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ABSTRACT 

To make services more accessible, acceptable and affordable, sexual health service delivery models 
have embraced innovation, technology, outreach and decentralisation. In particular, some routine 
high-volume services, like asymptomatic testing for sexually transmitted infections (STIs), can be 
delivered in general practice, online or in non-clinical settings. On the surface, sexual health 
clinics, like hospitals or other primary care clinics, might appear to be operating on a model that 
has not changed significantly in recent times. However, globally sexual healthcare needs are 
rising both in volume and complexity, not all of which can be adequately met through 
decentralised care. Sexual health clinics themselves are the site of considerable innovation. The 
importance of sexual health clinics in the diagnosis and treatment of symptomatic STIs is likely 
to increase with the increasing burden of disease, the complexity of treatment guidelines and 
the emergence of new infections. Services essential to patient health such as immediate or 
complex clinical care, partner notification and safeguarding, and activities essential to the health 
system like research, training and supervision require expertise to be located where it can be 
accessed and maintained at reasonable cost. We do not know whether increasing some services 
outside existing models can safely compensate for reducing other services inside them. 
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OPEN ACCESS 

The role of the sexual health clinic (SHC) in the delivery of services has changed 
significantly in recent years.1 These changes have been led, or driven, by outreach and 
innovation on one hand, and cuts and redirection of public health funding on the 
other.2,3 Over time, an increasing range of services previously only offered within SHCs 
are now able to be offered outside them.2 

Outreach services for testing for sexually transmitted infections (STI) are not new; clinic 
staff travelling to non-specialist clinic sites or non-clinical sites to provide services to vulner-
able or key populations is an extension of the sexual health clinic model.2,4 In contrast, in the 
past decade, a range of innovations in the use of existing information technology have seen an 
acceleration in the decentralisation of many of the components of sexual health service 
delivery that previously were available only or predominantly at specialised SHCs.5 

In this review, we examine the current context of service decentralisation to primary care 
and non-clinical settings (including private residences) and the key role that this process 
has played in service accessibility and affordability. Although many services offered by 
the specialist SHC could possibly be offered in primary care, the reality is that they are 
not; immediate and accurate clinical management of symptomatic STIs, partner 
notification and active contact tracing, pro-active prevention of sexual harm, abuse and 
neglect in vulnerable populations, and training and supervision of health workers are all 
largely delivered only in sexual or reproductive health settings. Here, we examine those 
services and activities that are essential to patient care and the health system and which 
require the concentration and co-location of infrastructure, expertise and service 
capacity only found in sexual health clinics. 
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In much of the global south, too, where sexual health 
strategic targets remain unmet and curable STIs and 
their clinical sequelae are rising, the sexual health service 
delivery model is being reconsidered to affordably create 
access where currently none exists.6 There is a growing 
acceptance that existing syndromic care models are no 
longer sufficient and that innovation and incorporation of 
new technologies is required.7 Arguably, future decades 
may see a convergence in the way that STI services are 
delivered across differently resourced settings, as has been 
observed in the global HIV response. This review, however, 
focusses on those settings where a comprehensive range of 
services currently or previously have been fully resourced. 

Are new models enough? 

Globally, prevalence and incidence of STIs remain high, 
particularly those bacterial infections that are most amenable 
to control through the provision of STI testing and treatment.8 

As a result, STI control targets tend to focus on increasing 
testing.6 Although decentralised, outreach, online or home 
sampling and testing have the potential to increase both 
accessibility and volume of testing, there is little evidence 
for the population impact of asymptomatic testing on 
prevalence or incidence. In those resource-rich settings 
where innovative models of testing and treatment are being 
designed and implemented, the rise in serious, curable STIs 
is greatest; in particular syphilis, with its spectrum of serious 
clinical manifestations.9 Although testing and treatment 
underpin STI control, more frequent testing of those at-risk, 
earlier treatment and robust partner notification and 
management remain at the centre of the response to rising 
incidence and prevalence of gonorrhoea, chlamydia, and 
syphilis in affected populations.10 In many settings, SHCs 
remain the place where most people go for testing and 
treatment.11 We specifically lack evidence that increasing 
services outside SHCs, as desirable as that may appear, can 
safely compensate for reducing services provided directly 
by them. 

In some contexts, the expansion of decentralised service 
delivery – the new model – is being accompanied by the 
relative contraction of the delivery of a comprehensive 
package of services in sexual health clinics – the old model. 
Although the benefits of new models can be measured in 
well-designed program evaluations, the potential cost to 
individuals and public health of shrinking the old model is 
more difficult to identify. Although expansion of universal 
health care, particularly in the global south, is being proposed 
as a solution to STI control,12 it seems that funding of 
comprehensive sexual health services in the global north is 
being rolled back.13–15 

More recently, the coronavirus disease 2019 (COVID-19) 
pandemic necessitated the rapid re-adaptation of sexual 

health service delivery with less reliance on patients travel-
ling into clinics for face-to-face consultations with clinical 
staff, and most services rapidly pivoted to telehealth.16,17 

The long-term impacts of the COVID-19 pandemic on 
health system structures are yet to emerge, including those 
relating to health inequalities. Where evaluated, these 
changes have been found to be acceptable, although not 
always preferable to service users.18–20 The rapid transition 
to online and telehealth services during the COVID-19 
pandemic has highlighted the potential and the limitations 
of these approaches, and the risk of digital exclusion of 
vulnerable people.21 However, hybrid approaches to telehealth 
and face-to-face service delivery, increasing decentralisation 
and the growth of digital services is likely to continue. 

More recently still, monkeypox has highlighted the role of 
SHCs to rapidly respond to an emerging infection transmitted 
through sexual networks.22 At the same time, concerns are 
being raised that reduced SHC capacity due to COVID-19 
pandemic adaptions, resource re-allocation and a longer-
term trend of funding reduction may pose a risk to public 
health.23 

Diagnosis and treatment of STIs 

Although good sexual health is more than just the absence of 
disease,24 a key role of sexual health clinics is to diagnose, 
treat and manage individuals with genitourinary symptoms. 
In addition to benefiting health, reduction in the infectious 
period by reducing the time between infection acquisition 
and treatment has substantial public health benefit. 

Although online services may reduce barriers to access for 
some, especially those who might find it challenging to attend 
in person, they may increase barriers for others.25,26 Although 
encouraging those with less complex needs to use self-
sampling may help to preserve capacity within physical 
services for those with more complex needs,27–29 there is 
evidence that utilisation of these models is greatest among 
younger women, those with higher levels of education, and 
people of white ethnicity.25,27,30,31 Conversely, there are 
several important aspects relating to individual and public 
health that may be better provided through face-to face-
services. Two examples discussed here are provision of an 
immediate and accurate diagnosis and the identification of 
need for additional interventions. 

The use of self-collected samples for the diagnosis of 
bacterial and viral STIs is well established;31,32 however, 
some conditions can only be diagnosed following inspection 
(e.g. genital dermatoses) or clinical examination (e.g. pelvic 
inflammatory disease); pelvic inflammatory disease is a 
condition where averting serious clinical sequelae is highly 
dependent on the quality and appropriateness of care at 
initial presentation, where symptoms and signs many be 
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difficult to elucidate, particularly for a less experienced 
clinician.33 

Although nucleic acid amplification testing (NAAT) has 
become the standard for diagnosis of most bacterial STIs, 
NAAT point-of-care testing is not yet widely available. 
Currently, light microscopy of wet or gram-stained specimens 
(particularly to assist the diagnosis of gonorrhoea, bacterial 
vaginosis and trichomoniasis) and dark-field microscopy 
(which, although use is decreasing, is still used for the 
immediate diagnosis of syphilis in some places) are important 
to ensure patients receive the correct diagnosis and timely 
treatment. In the future, the application of NAAT point-of-
care testing to immediate clinical management of symp-
tomatic patients would require the co-location of the 
clinician, the diagnostic platform and the range of possible 
treatments; in practice, this is likely to occur mostly in 
sexual health clinics.34 

There are several important implications of not receiving 
an immediate and accurate diagnosis. For the individual, 
there is lack of certainty in a situation where emotional 
reassurance is a priority.35 At both individual and public 
health levels, syndromic management of urethral and vaginal 
discharge lacks sensitivity and specificity for the diagnosis of 
infections.36,37 In turn, this leads to poor antimicrobial 
stewardship; providing antibiotics to individuals who do 
not need them or the wrong antibiotics for those who do. 
This applies not only to the index patient, but also in terms 
of partner notification and management. Opportunities to 
take additional samples for culture, important for the 
surveillance of antimicrobial resistance, may also be lost. 

Over time, rising concerns about antimicrobial resistance 
in relation to incorrect and unnecessary antibiotic use, and 
a rapid growth in diagnostic technologies, in particular 
point-of-care NAAT tests and molecular antimicrobial 
resistance testing, are increasing the complexity of the ways 
in which sexual health care is being delivered and a greater 
need for specialist services. 

Partner notification, patient counselling, 
safeguarding, and provision of additional 
services 

Partner notification (also known as contact tracing) is a key 
public health intervention. It prevents onward transmission 
of undiagnosed infection while also contributing to improved 
individual health by treating infection in the exposed partner 
and preventing reinfection in the index case. It also is subject 
to varying levels of complexity. The notification itself, based 
on provided contact information, and the offer of testing 
and referral may in some cases be sufficient. However, in 
many situations, access to an individual’s clinical records, 
establishing separate notification records and capacity to 
track attendance, test results and treatment is necessary. 

Although each of these components might be offered in 
different parts of the health system, in practice, they are 
usually delivered through or in SHCs. The role of the SHC 
will continue to be integral to the delivery of partner 
notification. Where some aspects move to other settings 
and providers, either entirely or partially, governance and 
oversight, including data capture and reporting by the 
clinical service, will continue to be required.38–40 

Partner notification also affords the opportunity for 
health promotion and prevention interventions in partners.41 

Although some aspects of partner notification require 
skilled and experienced sexual healthcare professionals who 
would normally be located in SHCs or in public health 
departments to maximise outcomes, there has been recent 
exploration of how some partner notification could be 
delivered utilising technology under patient control or service 
facilitated.42–44 Although anonymous patient-controlled 
partner notification programs are not new,45–48 their inability 
to capture the relevant outcomes makes it difficult to fully 
assess their public health benefit. In contrast, those partner 
notification activities facilitated by the service are challenged 
by similar barriers for engagement with standard partner 
notification, which are less adaptable to different partner 
types and, as typically being stand-alone systems, present 
significant staff–time capacity problems. 

The increasing use of home sampling for STI testing affords 
an opportunity to improve the delivery of partner notification 
and accelerated/expedited partner testing and treatment 
outside the physical setting of a sexual health clinic.49,50 

Just as testing for specific conditions (e.g. HIV) is delivered 
within the community, often by peers, the delivery of 
partner notification within the same setting and by peers is 
likely to be acceptable.51 

Furthermore, clinics can take on an important role in 
the protection of health, wellbeing and human rights, and 
prevention of harm, abuse and neglect. These principles are 
often collectively known as Safeguarding.52 Safeguarding 
activities in SHCs applies to all attendees, but has particular 
importance for children, young people and adults with 
specific vulnerabilities. They form a key resource for 
identifying people at risk of abuse, particularly sexual abuse 
and exploitation, sexual violence, and domestic abuse. 
Domestic abuse is common, and healthcare professionals can 
be the first to whom it is disclosed, although spontaneous 
disclosure is rare.53,54 Universal or targeted enquiry about 
domestic abuse in required; therefore, and is mandated in 
some health systems.55–57 Similarly, routine enquiry about 
non-consensual sex as part of sexual history taking in sexual 
health clinics is policy in some countries.57,58 Disclosure of 
either domestic abuse or sexual assault abuse can trigger 
the need for appropriate onward referrals to other specialist 
services or agencies in addition to meeting the immediate 
sexual healthcare needs. 

More detailed enquiries as part of history taking for young 
people and vulnerable adults, as well as physical examination, 
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can identify child sexual exploitation, female genital 
mutilation honour-based violence, human trafficking, 
forced marriage, and sexualised drug use.57–59 STI services 
are well placed to identify young people at risk because 
STIs are a risk factor for the presence of child sexual 
exploitation.60 Young people may first disclose sexual abuse 
in a sexual health clinic. Standardised approaches and 
appropriately trained staff are required to identify, prevent 
and respond to these issues.61,62 

Compared to Safeguarding in SHCs, online services have 
benefits such as perceived confidentiality and immediacy,63,64 

but also limitations such as increased difficulty with making 
assessments where there are complexities such as language 
barriers or capacity issues.65,66 Service models are likely to 
be required where clear links and pathways between online 
and face-to-face services are available.65,67 

Service co-location, training and supervision 

Co-location of multiple services and disciplines also creates 
opportunities to offer support and interventions that may 
not be the patient’s main reason for presentation. Examples 
include hepatitis B vaccination, contraception, HIV post-
exposure prophylaxis and, more recently, HIV pre-exposure 
prophylaxis (PrEP). The last example is a key clinical sexual 
health intervention that involves a complex interaction 
between understanding of risk, awareness of biomedical 
HIV prevention, healthcare service access and personal 
behaviour and which is delivered through SHCs, and in 
some jurisdictions predominantly or exclusively so.68 In 
resource-rich settings where PrEP is often delivered by 
sexual health specialists, decentralisation allows more people 
to access PrEP with less expansion or diversion of existing 
specialist services.69–73 In more resource-limited settings, 
PrEP delivery outside clinical settings is proposed as a way 
of meeting PrEP coverage targets where there is little or no 
existing sexual health infrastructure.74 

Identifying people at risk of HIV infection who might 
not otherwise be aware of their eligibility for PrEP is a 
key component of PrEP guidelines and scale-up strategies; 
for example, attendances at sexual or reproductive health 
services where sexual risk is discussed, STI testing including 
HIV testing is offered or clinical management of STI presen-
tation is performed, are ideal opportunities for initiating 
PrEP.75,76 

Service efficiency and effectiveness 

Adverse funding environments and rising demand have 
stimulated the development of clinical service delivery 
innovations to increase service capacity and reduce unit 
costs while maintaining quality of care.2 In Britain in 2012, 

22.4% of women and 16.6% of men aged ≤24 years 
reported attending a sexual health service in the past year, 
most without referral from another service.11 Early diagnosis 
and treatment reduces secondary transmission and clinical 
sequelae of STIs. Potential for delay in service delivery 
begins with the wait time to be seen in a clinic. Same-day 
and walk-in services, particularly when combined with 
rapid test turnaround times, have the potential to reduce 
the duration of infectiousness significantly.34,77 

After the patient arrives at the clinic, other innovations are 
available to facilitate the collection of key clinical information 
like sexual and symptom history, the way that informa-
tion is used and to optimise allocation of resources. Many 
asymptomatic patients seeking testing do not require 
additional services or clinical review and few centres would 
provide it. Triage, however, does need to be reliably based 
on accurate patient information to ensure serious problems 
are not overlooked. When dealing with highly personal, 
culturally and socially sensitive information about sexual 
behaviour, attention to how it is best and most effectively 
gathered is critical, and age-old assumptions that person-
to-person interview is necessary have been successfully 
challenged in the sexual health field; computer-assisted self 
interview (CASI) has been shown to be highly acceptable to 
patients and clinicians,78 to improve the accuracy of sexual 
history information, in particular sensitive behavioural 
data.79 Because it is collected directly into an electronic 
patient file, data are immediately available for triage. 
Furthermore, algorithms based on information provided 
through this method can be used to triage patients who 
require clinical intervention.80 

Triaging patients who do not require clinical examination 
or immediate treatment is a highly effective method to 
increase the number of patients receiving testing and freeing 
up clinical resources for those whose symptoms are suggestive 
of a STI or in whom guidelines might recommend immediate 
assessment and treatment; for example, those presenting 
because a sexual contact has been diagnosed with an STI.81,82 

Teaching and training 

Sparse coverage of STIs and sexual health issues in traditional 
undergraduate medical and nursing curricula forces the need 
for high-quality training at a postgraduate level.51 Sexual 
health clinics coincide service provision with high volumes 
of training. As well as for undergraduate medical, nursing 
students and junior doctors, sexual health services provide 
specialist training in sexual health, and in sexual health 
components of other specialist training like family medicine, 
infectious diseases or obstetrics/gynaecology.83 

Postgraduate, diploma, certificate, or competency training 
to nurses, doctors or health workers provide transferable 
qualifications, ensuring a highly skilled workforce for the 
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future.52 Trainers must be suitably qualified and maintain 
their clinical experience and training skills. Because SHCs 
combine the concentration of patients, services and expertise 
with institutional governance, regulatory frameworks, quality 
standards and data management, they meet requirements for 
conducting high-quality and ethical research.84 

Summary and conclusions 

In summary, the provision of sexual health services, in partic-
ular STI testing, outside of SHCs continues to pick up pace with 
benefits in access, which can be clearly demonstrated and are of 
significant benefit. Universal health care should include access 
for all to testing, including asymptomatic screening; however, 
there are a range of services that are provided through 
SHCs that are no less essential. Many of these have limited 
or no availability elsewhere, and it is likely that reduction in 
overall funding and service volume in SHCs has led to 
reduction in access to and accessibility of these services. 

There is no part of the globe that can confidently claim to 
be adequately controlling STIs, despite the fact that many STIs 
are curable. Sexual health clinics are essential to reducing 
community STI harm, identifying and responding to STIs, 
and the conduct of research and provision of other essential 
services. Increasing services outside SHCs is not an 
argument for reducing services or funding inside them. 
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