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Abstract

HIV-positive Kenyan men who have sex with men (MSM) are a highly stigmatized group facing barriers to care
engagement and antiretroviral therapy (ART) adherence. Because care providers’ views are important in
improving outcomes, we sought the perspective of those serving MSM patients on how to optimize ART
adherence in a setting where same-sex behavior is criminalized. We conducted 4 focus group discussions with a
total of 29 healthcare workers (HCWs) experienced in providing HIV care to MSM. The semistructured, open-
ended topic guide used was based on an access-information-motivation-proximal cues model of adherence, with
added focus on trust in providers, stigma, and discrimination. Detailed facilitator notes and transcripts were
translated into English and reviewed for common themes. The HCW identified adherence challenges of MSM
patients that are similar to those of the general population, including HIV-related stigma and lack of disclosure.
In addition, HCWs noted challenges specific to MSM, such as lack of access to MSM-friendly health services,
economic and social challenges due to stigma, difficult relationships with care providers, and discrimination at
the clinic and in the community. HCWs recommended clinic staff sensitivity training, use of trained MSM peer
navigators, and stigma reduction in the community as interventions that might improve adherence and health
outcomes for MSM. Despite noting MSM-specific barriers, HCWs recommended strategies for improving HIV
care for MSM in rights-constrained settings that merit future research attention. Most likely, multilevel in-
terventions incorporating both individual and structural factors will be necessary.

Keywords: HIV-AIDS, men who have sex with men, antiretroviral therapy, adherence, healthcare providers,
Kenya

Introduction

HIV prevalence and incidence are elevated among
African men who have sex with men (MSM) relative to

men in the general population.1,2 For example, the national
HIV-1 prevalence among adult men in Kenya was estimated
at 5.6% in 2007;3 while among MSM recruited into research
cohorts at the Kenyan coast in the same year, the estimated
HIV-1 prevalence was 43% among men who reported sex

with men exclusively and 12% among men who reported sex
with both men and women.4

In Kenya, as in many parts of sub-Saharan Africa, male
same-sex sexual behavior is criminalized and highly stigma-
tized by society, including in the health sector.5 Past HIV
control efforts in Kenya have focused on prevention of het-
erosexual and mother-to-child transmission, leading to a re-
duction in overall HIV prevalence among adults aged 15–64
years, from 7.2% in 2007 to 5.6% in 2012.6 However,
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programming and policy to address the HIV epidemic among
Kenyan MSM have lagged behind, in large part, due to stigma.7

Access to good quality care is a key determinant of effective
engagement with health services and adherence to antiretroviral
therapy (ART).8,9 Access to effective HIV care involves not
only the availability of easily reachable and well-resourced
health facilities but also of health providers with nonjudg-
mental attitudes who foster effective relationships with their
patients. Stigmatizing attitudes by healthcare providers has
been shown to affect the desire and motivation of African
patients to start and adhere to ART.10–12 Poor provider–patient
relationships are of particular concern for ostracized popula-
tion groups and have been associated with poor access to care
and worse clinical outcomes among African MSM.13–15

In recognition of these problems, the World Health Orga-
nization has offered guidelines for best practices in providing
care to MSM, using a rights-based approach to ensure access to
services of the highest possible quality.16 Despite this,
evidence-based culturally relevant interventions and ap-
proaches to care provision for MSM in rights-constrained
settings are still lacking. In this study, we conducted a quali-
tative assessment among healthcare workers (HCWs) with
experience managing HIV in MSM patients in coastal Kenya.
Our overall objective was to explore factors affecting ART
adherence and engagement with care for this population, with
an ultimate goal of developing a tailored intervention to pro-
mote optimal ART adherence and improve health outcomes.

Materials and Methods

Conceptual framework

To ensure that we explored adherence determinants com-
prehensively, we adopted a conceptual framework closely
compatible with our prior cross-cultural work and the ad-
herence literature.17–21 This model, depicted in Fig. 1, iden-
tifies four general steps that are necessary for affected
populations to engage in care and adhere to treatment, and
which are applicable to the needs of Kenyan MSM: access,

information, motivation, and proximal cues to action. The
model emphasizes the overarching context of stigma and
discrimination that shapes MSM patients’ trust in providers.
In turn, this trust exerts a more immediate contextual influ-
ence on the patients’ ART-related access, information, mo-
tivation, and cues to action.

We developed a semistructured, open-ended topic guide
with questions exploring HCWs’ views about whether the
MSM patients they served face difficulties with any of the
four steps to adherence depicted in Fig. 1:

1. Access: Factors affecting MSM patients’ access to
healthcare and medication, including provider knowledge,
provider attitudes, and structural aspects of care delivery.

2. Knowledge: General MSM patient knowledge about
ART, side effects, and the importance of adherence.

3. Motivation: Psychosocial factors among MSM pa-
tients such as beliefs that medication will work, self-
efficacy to adhere despite challenges, support from
family and social networks, and the impact of sub-
stance abuse and mental health.

4. Proximal cues to action: Psychological, social, or
electronic reminders for timely pill-taking such as the
use of mobile phone alarms.

Providers were also asked to comment on the adequacy of
their training to address the challenges of caring for MSM
patients, their thoughts on what interventions might be
helpful to improve adherence and care engagement for this
group, and any other concepts that they felt were relevant to
the topic addressed.

Study setting

The study was conducted between June 2013 and March
2014 in Mombasa and Kilifi, two counties of coastal Kenya
that are home to a large population of MSM.22 Discussions
were held at the Malindi sub-County Hospital Comprehen-
sive Care Clinic, the Kenya Medical Research Institute

FIG. 1. Conceptual model.
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(KEMRI) Kilifi HIV Clinic, the KEMRI Mtwapa HIV Clinic,
and the Ganjoni Municipal Clinic in Mombasa Island. While
the Malindi and Mombasa sites are large public clinics
serving HIV-positive members of the general population in
coastal Kenya, the two KEMRI HIV clinics target key pop-
ulations, including MSM and male and female sex workers.

Recruitment and sampling

KEMRI, with the support of the local government and the
National AIDS and STI Control Program (NASCOP), has
conducted sensitivity training for HCWs attending to MSM
patients (www.marps-africa.org). Prior evaluation of the
MSM sensitivity training has shown improvements in
HCWs’ knowledge, attitudes, and behaviors related to the
care of MSM patients.23 Through this network of trained
HCWs and input from local community MSM leaders, we
identified HCWs with experience caring for HIV-positive
MSM patients and invited them to participate in a focus group
discussion (FGD) convened at one of four central health fa-
cilities. County health chiefs and hospital administrators
were consulted beforehand to provide formal permission for
staff attendance.

Study population

Twenty-nine of 32 HCWs invited for participation in the
study were enrolled in four FGDs. The three HCWs who were
not enrolled were unable to attend and sent their regrets. Each
FGD included from six to eight HCWs. Mean age was 39
years (interquartile range, 28–59), and 52% were female.
Most participants reported five or more years of experience in
providing ART care, while only one-third had similar years
of experience providing care to MSM patients. Participants
included 8 counselors, 7 nurses, 13 clinical officers, and 1
pharmacist. Table 1 provides summary characteristics of the
participating HCWs.

Data collection

FGD were facilitated by a trained moderator and followed
the semi-structured topic guide described above. Each dis-
cussion lasted *90 min and was audio-recorded with par-
ticipant consent. One independent observer and one note-
taker were also present to assist in documentation. Discus-
sions began by exploring the challenges of providing HIV
care to the general population, before moving on to experi-
ences with MSM patients. Pertinent excerpts from recently
conducted in-depth interviews with HIV-positive MSM
about the challenges of taking ART were presented as a
means of enriching the discussion.24

Data analysis

Two research team members (M.M. and B.K.K.) tran-
scribed the audio recordings verbatim, and translated them
from Kiswahili to English when required. These transcripts,
together with accompanying facilitator notes, were analyzed
with NVivo software, Version 10 (QSR, Cambridge, MA).
An initial coding dictionary was developed through discus-
sions of recurring patterns and themes that emerged from
detailed notes and reports generated by the study team
(moderator, observer, and note-taker) immediately after
completion of each FGD. This dictionary was periodically

updated by an appointed team member to reflect nuances and
emerging constructs identified during the coding process.
Each transcript was coded by two research team members
(M.M. and B.K.K.), and intercoder reliability was assessed
by an independent (noncoding) research team member (D.O.)
to ensure rigor and fidelity to the coding dictionary. The final
analytic report emerged after a series of discussions with all
team members and included representative quotes that il-
lustrated key findings.

Ethics statement

Study procedures were approved by the ethics review
boards at KEMRI and the University of Washington. All
participants provided written, informed consent. Participants
received 350 Kenyan shillings (*$3.44 USD) for transpor-
tation.

Results

HCWs discussed barriers to effective HIV care that were
similar to those of the general population, as well as barriers
that they felt were specific to HIV-positive MSM. While
many of the barriers discussed fit into the conceptual
framework proposed and related to access, knowledge, mo-
tivation, or proximal cues to action, other barriers, such as
anticipatory stigma, related to social and other behavioral

Table 1. Characteristics of Participating

Healthcare Workers (n = 29)

Characteristics n (%)

Gender
Female 15 (52)
Male 14 (48)

Age (years)
18–35 10 (34)
Over 35 19 (66)

Location
Mombasa 8 (28)
Malindi 7 (24)
Kilifi 6 (20)
Mtwapa 8 (28)

Organization type
Governmenta 23 (80)
Private 4 (14)
Research clinic 2 (7)

Cadre
Clinical staffb 21 (72)
Counselors 8 (38)

Experience working with MSM patients, years
1–5 19 (66)
Over 5 10 (34)

Experience providing ART care, years
1–5 12 (41)
Over 5 17 (59)

Prior MSM training
Yes 29 (100)
No 0

aThree of these providers were based at prison health facilities.
bClinical staff included 13 clinicians, 7 nurses, and 1 pharmacist.
ART, antiretroviral therapy; MSM, men who have sex with men.
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skills that HCWs felt were lacking in their MSM patients
were also identified. Specific examples of these identified
barriers are given below, followed by the strategies for
change suggested by participating HCWs. A summary of the
themes identified is presented in Table 2.

Barriers to ART adherence for all patients, regardless
of sexual orientation

Information and AIDS literacy. HCWs felt that a common
barrier to adherence in all patient groups was mistrust of ART
due to ignorance and misinformation, leading to rejection of
conventional care services in favor of faith-healing and her-
bal medications.

‘‘.In the clinic where I work they still believe that HIV is
from bewitchment, so they opt to go to the witch doctors in the
village, turning up for treatment in the critical phase when you
cannot do anything for them . Some think that the medica-
tions are poisons which will harm you if you take them early,
so you need to delay taking them. So when you tell somebody
that they have a low CD4 and they have to take medication,
they do not understand, because it does not align with what
they are saying out there.’’ (Male clinician, age 28 years).

‘‘For me, from where I sit, the patients I see most are semi-
illiterate. So I think the literacy level is affecting the
awareness of HIV. we need to change the mode of com-
municating to them, in simple language that they can under-
stand.’’ (Male clinician, age 28 years).

HIV stigma. Fear of rejection and discrimination based
on HIV status was also identified as a major hindrance to
effective care-seeking for many patients, regardless of sexual
orientation. Presenting late for care and a preference for
clinics located away from home were attributed to a wish to
hide one’s HIV status.

‘‘It is the fear of being seen by other people coming here.
you might find someone coming for adherence counselling or
a clinic visit, but they leave because there are people who
might see them and then talk about them in the community.’’
(Female counselor, age 40 years).

This fear was thought to lead frequently to nondisclosure,
particularly to partners, family, and other social networks,
which otherwise could offer much-needed psychosocial
support.

‘‘I think that when it comes to disclosure, most of our patients
do not disclose about their status to either their partners or
even family members who are the key people who can be of
support to them. I think that is one of the major challenges why
patients who have not disclosed their status fail to come to
medications or are lost to follow up . If I am seen taking
medications, how will people take me?’’ (Male counselor, age
28 years).

Economic challenges. Socioeconomic status and food
security were also identified as factors critical for treatment
success for all patients.

‘‘You can find someone who is willing and motivated to take
the medicines properly, but when he gets sick with a different
illness that he needs to buy medicines for and can’t afford, he
gets demoralized to take the ARV’s you are giving him.’’
(Female counselor, age 43 years).

Mental health. Health providers felt that adherence and
clinical prognosis were poorer in those with substance abuse
and mental illness regardless of sexual orientation.

‘‘For those who might have gone through. let’s say treat-
ment failure,. at times they also reach that level of apathy
and just refuse to take their medications, and just wait for their
deaths. We also see this in the general population, sometimes
people just get tired, they get into depression, and decide not
to take their medications.’’ (Male clinician, age 38 years).

Barriers to ART adherence considered specific
to MSM HIV patients

HCWs identified barriers specific to MSM, which they
broadly attributed to heterosexist bias, with implications on
institutional practice and clinical interactions, and the social
and economic well-being of their MSM patients.

Biased clinical environments. HCWs identified clinical
barriers at both provider and structural levels that made en-
gagement with their MSM patients difficult, including prej-
udice and social norms that led to discriminatory practices.
HCWs’ own confidence in their capability to provide high-
quality empathetic care was identified as important for ad-
herence. Most stated that before sensitivity training, they had
felt ill prepared to address the unique health concerns of their
MSM patients.

‘‘Health worker training does not address the issues of MSM
in any way. Health care workers who have not gone through
the sessions on MSM are ill prepared to handle MSM.’’ (Male
clinician, age 38 years).

‘‘When we started offering MSM services here, from the
counselling point of view, [.] it was not something that was
really flowing, because of the personal values and other things,
traditional beliefs.’’ (Female counselor, age 39 years).

HCWs who had attended sensitization sessions reported
facing discrimination by their nonsensitized colleagues once
back at their duty stations. Such experiences and fear of
secondary stigma led to reluctance to associate with MSM
patients, inhibiting quality care.

‘‘Some of them are calling us lesbians, simply for attending to
MSM, but I am not a lesbian, so I don’t care.’’ (Female
counselor, age 50 years).

In addition, the lack of structural support from administrators
and policy makers was seen as an impediment to improving
access.

‘‘The administration itself does not want to accept the issue of
homosexuality. Being well known that it [the health facility]
is a government institution, it’s a challenge of itself so
sometimes have to work on my own in secret. Our bosses
should be called, and be informed, be educated. because if I
will get educated but my boss is like that, then we will be
doing zero work.’’ (Male counselor, age 35 years).

Prejudiced patient–provider relationships. While HCWs
felt that MSM were able to use reminders and other cues for
adherence appropriately, they thought that some MSM
lacked the skills needed to interface with the healthcare
system. In our discussions, it became apparent that the level
of interaction between HCWs with MSM patients outside of
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health services was minimal, resulting in MSM patients being
seen as oddities or outsiders.

‘‘I could not know them; it was very difficult for me to know
them.’’ (Male clinician, age 36 years).

Some HCWs appeared to fear conflict with MSM patients,
either from reluctance to be perceived as homoprejudiced or
fear of calling attention to themselves while interacting with
these patients.

‘‘We have the few [MSM patients] who draw negative at-
tention to themselves. they talk, sometimes insulting the
next patient, then that will be one who will get into trouble
with the staff here. And not because they are MSM but be-
cause they are disturbing the other patients, and here we have
to look out for all the patients, whether they are MSM or not
MSM. So if I tell you that you are going out of line, do not start
using words like homophobia with me, there is no place that
you will go to that does not have rules, you know?’’ (Female
clinician, age 47 years).

MSM-related stigma was thought to be compounded by HIV
stigma, with consequent complications for effective care-
seeking.

‘‘For them, even before they know their status, being an MSM
is already stigmatizing. When they come for treatment, when
they come to the hospital and realize that they are positive, it
becomes worse. It is also affecting them, in that they get
service late because of that stigma. So you find that most of
them come with OI’s [opportunistic infections], which is
when they seek treatment. That is when you get to know that
this person is HIV positive and also MSM.’’ (Female
counselor, age 33 years).

HCWs felt that this dual stigma experienced by MSM HIV
patients could have devastating clinical consequences, such
that avoidance of HIV care and delayed treatment due to
anticipatory stigma can exacerbate MSM patients’ clinical
problems. HCWs further ascribed some of the difficult in-
teractions they had with MSM patients due to anticipatory
stigma, and commented on how this stigma could translate
into difficulties navigating HIV care:

‘‘When somebody has self-stigma, they will come to the CCC
[comprehensive care center], and anybody who looks in their
direction, they think they are looking at them, the seat ar-
rangement is in a way that it is bothering them.’’ (Female
clinician, age 47 years).

Such strained relationships exemplify how MSM patients’
perceptions about the healthcare environment can impede
respectful care and preclude open, honest engagement. De-
spite this, participating HCWs recognized a responsibility in
educating the larger community to mitigate stigma and its
effects, particularly given their respected position in society.

‘‘I think if I can put myself in the shoes of a patient, I want
something that will give me hope. The status of HCW in
society is different. ‘When I look at you, I know that you are
a doctor, so whatever you tell me, I will take it more seriously
than the other person out there who has less information.’’’
(Male clinician, age 38 years).

Impeded access to social and financial capital. HCWs
felt that many MSM also faced economic challenges that
were often seen as a consequence of their social ostracization,
which resulted in limited social support, an interrupted edu-

cation, and reduced earning power. MSM patients were
portrayed as requesting monetary help or nutritional sup-
plements frequently, and HCWs felt challenged by the lack of
services or funding to support patients with such problems:

‘‘They [MSM patients] have challenges, and will present
many things that are not maybe in line with your work. For
instance, they keep talking about food, whereby we [HCWs]
do not provide food.’’ (Female counselor, age 33 years).

‘‘I think the biggest challenge we have is once you identify
these problems, do you have the proper referral mechanisms
that can deal with the problems, because there are some [MSM
patients] who will tell you that my house has been locked, and
everything including the drugs are in that house, so in that
case, you identify the immediate need is monetary .’’ (Male
clinician, age 35 years).

Interventions to improve care

Providers were encouraged to identify and discuss poten-
tial strategies for improving ART adherence and care en-
gagement that might be integrated into an intervention
tailored for HIV-positive MSM. In addition, we presented
health providers with possible intervention components that
had been found beneficial for similar use in various settings.
These focused primarily on client-centered care provision,
behavioral modification, and the use of trained peers.25–27

Ultimately, the strategies proposed by HCWs centered on
two interconnected themes: HCW capacity building through
training, sensitization, and other structural modifications, and
empowerment of MSM patients through the use of trained
peer navigators.

HCW sensitization. Providers’ ability to provide high-
quality empathetic care was identified as crucial for the ad-
herence of their MSM patients to ART. Participating HCWs
suggested that MSM-specific health issues be incorporated
into preservice training, which would also serve to normalize
care provision and prevent secondary stigma for providers.
Inclusion of administrators and managers was suggested, as
structural support from senior staff was deemed essential.

‘‘I suggest that we train more health workers .because not all
of them have been sensitized. Because the buck stops with the
health care worker: If they [MSM] think that you are ap-
proachable and that the clinic is friendly, then they will be
back.’’ (Male clinician, age 28 years).

‘‘If possible, perhaps the issues of HIV and MSM should be
put maybe in the core curriculum during the basic training at
the college, maybe that will bring insight.’’ (Male clinician,
age 38 years).

Use of peer navigators. Participating HCWs were asked
their views on whether trained MSM peer navigators with
experience taking ART could be helpful. This idea was well
received, as HCWs were aware of other successful peer
mentor programs, particularly the ‘‘mother mentor’’ program
for prevention of mother to child transmission, in which HIV-
positive mothers provide mentorship to pregnant women
newly diagnosed with HIV infection, assisted by health
providers in antenatal clinics. This positive example ap-
peared to instill confidence in the feasibility and acceptability
of advancing similar programs for MSM patients.
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‘‘The benefits are they [MSM] sit together as peers, they un-
derstand themselves better. They have the same characteris-
tics and are in the same group, so they will benefit more.’’
(Female clinician, age 43 years).

Even so, when asked to list characteristics preferred in trained
peers, HCWs continued to demonstrate homoprejudiced at-
titudes, exemplified by their preference for those esteemed by
the general community, ‘‘despite being MSM.’’ Effeminate
MSM, those with drug and alcohol problems, men in obvi-
ously poor health, and those involved in sex work were not
considered appropriate.

‘‘If I were asked to choose this peer, then I would get one who
has organized himself, one who respects himself, who is a role
model even in the wider community, despite being an MSM,
he has kept himself well, it is not easy to know. Not someone
who is meant to be the peer in his locale supporting others, but
when he is going to visit others, he is dressed in a miniskirt and
boots! Will he get anywhere? He won’t be listened to by
anyone.’’ (Female counselor, age 36 years).

HCWs welcomed the idea of help from MSM peers, citing the
heavy clinic workloads and time constraints typical of most
public health facilities. They proposed that peers help provide
psychosocial support and health information, and remind
patients of medication-taking and clinic visits. HCWs,
however, emphasized the need for patients receiving peer
support to maintain regular contact with HCWs at clinics.

‘‘We have seen peer educators do that, come with cards,
collect medicines for their people and I always tell them that
next time, we will not be able to give you medicine because
we want to see how this patient is doing, we do not know the
condition of the person you are taking medicine for. we do
TB screening every visit, this person could have gotten TB out
there and you are just collecting medicine for them. So there is
a reason why we want them to be coming to the CCC.’’ (Fe-
male clinician, age 47 years).

Enthusiasm for using MSM peer navigators to provide adher-
ence support was tempered by concerns that patients ultimately
need to become self-sufficient and take medications indepen-
dently after a limited period of support, rather than become
dependent upon peer navigators for continued assistance.

‘‘The issue is that if you encourage him [the MSM patient] to
think that you will do everything for him, he will say ‘you tell
me what to do.’ But sometimes it is important for them to find
out what they can do for themselves, so if you let him feel
that he has some responsibility in this [.], instead of him
depending on you for everything.’’ (Male clinician, age
59 years).

Community reactions to peer MSM support programs were
also of concern due to perceptions among community
members that MSM receive additional services that are not
available to others. Some HCWs felt that such interventions
could consequently jeopardize safety for the MSM commu-
nity, while others saw this as an opportunity for sensitization
and dialogue.

‘‘Special attention given to MSM upsets the community.
Because if we [HCWs] bring in all this, well we are trying to
do a good thing for them, encouraging them to access health
care services and so on, but I think there might be some. the
community might be negative about it, because they feel
MSM are given special attention, and this is encouraging the
practice.’’ (Male counselor, age 28 years).

‘‘Other people also need to understand MSM [.] because the
other people are their brothers and sisters, and parents who
need to be able to live with them and support them, and the
first step is in understanding them.’’ (Female counselor, age
47 years).

Discussion

Findings from this qualitative study of HCWs in coastal
Kenya provided support to the ART adherence model for use
with Kenyan MSM.18,21,28 In this analysis, access to services
and the need to prioritize health for MSM were the most
salient determinants of ART adherence described by HCWs.
Specific barriers to access for MSM patients included the lack
of HCWs who were trained in male sexual health and sen-
sitized to provide respectful patient-centered care. In addi-
tion, HCWs felt that the homoprejudiced social–political
environment in Kenya negatively influenced MSM’s health-
seeking behavior and led to late presentation for care, as
reported elsewhere in sub-Saharan Africa.14,29,30

Our findings suggest that, in addition to structural factors
such as the availability of services, HCWs are themselves a
critical component of access to good clinical care and posi-
tive health outcomes. Provider attitudes have been implicated
in poor engagement in care in the general population,10–12

and HIV-related stigma was reported as an important issue
that MSM HIV patients face. However, HCWs participating
in this study, all of whom had received sensitivity training in
MSM health provision, felt that MSM living with HIV in-
fection faced specific challenges in accessing care. Specifi-
cally, HCWs identified economic and social challenges due
to stigma, difficult relationships with care providers, and
discrimination at the clinic and in the community, as major
deterrents to optimal ART adherence.

In the conceptual framework used, we proposed that the
effects of stigma faced by MSM patients would be mediated
by trust in their providers. However, we found that HCWs are
themselves inhibited by secondary stigma resulting from
being seen as MSM-friendly.31 In addition, HCWs also re-
ported structural barriers such as busy workloads and time
constraints, inadequate training to address patient problems,
and poor administrative support for work with MSM patients.
The challenges of inadequate training, personal and social
prejudices, and concern about secondary stigma have been
reported by other HCWs working in similar environments.31–

33 Encouragingly, HCW attitudes toward MSM were thought
to improve after sensitivity training,23,34 with suggestions to
bolster sensitization by increased hands-on interaction with
MSM patients and inclusion of MSM-specific health topics in
both preservice curricula and continuing medical education
programs. Participating HCWs also proposed improved
stigma reduction in the community and strongly endorsed the
use of trained MSM peer navigators to improve care en-
gagement and foster trust in their MSM patients.

The motivation of MSM patients to engage in care and
adhere to ART was found to be complicated by societal
stigma, including what may well be anticipatory stigma re-
lated to clinic visits. Of interest, HCWs did not think that
MSM faced barriers related to substance abuse or mental
health that differed from those seen in the general population.
HCWs may need further training on this issue, as evidence
suggests that MSM are particularly vulnerable to these
problems. In formative work exploring the correlates of
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depression among self-identified MSM in coastal Kenya,
Secor et al. found not only that levels of depression in par-
ticipants were considerably higher than those reported na-
tionally but also that sexual stigma was a risk factor for
depression in this population.35 Similar challenges have been
reported among African MSM living elsewhere,36,37 and
have been accompanied by calls for increased HCW training
to address these needs.

Our main objective in conducting this study was to identify
interventions that HCWs thought feasible, acceptable, and
likely to improve engagement and adherence among MSM in
HIV care. The idea to use peer navigators to improve ART
adherence in the target population was well received and
compared by participants to similar successful initiatives
among less stigmatized populations such as HIV-positive
pregnant women. However, HCWs had concerns about finding
MSM peers with the requisite skills and social qualities, inte-
grating MSM peers into the provider team, and community
misperceptions about a program benefiting MSM patients
only. These concerns make it clear that even among sensitized
HCWs, implicit bias against MSM can perpetuate a profes-
sional climate reinforcing negative attitudes. This situation is
not unique to African settings,38,39 but may be exacerbated by
the lack of countervailing cultural forces in this region.

Due to overall positive feedback on the idea of peer nav-
igators by these HCWs and MSM patients living in these
communities, this idea has been developed into an inter-
vention that is currently being tested in the KEMRI Mtwapa
clinic.40 Provider training in patient-centered care and mo-
tivational interviewing, as well as mental health screening,
are also intervention components.40 Partnering of peer nav-
igators with health teams may help mobilize social capital for
otherwise marginalized patients and promote a shared own-
ership in a health promotion model that includes MSM in the
care delivery team. However, as the results presented in this
study demonstrate, such interventions must be accompanied
by HCW training, ongoing support, and stigma reduction
such that the challenges facing both MSM patients and their
providers are addressed.

This study was limited by a relatively small sample size
(29 providers in 4 focus groups), in addition to the use of
HCWs who had already completed sensitivity training and
whose views may not be representative of HCWs in the re-
gion at the coast. However, as the roll out of MSM sensitivity
training continues through online forums such as www.
marps-africa.org and other training initiatives, disparities
between those sensitized and those not should be minimized
by changing social norms.

Hostile social and political environments hinder the ability
of HCWs to provide optimal and respectful care to MSM.
Provider training coupled with administrative and policy
support are key to moderating the homoprejudice ingrained
in health services, especially in African settings. Integrating
provider training with MSM patient empowerment initiatives
such as peer navigator programs and support for MSM ad-
vocacy groups should also foster increased trust and mutually
beneficial health programs.
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