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Abstract

Background: Innovation is needed to produce sustained improvements in bacterial sexually transmitted infections
(STI) testing given suboptimal access and uptake among sexually active gay, bisexual or other men who have sex
with men (GBM). Yet, the STl testing processes and technologies that best address local testing barriers among GBM
in Toronto is unknown. We aimed to explore men's perspectives regarding STl testing services for GBM to identify and
prioritize new STl testing interventions in Toronto, Ontario, Canada.

Methods: We conducted four focus groups with twenty-seven GBM in 2017: two with cisgender men living with
HIV, one with cisgender HIV-negative men, and one with transgender men. Twenty-seven men participated in the
focus groups with 40% 18-30 years of age, 48% self-identifying as white, and the remainder self-identifying as Middle
Eastern, Latino/Hispanic, Asian/Pacific Islander, South Asian, First Nations, African/Caribbean/Black, or mixed race. 59%
of participants self-identified as living with HIV. Participants were asked about their STl testing experiences in Toronto,
barriers and facilitators to testing, and ideal STl testing process. Focus groups were audio recorded, transcribed verba-
tim, and analyzed using thematic analysis.

Results: Core concepts included how clinical context, bacterial STl testing delivery, and interactions with healthcare
providers can create barriers and recommendations for ways to improve. Regarding clinical context, participants desired
more clinics with accessible locations/hours; streamlined testing that minimized use of waiting rooms and wait times; and
improved clinic ambience. Bacterial ST testing delivery recommendations included standardization to ensure consistency
in sexual history intake, tests offered, follow-up and public health reporting between clinics. Men also recommended
reducing the multistep process testing by offering components such as lab requisitions and results online. Participants
also recommended interactions with healthcare providers be professional and non-judgmental, offer compassionate and
competent care with destigmatizing and lesbian, gay, bisexual and trans (LGBT) affirming communication.

Conclusion: Concrete and practical solutions for improving existing sexual health services and facilitating optimal ST test-
ing include streamlining testing options and providing patient-centred, LGBT-affirming care to enable optimal STl testing.
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Background

Bacterial sexually transmitted infections (STIs) were
increasing substantially worldwide pre-COVID-19. Gay,
bisexual and other men who have sex with men (GBM)
shared a disproportionate burden of STIs in urban centres
across North America, including Canada [1-4]. Current
Canadian clinical guidelines recommend sexually active
GBM receive bacterial STI tests at minimum once per
year or every three months if at ongoing risk (e.g., new or
multiple sexual partners, anonymous or casual sexual part-
ners, having unprotected sex, or use of substances before
or during sexual encounters) [5]. Implementation of these
guidelines apply the ‘test and treat’ prevention and con-
trol principles to mitigate adverse health outcomes at the
individual level and reduce transmission at the population
level. However, STI testing remained below recommended
guidelines among GBM in Toronto—Canada’s largest city
(Population: 2.7 M), which has both a large GBM popula-
tion and epidemic rates of syphilis and gonorrhea [6, 7].

In Toronto, STI testing services are offered in primary
care practices, specialist services and dedicated sexual
health clinics. Sexual health clinics are unique because
they do not restrict services based on residency status [8].
Primary care practices are located throughout Toronto,
while the few sexual health clinics and specialist services
are mostly located in the downtown core [8]. Prior to
the COVID-19 pandemic, men had to see a healthcare
provider in person to access STI testing services. That
healthcare provider would conduct an interview, obtain a
risk assessment, and evaluate STI risk factors and sexual
practices to inform counseling and testing recommenda-
tions. According to Canadian clinical guidelines, bacte-
rial STT testing should reflect organism and exposure [5].
As such, bacterial STI testing includes first void urine
sample and extragenital swabs (i.e., pharyngeal and rec-
tal swabs) for chlamydia and gonorrhea, and serology for
syphilis. Unlike testing for HIV, there are currently no
anonymous testing options for bacterial STIs in Toronto.

Past efforts to increase STI testing uptake among
GBM in Toronto include a “testing blitz” in 2011-2012
run by the Ontario HIV Treatment Network, in partner-
ship with Toronto Public Health, called “Get It On”. This
strategy involved intensive online and offline messaging
combined with increased testing capacity at the larg-
est sexual health clinic in Toronto. “Get It On” achieved
a 20% increase in STI testing among GBM in Toronto.
Much of the increase in testing was attributed to greater
testing capacity created by adding more clinic sites and
hours for drop-in testing [9]. However, in addition to
number of people tested, frequency of testing is essential
to achieving effective control of bacterial STI rates [10].
Thus, testing blitzes alone are inadequate strategies for
improving STI testing.
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Following the “Get It On” testing blitz, there were mini-
mal changes in how STI testing services were delivered in
Toronto. Studies have identified lack of access to timely
and convenient STI testing services, privacy and confi-
dentiality concerns, lack of knowledge at the provider
or patient level, lack of appropriate inclusive language,
and stigma as barriers to STI testing for GBM [11-15].
With advances to testing, communication, and health-
care delivery, innovation is needed to produce sustained
improvements in bacterial STI testing uptake and access
among GBM. GBM may be more likely to access bacterial
STIs testing, and test more often, if testing processes and
technologies are appropriate, acceptable, and preferred.
Yet, we do not know which STI testing processes and
technologies would best address testing barriers among
GBM in Toronto. Therefore, our objective was to explore
reasons why GBM in Toronto may or may not get tested
for bacterial STIs, and what would make testing accept-
able in order to inform the design of bacterial STI testing
interventions and improve testing uptake.

Methods

This qualitative study emerged from a pragmatic para-
digm [16]. We took a solutions-based approach to iden-
tify actionable solutions to address our objective of how to
improve STI testing uptake among GBM in Toronto. We
used thematic analysis [17] of focus groups to explore the
current and ideal bacterial STT testing process experienced
by GBM in Toronto. This study was conducted in Toronto,
Canada, because it has a large population of GBM and
bacterial STI epidemics (syphilis and gonorrhea) among
this population. Participants were recruited and focus
groups were held between August to December 2017.
Unity Health Toronto and University of Toronto research
ethics review board reviewed and approved this study.

Participants and data collection

GBM were purposively sampled to ensure diversity in
age, race, sexual and gender orientation (i.e., identify as a
cis or trans gender man), and HIV status. Potential par-
ticipants were enrolled by a peer recruiter from ACT (for-
merly the AIDS Committee of Toronto), an HIV/AIDS
service organization with extensive experience working
with diverse groups of GBM in Toronto and trusted by
the community. Recruitment flyers were sent out across
the professional network of ACT contacts and posted on
social media. Potential participants called or emailed the
peer recruiter to indicate their interest in the study and
were provided an information sheet about the study. Eligi-
ble participants included men who self-identified as adult
GBM (18 years old or older), who lived, worked, or other-
wise spent time in Toronto, were able to converse in Eng-
lish, and were comfortable talking about STI screening.
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A semi-structured interview guide was informed by
the literature [13, 18] and developed by members of the
team, which included researchers involved in promot-
ing, providing, and evaluating sexual health promotion
including STI testing to GBM (ANB, DG, CHL), and one
team member from ACT (RL). The interview guide was
used to ask participants about: past experiences with bac-
terial STI testing; barriers and facilitators to bacterial ST1
testing; and what an ideal bacterial STI testing experi-
ence would look like from beginning to end. Participants
also self-administered a brief demographic questionnaire
after the focus group.

Four focus groups were conducted in groups of three
to 10 participants each: two groups comprised HIV posi-
tive cisgender men (n=16), one group comprised HIV
negative cisgender (#=8) men, and one group com-
prised HIV negative transgender men (n=3). A second
focus group comprised of HIV positive cisgender men
was required as data saturation had not been achieved
with the first group. Twenty-seven men participated in
the focus groups. 40% were 18—30 years of age, 30% were
30-50 years of age, and 30% were over 50; all trans-iden-
tified men (#=3) were under 30. 48% of men self-identi-
fied as white, and the remainder self-identified as Middle
Eastern, Latino/Hispanic, Asian/Pacific Islander, South
Asian, First Nations, African/Caribbean/Black, or mixed
race. Over half (59%) of participants self-identified as liv-
ing with HIV. One participant shared additional informa-
tion after the focus group they participated in since they
had withheld some comments during the focus group in
efforts not to be disruptive to the group dynamic or dom-
inate the conversation. These additional comments were
included in the analysis.

All focus groups were conducted anonymously and
facilitated by two research team members: the discus-
sion was led by a middle-aged, heterosexual, cisgender
woman, who had experience leading focus groups on the
social epidemiology of sexual health (DG); and supported
by a middle-aged, gay, cis-gender man, who had experi-
ence providing sexual health counselling, resources, and
other services to the community (RL). The lead investi-
gator, a middle-aged, heterosexual, cisgender woman
who had experience leading quantitative sexual health
research (ANB), was also present during focus groups in
case additional questions needing exploration emerged
during the discussion. All focus groups were conducted
at ACT, in downtown Toronto; lasted approximately
90-120 min; were voice-recorded, transcribed verbatim,
and verified for accuracy. Field notes documented non-
verbal communication during each discussion. Partici-
pants were compensated $40 for their time, knowledge,
and transportation costs.
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Data analysis
We used thematic analysis [17] to inductively describe
the overarching themes of barriers to bacterial STI test-
ing; facilitators of bacterial STI testing; and ideal STI
testing experiences. Data saturation for the analysis
was reached with completion of the fourth focus group.
Transcripts were read and re-read, along with fieldnotes;
then coded using open coding by two cisgender female
research assistants (JR, SW). Open codes were reviewed
and discussed for focused coding by the research team,
which included the lead investigator (ANB), two facili-
tators (DG, RL), one queer cisgender woman with a
research program in queer sexual health (CL), and one
gay cisgender man with a research program in HIV pre-
vention (LN). Focus groups were recoded using focused
coding and grouped, along with pertinent quotes, into
broad categories within the predetermined themes. The
research team met again to review and interpret findings.
Qualitative research rigor was addressed by involv-
ing a diverse group of expert researchers and commu-
nity members in the design, data collection, analysis, and
interpretation of the study (investigator triangulation)
[19, 20]; collecting data anonymously and with clear dis-
cussion group ground rules centered around respect to
ensure psychological safety of participants; using an iter-
ative data analysis process; providing ample description
to support interpretations; and regular reflexivity, which
included responding to power differentials and knowl-
edge gaps identified that might affect data collection,
analysis, or interpretation.

Results

Accessing bacterial STl testing in Toronto

Participants accessed bacterial STI testing services from
sexual health clinics, walk-in clinics, primary care clinics,
or their HIV care providers in Toronto. Many preferred
their primary care physician compared to sexual health
clinics because of established and positive patient phy-
sician relationship, which involved active listening and
good communication. Conversely, some participants did
not have a primary care physician, and highlighted diffi-
culties in finding a provider they were comfortable with
and was accepting new patients.

Motivating factors for seeking bacterial STI test-
ing included: notified by a partner they had an STIL
experiencing symptoms; or experiencing a risky sexual
encounter, such as “stealthing’, (non-consensual con-
dom removal). Participants taking pre-exposure prophy-
laxis for HIV prevention and HIV-positive participants
described routine STI testing as part of their routine care.
Otherwise, participants indicated barriers that prevented
regular bacterial STI testing. In keeping with a pragmatic
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paradigm, we organized our results to follow the logic of
a clinic workflow, highlighting barriers and solutions at
each stage of bacterial STI testing delivery. Participants
described barriers and recommended ways to improve
testing related to clinical context, test delivery, and inter-
actions with healthcare providers.

Clinical context

Geographical location & clinic hours

The first step to accessing bacterial STI testing is finding
a clinic. Participants highlighted a lack of sexual health
clinics in Toronto (Table 1). Moreover, some were diffi-
cult to access because they were not “on a major transit
route” (P5 extended interview, FG1). One participant
shared some clinics required a “postal code registered
in the area” (FG4, P2) to access services. Participants
described clinics only open during “day hours” (FG1, P7)
as inconvenient for those working or attending school
and noted limited options to test during the weekend
(Table 1). One participant described that despite having
a family doctor who provided culturally competent and
non-stigmatizing care, the long distance needed to travel
prevented routine testing (Table 1). Some participants
spoke of a lack of sexual health or walk-in clinics wel-
coming transgender and gender non-conforming individ-
uals (Table 1). They described needing to act cisgender,
“identify[ing] as something what you're not” (FG3, P2), to
access testing services.

To address these barriers, participants suggested
“there should be more places that we can go to if you
actually want to walk in and visit” (FG4, P3), includ-
ing “pop-up shops” (FG1, P7). Participants endorsed
having more sexual health clinic locations around the
city (not only in the downtown core) that offer drop-
in services with evening and weekend hours (Table 1).
One participant highlighted the need for accessibility
by transit and “if I Googled STI clinic in Toronto [...]
I got a clear website with a good number of clinics”
(FG1, P5 extended). Trans men highlighted clinics need
to be inclusive of all men regardless of gender assigned
at birth (Table 1).

Waiting room

Participants viewed spending time in the waiting room as
a necessary but uncomfortable step to bacterial STT test-
ing. Many found the waiting room of sexual health clin-
ics in the gay village lacked anonymity because the GBM
community is small (Table 1). Participants spoke about
running into individuals they met in social settings or ex-
partners. One participant expressed concern conversa-
tions with the receptionist were heard by everyone sitting
in the waiting room, further compromising confidential-
ity (Table 1).
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Participants’ recommendations for improvement
involved streamlining testing and decreasing time spent
in the waiting room. They preferred attending clinics at
a scheduled time and being placed into a private room
on arrival (Table 1). Others wondered if the “give you a
number” model used when waiting for a table at a restau-
rant could be applied in the clinic setting (Table 1). Par-
ticipants also suggested using numbers, instead of names,
when calling individuals to the reception desk to preserve
confidentiality in the waiting room (Table 1).

Waiting times

Participants described sexual health clinics as being very
busy, with worsening wait times for drop-in clinics, some
“up to 4 h” Clinics were “so packed with standing room
only” (FG4, P5). A sexual health clinic offering after-work
hours had “people sitting there like, a half hour before
they even technically open” (FG4, P6). This led many to
turn to their primary care provider instead for bacterial
STI testing. However, it can be difficult to see a family
doctor in a timely manner and can lead to less frequent
testing (Table 1). Trans men shared clinics known to
serve transgender and gender non-conforming persons
had long patient wait lists (Table 1).

Participants perceived inefficiency in long wait times
that could be solved. Clinics offering self-collection
of samples were perceived as more efficient (Table 1).
One participant described how his primary care doctor
streamlines the bacterial STI testing process: “You show
up at the allotted time, you're in [to see the doctor], then
you're passed off to a nurse, [...] whether it’s pee in a cup
or whatever [...] and you're in and out, you're not sitting
in a waiting room for 2 h” (FG2, P6). Additional sugges-
tions for streamlining testing and decreasing wait times
included accessing a lab directly for testing, with a few
participants already receiving lab requisitions directly
from their primary care provider (Table 1). Participants
strongly supported self-initiated online access to lab req-
uisitions: “it could be great to be able to print your own”
(EG4, P3).

Clinic ambience

Clinic ambience can enhance or erode the testing expe-
rience. It can be a barrier if it is experienced as uncom-
fortable and overwhelming to the senses and emotions,
especially for those uncomfortable discussing their sex-
uality (Table 1). Participants described clinic environ-
ments inducing anxiety with everyone “staring” (FG2, P5)
at each other in the waiting room, and expressed concern
that this may prevent first time or younger patients from
coming in to get tested (Table 1). Participants also shared
concerns clinics were not welcoming to ethno-racial
minorities, newcomers, and persons who speak a first
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language other than English. “There’s language barriers,
there’s this public healthcare, I do feel like it’s very white
when you go”” (FG1, P7).

Recognizing bacterial STI testing can be an awkward
or distressing experience, especially for first time testers,
men suggested clinics must be “a place that’s welcome,
non-judgmental, where people feel easy and safe” (FG4,
P3). Participants discussed “how stigmatisation is differ-
ent between and within cultures” and the role of “cul-
turally, contextually appropriate setting[s]” (FG2, P4) to
promote bacterial STI testing. Information in languages
other than English would also be helpful (Table 1).

Some sexual health clinic services are separated by gen-
der, which caused confusion and anxiety for trans par-
ticipants since they were unsure which clinic to attend
and feared transphobic interactions in the waiting room
(Table 1). One trans participants suggested using sex
instead of gender, though also recognized this binary sys-
tem could still be problematic, “Female assigned at birth
or male assigned at birth helps. You know, because then
you're like, that’s what I was assigned, those are the body
parts I have. [...] When you do man/trans [...] it excludes
a lot of folks that identify as non-binary” (FG3, P2). Addi-
tionally, participants endorsed posters in the waiting
room including transgender and gender non-conform-
ing language and images is a small but significant step
to creating a more inviting and welcoming clinic space
(Table 1).

Bacterial STI testing delivery

Sexual history intake

Participants felt it was necessary to normalize questions
about sexual activity and not make assumptions about
who requires a test (Table 2). Many acknowledged some
men are not aware that bacterial STIs can be asympto-
matic, and rely solely on symptoms to seek testing. For
example, “I've told him, [a sexual partner], you need to
go get tested for gonorrhea. And his justification [...is]
I feel fine, I don’t have any of the symptoms” (FG4, P5).
Participants also recognized the importance of taking a
good sexual history because individuals may not neces-
sarily know what they need. One participant described,
“Sometimes I see a nurse and they ask me, what would
you like to get tested for? And to me, I think that’s a very
silly question. For me, it’s like, you’re an expert in sexual
health” (FG2, P4). Participants agreed standardizing sex-
ual history questions to ask about sexual experiences ena-
bles testing that better reflects all possible experiences of
individuals (Table 2).

Testing offered
Participants’ descriptions of testing services identified a
lack of consistency and clarity on testing received, both
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with respect to the type of bacterial STI as well as the
anatomic site of specimen collection. Some participants
who believed they had received complete STI testing did
not know which samples and tests were ordered for chla-
mydia, gonorrhea, and syphilis (Table 2).

To improve understanding, participants stressed the
need to inform men about the kinds of sexual exposures
that would prompt a need for a particular test (Table 2).
One participant explained: “As soon as I learned about
the swabbing of the throat for gonorrhea, everybody
heard that. I told everyone who was willing to listen [...]
I felt empowered” (FG2, P3) An easy-to-read one-page
fact sheet for each bacterial STI to distribute in clinics or
provide online was also suggested to facilitate consistent
information sharing regarding when each bacterial STI
test is offered (Table 2).

Follow-up & test results

Many clinics take a “no news is good news” (FG4, P5)
approach to providing bacterial STI test results, such
that men were only contacted if their test was positive.
However, this practice “creates an anxiety for people”
(FG4, P2). Participants believed test results, whether
positive or negative, should be communicated to testers
in a timely way (Table 2). Many participants felt it was
important to standardize follow-up procedures, so men
know how they will receive test results (Table 2). Some
men felt a pamphlet outlining steps was needed and
were hopeful these pamphlets could be made accessible
online (Table 2). Furthermore, participants supported the
idea of being able to see test results for themselves on an
online platform, along with copy sent to their primary
care doctor (Table 2).

Public health reporting

Bacterial STT cases are reportable to public health for
surveillance and partner notification purposes. Partner
notification can occur one of three ways: the case noti-
fies partners, the physician notifies partners, or public
health notifies partners [21]. For men living with HIV,
public health reporting of bacterial STI cases and part-
ner notification was concerning as HIV non-disclosure
is criminalized in Canada. One HIV positive partici-
pant shared, “some people have avoided getting STI
tests because they’re afraid of legal consequences. I
don’t, 'm not suggesting that’s in the broad spectrum,
but I have met some people who have that, that fear”
(EG1, P3).

Moreover, participants shared they were uncertain how
case and partner information was used by public health.
One HIV positive participant expressed concern about
relational accountability, stating the reporting process
made them feel as though they were being watched and
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their freedom was taken away (Table 2). One participant
described how undocumented individuals with pre-
carious immigration status, such as refugee claimants or
those without permanent resident status, may not access
testing because they fear providers will report them to
immigration authorities (Table 2). Participants acknowl-
edged some individuals might be reluctant to undergo
testing for these reasons.

One participant used anonymous testing to alleviate
his concerns because he felt more in control of the ways
his information was used (Table 2). Another participant
explained his family doctor used numbers as a patient
identifier on test requisitions, (instead of names), so test-
ing was anonymized for lab processing (Table 2). Partici-
pants were open to partner notification by public health
if it was done anonymously and did not include identify-
ing information (Table 2).

Multi-step process

Participants also described the multi-step process for STI
testing as a barrier, which included: making an appoint-
ment, traveling to the appointment, waiting in the wait-
ing room —potentially with familiar faces — waiting for
test results, and having to return for treatment. Long wait
times made the process feel unnecessarily stressful. As
one participant described:

“I never wanted to test because it was like, I'd have
to make a second appointment, come in, wait in
the waiting room, look around like everyone here
and then, actually the day I tested, a good friend of
mine was in the waiting room and I walked out and
he was there and I haven’t spoken to him since, you
know, I just haven’t had the courage yet, you know, I
saw him once and I just walked by cause I couldn’t,
I thought I would break down talking to him. So, the
stigma is huge” (FG1, P6)

Although this participant started by describing the
inconvenience of booking an appointment and the stress
of waiting, the deeper underlying issue was the stress of
compromised anonymity and social stigma.

Recognizing these barriers to delivering STI testing
in the clinic, participants supported accessing testing
services through online services which would enable
requests for lab requisitions and accessing test results
online (Table 2). Participants felt this would remove the
unnecessary step of the initial clinic visit and stream-
line follow-up by timely delivering communication of
negative test results. They also felt online platforms
could provide information about the steps involved
in STI testing, including the follow-up of positive test
results (Table 2).
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Interactions with healthcare providers

Non-stigmatizing, sensitive language & care

Participants reported multiple examples of negative
interactions with healthcare professionals that created
barriers to regular bacterial STI testing. In one par-
ticipant’s experience, not all healthcare providers know
which tests to offer (Table 3). Many participants spoke
about perceived and enacted stigma, where they were
concerned about and experienced being judged nega-
tively by a healthcare provider (Table 3). Some health-
care providers also demonstrated transphobia by denying
health services (Table 3) or lacked sensitivity by asking
questions about gender identity, unrelated to their medi-
cal treatment, such as: “How did you know you were
trans?” (FG3, P2). These interactions can be experienced
negatively by patients and may hinder individuals from
seeking healthcare services subsequently.

Healthcare providers should be aware of the stigma and
discrimination related to gender, sexuality, and mental
health when delivering any health service, including bac-
terial STI testing (Table 3). Trans participants shared a
more inclusive environment and experience can be cre-
ated and promoted by having a question or form asking
for preferred name and pronouns when registering with
the clinic. Using preferred name and pronouns can pre-
vent inappropriate and potentially harmful use of legal
names and mismatched pronouns (Table 3). They also
emphasised institutions can do their part in ensuring
healthcare providers are trained in anti-discriminatory
practice, so healthcare is accessible to all. “I think it’s
important for any sort of care [...] if people had some sort
of like, [...] sensitivity training, [...] trans people are not
that uncommon. [...] And it’s really shocking to hear how
unprofessional people are” (FG3, P3).

Participants described the importance of language
throughout the STI testing experience. They recom-
mended use of welcoming and patient-centered language,
involving active listening without judgement, and build-
ing rapport (Table 3). Compassionate patient-centred
care utilizes a destigmatizing approach when discussing
sexual health and bacterial STIs. It does not “shame you
or make you feel like shit if you test positive for some-
thing” (FG4, P2) and recognizes each persons needs
are unique. For example, beginning encounters with
“do you need anything to make this a more comfortable
experience?” (FG3, P1) sets the foundation for a posi-
tive experience, especially in situations associated with
stigma. “Some people just feel uncomfortable with cer-
tain words,” (FG3, P3) so it is important to have discus-
sions with each person regarding terms to use to describe
body parts, which could be done in person or on a clinic
registration intake form (Table 3). All suggestions are
in line with trauma-informed care and take action to
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destigmatize sexual health and improve bacterial STI
testing.

Discussion

Gay, bisexual, and other GBM who participated in focus
groups in Toronto, Canada, expressed a need for acces-
sible efficient bacterial STI testing services delivered in a
welcoming environment. Participants recommended STI
testing delivery should use a gender and sexual identity
affirming, destigmatizing, and trauma-informed approach
to encourage first-time and continued regular testing.

To summarize the ideal STI testing experience from
the perspective of participants, men would 1) be able to
request STI testing virtually or with a scheduled appoint-
ment time in an inclusive and culturally safe clinic space;
2) have a provider that uses non-stigmatizing and trauma-
informed approach; 3) have sexual history intake stand-
ardized using inclusive language that accounts for the
spectrum of experiences to inform tests offered; 4) eas-
ily access lab requisition and proceed to any lab to col-
lect specimens; 5) understand next steps for negative and
positive test results; 6) have access to test results electron-
ically or be informed of test results in a timely manner;
and 7) be assured of confidentiality throughout and espe-
cially with contact tracing following positive test results.

Our focus groups were held prior to the COVID-19
pandemic, during a time when STI clinics were operat-
ing at full capacity. Healthcare providers in Toronto and
elsewhere have reported insufficient consultation time as
a prevalent barrier to delivering bacterial STT testing [13,
22, 23]. Our focus group participants, similar to healthcare
providers, recommended simplifying testing procedures
to increase uptake and enable more frequent bacterial STI
testing [23]. Participants specifically discussed the need for
streamlined services that minimize wait times and use of
waiting rooms, along with accessible locations and hours.
These recommendations are in keeping with findings in
a recent scoping review identifying attributes of HIV and
STI testing services preferred by GBM in high income
countries [24]. GetCheckedOnline in British Columbia,
Canada, the Prelib clinic in Montreal, Canada and the
Dean Street Express Service in London, United Kingdom
are models of successful online STI testing that address
these barriers [25-27]. These models decrease time spent
in clinics, and sometimes remove the need to attend a
clinic altogether, by focusing on collecting samples, many
of which are self-collected. Similarly, since the COVID-19
pandemic, primary care providers in Toronto now offer
virtual clinics, using telehealth to provide access to ser-
vices. This has created a streamlined testing experience
involving a phone or video call appointment with a health-
care provider, followed by an electronically forwarded lab
requisition to proceed with bacterial STT testing.
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Additional ways to streamline testing in primary care
and sexual health clinic settings include incorporat-
ing self-collection of samples by patients. This strategy
was acceptable to men [28-31], has concordance with
clinician-collected specimens [29, 32—-34], and increases
bacterial STT testing service uptake [35]. Similarly, partic-
ipants supported having allied healthcare providers, such
as nurse practitioners and nurses. This strategy was also
endorsed by Toronto primary care providers [23] and is
often used in sexual health clinics and creates another
opportunity to increase capacity to facilitate uptake and
more frequent STI testing.

Participants clearly highlighted safe inclusive clinic
spaces that provide culturally appropriate services cre-
ates a positive testing experience that will promote ini-
tial uptake and repeated STI testing. Clinic-based testing
environments can destigmatize STI testing by creating
welcoming, inclusive, identity affirming spaces, so par-
ticipants are encouraged to enter the clinic [18]. Includ-
ing posters and education material that reflect all sexual
and gender identities in multiple languages can create
more inviting spaces. Clinics offering gendered health-
care services, such as separate women/trans and men/
trans hours, should clarify which trans-gender groups are
being combined with which cis-gender groups. To reduce
stigma regarding STIs and sexual practices, sex positive
and pleasure-based approaches can be integrated into the
design of clinic environments [36, 37].

Participants also discussed differences in delivery of bac-
terial STT testing between clinics and suggested standardi-
zation. Although Canadian guidelines inform bacterial STI
testing, there can be differences in guideline application by
proficiency [38]. For example, in surveyed Toronto health-
care providers, those in sexual health clinics or those who
saw a higher volume of GBM were more likely to order
oral and rectal swabs for testing and less likely to forget to
offer testing or be uncomfortable discussing sexual health
and testing [23]. It is debatable whether standardized sex-
ual history questions are really appropriate given the range
in variability of lived sexual and sexuality experiences. Tak-
ing a trauma informed approach, with appropriate, clear,
and inclusive language, can facilitate comprehensive col-
lection of sexual health information in a safe way, while
ensuring tests ordered are appropriate. It also creates an
opportunity for transparency to clarify what is being order
and why—information participants felt could be empow-
ering. Computer assisted self-interview for risk assessment
is one strategy for standardizing collection of information
acceptable to patients and healthcare providers [39]. Fur-
thermore, outlining steps for follow-up, how positive test
results will be handled, and ensuring confidentiality in
public health reporting is essential in creating continuity of
care for STI testing and should be standard practice.
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Participants highlighted the role providers play in cre-
ating a culturally safe and competent environment, rein-
forcing the robust evidence base of stigma in interactions
in healthcare clinics [18]. Stigma is associated with inter-
secting social identities and practices (such as same-sex
sexual practices, gender and gender identity, race and
ethnicity) and health issues (such as STIs) [40]. Stigma is
also multi-level, and spans structural levels (e.g., reduced
opportunities and mistreatment in education, employ-
ment, healthcare), social levels (e.g. community beliefs,
norms and attitudes that devalue LGBT persons), and
individual levels, where these negatively internalize and
result in shame and self-blame [40]. Understanding these
wider contexts of stigma as barriers to engaging with bac-
terial STI testing, healthcare providers must discuss sex-
ual orientation and practices in an open, sex-positive and
affirming way. There may be gaps in how providers believe
they practice and how patients experience that practice—
is it truly patient-centered and compassionate? Providers,
institutions and service users can evaluate whether ser-
vices are delivered using a destigmatizing, anti-discrimi-
natory and trauma informed framework [41, 42].

We intentionally sought gay, bisexual, and other men
who have sex with men who were comfortable discuss-
ing sexual health and STIs. As we recruited men from the
urban downtown centre of Canada’s largest city, we may
not have captured the views of men who are less comfort-
able with discussing their sexuality, or do not self-iden-
tify as a man who has sex with men, or who live in more
suburban, exurban, or rural areas. Barriers to accessing
bacterial STI testing for these men may differ and, con-
sequently, our findings may not be directly transferable.
Nevertheless, the solutions suggested, which involve pro-
viding patient-centred, lesbian, gay, bisexual and trans
(LGBT) affirming care with more accessible opportuni-
ties to test, including online, remain promising solutions
with high transferability. Given the nuanced experience
of the clinical environment in our findings, future work
could consider using geo-spatial qualitative methods [43]
to understand the person and place interactions to inform
intervention development to improve uptake and more
frequent STT testing among their local GBM community.

Conclusions

Our findings offer concrete and practical solutions to
improve existing clinical based services and inform
efforts to implement new virtual care strategies such as
easier access to lab requisitions and availability of online
testing and follow-up information. Variety and choice in
STI testing options which increase capacity, along with
person-centred, LGBT-affirming care, would enable opti-
mal testing.
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