
Singapore Med J 2011; 52(7) : 496O r i g i n a l  A r t i c l e

National Skin 
Centre Singapore,
1 Mandalay Road,
Singapore 308205

Ong CWG, MBBS, 
MMed, MRCP
Registrar

Chio TWM, MB ChB, 
MRCP, FAMS
Consultant

Sen P, MBBS, MRCP, 
FAMS
Consultant

Tan HH, MBBS, 
MRCP, FAMS
Senior Consultant

Chan R, MBBS, 
MRCP, FAMS
Senior Consultant

Department of 
Epidemiology and 
Public Health, 
Yong Loo Lin School 
of Medicine, 
National University 
of Singapore, 
16 Medical Drive,
Singapore 117597

Hu Y, MBBS, MHSM
Research Assistant

Correspondence to: 
Dr Gavin Ong Chun Wei 
Tel: (65) 6253 4455
Fax: (65) 6253 3225
Email: gavinong@nsc.
gov.sg

Patients’ perception of health services 
for sexually transmitted infections in 
Singapore 
Ong C W G, Chio T W M, Sen P, Tan H H, Hu Y, Chan R

ABSTRACT

Introduction: The Department of Sexually 

Transmitted Infections (STI) Control (DSC) 

Clinic is the only public STI clinic in Singapore. 

This study aimed to determine patients’ 

perception of the clinic as well as the factors that 

may influence their choice of DSC Clinic over 

other medical facilities. The concerns of certain 

risk groups were also assessed. 

Methods : Sel f -administered anonymous 

questionnaires were offered to Singaporeans 

and Permanent Residents over 18 years of age 

who were seeking treatment at the DSC Clinic. 

1,000 responses were collected over a period of 

four weeks in May 2009. 

Results: More than two-thirds of the patients had 

a positive experience at the DSC Clinic and would 

recommend the clinic to their family and friends. 

Positive attributes included competence of staff 

and the convenience of a one-stop treatment 

facility. The patients’ visits to the DSC Clinic 

also prompted them to engage in safer sexual 

practices. Stigma was surprisingly not an issue 

among more than three-quarters of the patients. 

Confidentiality of medical records was a major 

concern, with more than half of the patients 

unwilling to share their records with other 

healthcare providers, employers or insurance 

companies. The majority of patients would like 

to see the provision of clinics catering to special 

groups such as young people, women as well as 

men-who-have-sex-with-men. 

Conclusion: The majority of patients were 

satisfied with the health services provided at the 

DSC Clinic. Confidentiality in consultation was 

of prime importance to patients. 

Keywords: confidentiality, healthcare surveys, 

public health, sexually transmitted diseases 
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INTRODUCTION

The Department of Sexually Transmitted Infections (STI) 
Control (DSC) Clinic in Singapore was first established 
to provide specialist services for the treatment and 
prevention of STIs. The DSC Clinic remains the only 
public STI clinic in Singapore, serving both as a one-
stop clinic for direct walk-in patients as well as a referral 
centre for the country. Over the past decade, attendances 
at the DSC Clinic have been steadily increasing. All 
this while, emphasis has been on the delivery of quality 
healthcare services to patients. Much less is known about 
how patients seeking treatment perceive the delivery of 
such healthcare services. There has also been a lack of 
information about patients’ expectations of sexual health 
services as well as the psychosocial issues involved in 
making a visit to an STI clinic. 
	 In recent years, patient satisfaction has become an 
important aspect of the ‘holistic healthcare experience’, 
and measuring the level of patient satisfaction now 
regularly features in many patient-based outcome 
assessment tools. This study aimed to evaluate patients’ 
perceptions of such a public sexual health facility, as 
well as to determine whether certain aspects of health 
services, such as confidentiality and public stigma, play 
a significant part in patients choosing the DSC Clinic. 
This study also looked at high-risk groups of individuals 
attending the DSC Clinic, who may have inherent unique 
concerns. 

METHODS

This study was conducted over a four-week period in 
May 2009. The study consisted of a self-administered 
questionnaire containing 27 questions in either English 
or Chinese. There were six main sections in the 
questionnaire, namely demographics, awareness of the 
DSC Clinic, sharing of DSC medical records, special 
clinics and proposal for a second DSC Clinic, impact on 
subsequent sexual behaviour and rating of service. The 
questionnaire was anonymous. Consecutive patients 
seeking medical attention at the DSC Clinic who fulfill 
the inclusion criteria were invited to participate in the 
study. The inclusion criteria were Singapore Citizen or 
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Permanent Resident, age ≥ 18 years for male and ≥ 21 
years for female, proficiency in either English or Chinese 
and no previous participation in the survey. Those who 
did not satisfy the above inclusion criteria were excluded 
from the study. We aimed to collect 1,000 responses.
	 The questionnaires were given to respondents who 
had verbally agreed to participate in the study at the start 
of their visits. Respondents were required to answer the 
questionnaire on their own. The completed questionnaires 
were collected at the end of the visit. The questionnaires 
did not contain information that would lead to respondents 
being identified individually. The study protocol had been 
approved by the ethics committee of the Domain Specific 
Review Board. Significance testing was carried out using 
the chi-square test.

RESULTS 

Among all the patients who visited the DSC Clinic to 
seek treatment over the four-week period in May 2009, 
1,056 patients were eligible to take part in the study, 
out of which 1,000 (95%) completed all the responses. 
The majority of respondents were male (85%), with 
slightly more than half of the respondents below the 
age of 30 years. Those in the age group of 30–39 

years formed the second largest group of respondents. 
In terms of ethnicity, the majority of respondents 
were Chinese (77%), followed by Malays (12%), 
Indians (6%) and other races (5%). There was a wide 
spectrum of highest educational levels, ranging from 
no formal education to post-graduate qualifications. 
Slightly over 60% of the respondents had at least a 
post-secondary education (Table I). In terms of sexual 
preferences, the majority of the 853 (83%) male 
respondents were heterosexual, while 12% identified 
themselves exclusively as men-who-have-sex-with-
men (MSM). Among the 147 female respondents, the 
majority (90%) were heterosexual, while 5% identified 
themselves exclusively as women-who-have-sex-with-
women (WSW) (Table II).
	 A series of questions were asked in the questionnaire 
pertaining to attendance at the DSC Clinic. Specific 
questions included whether respondents had been referred 
by an external doctor and who had referred them. It was 
also asked how the respondents come to know of the 
DSC Clinic and the means of transportation they used 
when visiting the clinic. The majority of respondents had 
not been referred to the DSC Clinic by external medical 
practitioners. External doctor referrals only accounted 
for slightly over a quarter of the respondents (28%), 
with the remainder comprising self-referrals. The bulk 
of the referrals from external doctors came from primary 
healthcare physicians in the public (39%) and private 
sectors (32%), with the remainder coming from public 
hospitals (18%), private hospitals (4%) and uniformed 
institutions (7%) such as the military and police force. 
The majority of respondents came to know about the DSC 
Clinic from various sources other than doctor referrals. 
These included the Internet (29%), word-of-mouth 
(26%), health talks and educational pamphlets (9%), and 
mainstream media (6%).
	 When asked about the purpose of their visits, 56% 
of the respondents indicated sexual health screening. 
Only 14% reported that they were attending specifically 
for treatment of STIs. The other reasons included 
respondents being contact traced (8%) and a combination 
of sexual health screening and treatment of STIs (7%). 

Table I. Demographics of respondents.

Demographic (n = 1,000) No. (%)

Gender

	 Male 853 (85)

	 Female 147 (15)

Age group (yrs)

	 < 20 45 (5)

	 20–29 471 (47)

	 30–39 310 (31)

	 40–49 114 (11)

	 50–59 42 (4)

	 ≥ 60 18 (2)

Race

	 Chinese 766 (77)

	 Malay 124 (12)

	 Indian 60 (6)

	 Others 50 (5)

Educational qualification

	 University and postgraduate 317 (32)

	 Diploma 301 (30)

	 Upper secondary 118 (12)

	 Lower secondary 212 (21)

	 No formal education 39 (4)

	 No response 13 (1)

Table II. Sexual orientation of respondents.

Sexual orientation No. (%)

Male  (n = 853) Female (n = 147)

Heterosexual 708 (83) 133 (90)

Homosexual 100 (12) 7 (5)

Bisexual 30 (3) 4 (3)

No response 15 (2) 3 (2)
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Nearly half of the respondents came by their own mode 
of transportation (46%), while the bulk of the remaining 
respondents came in public transport (public buses and 
subway 28%, taxi 20%). Only 5% of respondents walked 
to the clinic.
	 The respondents were asked to rank, from the least 
to most important, the factors that would influence their 
decision to return to the DSC Clinic. The top three most 
important attributes were competence and expertise of 
the healthcare workers, followed by confidentiality and 
the DSC Clinic being a one-stop sexual health clinic 
(Fig. 1). Respondents did not consider waiting time and 
accessibility as reasons for not seeking treatment at the 
DSC Clinic. When asked about the stigma associated 
with seeking treatment at the DSC Clinic, more than 
three-quarters of the respondents (77%) reported either 
feeling neutral or not stigmatised. Out of the 230 who felt 
stigmatised, only 104 gave reasons for feeling so. The top 
three reasons given were: (1) STIs are still taboo (46%); 
(2) they felt embarrassed or ashamed to be seen at a sexual 
health clinic (24%); and (3) they were automatically 
assumed to have an STI if they were seen at the clinic 
(17%). 
	 These attributes and the issue of stigmatisation 
were further analysed along the lines of gender, race 
and educational background. In terms of race, the results 
were similar across the four racial groups; the differences 
observed between the racial groups in terms of competence, 
confidentiality and one-stop clinic were not statistically 
significant. Only the difference observed in cost was 
significant (p = 0.005), i.e. the Chinese and Indians felt 
that cost was an important consideration as compared to 
the Malays and those of other races (Fig. 2). In terms of 
educational background, the differences observed among 
the five educational levels were all statistically significant, 
i.e. respondents with a higher educational level were more 
likely to consider competence, confidentiality, one-stop 

clinic and cost as important reasons for choosing the DSC 
Clinic (Fig. 3). The differences observed along gender 
lines were not statistically significant (Fig. 4).   In terms 
of stigma, the observed differences were not statistically 
significant when analysed along the lines of gender, race 
and educational background (Figs. 2–4). 
	 When asked about their willingness to share their 
DSC medical records, slightly more than half of the 
respondents did not want their DSC medical records 
to be shared with other medical institutions and health 
facilities. The figures were similar for public and private 
health institutions (54% and 56%, respectively); their 
unwillingness to share was higher when it involved 
sharing records with the respondents’ own employers/
company-designated doctors (66%). The figures were 
even higher with regard to sharing such records with non-
healthcare facilities. The proportions of respondents who 
were unwilling to share their records with government 
agencies/departments and insurance companies were 
65% and 67%, respectively. With regard to sharing 
medical records with their employers, more than 70% 
of respondents were unwilling to do so (Fig. 5). The 
difference between public hospitals and employers was 
statistically significant (p = 0.007), while the differences 
between other groups were not (p > 0.05). 
	 Respondents were also asked how they felt about 
the need to set up clinics for certain groups of patients 
who were considered to be vulnerable and at high risk, 
and whether there might be significant stigma associated 
with seeking treatment at a sexual health clinic. 61% of 
respondents thought it was important or very important 
to set up a clinic catering to the needs of young patients, 
whereas 30% were neutral and 6% did not think it was 
important. With regard to the setting up of a women’s 
clinic, 61% thought it was important or very important, 
30% were neutral and 5% thought it was unimportant. In 
terms of an MSM clinic, 51% felt it was important, 35% 
were neutral and about 10% felt it was unimportant. The 
analysis of data within the respective subgroups revealed 
that among the 147 female respondents, 80% felt that it 
was at least important to have a clinic specially set up to 
cater to them, while 15% were neutral and 2% felt it was 
unimportant. Among the 130 MSM respondents, 74% felt 
that it was least important to have a clinic created for them, 
18% were neutral and 5% felt that it was unimportant.
	 The respondents were then asked to choose from a 
list of options, their preferred location for a second DSC 
Clinic if there were plans to set up one. About two-thirds 
of the respondents felt that it should be a standalone 
clinic, just like the current DSC Clinic, 16% preferred 
to have the second DSC Clinic sited within a public 

Fig. 1 Bar chart shows the five most important attributes of the 
DSC Clinic, as graded by the respondents.
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primary healthcare facility, 11% preferred it to be located 
within a public hospital and 7% preferred it to be within a 
community centre. In the last section of the questionnaire, 
the respondents were asked how they felt about the level 
of health services rendered at the DSC Clinic, as well 
as whether their visits to the DSC Clinic would have 
an impact on their future sexual behaviour. The overall 
perception of the delivery of sexual health services at the 
DSC Clinic was positive; 68% of the respondents rated it 
as good or very good, 27% were neutral and 3% rated it 
poor or very poor. A large majority (78%) of respondents 
would recommend the DSC Clinic to others who may 
need advice or treatment on sexual health issues.
	 The respondents were also asked to separately rate 
the usefulness of the following: nurse triage/consultation 
prior to doctor consultation; sexual health advisors who 
would provide additional health advice as well as follow-
up services such as contact tracing; and health educational 
pamphlets. Over half (56%) of the respondents found 
the practice of nurse consultation to be useful, whereas 
7% did not and 35% were neutral. With respect to the 
usefulness of health advisors and educational pamphlets, 
the approval figures for both were identical; 63% of 
respondents thought they were useful, while 31% were 

neutral and 3% found them unhelpful. About four-fifths of 
the respondents reported that their visits to the DSC Clinic 
would encourage them to engage in safer sexual practices 
in future. 
 
DISCUSSION

In recent years, patient satisfaction has become one of 
the key indicators in the overall assessment of healthcare 
delivery. This is the first time that such a survey has 
been conducted in a sexual health clinic in Singapore. 
We aimed to recruit 1,000 respondents, and over the 
four-week period in May 2009, we managed to reach 
our target number of respondents out of 1,056 eligible 
patients (95% participation rate). The high participation 
rate may be attributed to the anonymous nature of the 
survey. There have been concerns about the validity of 
results from anonymous questionnaire-based studies as 
opposed to non-anonymous ones. Factors such as sexual 
attitudes, sociocultural, ethnic and religious backgrounds 
may influence what patients share in the different types 
of studies. One study on sexual behaviours comparing 
anonymous questionnaires to interviews showed a high 
level of agreement and no significant differences between 
the two methods.(1) Another study suggested that patients’ 

Fig. 2 Bar chart shows the five most important attributes 
according to racial groups

Fig. 4 Graph shows the five most important attributes according 
to gender.
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Fig. 5 Graph shows respondents’ willingness to share DSC 
medical records.
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Fig. 3 Bar chart shows the five most important attributes 
according to educational level.
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responses tend to be more truthful in the anonymous 
questionnaires as compared to medical interviews, 
where responses are more conservative.(2) Given the 
Asian context of our society, we felt that an anonymous 
questionnaire would yield a higher participation rate, and 
the information obtained would also likely give a better 
reflection of how respondents felt.
	 The majority of our respondents were male (85%). 
This is similar to the proportion of male-to-female patients 
attending the DSC Clinic in general. The proportion of 
the various racial groups was also representative of the 
general population of Singapore, based on the National 
Census.(3) Likewise, our respondents came from a wide 
spectrum of educational backgrounds. We noted that 
more than half were under the age of 30 years, and those 
aged 30–39 years formed the next largest group. This is 
not surprising, as we would expect individuals within 
these age groups to be more sexually active and more 
likely to have multiple sexual partners, as well as engage 
in other higher-risk sexual behaviours.(4-6) 
	 Our respondents had learnt about the DSC Clinic 
from a variety of sources, ranging from the Internet, 
word-of-mouth to doctor referrals, with mainstream 
media and health education materials making up the bulk 
of the remaining sources. This suggests that knowledge 
about the existence of a DSC Clinic is widespread and 
that patients seeking sexual health services should 
not encounter major difficulties in obtaining more 
information about the DSC Clinic. This also suggests 
the availability of various avenues to reach out to 
target populations for sexual health intervention and 
prevention programmes. Competence, confidentiality 
and the convenience of a one-stop health facility were 
the three attributes reported as being most crucial for a 
sexual health clinic. Such findings are consistent with 
the experiences of sexual health services elsewhere. 
One study done by Hitchings et al found that the most 
highly valued aspects of integrated sexual healthcare 
were confidentiality, speed of service, rapid tests results, 
early access and technical expertise.(7) In another 
Australian study involving 270 new English-speaking 
clients, using a similar method of anonymous self-
administered questionnaire, more than half of the study 
participants ranked expert care as one of the top three 
reasons for choosing a sexual health clinic over a general 
practitioner, while confidentiality and cost were cited by 
one-third of the participants.(8)

	 Given the nature of sexual health, confidentiality is 
of paramount importance to patients. In our study, we 
noticed a trend that respondents became less willing 
to share their DSC medical records as we moved from 

the public health sector to the private health sector and 
eventually, to the non-health-related sector. In the case of 
company-designated clinics, there may be concerns that 
such information may be shared with their employers 
and colleagues. With regard to government agencies 
and departments, insurance companies and employers, 
there may be additional social and employment 
repercussions. Similar findings were observed in an 
Australian study, where participants in that study were 
comfortable with disclosure of information to other 
healthcare workers but  became increasingly unwilling 
to share the information with services not directly 
involved in their care.(8) 
	 Other studies have shown that patients with STIs and 
HIV infections continued to be discriminated against. 
In many societies, people continued to hold fears, 
prejudices and general intolerance toward them,(9,10) 
especially HIV-infected individuals. Likewise, many of 
such patients are also reluctant to reveal their conditions 
to their family members for fear that they too, would 
face similar discrimination.(11) Attending a sexual health 
clinic and STIs are taboo in many societies. We were 
particularly concerned that stigma would be an issue 
among our respondents. Despite earlier concerns about 
confidentiality, we were pleased to learn that 78% of our 
respondents either felt neutral or did not feel stigmatised 
when visiting the DSC Clinic to seek medical attention. 
However, there is a possibility of self-selection bias, as 
would-be patients who feel strongly about being seen at 
a sexual health clinic would not have attended the DSC 
Clinic in the first place; they would have gone to other 
health facilities where their conditions could be hidden 
among a sea of more common ailments. 
	 We noted two groups of respondents who were 
of particular concern. The first consisted of patients 
below 20 years of age. There were 45 such respondents, 
making up nearly 5% of our total number of respondents, 
and reflected the global trend of individuals becoming 
sexually active at a younger age.(12-14) The second group 
were the MSM. The percentage of respondents who 
identified themselves as MSM in our study was 15%. It 
has been reported that MSM are more likely to contract 
STIs,(15-17) and may thus have higher sexual health 
awareness and a tendency to seek STI screening more 
frequently. These two subgroups comprised higher-risk 
individuals, and therefore, it is pertinent that sexual 
health prevention and intervention programmes are 
specially tailored to target these vulnerable subgroups. 
It was reassuring to note that more than half of the 
respondents agreed that it is important to set up special 
clinics to target these subgroups. 
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	 In terms of patient satisfaction on services provided 
at the DSC Clinic, the majority of the respondents were 
happy with their overall experience and would recommend 
the DSC Clinic to someone who requires similar medical 
attention. Two-thirds of the respondents indicated their 
preference for a future STI clinic to be a standalone 
clinic, similar to the current one. Again, this likely reflects 
the underlying concerns discussed earlier, and such a 
standalone clinic would provide the necessary exclusive 
environment for patients to seek treatment without stigma 
or prejudice. One study suggested that significant stigma 
still exists for patients who are seen seeking treatment at 
a sexual health or genitourinary clinic in the setting of a 
larger healthcare facility such as a hospital.(18) In the long-
term planning of sexual health services, the concept of 
a standalone clinic must continue, and the current model 
can serve as a framework for subsequent sexual health 
clinics in the country.
	 In summary, this is the first study in our country to 
evaluate patients’ perceptions of health services for STIs. 
The patients had a good experience at the sexual health 
clinic, and the positive attributes of the current service 
included professional competence, confidentiality and the 
convenience of a one-stop clinic. Confidentiality remains 
an important concern among most patients, and if given a 
choice, most would prefer future sexual health clinics to 
be standalone clinics.

REFERENCES
1.	 James NJ, Bignell CJ, Gillies PA. The reliability of self-reported 

sexual behaviour. AIDS 1991; 5:333-6.

2.	 Castelo-Branco C, Palacios S, Ferrer-Barriendos J, Alberich X; 

Cervantes Study Group. Do patients lie? An open interview vs. a 

blind questionnaire on sexuality. J Sex Med 2010; 7(2 pt 2):873-80.

3.	 Government of Republic of Singapore. Singapore Census 

of Population 2000: Statistical Release 1: Demographic 

Characteristics, 2000. 

4.	 Htay SS, Oo M, Yoshida Y, Harun-Or-Rashid M, Sakamoto J. 

Risk behaviours and associated factors among medical students 

and community youths in Myanmar. Nagoya J Med Sci 2010; 

72:71-81.

5.	 Herlitz C. Sexual risk-taking in the general population of Sweden 

(1989-2007). Sex Health 2009; 6:272-80.

6.	 Herlitz C, Ramstedt K. Assessment of sexual behaviour, sexual 

attitudes, and sexual risk in Sweden (1989-2003). Arch Sex Behav 

2005; 34:219-29.

7.	 Hitchings S, Allotey J, Pittrof R. What do patients want most from 

sexual health services? Int J STD AIDS 2009; 20:719-22.

8.	 Ryder N, McNulty AM. Confidentiality and access to sexual 

health services. Sex Health 2009; 6:153-5.

9.	 Danziger R. Discrimination against people with HIV and AIDS in 

Poland. BMJ 1994; 308:1145-7.

10.	Yang Y, Zhang KL. HIV/AIDS-related discrimination in Shanxi 

rural areas of China. Biomed Environ Sci 2004; 17:410-7.

11.	Lau JT, Tsui HY. Discriminatory attitudes towards people living 

with HIV/AIDS and associated factors: a population based study 

in the Chinese general population. Sex Transm Infect 2005; 

81:113-9.

12.	March AL, Serdar Atav A. Social environment and problem 

behavior: perceived school safety, gender, and sexual debut. J Sch 

Nurs 2010; 26:121-30.

13.	Downing J, Bellis MA. Early pubertal onset and its relationship 

with sexual risk taking, substance use and anti-social behaviour: 

a preliminary cross-sectional study. BMC Public Health 2009; 

9:446.

14.	Cavazos-Rehg PA, Spitznagel EL, Bucholz KK, et al. Predictors 

of sexual debut at age 16 or younger. Arch Sex Behav 2010; 

39:664-73. 

15.	van Veen MG, Koedijk FD, van der Sande MA; Dutch STD 

centres. STD coinfections in The Netherlands: Specific sexual 

networks at highest risk. Sex Transm Dis 2010; 37:416-22. 

16.	Huhn GD, McIntyre AF, Broad JM, et al. Factors associated with 

newly diagnosed HIV among persons with concomitant sexually 

transmitted diseases. Sex Transm Dis 2008; 35:731-7.

17.	Beyrer C, Eiumtrakul S, Celentano DD, et al. Same-sex behavior, 

sexually transmitted diseases and HIV risks among young 

northern Thai men. AIDS 1995; 9:171-6.

18.	Scoular A, Duncan B, Hart G. “That sort of place...where 

filthy men go...”: a qualitative study of women’s perceptions 

of genitourinary medicine services. Sex Transm Infect 2001; 

77:340-3.


