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Purpose: Both sexually transmitted infections and the genitourinary medicine clinics that
patients attend for management of sexually transmitted infections are stigmatized by patients’
perceptions. The aim of this study was to assess whether women requesting contraception only
find attendance at an integrated sexual health clinic (ISHC) more stigmatizing than attendance
at a family planning (FP)—only clinic.

Patients and methods: Women requesting contraception only were asked to complete a stigma
assessment questionnaire in the waiting room of the clinic they attended. Ease of understanding
was assessed for each item of the questionnaire prior to commencement of the survey. The
questionnaire was given to women attending either an ISHC or a FP-only clinic.

Results: One hundred questionnaires that fulfilled the inclusion criteria were returned. The
users of FP-only services were generally older than the users of ISHCs and were more likely
than the users of ISHC:s to classify themselves as UK white. Stigma perception was significantly
higher for the ISHC than the FP-only clinic.

Conclusion: The results of this research indicate that among women who request contraception
only, perceived stigma is higher when they attend an ISHC than when they attend a FP-only clinic.
As this survey only enrolled clinic users, the authors were unable to assess whether integration
generates sufficient stigma to deter some women from accessing contraception from integrated
services. Of all stigma-related issues, disclosure concerns are likely to be the most important to
the service user. Stigma is not an issue of overriding concern for most service users.
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Introduction

Sexual and reproductive health is a public health priority in the United Kingdom
(UK).!" In a recent review of service delivery, the UK Department of Health envis-
aged that “comprehensive sexual health services” will provide “testing and treatment
for sexually transmitted infections, contraception outside of the General Practitioner
(GP; primary care physician) contract, termination of pregnancy ... and sexual health
promotion and prevention.”

Currently, these services are provided free of charge by the UK’s National Health
Service. Service users who are registered with a GP can access sexual and reproduc-
tive health care from their GP or from family planning (FP) clinics, genitourinary
medicine (GUM) clinics, or integrated sexual health clinics (ISHCs) providing FP
and GUM services. Historically, GUM and FP clinics were provided as separate
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clinical services. Current UK health policy (as set out in the
National Sexual Health and HIV Strategy in 20013) continues
to endorse the concept of integrated sexual health services
where patients can access the complete range of sexual health
care from one center and in one visit. This is the “one-stop
shop” (OSS) model.*

The Department of Reproductive and Sexual Health
(RASH) in Enfield has been at the forefront of this integra-
tion movement. Specialist sexual and reproductive health
services provided by Enfield RASH developed as a merger
of stand-alone GUM and FP services. By July 2010, integra-
tion had advanced to a level that all Enfield services operated
within the OSS model, with the exception of two FP clinics,
the community gynecology clinic, and the specialist clinics
for termination of pregnancy assessment. Enfield RASH has
served as a research site for an evaluation of integrated sexual
health care.* While this evaluation could not determine the
relative effectiveness of the ISHC as compared with tradi-
tional GUM and FP clinics, the results showed that the ISHC
was more likely to address additional sexual health needs.’

Enfield is an outer London borough with a young and
ethnically diverse population of 300,000. It has one of
the highest rates of teenage pregnancy and of the human
immunodeficiency virus (HIV) being first diagnosed during
pregnancy in the country.® Enfield RASH provides services
to the whole borough based on four sites. All four sites are
in the general community, and they are either in a building
that contains GP offices or in a shopping area. Privacy from
outside visibility is ensured when clients are in the clinics.

The integrated clinics in Enfield — the Town Clinic and,
in Edmonton, the Green Clinic — operate within the OSS
model of care. Patients can access all components of compre-
hensive sexual and reproductive health care at a single visit.
The Bowes Road Clinic and the Moorfield Road Clinic both
offer purely FP services to women of all ages. The providers
who staff these two clinics are able to deliver all aspects of
OSS-type care (contraception, sexually transmitted infection
[STI] and HIV testing, and STI care) but not the full range
of GUM services. This is because there are no facilities in
these clinics for microscopy or incubation or refrigeration
of specimens. These clinics are advertised to service users
as “family planning clinics.”

Service users can access either of the integrated clinics on
a walk-in basis or by appointment. An all-day service is run
from one or other of the integrated clinics every day, Monday
to Friday, from 9 am to 8 pm. Both of the FP-only clinics
are walk-in clinics, and these two clinics provide only three
half-day sessions per week between them. Only a few men

attend the FP clinics, to obtain condoms, but these service
users do not need to see the clinical staff.

STIs and HIV are often highly stigmatizing conditions
and can be a barrier to accessing care’ and to effective com-
munication between patients/service users and clinicians.?
As the stigma of these conditions can also be transferred
to a service,’ attendance at a sexual health clinic could be
perceived as a stigmatizing activity. Recommendations have
been made to reduce the stigma of sexual health services.!

Qualitative work undertaken as a part of research has
found that the ISHC model may reduce stigma for patients
requiring GUM care but that it may also increase the stigma
for others.!! There is a lack of studies that test this statement.
As a reduction in stigma does not create a disadvantage to
the patient or the service, the present authors focused on the
group of patients most likely to be affected by the increased
stigma that might be associated with an ISHC — that is,
women attending a clinic to request contraception only.!! The
aim of this study was therefore to test if women requesting
contraception only find attendance at an ISHC more stigma-
tizing than attendance at a FP-only clinic.

Methods
Development of the stigma

assessment questionnaire

The authors developed a stigma assessment questionnaire in
collaboration with Dr Ellen Mulholland, using the key themes
identified in the literature on stigma for conditions such as
HIV or epilepsy.'* " The authors based this questionnaire on
a widely applied scale developed to measure internalized,
perceived, and enacted stigma of a condition.'® This scale con-
sists of 40 items, divided into four subscales: (1) personalized
(enacted) stigma, (2) disclosure concerns, (3) negative self-
image, and (4) concern with public attitudes.

The stigma assessment questionnaire (Figure S1) con-
sisted of a brief demographic, a reason for attendance sec-
tion, and 15 individual statements describing the presence or
absence of stigma in the service. Participants were asked to
indicate on a five-point Likert scale how much they agreed or
disagreed with the statements. The statements addressed the
positive aspects of the service (Statements 2, 7, 8, and 14),
disclosure concerns (Statements 1, 3—-6, and 10), public
attitudes (Statements 5, 12, 13, and 15) and negative self-
image (Statements 9 and 11).

The ease with which each item of the stigma assess-
ment questionnaire was understood and assessed prior to
the survey, in a further education (ie, continuing education)
college, a community gynecology clinic, an ISHC, and a
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conventional FP clinic. Participation was voluntary but
it was restricted to people over the age of 15 who were
literate. The 55 participants were required to complete the
stigma assessment questionnaire unaided and to answer
five questions regarding the ease of using the stigma assess-
ment questionnaire. The participants were allowed to give
verbatim information on any aspects of the stigma tool that
was relevant to them. The information obtained was recorded
by one member of the research team in the form of responses

EENT3 EENT3

of “yes,” “no,” “maybe,” and “don’t know” to enable consis-

tency in the responses.

Application of the stigma

assessment questionnaire

A survey of women attending sexual health services was
performed at three of the four different medical sites of
Enfield RASH: the integrated clinics in Enfield Town and
Edmonton Green and the Bowes Road Clinic, which offers
a purely FP service to women of all ages.

A formal sample size calculation was not possible, as the
authors knew nothing about the distribution of answers prior
to the study. Also, there are no published quantitative studies
assessing stigma in sexual health services. The authors looked
at studies of stigma of diseases and found that some studies
had used a similar sample size. For example, Emlet'® had a
sample size of 88, Wright et al'? had a sample size of 48, and
Franke et al'* had a sample size of 130 when investigating
the stigma of HIV in adults.

In a 2011 published systematic review, “The psycho-
metric assessment of internalized stigma instruments,” these
studies were “rated as indeterminate, because the sample size
for the factor analysis was borderline insufficient” (ie, smaller
than seven times the number of items).!” As there were
15 items on the present authors’ questionnaire, the authors
chose to have at least 95 for the sample size.

The stigma survey with the finalized questionnaire was
undertaken in June and July 2010 (by AS and US). All patients
attending the ISHCs and the FP-only clinic were asked to
participate in the study to assess how patients felt about com-
ing to each service. Those patients who gave verbal consent
to participate received the stigma assessment questionnaire
in the waiting room of the clinic they were attending and
were asked to complete it while waiting to be seen. Patients
were asked to place their completed form into a “ballot box”
when leaving the clinic. A total of 250 participants visiting
the FP-only clinic and the ISHCs were eligible to participate
in the study; of these, 41 were male, 203 were female, and
6 did not reveal their gender. From the 203 women who

visited the Enfield RASH services, 50 attended the FP-only
clinic and 153 attended the ISHCs; of these 153 women who
attended the ISHCs, 56 women came for contraception only.
Of the 50 women who attended the FP-only clinic and the
153 women who attended the ISHCs, 44 and 56 women,
respectively, were included in this study.

This article is part of a larger study to assess stigma
in sexual health services within Enfield RASH. Ethical
approval for this study was sought from the Islington and
Camden Research Ethics Committee (REC) and the REC of
City and Queen Mary University, London, but these com-
mittees decided that ethical approval from a REC was not
required.

Analysis

The questionnaires were coded and analyzed using statistical
software (SPSS, v 20; IBM Corporation, Armonk, NY, USA).
The data were double-checked for accuracy and 10% of the
data set was re-entered to check for errors during data entry.
No errors were detected.

Of those who were asked to assess the questionnaire
prior to the survey, 51 of the 55 respondents (92.7%) found
the layout and appearance acceptable and the questions
easy to answer. Furthermore, 48 respondents (87.3%)
found the questions easy to understand, and 47 respondents
(85.5%) thought that the questions made sense to them.
Finally, 42 respondents (76.4%) thought the questionnaire
described the way people felt about attending the sexual
and reproductive health services.

The test-retest reliability of the stigma assessment
questionnaire was assessed using the data obtained from
completed stigma assessment questionnaires. This was
done by comparing all stigma-positive responses of the
first half of the participants with those of the second half
in all clinics.

Comparing the first half of the participants in all clinics
with the second half, the Pearson’s correlation coefficient
was 0.81 (P = 0.00), indicating good temporal stability in
the questionnaire.

Data for patients attending the ISHC were pooled and the
numbers of stigma-positive answers for each question in the
ISHC and the FP clinic were assessed and compared.

Preliminary associations among the type of clinic
attended, the association with stigma, and demographic
characteristics was carried out using Pearson’s Chi-squared
test. Significant associations were verified using a multiple
regression controlling for any confounding factors (age,
ethnicity, and social deprivation).
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Results

An answer was classified as stigma positive if a patient either
agreed or strongly agreed with a statement describing the
presence of stigma (Statements 1, 3—6, 9-13, and 15) or if
a patient either disagreed or strongly disagreed with a state-
ment describing the absence of stigma (Statements 2, 7, 8,
and 14). In the entire Enfield RASH study, nearly 90% of the
patients who were approached returned their questionnaires.
However, it was not possible to determine the response rate
for the “contraception only” group, because the authors did
not collect the reason for attendance in patients who declined
to participate in the study.

In the next part of this study, the authors tested the
hypothesis that women requesting contraception only find
attendance at an ISHC more stigmatizing than attendance at
a FP-only clinic. For this the authors used the answers given
by 100 women attending for contraception only. Of these
100 women, 56 were from the ISHCs and 44 were from the
FP-only clinic.

The demographic characteristics of the study participants
are given in Table 1. These data show that the mean average
age was younger in the women attending the ISHCs than in
those attending the FP-only clinic.

The numbers of stigma-positive responses for each state-
ment were assessed and compared for the ISHCs and the
FP-only clinic (Table 2). The authors used Pearson’s Chi-
squared test to generate two-sided P-values when comparing
stigma-positive and stigma-negative responses toward the
ISHCs and the FP-only clinic. The authors used demographic
indicators to highlight possible confounders.

Younger people were significantly less likely to attend the
FP-only clinic ()*[1, N=100]=4.89, P=0.00). Ethnicity and

Table | Demographic characteristics of study participants

Characteristic ISHC FP-only clinic
(n=56) (n=44)
Mean age (years)* 2298 + 6.618 29.43 £ 4.353
Cl for mean age +1.73 +1.29
Median age (years) 21 31
Ethnicity (n (%))
UK white 20 (35.7) 13 (29.5)
UK black 13(23.2) 3 (6.81)
Other white 5(8.9) 3(6.82)
Other black 6 (10.7) 9 (20.5)
Mean deprivation score®® 29.8+8.2 294+9.6

Notes: *Data presented as mean plus or minus standard deviation; *deprivation
scores were calculated on the basis of postcodes, using statistics on relative levels
of deprivation in England obtained from the UK government (https://www.gov.uk/
government/publications/english-indices-of-deprivation-2010).

Abbreviations: ISHC, integrated sexual health clinic; FP, family planning; CI,
confidence interval; UK, United Kingdom.

Table 2 Odds ratios (ORs) and age-adjusted ORs for perceived
stigma at integrated sexual health clinics compared with perceived
stigma at family planning—only clinics

Questionnaire item df OR Adjusted OR P-value
Statement | | 0.565 0.563 0.017
Statement 10 | 0413 0.295 0.000
Statement |5 | 0.475 0.440 0.004
Age of respondent | 1.194 - 0.000

Abbreviation: df, degrees of freedom.

levels of social deprivation were also examined but the
authors found no significant differences between clinics
(ethnicity: [ 1, N=83]=1.56, P=0.645; social deprivation:
¥’[1, N=83]=2.05, P=0.364). When comparing the FP-only
clinic and the ISHCs, significant differences in the percep-
tion of the presence of stigma were found for Statement
1 (“I won’t tell anyone that I came to this clinic because |
am concerned about their reaction”) (}*[1, N = 86] = 7.01,
P=0.010), Statement 10 (“I am concerned I might bump into
somebody I know when at this clinic”) ()*[1, N=83]=13.55,
P =0.000), and Statement 15 (“I am concerned about coming
to this clinic because I worry about what kind of people are
there”) (}*[1, N=93] =8.83, P =0.002).

As age may prove a confounder within the analysis,
significant differences in responses between the clinics were
investigated with a multiple regression to control for the
influence of age. A binary logistic regression was carried
out to identify differences in stigma response, with ISHCs
coded as “0” and the FP-only clinic coded as “1.” All items
were adjusted for age, as preliminary analysis had identified
it as a significant confounder between groups.

All analyses showed that respondents in the FP-only
clinic were significantly less likely than those attending the
ISHC:s to report concerns about the service, independent of
age. The strongest disparity in concerns between the clinics
was disclosure concerns (Statement 10), with respondents
who attended the FP-only clinic being around 70% less
likely than those who attended the ISHCs to report fearing
that they would run into someone they knew at the clinic.
Similarly, respondents who attended the ISHCs were around
50% more likely than those who attended the FP-only clinic
to have concerns surrounding negative reactions if they told
someone about their visit (Statement 1), as well as concerns
about the other types of people who attended the clinic
(Statement 15).

Discussion
It has been demonstrated that STIs are stigmatizing
conditions.!”" Tt is also generally accepted (although not
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empirically proven) that GUM clinics are stigmatized through
their association with STIs.?° Qualitative data suggest that
the stigma of GUM services also affect ISHCs, particularly
in the perceptions of women attending for contraception
only.* However, it is unknown how frequently the STI-related
stigma is transferred to ISHCs and whether the magnitude of
this effect is serious enough to warrant further action. Both
points are significant, as stigma could deter those in real need
from attending?' and it could induce higher anxiety levels
among those who do attend.”? The integration of sexual health
into what were previously exclusively contraceptive services
could possibly reduce access to care for some women.’

To avoid measuring the stigma of a perceived STI risk,
the authors focused the analysis on women who attended the
ISHCs or the FP-only clinic for contraceptive needs only.
This analysis demonstrated that attendance at an ISHC was
perceived as more stigmatizing than attendance at a FP-only
clinic. It was reassuring that, overall, the majority of ISHC
users did not perceive the service as stigmatized. However,
there was a stigma-indicative response for Statements 1, 10,
and 15. There were no significant differences in “positive
aspects of the service” or “negative self-image.” Significant
differences in the perception of stigma were expressed toward
one of four statements relating to the “public attitude towards
the service” and two of five statements relating to “disclosure
concerns.” Therefore, the authors believe that any stigma
related to attendance at a sexual and reproductive health
service is related to the public image of that service.

According to Darzi,”® a high quality of care that is safe
and effective leads to a good patient experience. It is likely
that perceived stigma of the service would negatively affect
the patient’s experience of the service. Therefore, it is pos-
sible that integration could reduce the quality of care for
women who only require contraceptive services. However,
the authors believe that this will be counteracted by the
fact that many women who request contraceptive services
only will benefit from the extended menu of sexual health
care options available within the ISHC environment. It is
also clear that further efforts need to be made to reduce the
stigma of ISHCs.**

To the best of the authors’ knowledge, this is the first
quantitative study assessing the effect of integration of sexual
and reproductive health services in an OSS model. The results
confirm the finding of qualitative research that ISHCs can
be perceived as more stigmatizing than FP-only clinics.
The authors’ findings show that this applies to women who
attend for contraception only. Two domains are particularly
affected by stigma: (1) the negative public image of the

service and (2) disclosure concerns. This corroborates the

authors’ earlier research that showed that patients attending

the ISHCs in Enfield valued confidentiality more than any
other attribute of the service.”

This study also has some significant limitations, as out-
lined in the following points.

e While a formal sample size calculation was not under-
taken, the authors hoped to enroll about twice as many
women in the study than the figure finally achieved.
Enrolling higher numbers proved to be difficult, as the
majority of women attending Enfield RASH services
came with a request for integrated or GUM care.

e The stigma assessment questionnaire is likely to be biased
towards the detection of stigma, as it contains more state-
ments describing the presence of stigma than statements
describing the absence of stigma. The authors consider
this is justified, as a questionnaire sensitive toward the
detection of stigma was needed.

¢ One of the main shortcomings of this study is the inabil-
ity to control for other confounding factors. With the
exceptions of age, ethnicity, postcode, and gender, the
authors did not collect demographic information from
the participants. It is possible that demographic or rela-
tionship characteristics, the fact that waiting areas are
shared with men also attending the ISHCs, or attendance
for emergency contraception among participants could
explain the observed differences in perceived stigma of
the service. Some of the questionnaire statements may
have assessed not only stigma of the service but also the
embarrassment that would occur when being identified as
a service user. Both are closely related and highly relevant
to female service users.?® Further research should collect
more information and control for potential confounders
such as age, ethnicity, cultural and religious beliefs, level
of education, sexual education, and previous attendance
at the sexual and reproductive health service. Women’s
own views on sexual health and contraception, experi-
ence of an STI, and relationship status could all influence
health-seeking behavior and perception of stigma.

e The study sample was drawn from service users and thus
allows no conclusion about people who did not attend
the service. Therefore, it is possible that patients who
are sensitive to perceived stigmas are more likely to be
deterred from using the ISHC than the FP-only clinic.
This could systematically underestimate the perceived
stigma of the ISHC. (However, the increase in stigma
may not be detrimental when balanced against the likely
decrease in stigma among STI service users. In addition,
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there are many outlets such as GPs and, increasingly,
pharmacies [drugstores] available for women to access
contraception.) The authors were thus unable to answer
an important question relating to stigma: “Does the
stigma of the service deter you from attending it in the
first place?”

e Also, only women attending with contraceptive needs
alone were studied. It is likely that other groups —
including men who have sex with men, commercial sex
workers, people originating from sub-Saharan Africa,
and teenagers — will have differing levels of perception
of stigma of sexual and reproductive health services.
Therefore, it is important not to overgeneralize the find-
ings of this study.

Notwithstanding these limitations, the authors firmly
believe that this study supports the following statements.

1. Ofall stigma-related issues, disclosure concerns are likely
to be the most important to the service user.

2. Stigma is not an issue of overriding concern for most
service users.

Conclusion
The results of this study indicate that not only conditions
but also services can be stigmatized. The study showed that
women attending for “contraception only”” found ISHCs more
stigmatizing than a FP-only clinic. These findings are sup-
ported by qualitative research from this and other units.
The authors were reassured that the majority of women
who attended the ISHCs for contraception expressed no or
only minimal stigma concerns. However, even a limited
effect could reduce access for those who are highly sensi-
tive toward stigma. Until it is certain that ISHCs are not
perceived as more stigmatized than FP-only clinics, the
authors believe that sexual health services should continue
to provide a limited number of nonintegrated clinics, to cater
for the contraception needs of the stigma-sensitive part of
the population.
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Supplementary material

Dear Patient

What is the reason you came today?

This is a questionnaire designed to assess your attitude towards our clinic. We would be grateful if you could answer
its questions. Your responses will be kept anonymous and treated in confidence. It will help to better understand the
needs of our patients and to improve the quality of care we deliver.

Please show your level of agreement with each of the following statements by circling or ticking one response per
statement only. This is not a test, and there are no right or wrong answers, just your own views are required.

Thank you for filling in this survey. Please fold this form and post it into the ballot box in the waiting area.
If you had any problems answering this questionnaire, or any general comments you want to make or if you would
like to help us you could write them on the back of this paper.

Sexual health |:|

Family planning El

Both ] Other D
Gender Male I} Age (in years)
Female []
Postcode (first 4 Ethnic group
letters only)
Have you been Yes ] UK white ] Other white []
here before No [l UKblack [] | Otherblack T[]
Other Il
Statement Response

1. l'won't tell anyone that | came to this clinic
because | am concerned about their reaction.

Strongly |Disagree [Neutral |Agree |[Strongly

disagree

agree

2. 1 think coming to a clinic like this is no different
to going for any other kind of health check.

Strongly Disagree [Neutral |Agree [Strongly

disagree

agree

3. If my friends found out | came here they might
stop socialising with me.

Strongly Disagree |Neutral |[Agree [Strongly

disagree

agree

4. | could lose friends by telling them that | came
to this clinic.

Strongly |Disagree [Neutral |Agree |[Strongly

disagree

agree

5. 1 am very careful who | tell that | have been in
this clinic.

Strongly Disagree [Neutral |Agree [Strongly

disagree

agree

6. | worry that people who know | have been here
will tell others that | come to this clinic.

Strongly |Disagree [Neutral |Agree |[Strongly

disagree

agree

7. If llike the care | receive | will tell my friends to
come here.

Strongly |Disagree |Neutral |Agree |Strongly

disagree

agree

8. Coming to this clinic shows | look after myself.

Strongly Disagree |Neutral |[Agree [Strongly

disagree

agree

9. Coming to this clinic makes me feel unclean.

Strongly Disagree |Neutral |[Agree [Strongly

disagree

agree

10. 1 am concerned | might bump into somebody |
know when at this clinic.

Strongly |Disagree |Neutral |Agree |Strongly

disagree

agree

11.  Coming to this clinic makes me feel that I'm a
bad person to a certain extent.

Strongly Disagree ([Neutral |Agree [Strongly

disagree

agree

12.  Most people think that a person who comes to a
clinic like this is disgusting.

Strongly |Disagree |Neutral |Agree |Strongly

disagree

agree

13.  Most people who go to clinics like this are
shunned by others when they find out.

Strongly |Disagree [Neutral |Agree |[Strongly

disagree

agree

14.  Coming to a clinic like this makes me feel good
about myself because | know | am doing what’s
best for me.

Strongly Disagree |[Neutral |Agree [Strongly

disagree

agree

15. 1 am concerned coming to this clinic because |
worry about what kind of people are there.

Strongly |Disagree [Neutral |Agree |[Strongly

disagree

agree

Figure S| Stigma assessment questionnaire.
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