic) 

Several participants spoke of offering STI testing at events 
directed at, and places frequented by, priority populations, 
including music festivals, sporting clubs, hostels and 
universities. Some viewed this strategy as ineffective, as 
although popular, it yielded very few positive tests. In 
contrast, others saw merit in the promotion it offered and 
felt it was one of the most successful strategies they employed. 

They didn’t get a particularly high rate of positive tests but 
it was all about demystifying sexual health screening and 
encouraging people to talk about sexual health. (Service 
10, regional community health clinic) 

Peer testing 
Two services had peer-led testing clinics aimed at gbMSM 

and sex workers, and both found it to be successful. One had 
their peers run a clinic and go into the community to provide 
sexual health education and vaccinations. The other believed 
a peer service dedicated to the Aboriginal and/or Torres Strait 
Islander population would be greatly beneficial, and if 
funding permitted, they would like to implement it. 

Service is run by people living with HIV : : :  workers went 
out to the local sauna and offered free Hepatitis A and B 
vaccination and discussed HIV testing as well. So we do 

use our community education as an opportunity to invite 
people in. (Service 15, metropolitan sexual health clinic) 

Other health services 
Participants found that offering more than HIV/STI testing 

was appealing to patients. Various additional services 
were discussed, including needle and syringe exchange, an 
in-house psychologist and clinics focusing on transgender 
health. A few services already offered these options; 
however, many highlighted they were hoping to implement 
them in the future. 

So being able to offer a one-stop-shop for a lot of those 
things. For some patients, that breaks down a lot of 
barriers : : :  the doctor that they’re seeing and the practice 
that they’re going to is familiar. (Service 16, metropolitan 
GP clinic) 

Routine testing in the emergency department 
One participant discussed their success in opportunistically 

screening patients in emergency departments (ED) after 
noting there was a high rate of syphilis within the Aboriginal 
and/or Torres Strait Islander population compared to the 
general population. The service added syphilis serology to 
blood specimens taken from Aboriginal and/or Torres 
Strait Islander patients, aged 15–34 years, who had not 
tested in the last month and for people who injected drugs. 
If patients tested positive for syphilis, HIV testing was then 
subsequently added. Results and treatment were followed up 
by dedicated nursing staff. This process was considered as 
routine testing and did not require individual consent. 
Before its introduction, this was discussed with the ethics 
committee, relevant community organisations and Aboriginal 
health liaison officers. However, a barrier to this strategy was 
only approximately 25% of Aboriginal and/or Torres 
Strait Islander patients who presented to the ED required 
venepuncture, limiting the benefits of add-on testing. 

The future is primary care 
Most highlighted that although the strategies discussed 

were important, training GPs to provide similar services 
would make the biggest difference. A few services described 
training programs and learning modules they ran for GPs 
about testing and treating STIs, and prescribing pre-exposure 
prophylaxis (PrEP). 

: : : that’s the sort of big picture strategy you need to be 
sustained in primary care to make a dent in the STI rate. 
(Service 1, metropolitan sexual health clinic) 

One participant referred to the ‘Review of Sexual Health 
Clinical Services in Victoria’ conducted in 2019,8 which 
recommended a ‘hub and spoke model’ with sexual health 
centres working as the specialist hub and supporting GPs to 
provide basic services. Another participant discussed the 
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need to engage clinicians about approaching sexual health 
in general. 

: : :  that’s the biggest barrier, I think. Healthcare workers 
not feeling comfortable talking about sex. (Service 10, 
regional community health clinic) 

Discussion 

This study provided an overview of strategies used by 
Australian sexual health services to increase accessibility to 
HIV/STI testing and management, with a focus on priority 
populations. It explored the views and experiences of a 
diverse range of sexual health providers across Australia, 
including sexual health clinics, hospital-based clinics and 
primary care clinics, covering a variety of locations. We 
add to the limited literature focused on optimising service 
delivery to specific priority populations, particularly gbMSM 
and young people, whereby studies have sampled the 
population rather than service providers.9–11 

When focusing on expanding current models, overall, 
clinics felt the most successful strategies were programs 
tailored specifically to priority populations; for example, 
express clinics. A study conducted in Toronto, Ontario, which 
surveyed healthcare providers’ opinions about strategies 
to improve STI testing among gbMSM found express or 
fast-track testing services were viewed as most likely to 
improve testing, with 89% of providers (n = 95) identifying 
it as a useful strategy to implement in their service.9 

Interestingly, most study participants did not believe POCT 
was beneficial for the patients within their clinics, despite 
previous literature suggesting it to be an effective strategy 
to increase testing.12 However, they did note it may be 
effective for outreach and peer-testing. This has been 
previously reviewed in proof-of-concept studies, which 
surveyed the experiences of MSM who used the service, and 
in one study that also interviewed peer testers.10,11 These 
studies found that POCT appealed to MSM who would 
not otherwise be tested, supporting our research findings. 
Overall, the strategies described by clinicians are thought to 
have been successful at increasing testing for numerous 
priority populations. However, existing literature primarily 
focuses on youth and MSM. Further research focused on the 
use of express clinics and POCT for other priority 
populations would be beneficial in evaluating the most 
effective implementation of these strategies. 

Service providers described new approaches to fill 
the gaps of traditional service delivery. Most clinics 
utilised some form of outreach and found it successful. 
This is supported by a systemic review of chlamydia 
and gonorrhoea screening programs in outreach settings, 
which found that although they tested relatively low 
numbers, there were high yields of infections.13 However, 

one service did pull back on outreach in response to 
patient feedback. This highlights the importance of 
flexibility in service provision and the need to mould 
services to suit the communities they cater to. Furthermore, 
in our study, the clinics had varied opinions about self- and 
online testing. Although not utilised by most services, the 
consensus was that self- and online testing offers great 
potential and is a service model that most clinics are keen 
to explore. This finding is consistent with studies 
evaluating self-testing for MSM and youth that found it 
effective in increasing testing; however, there are limited 
data for other priority populations.14,15 The importance of 
education among health practitioners and increasing 
services within general practice were also key points 
raised. There was consensus in our study that service 
delivery is most efficient when based in primary care, with 
sexual health services focusing their energy on priority 
populations. Given the number of GPs vastly outnumber 
staffing in public sexual health services, the potential 
capacity for expanding sexual health service delivery 
through primary care is immense. 

The strength of this study is that, to our knowledge, it is the 
first to explore the views and experiences of key informants 
working in a range of Australian sexual health services to 
discuss the strategies they used to improve testing among 
priority populations. However, there were some limitations. 
First, although a diverse range of services was included, 
in using a qualitative methodology, the study aimed to under-
stand the range of strategies used rather than generalisable 
data. Further studies are required to determine if the 
views and experiences of clinics in this study represent the 
broader population of service providers in Australia. 
Second, there was limited discussion to reach other priority 
populations such as CALD, those in custodial settings, 
travellers and mobile workers. Third, we conducted these 
interviews when COVID-19 restrictions affected different 
parts of the country in varying ways; therefore, COVID-19-
related restrictions may have impacted participants’ views 
and experiences. 

Conclusion 

Different populations require different service configurations 
and multiple access points to account for their varying 
needs and preferences. Australian sexual health services 
have expanded traditional service models and implemented 
new approaches to optimise service delivery; however, there 
are constraints related to the service location, funding, 
resources and skillset of care providers. It is important to 
remain adaptable to new strategies, such as self-testing 
or online sexual health services, and provide patient-
centred care. 
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Supplementary material 

Supplementary material is available online. 
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