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1 | INTRODUCTION

Stigma is a complex construct that involves the social exclusion of
people perceived to possess a characteristic that is viewed nega-
tively by a broader social group (Goffman, 1963; Scambler, 2009).

Abstract

Stigma in health services undermines diagnosis, treatment and successful health out-
comes for all communities, but especially for those affected by blood-borne viruses
and sexually transmitted infections (STIs). This study sought to examine experiences
in accessing and receiving health services, including what characteristics promoted
better health, safety and well-being for people with blood-borne viruses or STlss. It
conducted 46 in-depth interviews with people who inject drugs, gay men and other
men who have sex with men, sex workers, people in custodial settings, culturally
and linguistically diverse people, Indigenous Australians and young people in one
Australian urban community setting. Findings reveal that stigma persists in the provi-
sion of healthcare services, and that previous experiences of discrimination or fear of
mistreatment may result in a reluctance to continue to access services. On-going staff
training and education are important to ensure healthcare environments are welcom-
ing and inclusive. Specialised services and services that employed peers were seen as
favourable. Attending different services for different health needs created particu-
lar access challenges and undermined participant ability to engage in more holistic
healthcare. The fragmented structure of health services was thus seen as a barrier
to accessing health services, and stronger collaboration between health services is

recommended.
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Once stigma is applied or learned, it manifests itself in a range of

stigma experiences such as perceived stigma (Zelaya et al., 2012),

discrimination (Stangl et al., 2013) and self-stigma (Rao et al., 2012).
The stigma becomes discrimination when negative thoughts, be-

liefs or attitudes translate into the unfavourable treatment of an
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individual based solely on their membership in a certain group
(Giddens et al., 2009). Self-stigma occurs when people internalise
the stigmatising attitudes that others hold about them (Gilmore &
Somerville, 1994) and come to view themselves with shame and
reduced self-worth (Goffman, 1963). Experiencing stigma has been
consistently associated with low social support, increased mental
health issues, decreased self-esteem, increased rates of depression,
non-optimal medication adherence and suboptimal physical health
outcomes (Helms et al.,, 2017; Sweeney & Vanable, 2016; Turan
etal., 2017).

Individual stigma refers to psychological and behavioural re-
sponses to stigma, which may include concealment, negative self-
perceptions and compromised mental health (Corrigan et al., 2010,
2013). Interpersonal stigma refers to discrediting and discriminatory
acts directed at people that are considered to be of a specific mar-
ginalised group that possess or exhibit signifiers or qualities that de-
note physiological, mental or moral aberrance (Giddens et al., 2009;
Hebl & Dovidio, 2005). Structural stigma is formed by socio-political
forces within institutions and the community and is enacted through
policies and practices that restrict the opportunities, resources
and well-being of stigmatised groups (Link & Phelan, 2001). Within
healthcare settings, acts and expressions of interpersonal and struc-
tural stigma include judgemental comments or interactions, ex-
cessive use of infection control practices, extended waiting times,
denial of care, inferior care, unjust barriers to service provision and
demonstrating a lack of respect (Bos et al., 2013; Cama et al., 2016;
Earnshaw & Quinn, 2012).

Whilst people living with sexually transmitted infections (STls)
and blood-borne viruses (BBVs) may all be subject to stigma, each
condition has intersecting and distinctive characteristics and chal-
lenges. Stigma towards people diagnosed or living with hepatitis C
(HCV), HIV, or STIs stems from negative stereotypes about these
groups as being immoral, risky and even violent, as well as assump-
tions that they engage in criminal, devious, or non-normative ac-
tivities (Emlet et al., 2017). These stereotypes emanate from the
preconception that an affected person injects drugs or is sexually
promiscuous (Biancarelli et al., 2019). People living with HCV have
reported high levels of stigma and discrimination within healthcare
settings including the refusal of health services to provide care to
people who inject drugs and to treat patients with HCV who are cur-
rently injecting drugs (Treloar et al., 2013; Van Boekel et al., 2013).
For people living with HIV (PLHIV), experiencing stigma in health-
care settings impacts their engagement with treatment, care and
support, at different stages of HIV infection (Chambers et al., 2015;
Chan & Tsai, 2016; Ekstrand et al., 2018).

The past decade has witnessed developments in the treatments
of STls and BBVs. Most notable are advances with direct-acting anti-
viral treatment for HCV and biomedical therapy innovations for HIV,
such as treatment-as-prevention (TasP; Falade-Nwulia et al., 2017)
and pre-exposure prophylaxis (PrEP; Hamed et al., 2018). Given the
preventable and treatable nature of many BBVs and STls, the pro-
motion of positive health-seeking behaviour and removal of barri-
ers to healthcare services has become a national priority for these

What is known about this topic

e |t has been shown that people affected by or at risk of
blood borne viruses and sexually transmitted infections
need to be effectively engaged with community health-
care services.

e Engagement with healthcare has been shown to improve
testing and treatment uptake, and health outcomes.

e Stigma is known to be perceived and enacted within so-
cial interactions and institutions, including when access-

ing and receiving health services.

What this paper adds

e This study identified that a holistic and non-judgemental
health care approach reduces the expression of stigma-
tising attitudes and behaviours towards marginalised
groups, and increases feelings of safety.

e Some groups (for example sex workers and people living
with HIV) were found to be better informed as to the
care, testing and treatment they required.

e These groups acted to reduce potential stigma by going
to different health services for needs related to blood

borne or sexually transmitted infections.

marginalised populations (Australian Government Department of
Health, 2018a).

Inadequate or inaccurate knowledge about transmission routes
(for instance, that transmission can occur via contact with saliva
or skin) and fear of infection in the general population exacer-
bates stigma towards people living with, or groups associated with,
BBVs and STIs (Smith-Palmer et al., 2020). As marginalised com-
munities often avoid situations in which they fear being the target
of discriminatory behaviour (Herek, 2002; Pachankis, 2007), the
stigma experienced by people affected by BBVs and STls may re-
sult in unequal access to treatment services (Benintendi et al., 2021;
Hatzenbuehler, 2016; Paquette et al, 2018; Smith-Palmer
et al., 2020; Sweeney & Vanable, 2016). Recent improvements
and innovative training strategies that prioritise the involvement
of marginalised clients, such as providing education in conjunction
with social contact, focusing on recovery and hearing testimonies
from persons with lived experience, have contributed to a reported
reduction in some levels of stigmatising attitudes amongst health-
care workers (Geibel et al., 2017; Gronholm et al., 2017; Knaak &
Patten, 2016; Nyblade et al., 2019; Sukhera & Chahine, 2016).

In order to achieve optimum health services for the range of pop-
ulations most affected by or at risk of stigmatised infections, it is im-
portant to better understand what such populations are looking for
in a health service to encourage improved access testing, treatment
and care. Whilst previous research has shown that stigma is related
to reduced engagement with health service provision (Calabrese
& Underhill, 2015), there is limited research on how to increase
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engagement amongst these particular groups. This study aimed to
understand the health service experiences of people affected by
STIs or BBVs, including experiences of stigma and discrimination
and barriers to treatment and explore what could be done to better
engage people living with BBVs and STls in healthcare services.

2 | METHOD

2.1 | Study setting and population

The study was conducted in the small Australian city. Participants
were people who were living with a BBV or STl and were members
of one or more priority populations as listed in the Australian na-
tional BBV and STI strategies (Australian Government Department
of Health, 2018b): Aboriginal and Torres Strait Islander peoples,
people who inject drugs, gay men and other men who have sex
with men, culturally and linguistically diverse people and refugees,
sex workers, people in custodial settings and young people (aged
18-25years). The study had ethics approval from UNSW HREC
HC17751 and ACT Health HREC ETH.11.17.270.

2.2 | Recruitment

Workshops were held with key stakeholders and health services
prior to commencing. Healthcare services that cater to the targeted
population groups were identified, informed of the research and
invited to participate in recruitment for the study. Of the 11 ser-
vices approached, eight services agreed, spanning a range of health
service types including private general practices, public and primary
healthcare centres, peer-led community-based organisations, sexual
health centres and harm reduction services. Flyers highlighting the
study purpose, inclusion criteria and interview dates were displayed
in all relevant health services for at least 1 month prior to data
collection.

2.3 | Data collection

Participants were recruited using convenience sampling methods.
Researchers visited each study site for a period of 2 to 3days, and po-
tential participants either booked appointments within those dates
or contacted the researcher to set up an alternative interview time.
Prior to commencing, a detailed information statement was given to
each participant and written consent was obtained. For participants
unable to attend interviews in-person, interviews were conducted
over the telephone, and verbal consent was obtained. Interviews
were ~45-60min long and explored the following areas: experi-
ences of stigma and discrimination when accessing health services,
experiences of testing and treatment, experiences in healthcare ac-
cess and service delivery and strategies to improve service provi-

sion and reduce stigma and discrimination (see Table 1). Participants
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TABLE 1 Interview schedule: People living with sexually
transmitted infections (STls) and blood-borne viruses (BBVs)

Questions

1. When were you diagnosed with (BBV/STI)?

2. Was your diagnosis in [jurisdiction]?

3. What was your experience of getting diagnosed? Did you feel

supported by the clinic or service who told you about your BBV/
STl diagnosis?

4. Which services in the [jurisdiction] do you engage with regarding
your BBV/STI? Do you connect with any other services or
organisations (related to the participant's population group—e.g.
drug user organisations)?

5. How did you first hear about or become connected with those

services/organisations?

6. How would you describe the service/s? (Prompt for positive
and negative descriptors—friendly, engaging, challenging,
discriminating)

7. How often do you attend the service or organisation? What

prompts you to attend (social connections, health concerns, etc)?

8. How satisfied are you with the service you receive? Can you
describe how the staff at the organisation make you feel when
you are there? (Prompt for positive and negative responses—e.g.
welcomed, appreciated, stigmatised)

9. In the last 12months, did you ever not go to a health service or
an organisation because of how you were treated or may be
treated? Can you describe what happened that made you not
want to go? What did you do instead (nothing, go to another
service)?

10. Have you ever felt discriminated against or stigmatised because
of your BBV/STI when accessing services? Have you ever felt
discriminated against or stigmatised because of your (population
group: sex worker, Aboriginality, drug use, etc) when attending
aservice?

11. What have you done in situations where you felt you were
treated poorly by staff members? (e.g. walked out, made a
complaint)

12. What is one thing the service you attend could do better to
make clients/patients feel more welcomed?

were reimbursed $30 for their time. Repeated recruitment attempts
were made to garner a wide representation of clients from each pri-
ority population group, and data collection ceased when no more
potential participants were available. Interviews were recorded and

transcribed, and de-identified to protect participant confidentiality.

2.4 | Data analysis

The study team had professional competencies in qualitative research,
social science, sociology and psychology. Interview transcripts were
read by members of the study team independently, and coding was
led by one researcher (using NVivo). The study team met regularly
to discuss the codes and identify themes from the data using the
processes of reflexive thematic analysis (Braun & Clarke, 2006). The
process followed for interrogating the reliability of our different ap-
proaches to generating themes from the data involved the production
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of tentative codes and themes by the primary author, testing whether
similar concepts were generated by other researchers when reading
extracts of the same data, and discussions about the reflexive dimen-
sions of the coding process and to ensure the analysis was sufficiently
grounded in the data. Deductively defined themes (e.g. experiences
of stigma and discrimination in healthcare; personal, interpersonal
and structural barriers to healthcare access) along with a number of
inductively generated themes from the interview data were gener-
ated and agreed upon. The themes presented in this paper each speak
to a key aspect of what participants viewed as critical to achieving
optimal service provision for people affected by BBVs and STls.

3 | FINDINGS

Interviews were conducted with 46 participants between July and
October 2018. Of these 41 were in-person and five were by phone.
As depicted in Table 2, the client sample represents a diverse range
of perspectives to capture both breadth and depth experiences of
stigma and discrimination within these populations. Participants
were sometimes a member of more than one ‘priority population’,
revealing the intersectional impacts and experiences of BBVs and
STls. Themes generated from the participant interviews focused on
optimising service provision, noting the importance of high-quality
holistic and confidential services that prioritised client safety and
comfort, were knowledgeable and competent in meeting the needs
of the specific group, and included peers in the provision and de-

velopment of services. These are described in more detail below.

3.1 | Feeling welcomed

Many participants reported valuing spaces they considered safe and
welcoming for the provision of HCV, HIV and other STl-related ser-
vices. Organisations which openly displayed widely recognised sym-
bols associated with the populations most affected by HCV and HIV
seemed to elicit initial trust from clients. This was seen as important
because the intentional display of symbols that are ‘openly proud’
may help to avert feelings of being stigmatised or shame and secrecy

amongst client groups.

Most people with HIV know where to go and they
know where it's safe ... How do you know that, be-
cause they have symbols, like the rainbow flag on the
door is a vote of confidence and that instils confidence
in the community—Client 17, male living with HIV, 30s

Conversations with participants about their perceptions of ser-
vices also revealed that ‘word-of-mouth’ was a key method to gain
awareness of services that were non-judgemental and accessible and
that service experiences, both positive and negative, would also ‘filter

back’ to the community.

Total number of

TABLE 2 Demographic characteristics

Number in each

Percentage of

participants (n = 46) category total sample, %
Gender
Male 30 65
Female 16 35
Sexuality
Straight/heterosexual 23 50
Gay/Lesbian 12 26
Bisexual 3 6.5
Unknown or other 7 15
sexuality
Priority population
Diagnosed with hepatitis 3 6.5
B
Diagnosed with hepatitis 27 59
C
Diagnosed with HIV 15 33
Diagnosed with an 8 17
sexually transmitted
infection
History of injecting drug 26 57
use/people who
inject drugs (PWID)
Aboriginal or Torres Strait 6 13
Islander-identified
Identified as a non- 4 9
English migrant or
refugee background/
culturally
andlinguistically
diverse (CALD)
Young person (e.g. aged 4 9
25 and under)
History of sex work 3 6.5
History of incarceration 13 28

Reception and front of house staff that were professional were

greatly appreciated by participants, emphasising the need for discre-
tion and understanding from the outset. Adverse experiences at the
beginning could set a negative tone for the remaining appointment
or be a deterrent to treatment.

| think because [front of house staff] seem to swap
and change a lot, and they ask questions they don't
need to know. You know, like in regards to privacy.
“What are you seeing the doctor for?” Now she
doesn't need to know that, you know. I'm seeing a
doctor because | need to see a doctor. Your job is to
take my name and make an appointment and, you
know, not say what you need to come in for—Client
37, male living with HCV, 40s
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Overall, having a safe space to talk in a non-judgemental environ-
ment was seen as very valuable in helping clients, especially when they

are feeling unhappy or stressed.

3.2 | Preferring experienced services

Findings revealed that participants felt more comfortable in a ser-
vice which had more regular contact with people living with BBVs
or STls, and were more likely be honest in disclosing the issues af-
fecting them where they were confident the service would under-
stand. Participants felt that these services were better trained to
work in a non-judgemental and respectful manner. One of the key
indicators of service satisfaction reported in the interviews was
having access to BBV-focused (or specialised) services. Several par-
ticipants had a general practitioner (GP), and yet, when it came to
discussions involving their HCV, HIV or STI concerns, the majority
preferred to access the expertise of experienced services whose
staff were better equipped and more sensitive to client needs. For
PLHIV, being able to confide in a trusted health professional on
sensitive topics (e.g. sexual health risk) was mentioned as a key rea-
son to continue to use the service. Staff were viewed as particularly
knowledgeable and well-equipped to respond to both common and
perceived uncommon concerns relating to their BBV or STI.

Like my old GP, | probably wouldn't go to him for that,
just because | feel like he is not really interested in gay
men at all and | don't know, | just feel like coming here,
better care ... the screening is better than what you
get at the GP clinic... they do throat and rectal swabs
everything, like standard of care in general practice
wouldn't include that, they tend to just do urine and
they don't always do blood-borne virus screening ...
| guess the other advantage is you feel comfortable
talking about things whereas | don't really want to go
to my GP—Client 32, male living with HIV and STI, 20s

In addition to the clinical competence of the organisations, par-
ticipants stated that they trusted staff at the experienced services
more. Open communication between clients and their healthcare
practitioners was critical in providing clients with the best opportunity
to care for their own well-being. As some participants were uncom-
fortable openly disclosing their HCV status, the more specialised BBV
services played an important role in providing a safe space to discuss
their health and other related issues (e.g. housing, pharmacotherapy).
Participants also spoke about feeling more satisfied with services that
treated their HCV, HIV or STI status as just another everyday occur-
rence, rather than something new and different.

They have a fairly large gay clientele and they still
have several members of staff who are either trans-
gender or gay or for whatever reason more aware of

LGBT issues. So, | think as a [clinic], it is more aware
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than usual. It's the ordinariness of the patients, there
is nothing special about the patient, | mean, whether
they are HIV or not, whether they are coming in for
hormone treatment or not, that is just the patient and
| have never had any treatment other than just the
patient—Client 22, male living with HIV, 50s

Negative experiences in general health services were commonly
reported by some participants. Health professionals who have less
contact with marginalised groups seem more likely, through lack of
training and experience, to inadvertently foster an environment that is
unwelcoming to clients. A few participants also described feeling some
disappointment with the service provided by reception staff in general

practices. These incidents were mostly related to client confidentiality.

3.3 | Importance of peers in services

Peer-based services were highly valued by participants. The im-
portance of peers (i.e. people with lived experience of the health
condition or of stigma experienced by the population group) in help-
ing to support clients, understanding their experiences and making
them feel comfortable in a service was highlighted. Participants
commented on feelings of acceptance and validation received from
peers that were not found in many other professional relationships.
It was further acknowledged that having staff in health services that
were peer workers or members of marginalised populations helped
to elicit a safe space.

Importantly, many participants spoke about having particular
confidence in a service that was peer-based because of their in-depth
knowledge, and their understanding of the community. Having peers
available in services was something regularly mentioned by clients as
significant in ensuring they felt well understood and safe to discuss

their health and other concerns.

| have always really been driven by peer-based sup-
port staff and education and peer-based training.
It's only someone who is in the same shoes as you
are that can really understand what you are going
through—Client 22, male living with HIV, 50s

Participants were more likely to continue to attend a service if
there were peers in the service as they felt this offered them an addi-
tional level of understanding and support. Peer workers were seen to

be more sensitive to the complexities and challenges faced by clients.

If you need to go to court, | think so they might even
accompany you just to you know, peer help, | think
and they tell us about these sorts of things as well—
Client 28, female living with HCV, 30s

Overall, peer-based services were seen as valuable to clients,
making them feel better supported. Peers provided a unique



HORWITZ ET AL.

6
“wiey- R

point of engagement and access for stigmatised clients for
whom the health system may sometimes appear judgmental and

discriminatory.

3.4 | Confidentiality and discretion

Another issue that was described as particularly important was
confidentiality and discretion. Several participants emphasised the
importance of having their confidentiality respected, including their
HIV, HCV or STl status. Fear of stigma related to a status and/or his-
tory of sex work was reported as major barriers to accessing health

services.

At the neonatal [clinic], they are really good because
| didn't want my status to be on my file, that's public
to everybody and they were really good in keeping it
discreet...—Client 35, female living with HIV, 30s

Community members also reported concerns about health work-
ers asking them questions about how they may have acquired their
HCV or STls. Whilst clients understood that health workers may need
to ask them questions about their health conditions, or may be ex-
pressing natural curiosity, they felt that providers should know that
seemingly innocent questions could be misconstrued as threatening
by those affected.

| guess men have sex with men would be a high risk
factor, injecting drug users as well ... so | am not
surprised that the doctor might want to know about
that, but if you take a step back and you think about
it from the patient's point of view, maybe it's not as
necessary to know—Client 33, male living with HCV,
20s

Unwarranted or excessive disclosure was also raised by partic-
ipants, and a way to avoid this was noted to be the use of universal
precautions by health workers when drawing blood. Participants
commented that some clients are happy to openly discuss their
STl or HCV status but others may not be, and clinicians need to
be sensitive to these differences amongst clients to prevent them
from feeling ashamed. Instances of inappropriate disclosure of
STI/HIV/HCV status were still reported amongst clients at some
services.

One client raised concerns that health workers defined her
health as related to her positive HIV status and every medical issue
she had was seen to be a product of her being HIV-positive.

In the hospital proper, | have heard nurses say you
know, “go take blood from this person, they are HIV
positive by the way”, which | can see both sides of
it, but in my opinion you should approach every pa-
tient as though they are HIV positive ... | get it, you

want to be extra cautious but you should be extra
cautious anyway—Client 32, male living with HIV
and STI, 20s

There were additional challenges to confidentiality and discretion
for community members who were part of more than one minority
community. For example, for people identifying as Aboriginal and who
were also HIV positive, there is a choice to access a service either
through an Aboriginal community-controlled health organisation or a
public government health organisation. Some clients have hesitations
in using services that target their own population group, such as those
specific to indigenous health, due to concerns around confidentiality
and the possibility of being identified. Other participants suggested
that some Aboriginal clients will choose to specifically use services not
connected to their own community, thereby reducing the risk of un-

wanted disclosure.

| wouldn't go to the that service ... | wouldn't go there
because, you know, professional as they are, people
tend to talk and then, there are so few [of us] ... it
doesn't take much to identify who that particular per-

son would be—Client 36, male living with HIV, 60s

3.5 | Holistic and integrated health services

Participants valued a more comprehensive service that offered ho-
listic care and addressed numerous client concerns, including emo-
tional support. The fragmentation of some health services, which
included attending different services for different health complaints
was noted as creating particular access challenges and resulted in

clients not having important health or welfare concerns attended to.

[Sex] workers will have their sexual health testing
done [at one place] and go to their GP for a flu, cold,
gastro virus, but the two never meet. Like they never
tell their doctor that they are doing sex work or can
they have a sexual health testing done. They'd never
ask that. They only go for the physical or mental
health issues and sexual health testing is completely
separate—Client 46, female sex worker, 30s

The care can be a bit fragmented for those people like
at [one place] where | have spent a bit of time, a lot of
the time, doctors there are very much treating [one
condition], but not all the other stuff around it and
there are other conditions and like, they are all con-
nected ... | feel like the care could be more holistic—
Client 32, male living with HIV and STI, 20s

However, this can be compared with reports from other partici-
pants who felt that there were some services which went out of their
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way to make their services as accessible as possible and to provide a
comprehensive and holistic service which met a range of additional
needs for clients. These participants spoke highly of services that went

above and beyond in their care of clients.

They run safety and therapy programs, they have
family barbeque days and they all are very approach-
able, so if you have any problems, you can go in and
they are free to talk and they have case workers as
well which is fantastic. They can help you try and
find housing as well and if any problems at all, they
are very approachable- Client 28, female living with
HCV, 30s

4 | DISCUSSION

This study aimed to show some of the ways in which services could
better protect and cater to populations that experience stigma in
reference to BBVs and STls, which includes their presumed associa-
tion with sexual and drug use behaviours. The findings are relevant
to improving service delivery for people living with BBVs or STls in
a variety of international health service contexts, but particularly
for those that provide individualised medical and therapeutic care
services. Our research shows that previous experiences or fear of
mistreatment may result in reluctance amongst marginalised individ-
uals to continue to access services. Findings highlight that negative
attitudes and experiences impact people with HCV, HIV and STls
in multiple ways. Any quality components of community healthcare
and related innovations should recognise and address this where
possible through on-going staff training and by making healthcare
environments welcoming and inclusive.

Prior research suggests that stigma is still pervasive in healthcare
services and plays a major role in shaping service engagement (Feyissa
et al.,, 2019; Surratt et al., 2021; Treloar et al., 2013). Given reports
about the negative attitudes of reception and administrative staff,
these findings suggest that the respectful behaviour of reception
staff cannot be undervalued. Consistent with prior research that lack
of adequate education and addiction-related training amongst staff
has been found to be associated with increased levels of stigma (Van
Boekel et al., 2013), front of house staff should be trained to respond
to clients with consideration of privacy and confidentiality. Using sen-
sitive approaches to managing patient records is important so that
private health information is not accessed inappropriately or shared in
public settings. Health services catering for people living with BBVs or
STls should emphasise to front of house staff during employee train-
ing the importance of maintaining client confidentiality. This might be
especially relevant for clients who have already been on the receiving
end of many stigmatising experiences by healthcare staff.

This research also highlights the value of peer-based services
in providing non-judgemental and supportive environments that
help to make people accessing services more comfortable. Existing
research suggests that healthcare is more accessible and less
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stigmatising when staff have shared many lived experiences with
their clients (Muncan et al., 2020) and fosters transparent commu-
nication and client participation in healthcare consultations (Morgan
et al., 2015). Peer workers bring their own personal knowledge of
lived experiences and share vital experiential information that bring
credibility, trust and resiliency to marginalised populations (Davidson
et al., 2012; Laderman & Mate, 2016). Peer-based programs have
been shown to produce better results than non-peer-based programs
(Cabassa et al., 2017; Chinman et al., 2014; Davidson et al., 2012).
For example, a peer-driven health promotion intervention signifi-
cantly increased sexual healthcare attendance and STI screening
amongst Aboriginal people in Western Sydney (Biggs et al., 2016).
The past three decades have witnessed a substantial growth in con-
sumer participation and peer engagement programs, however, their
implementation within particular health settings has been limited,
especially in high-level involvement activities such as decision mak-
ing (Hinton, 2010; Rance & Treloar, 2015; Treloar et al., 2011). The
findings from this study support current research which suggests
that existing consumer participation programs have led to increased
consumer satisfaction, better engagement with staff, less negative
attitudes amongst staff towards clients, improved service delivery
and a disruption in the routine objectification that may charac-
terise treatment (Brener et al., 2009, 2021; Goodhew et al., 2019;
Matthews et al., 2018; Rance & Treloar, 2015). Optimal service pro-
vision should therefore include peers with lived experience and in-
vestigate the option of greater consumer participation in high-level
activities.

A commonly reported barrier to healthcare is the fragmented
structure of health services between mental health, alcohol and drug
services, specialist and mainstream services and services catering to
culturally and linguistic diverse populations (Baarnhielm et al., 2014;
Posselt et al., 2017). Literature highlights the unaddressed need for
stronger partnerships and collaboration between services (Isaacs &
Firdous, 2018; World Health Organization, 2018). Our findings re-
inforce this need to design more holistic systems with better link-
age to other types of services so that clients have easy access to
all necessary tests and treatments. This is further compounded by
challenges created by the fact that integration relies on digital health
systems. People living with BBVs or STls are often very reluctant
to support the sharing of electronic health records across services
because of entrenched fears of breaches of confidentiality. Similarly,
a fragmented health structure not only prevents ‘continuity of care’
for marginalised populations but often places much of the burden
on the client to navigate multiple service pathways, sometimes in-
volving settings where prior stigmatising experiences occurred (e.g.
hospital-based services; Marshall et al., 2019; Treloar et al., 2013).
Permitting clients to access care in settings of their choosing (e.g.
HCV care in drug and alcohol settings), whenever possible, and/or
the use of peer navigators to assist clients in attending their ser-
vice appointments, are strategies which will help facilitate improved
health outcomes for clients (Grebely et al., 2013).

Whilst attempts were made to recruit and interview an equal
representation of priority populations, a limitation of this study is
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that we were unable to recruit a sizeable number of people living
with hepatitis B (HBV), thus findings related to HBV were not in-
cluded. As people living with HBV have distinct stigma and transmis-
sion routes as compared to people living with HCV, HIV and other
STls, there is a need for further research to be able to compare the
health service perceptions and experiences of people and commu-
nities most affected by HBV in Australia with those of other BBV.

In addition, refugee and Aboriginal health services declined to par-
ticipate so we were unable to recruit an adequate sample of culturally
and linguistically diverse, migrant and aboriginal participants; findings
may have limited applicability for these groups. This suggests that our
recruitment strategies were not uniformly successful across all prior-
ity populations and that additional community outreach is required to
reach those experiencing multiple or intersecting stigmas. Similarly,
our recruitment strategy did not include documentation in languages
other than English and this undoubtedly hindered our recruitment
with some populations. There could have also been selection bias in
that those who felt highly stigmatised or not stigmatised at all may
have chosen not to participate. Lastly, additional analyses which ad-
dress the complex intersectionality of the priority populations and
their health challenges beyond the single population or health issue
would further help to inform clinical/service practice and policy.

Feeling stigmatised by health workers can have far-reaching det-
rimental effects on people, such as receiving sub-standard treatment
and care. An interesting finding from this study is that some marginal-
ised groups (e.g. sex workers and PLHIV) on the whole were better in-
formed about the care, testing and treatment they required and knew
how to best navigate the health system to reduce stigma by going
to different health services for their different needs. Whilst this in-
creases the burden placed upon individuals in managing their health,
it also improves the potential for members of these stigmatised pop-
ulations to receive the appropriate care. However, not all participants
had this knowledge, with some groups being less well informed and
less able to arm themselves with the knowledge to offset their disad-
vantages in order to receive optimum care. On the whole, this study
has identified important factors that help clients from these commu-
nities feel more comfortable and respected and encouraged to access
ongoing care. Identifying ways to further reduce stigma in healthcare
is pivotal to improve outcomes for these marginalised and vulnerable

groups and to ensure that the burden of disease is reduced.
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