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Abstract
Background  Compared to young heterosexual men, young gay, bisexual and other men who have sex with men 
(YMSM) face a disproportionate burden of sexual health conditions. This disparity is occasioned by factors such 
as criminalization and stigmatization of same-sex practices, YMSM’s limited access to non-judgmental and non-
discriminatory health services, and challenges associated with healthcare delivery. We explored the attitudes and 
perspectives of tertiary academic institution-based healthcare providers (HCPs) toward provision of services to YMSM 
in Nairobi, Kenya.

Methods  In September 2021, six in-person focus group discussions (FGDs) were held with 36 HCPs drawn from six 
public tertiary academic institutions within the Nairobi metropolis. HCPs were drawn from six cadres: front office 
staff, nurses, clinicians, counsellors, laboratory technologists, and pharmaceutical technologists. Discussions were 
conducted in English, transcribed verbatim and analyzed thematically using NVivo version 12.

Results  Analysis showed that despite expressing disapproval of same-sex practices, HCPs recognized their 
professional duty to provide care to YMSM, voiced challenges they experienced when providing care to YMSM, and 
suggested possible strategies for improving care for YMSM. Disapproval of same-sex practices mainly stemmed from 
HCPs’ personal values, societal norms and religious beliefs, though some HCPs identified religious principles such as 
the golden rule of “treating others as one would want to be treated” as motivation to providing care to YMSM. HCPs 
did not perceive criminalization of same-sex practices as a barrier to providing care to YMSM. Healthcare delivery 
challenges included inadequate knowledge and skills, a desire to “convert” YMSM’s perceived deviant homosexual 
to the normative heterosexual orientation, secondary stigma from other HCPs, and healthcare settings that did not 
support YMSM to disclose same-sex practices. Suggestions for improving care comprised sensitization and training 
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Introduction
During the developmental stage of emerging adult-
hood (18–25 years), individuals establish their identi-
ties, develop values, form new relationships with peers 
and test new levels of independence [1]. It is also during 
this period that sexual exploration and experimenta-
tion which may have begun in adolescence more likely 
intensifies, and may involve risky behaviours such as 
sexual interactions outside committed relationships [1]. 
This may in turn result in harmful effects on emerg-
ing adults’ sexual health. Meyer’s Minority Stress Model 
explains how discrimination, prejudice and stigma create 
a hostile social environment that results in health inequi-
ties among sexual and gender minority populations [2]. 
Based on this model, young gay, bisexual and other men 
who have sex with men (referred to here as YMSM) may 
experience particular social stressors including low levels 
of parental support [3], school-based victimization [4] 
and gender role strain [5] – factors which in combination 
with the vulnerabilities of the emerging adulthood devel-
opmental phase, may act synergistically to compromise 
their health and well-being [6]. For instance, there is evi-
dence to suggest YMSM are at increased risk of human 
immuno-deficiency virus (HIV) and other sexually trans-
mitted infections (STIs) such as chlamydia and gonor-
rhea [7].

At the cusp of emerging adulthood (age of 18 years), 
many students transition from secondary to tertiary edu-
cational institutions, where they find themselves in an 
environment with decreased direct supervision of their 
behaviour and increased freedom [8]. For tertiary student 
YMSM this may involve a sudden exposure to peers with 
similar sexual orientation/behaviour, and more opportu-
nities and freedom to socialize. These new interactions 
may indeed confer psychosocial benefits such as creat-
ing a sense of belonging, and promoting the processes 
of coming out and identity development for YMSM [9]. 
However, the freedom and decreased direct supervision 
of behaviour, may lead to YMSM engaging in risky sexual 
behaviours such as condomless anal sex, sex work, group 
sex and sexualized drug use [10], hence increasing their 
risk for HIV/STI infections. Other structural factors such 
as criminalization of male same-sex practices [11], arbi-
trary arrests and convictions of YMSM [12], homophobia 

[13] as well as violence against MSM [14], work in con-
cert to further negatively impact the health and well-
being of YMSM, including those in tertiary academic 
institutions.

Moreover, the plethora of health challenges experi-
enced by YMSM are amplified by inadequate access 
to appropriate health services that address the unique 
health needs of YMSM [15]. Barriers to service access 
include: hostile healthcare settings that are unconducive 
for YMSM to disclose and openly discuss same-sex prac-
tices with healthcare providers (HCPs) [16], lack of pro-
vider knowledge on the unique health needs of YMSM 
[17], as well as experiences of stigma and discrimination 
in healthcare settings [18]. Discussing same-sex practices 
with HCPs is important as this may facilitate appropri-
ate healthcare engagement, including risk assessment 
for HIV/STI infections [19, 20]. However, studies carried 
out in various countries within sub-Saharan Africa show 
that once HCPs learn of clients’ same-sex practices, then 
such clients including YMSM experience sexual stigma 
and discrimination from the HCPs, and this may act as a 
barrier to access to appropriate health services [21–26]. 
Additionally, HCPs in Africa receive limited or no train-
ing in sensitive management of the sexual health needs 
of YMSM, further impacting negatively on the scope and 
efficacy of HIV/STI control measures among YMSM 
[27]. Within the African continent, debates in the gen-
eral public about the legality and morality of same-sex 
practices focus deleterious attention on YMSM, thereby 
compounding the aforesaid barriers to care seeking by 
YMSM and service provision by HCPs [28].

In Kenya, same-sex practices are criminalized [29]. 
However, in a February 2023 ruling, Kenya’s Supreme 
Court upheld the decision of lower courts that ordered 
the non-governmental organizations coordination board 
to register a human rights organization (National Gay 
and Lesbian Human Rights Commission) which the 
board had declined to register because it had the words 
‘gay’ and ‘lesbian’ in its name [30]. In terms of healthcare, 
there is a dedicated national program within the minis-
try of health that leads the HIV/STI response among key 
populations, including MSM [31]. MSM access services 
mainly from MSM-friendly clinics which are run by com-
munity-based or non-governmental organizations [32]. 

of HCPs, encouraging more HCP-YMSM interaction, providing YMSM-friendly and inclusive services, and advocacy for 
YMSM services.

Conclusion  There is need for interventions to improve HCPs’ knowledge of YMSM’s health needs, build skills to 
respond to these needs, and foster affirming attitudes toward same-sex practices. By so doing, YMSM can hopefully 
be able to access services that meet their needs, and are non-discriminatory, non-stigmatizing and non-judgmental.

Keywords  Challenges, Healthcare workers, Key populations, Opportunities, Sensitization, Training, Young men who 
have sex with men (YMSM)
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Kenyan MSM have previously reported experiences of 
stigma and discrimination in the hands of HCPs when 
seeking sexual health services from public health facili-
ties [33]. Given there is only a handful of MSM-friendly 
clinics in the country, it is important to understand the 
attitudes and perspectives of HCPs toward care for MSM 
in other healthcare settings where MSM are likely to seek 
services.

Some of the aforementioned health challenges were 
observed in our recent HIV/STI bio-behavioural survey 
among YMSM in Nairobi, Kenya [34, 35]. Based on this 
survey, HIV prevalence among YMSM was estimated 
to be 3.6% which is six times higher than that of young 
Kenyan heterosexual men aged 18–24 years [36]. We 
also observed pervasive prevalence of STI, with more 
than half (58.8%) of study participants testing positive 
for at least one of five curable STIs (chlamydia, Myco-
plasma genitalium infection, gonorrhea, trichomoniasis 
or syphilis) [37]. During qualitative in-depth interviews, 
YMSM relayed experiences of prejudice, stigma and dis-
crimination from HCPs when seeking care in public and 
tertiary institution-based health facilities, but reported 
being fairly treated in community pharmacies, private 
and YMSM-friendly health facilities [38]. In light of these 
earlier outcomes, there is a critical need to better under-
stand the attitudes and perspectives of HCPs toward pro-
vision of care to YMSM, so as to inform development of 
interventions aimed at improving services for YMSM. In 
the current study, we sought to assess the attitudes and 
perspectives of tertiary institution-based HCPs toward 
provision of services to YMSM, in Nairobi, Kenya.

Methods
The study methods are summarized in the published 
study protocol [34], and detailed below:

Study design and approach
This was a qualitative study in which data were collected 
through focus group discussions (FGDs) with HCPs. 
FGDs were selected for their demonstrated usefulness in 
exploratory research in under-researched topics [39], and 
their effectiveness in helping participants to construc-
tively speak about a research topic that is usually difficult 
to talk about [40].

Setting
The study was conducted in Nairobi, the capital city 
of Kenya, where the preceding studies that estimated 
the prevalence of HIV/STI infections, and investigated 
healthcare engagement among YMSM were conducted 
[36–38]. The capital city and its metropolis is home to 
approximately 150 campuses of various universities and 
mid-level colleges [41], some of which have health facili-
ties that serve the student population [42–44].

Participants, sampling and recruitment
HCPs were eligible if they directly provided services to 
students in a health facility based in a tertiary institution 
within the Nairobi metropolis, and provided informed 
consent to participate in the study. HCPs were drawn 
from the following cadres of staff: front office staff (who 
are usually health records personnel), nurses, clinicians, 
counsellors, pharmaceutical and laboratory technolo-
gists. HCPs were purposively recruited (based on their 
professional cadres) by the heads of their health facilities. 
HCPs were recruited from six public universities that 
have health facilities which provide services to the stu-
dent population. One HCP per cadre per site was invited 
to participate, though some facilities were allowed to 
nominate two participants from one cadre in cases where 
they did not have a HCP in another cadre to attend. 
Thirty-six [36] HCPs took part in the study.

Data collection procedures
Demographic information was collected through a short 
paper-based survey. The FGD guide was developed by the 
researchers in line with the aim of the study (supplemen-
tary file 1). The guide covered two main topics, namely: 
attitudes (subjective feelings or emotions) and perspec-
tives (both objective and subjective perceptions) of HCPs 
toward providing care to YMSM. Examples of questions 
under the topic of attitudes were: how would you feel if 
you came to know a student seeking health services from 
you was MSM, and would you say you have any feelings/
beliefs/attitudes/opinions that would make it difficult for 
you to provide services to MSM students? For perspec-
tives, examples of questions included: would you say that 
MSM students are able to access sexual health services 
from the health facilities in the learning institutions, and 
have you had experience providing services to MSM stu-
dents? The FGD sessions were held in the month of Sep-
tember 2021, at a private conference centre within the 
Nairobi central business district. Sessions were facilitated 
by the first and second authors, who were each assisted 
by a co-facilitator who took notes and highlighted areas 
where the facilitators needed to prompt participants fur-
ther to obtain deeper and clearer understanding of the 
discussion topics. A FGD consisted of HCPs from one 
cadre to ensure homogeneity, minimize the effects of 
group power dynamics and encourage more openness 
during discussions. One FGD was held for every cadre, 
resulting in six FGDs in total. Six FGDs were deemed 
adequate since previous research has shown that the 
most prevalent themes within a dataset can be identified 
with up to three FGDs [45]. Each FGD had five to seven 
participants, lasted an average of 2 h, and was conducted 
in English which is the language of instruction in the 
Kenyan education system. At the end of every discus-
sion, the facilitators and co-facilitators held a 15–20 min 



Page 4 of 13Mwaniki et al. BMC Health Services Research         (2023) 23:1055 

debrief session to discuss preliminary findings and iden-
tify opportunities for improving subsequent sessions. All 
FGDs were audio-recorded and transcribed verbatim. 
The facilitators then read the transcripts while listening 
to the audio-recordings to ensure that the transcripts 
were accurate.

Data analysis and reporting
Data were managed using NVivo software version 12 
(QSR International). Analysis followed the content analy-
sis theoretical framework which systematically organizes 
qualitative data in a structured manner [46]. Analy-
sis adopted both deductive and inductive approaches 
where themes set a priori and emerging ones were coded 
respectively. Coding was done independently by two 
members of the study team, who then compared codes 
for agreement until a consensus was reached on whether 
to merge some codes, get rid of others or come up with 
new ones. Themes and sub-themes were described and 
supported with illustrative excerpts from the discussions. 
Excerpts were attributed to participants using their cad-
res and self-identified gender. Reporting of the study fol-
lowed the consolidated criteria for reporting qualitative 
studies (COREQ) [47].

Data trustworthiness
Four criteria (credibility, dependability, transferability 
and confirmability) were used to ensure trustworthiness 

of the data [48]. For credibility, the study used well-
grounded methods for qualitative investigation. Prior 
to data collection, the first author held meetings with 
the heads of the tertiary institution-based health facili-
ties to familiarize himself with how the health facili-
ties conducted their operations. During these meetings, 
the heads of the health facilities were also briefed on 
the findings of the prior HIV/STI bio-behavioural sur-
vey, and qualitative investigation on healthcare engage-
ment among YMSM [36–38]. This helped in obtaining 
a buy-in from these leaders, whose support was enlisted 
in recruiting HCPs from their respective facilities to the 
study. Member checking was done “on the spot” by para-
phrasing and summarizing what the participants said 
at intervals and at the end of each topic of discussion, 
respectively. This helped to confirm meaning and facili-
tate deeper understanding of the information provided 
by HCPs. To address dependability, the study processes 
have been reported in sufficient detail to enable future 
researchers to reproduce the study, even if not neces-
sarily to obtain similar results. For transferability, details 
about the study methods have been provided to help 
comprehend and compare/contrast the findings of this 
study with those of similar studies. Confirmability has 
been addressed by supporting the findings with verbatim 
quotes from study participants.

Ethical considerations
The study protocol was approved by University of the 
Witwatersrand Human Research Ethics Committee-
Medical (Reference number M200215) and Univer-
sity of Nairobi – Kenyatta National Hospital Ethics and 
Research Committee (Reference number P990/12/2019). 
Participants provided written informed consent before 
taking part in the study. During the discussions, partici-
pants were provided with an A4 white paper on which 
they wrote an allocated number by which they referred 
to each other as the discussions went on, in order to con-
ceal one another’s identity. Participants were reassured to 
feel free to engage, and that there was no right or wrong 
answer. They were asked to keep what they heard during 
the discussions to themselves and not to divulge this out-
side the group. Participants were offered refreshments, 
and received Kenyan shillings 1,000 (approximately $10 
at the time) each for travel-related expenses to and from 
the study site.

Results
Characteristics of study participants
The sociodemographic characteristics of study partici-
pants are shown in Table  1. A majority of the partici-
pants were female (63.9%), more than half (52.7%) were 
between the ages of 25–40 years, and most identified as 
Christians (94.4%). Distribution across cadres was almost 

Table 1  Sociodemographic characteristics of healthcare 
providers participating in FGDs (N = 36)
Variable Category n (%)
Self-identified gender Woman 23 (63.9)

Man 13 (36.1)
Age in years 25–40 19 (52.7)

41–50 17 (47.3)
Religion Christianity 34 (94.4)

Islam 2 (5.6)
Cadre Clinician 7 (19.4)

Nurse 7 (19.4)
Counsellor 6 (16.7)
Front office staff 6 (16.7)
Laboratory technologist 5 (13.9)
Pharmaceutical technologist 5 (13.9)

Highest level of education 
attained

Diploma 12 (33.3)
Higher national diploma 4 (11.1)
Bachelor’s degree 17 (47.2)
Master’s degree 3 (8.3)

Work experience in years 
since first qualification 
from college/university

1–10 9 (25.0)
11–20 19 (52.8)
Above 20 8 (22.2)

Work experience in years 
in a tertiary institution-
based health facility

1–5 8 (22.2)
6–10 19 (52.8)
11–20 9 (25.0)

FGDs: focus group discussions
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similar with each cadre having 5–7 participants. More 
than half (55.5%) had a bachelor’s degree or higher. More 
than half (52.8%) had a work experience of 11–20 years 
since first qualification from college/university, with a 
similar proportion having worked in a tertiary institu-
tion-based health facility for 6–10 years, indicating that a 
significant proportion had worked in a place other than a 
tertiary institution-based health facility.

The following section describes the three themes that 
emerged from data analysis.

HCPs were obligated to provide care to YMSM despite 
having non-affirming attitudes toward same-sex practices
A majority of HCPs noted that they were professionally 
trained and had a duty to offer services to, and treat all 
clients equally, regardless of the clients’ sexual orienta-
tion and/or behaviour. As such, they perceived them-
selves as having a positive attitude toward providing care 
to YMSM.

“As health workers, we have to accept these people 
(YMSM) as our clients and treat them the way we 
treat other clients and give them help as we ought to, 
because when we were trained, we were not told that 
we should only treat those who we think are straight. 
So I think our attitude is positive because these are 
people who have come for help and we must help 
them despite who they are.” – Clinician, woman.

Other HCPs noted that they had no beliefs or opinions 
that would hinder them from offering services to YMSM, 
as long as they had the requisite resources to offer the 
services.

“Personally, I think there is no belief or opinion 
that will hinder me from offering services to such a 
person (YMSM) because I don’t see the reason why 
they shouldn’t be able to get services. I wouldn’t be 
uncomfortable in any way, so long as I have every-
thing that I need to help such a person, I will do it.” 
– Laboratory technologist, woman.

However, some HCPs observed that homosexuality was 
against their personal values, as well as cultural and reli-
gious beliefs. Nevertheless, the HCPs stated that they 
were able to compartmentalize their values and beliefs 
on one side, and their professional obligation to offer ser-
vices on the other side. In doing so, the HCPs believed 
they were able to offer services to YMSM, and treat them 
with dignity.

“Professionally, I would serve this patient the way 
I would serve any other patient. Ethically, how we 
have been brought up and according to my own 

judgement, whatever this person is doing (having sex 
with other men) is not right. Still, I would treat this 
patient with the dignity they deserve.” – Front office 
staff, man.

“My Christianity background does not allow me 
to accept that (homosexuality) as a way of life… 
I believe even Muslims don’t accept it. But I have 
agreed that I’ll bend backwards to accommodate 
the other person because of my profession… to do the 
best that I can to help where I can.” – Pharmaceuti-
cal technologist, woman.

On the other hand, some HCPs noted that it was the 
application of religious values such as the ‘golden rule’ 
(treating others the way one would like to be treated), 
and ‘accepting those rejected by society’, that had helped 
them come to a place where they were comfortable pro-
viding services to YMSM without judging.

“I have come to accept everybody the way they are … 
and to do unto others what I would like to be done 
unto me. So I just assist where I can and without 
judgment.” – Clinician, woman.

“I am guided by Christian principles because the 
person who I follow, the Christ, was a person who 
basically came here for those people who were con-
sidered the scum of the earth. So, I act in a very pro-
fessional manner without prejudice, and give the 
service that is due to them (YMSM).” – Nurse, man.

Nevertheless, some HCPs who strongly held to their 
beliefs emphasized the importance of keeping those 
beliefs, but acknowledged the need to change judgmen-
tal attitudes toward YMSM, and seeking to understand 
YMSM and their needs, so as to facilitate better service 
provision.

“Changing what I believe because of someone’s 
behaviour (same-sex practices) is a no. I think what 
needs to be changed is the attitude… we need to be 
open minded and instead of judging them (YMSM), 
seek to understand them so we can help them better.” 
– Front office staff, woman.

Of note, while HCPs were aware of the criminalization of 
same-sex practices in the Kenyan law, this did not appear 
to be a barrier to offering services to YMSM. HCPs were 
clear of their responsibility to provide services to all in an 
equitable manner, drawing on the analogy of how they 
serve other clients who are alleged to engage in illegal 
activities such as stealing, without prejudice. They also 
noted that they had no role to play in addressing the 
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criminalization of same-sex practices, but were instead 
focused on handling the health issues clients presented 
with at the time.

“If a student came to you after getting beaten for 
allegedly stealing, are you going to apply the same 
principle and say stealing is illegal and so I am not 
going to treat you? Or does it just apply to MSM? 
No. You have to treat everyone equally. Ours is to 
offer the services as we are required to do. The crimi-
nalization of homosexuality is really none of our 
business.” – Front office staff, man.

HCPs encountered challenges when providing services to 
YMSM
It emerged that HCPs faced various challenges when pro-
viding services to YMSM. Five major types of challenges 
were described:

Inadequate knowledge and skills to serve YMSM
Despite acknowledging their duty of care to YMSM, 
HCPs noted that they felt limited by lack of the requisite 
knowledge and skills, for instance in the occurrence and 
management of anal STIs among YMSM. They attrib-
uted this to the little pre-service training that is offered 
on addressing health issues faced by sexual minority 
populations.

“I have always felt I am incapable in terms of knowl-
edge and skills… I don’t feel I have the capacity to 
integrate MSM services into my daily work. I find I 
am incapable because the knowledge that is given 
to us in college is very minimal and so sketchy. For 
instance, I never heard about anal STIs in college.” 
– Nurse, female.

Parental/provider role conflict when attending to YMSM
Holding the perception that same-sex practices were 
deviant, some HCPs felt conflicted between their roles 
as parents and HCPs. They assumed a parental role over 
YMSM and felt the need to ask them to stop same-sex 
practices, and instead convert to the socially accepted 
heterosexual orientation. However, on the recognition of 
their professional obligation to provide care, HCPs stated 
that they were able to separate their parental and HCP 
roles, and thus provide services to YMSM in a non-judg-
mental manner.

“The first time I met these guys (YMSM), I was left 
wondering, “what if this was my son? Will I encour-
age him to continue with whatever he is doing (hav-
ing sex with men), or ask him to stop?“ It was a chal-

lenge to me and I felt bad. But later on, I realized I 
am a counsellor and from there on I learned how to 
walk with (support) them without judging.” – Coun-
sellor, woman.

Focusing on converting YMSM to heterosexual at the expense 
of attending to their health needs
Once they learnt of a client’s same-sex practices, some 
HCPs desired and attempted to ‘convert’ YMSM clients 
to being heterosexual. The HCPs did this at the expense 
of addressing the health needs, which may not have been 
necessarily related to the client’s same-sex practices. In 
the process, HCPs were likely to be overly inquisitive 
about the sexual behaviour of YMSM, asking sensitive 
questions to satisfy their curiosity, instead of questions 
whose responses to would help HCPs make decisions to 
address the health needs of the clients.

“But what I have realized, in the counselling centre, 
mostly, the first thing we do with MSM is trying to 
convert them (to heterosexual). We try to make them 
feel that this behaviour (same-sex practices) is not 
right, even if they have come to seek help for unre-
lated issues. Maybe they just have general counsel-
ing needs like any other client, but you find that we 
want to know, what is this? How did you become? 
When did you start? We start asking these type of 
questions for our own benefit, not for their needs.” – 
Counsellor, woman.

Experiences of secondary stigma from other HCPs for 
assisting YMSM clients
HCPs who were friendly to YMSM noted that the YMSM 
they provided services to referred their peers who needed 
services to the friendly HCPs. YMSM-friendly HCPs 
were concerned about judgmental attitudes from their 
colleagues who noticed that these HCPs were constantly 
sought out by clients who the colleagues perceived to be 
YMSM. To avoid this judgmental attitudes, the YMSM-
friendly HCPs were occasionally forced to attend to 
YMSM at health facilities outside the institutions.

“You fear. How will the other staff see me if I am 
interacting with these people (YMSM) so much? Will 
they misjudge me and say I am also gay? So that 
hinders us sometimes from caring for these students 
and sometimes we might give them an appoint-
ment somewhere else outside the university clinic.” – 
Nurse, man.
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Unconducive environments for YMSM to disclose and discuss 
same-sex practices with HCPs
Due to the non-acceptance of YMSM in society, HCPs 
noted that it was difficult for YMSM to seek care. When 
they did, YMSM were unwilling to disclose and discuss 
same-sex practices with HCPs. This, the HCPs felt lim-
ited their ability to offer optimum care to YMSM.

“Because MSM are not accepted in the society, they 
find it very hard to seek medical attention and even 
if they do, they are not willing to come out clean (dis-
close and discuss same-sex practices) so that you can 
help them appropriately.” – Clinician, woman.

HCPs proposed strategies for improving health services for 
YMSM
Participants suggested various strategies that could be 
deployed to improve access to and use of health services 
by YMSM. Analysis revealed five strategies targeted at 
HCPs, facilities, YMSM and the public.

Sensitizing and training HCPs on healthcare needs of YMSM
The need to sensitize HCPs on how to handle YMSM 
within the academic institutions was highlighted. Such 
sensitization would help HCPs treat YMSM in a non-
prejudicial and non-stigmatizing manner, so that YMSM 
would feel free to seek services.

“We need to sensitize staff that some of our students 
are MSM and we need to embrace them… when they 
come to your office don’t judge them, just serve them 
the way they come… because they are really stigma-
tized. If we continue to judge and stigmatize them, 
then they might not want to come to seek help.” – Cli-
nician, man.

In addition, HCPs pointed out that they needed to be 
trained on the health needs of YMSM and how to treat 
them when they come to seek care.

“We need to be trained on MSM, how to treat them 
based on their health needs so that when they come 
to the clinic, even the health worker who is going to 
attend to them knows what to do.” – Nurse, woman.

Encouraging more HCP-YMSM interactions
HCPs felt that more interaction with YMSM in the line of 
duty would be helpful in changing their attitudes toward 
YMSM, and fostering an understanding that YMSM have 
a right to be who they are and access health services.

“I think time can make us change our opinions and 

attitudes. Because, as time goes by, you encounter 
more MSM than the ones you have encountered 
before, and also get to understand that it is their 
human right to have whatever sexual orientation 
they have and still get services.” – Laboratory tech-
nologist, woman.

Reaching out to YMSM
HCPs observed that it was paramount to reach out to 
prospective and continuing students with messages that 
YMSM were welcome to seek health services within the 
institutions. The orientation program for first year stu-
dents was underscored as an apt opportunity to pass this 
information.

“During our orientation programs, we usually share 
about various issues with the students who are com-
ing in because they are coming into a place where 
there is freedom and they have these kind of things 
happening… MSM, lesbianism and all that… So I 
think one of the things we can improve is to tell them 
that in our clinics we do not discriminate against 
them, so that they don’t miss an opportunity for 
healthcare because they’re afraid of how they will be 
perceived if they come to seek help.” – Nurse, man.

The other outreach strategy that was suggested was the 
use of social media to deliver creative messages inviting 
YMSM to seek services. This was thought to be an appro-
priate avenue since students in general are ardent users of 
social media.

“We should come out creatively through the social 
media. It is the easiest way because they actually 
identify with social media and use it a lot. We can 
be sending some attractive messages to encourage 
them (YMSM) to come out and access services.” – 
Counsellor, woman.

Offering YMSM-friendly health services
Participants conceptualized YMSM-friendly health ser-
vices as comprising three components: having friendly 
HCPs, offering integrated services, and creating an inclu-
sive climate. HCPs noted that when YMSM were treated 
well at the clinic, they referred their partners and friends 
to visit the health facilities and look out for the YMSM-
friendly HCPs.

“By being friendly to them (YMSM) and serving 
them well, they realize they are not rejected. They 
feel “yes, I can come if I need help.” In turn, they nor-
mally tell their friends and partners that, “if you go, 
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ask for so and so” because they know that they will 
get friendly services from this person.” – Counsellor, 
woman.

One HCP gave an example of how their friendliness 
resulted in many YMSM being referred to them for 
treatment of anal warts, even from other colleges and 
universities.

“I once treated one who had perianal warts. I knew 
it was an STI so I didn’t bother to ask him many 
questions about how he got the warts. I just treated 
him and followed up with him until he recovered 
fully. After that, they started coming in so many even 
from other universities. I just treated all of them. 
Some of the warts were really bad. I imagined how 
hard it must have been for them to access treatment 
out there. So I just did what I could to help.” – Clini-
cian, man.

While it could be tempting to segregate services for 
YMSM within the tertiary academic institutions in a 
bid to let YMSM know that these services are available, 
HCPs felt keeping services integrated is better in terms of 
maintaining anonymity.

“If somebody is an MSM and you have a youth-
friendly clinic where most services are integrated, it 
can be a solution to encourage MSM to seek services 
as nobody will know what they are coming for except 
the MSM and providers.” – Nurse, man.

Further, having an inclusive health climate was proposed 
as one of the ways of increasing uptake of services by 
YMSM. First, HCPs suggested having information, edu-
cational and communication materials in the health facil-
ities that spoke to the needs of YMSM and not just those 
of heterosexual students.

“Do they (YMSM) feel comfortable? Do they feel wel-
come? For example, the posters that we put in our 
clinics? Are they inclusive, or just for straight people? 
Or do they read the message that “here I think we are 
not needed”. So the setup of our clinics needs to be 
inclusive.” – Pharmaceutical technologist, woman.

Second, HCPs suggested collecting data on sexual prac-
tices during on-campus health outreaches. By having a 
section in data forms that asks if the student has same-
sex relations, the attending HCP would know that they 
are attending to YMSM. This could also make YMSM feel 
recognized, which could possibly encourage them to seek 
services at the health facilities in future, if and when they 
needed to.

“I think to encourage MSM to come for services, 
maybe during the campus outreaches we hold, we 
can have questionnaires then students can fill them 
out as they come for testing (for HIV). You can have 
a question that asks ‘if you are a man who has sex 
with men’… or something like that. So, instead of us 
guessing whether they are MSM, if we can include 
some of those questions in those questionnaires, then 
maybe they can come out and access the services 
even after the outreaches are over.” – Laboratory 
technologist, woman.

Awareness creation and advocacy for YMSM services
HCPs suggested vigorous awareness creation and advo-
cacy efforts, akin to those at the onset of the HIV epi-
demic which created awareness about the epidemic at all 
levels of society and made several calls for action geared 
toward responding to the epidemic. This could increase 
the acceptance of MSM at the institutional level, and 
reassure YMSM that they are free to seek health services.

“Perhaps the approach should be like how it was 
with HIV. It was through years of training, politi-
cal goodwill, policy changes and even being outspo-
ken at the grassroots in mosques and churches… 
so that MSM know they are accepted, they are not 
stigmatized and they can seek services.” – Clinician, 
woman.

Discussion
Our study of healthcare providers’ attitudes and per-
spectives toward provision of services to YMSM at ter-
tiary academic institutions revealed three main themes, 
namely: healthcare providers were obligated to care for 
YMSM despite having non-affirming attitudes towards 
same-sex practices, HCPs experienced service delivery 
challenges when attending to, and identified opportuni-
ties for improving care for YMSM. All HCPs noted that 
they were duty-bound to provide services to all people 
(including YMSM), though the attitudes of many HCPs 
toward same-sex practices were subtly stigmatizing. The 
expression of non-affirming attitudes in our study did not 
seem to follow a gender or age pattern, with these atti-
tudes being expressed by both men and women, as well 
as young and old HCPs. As well, there did not seem to be 
perceptible differences in attitudes between cadres. This 
lack of differences across gender, age and cadre is possi-
bly because attitudes toward same-sex practices in Kenya 
are largely influenced by societal norms and religious 
beliefs [49]. Challenges encountered included: inade-
quate knowledge about the health needs of YMSM and 
skills to address these needs, parental versus HCP role 
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conflict that tends to divert attention from attending to 
YMSM’s presenting health needs to attempts to convert-
ing YMSM to heterosexual orientation, secondary stigma 
from other HCPs, and unconducive healthcare settings 
that make it difficult for YMSM to disclose and discuss 
same-sex practices with HCPs. Proposals for improv-
ing care focused on: sensitizing and training of HCPs on 
how to provide non-stigmatizing, non-discriminatory 
and competent care to YMSM, encouraging more HCP 
interaction with YMSM, reaching out to YMSM, provid-
ing YMSM-friendly services, and advocating for YMSM 
services.

Our finding that HCPs perceived care for YMSM as a 
professional duty, is similar to a study conducted among 
HCPs in Malawi in 2019 [50]. Some HCPs in our study 
noted that while they did not accept homosexuality as a 
way of life, they were still able to put aside their personal 
beliefs and values and respond to their duty of provid-
ing care to YMSM. Besides their professional call of duty, 
HCPs were motivated to provide care to YMSM because 
“YMSM are human beings who have a right to access 
care like any other person”. This finding is similar to stud-
ies in other settings such as South Africa [51], though in 
the South African study this affirmation of the rights of 
YMSM was made by HCPs after a sensitivity training, in 
a setting where same-sex practices are not criminalized. 
Countries such as Kenya can therefore learn lessons from 
what has been done to improve care for YMSM in other 
African countries such as South Africa where same-sex 
practices are legal.

Although HCPs noted that they were willing to provide 
care to YMSM, some of the terms used by HCPs in ref-
erence to YMSM may suggest othering of YMSM, and 
possibly underlying negative attitudes toward YMSM. 
Examples of these terms include: “these people”, “despite 
who they are”, “such a person”, “having sex with other 
men is not right”, “the scum of the earth”, “come out 
clean” among others. As well, our findings from previous 
work suggest that YMSM largely reported experiences 
of stigma and discrimination when they sought services 
from the institution-based health facilities [38], where 
the HCPs in the current study were drawn from. The 
terms used by HCPs to refer to YMSM may be consid-
ered as examples of microaggressions. Microaggressions 
are a covert form of discrimination that may include 
brief and commonplace daily verbal indignities, whether 
intentional or unintentional, that communicate hostile 
and derogatory insults toward members of marginalized 
groups [52]. As observed in our previous work, YMSM 
were highly attuned to covert expressions of homopho-
bic prejudice and discrimination from HCPs [38]. It’s 
therefore possible that HCPs who wielded power over 
YMSM, may have been unaware of how these micro-
aggressions displayed their underlying non-affirming 

attitudes toward YMSM. This may help explain the differ-
ences between YMSM’s perceptions of how HCPs treated 
them, and assertions by HCPs that they treated all people 
equally, including YMSM. On the other hand, HCPs may 
have used these terms to avoid using the term “men who 
have sex with men” which as revealed from the discus-
sions is socially not acceptable. The apparent opposing 
views of the HCPs and those of YMSM could also have 
been occasioned by social desirability bias, where HCPs 
may have masked or unmasked their attitudes toward 
YMSM, based on how they gauged the reactions of other 
HCPs during the discussions. Alternatively, perhaps the 
discussions offered HCPs a safe space to reflect on their 
attitudes and previous handling of YMSM, balance this 
against their professional duty of care, and hence report 
more seemingly supportive attitudes.

The recognition by HCPs of their professional duty 
to provide care to YMSM can be harnessed to improve 
services for YMSM, especially if the HCPs are sensitized 
and trained to identify and respond to the health needs 
of YMSM. Though some HCPs demonstrated knowledge 
and ability to address the health needs of YMSM (such as 
anal STIs), other HCPs indicated they had never “heard 
of anal STIs in college”. The lack of pre-service training 
on the health needs of non-heterosexual individuals and 
how to respond to these needs was reported in the cur-
rent study, and has also been observed in other studies 
in Kenya, Uganda and Tanzania [53–55]. Evidence from 
Kenya and South Africa suggests that sensitizing and 
training reduces homo-prejudice and improves knowl-
edge and skills of HCPs in providing care to YMSM [51, 
56–58], and should hence be considered for adoption and 
scale-up among HCPs in tertiary academic institution-
based health facilities in Kenya and other similar settings.

Religious beliefs also influenced the way HCPs handled 
YMSM. Rejection of same-sex practices by various reli-
gions can negatively impact healthcare for MSM [59], 
and indeed in the current study, most HCPs acknowl-
edged that their religions do not accept homosexuality 
and this was the basis of the HCPs not accepting homo-
sexuality too. However, most HCPs indicated capacity 
to compartmentalize their religious beliefs and duty to 
care, and in so doing stated that they were able to pro-
vide services to YMSM in a way the HCPs considered 
non-prejudicial. Interestingly, some HCPs noted that 
their agreeability to provide care for YMSM was based 
on religious values such as the ‘golden rule’ (treating oth-
ers the way one would want to be treated) and accepting 
those shunned by society. Given that religion is deeply 
set in society [60], we suggest that this positive religious 
effect can be leveraged to stimulate more accommodat-
ing attitudes among HCPs that can facilitate quality and 
equitable care for YMSM.



Page 10 of 13Mwaniki et al. BMC Health Services Research         (2023) 23:1055 

Cultural factors also emerged as a challenge to provi-
sion of care. Participants reported a conflict between 
their dual roles as HCPs and parents, sometimes result-
ing in them viewing YMSM as their children who in the 
first place should not be having sex, and should be con-
verted to the culturally and socially accepted heterosex-
ual orientation. The view of young people by HCPs as 
not old enough to seek sexual and reproductive health 
services has also been found to be an age-related bar-
rier in a study of young people at a tertiary academic 
institution in South Africa [61]. Even in countries where 
same-sex practices are legal such as the USA, one study 
showed that YMSM are not only told that they are too 
young to have sex, but are also dissuaded from having 
sex with men and instead encouraged to get themselves 
girlfriends [17]. Programs are needed to create awareness 
among HCPs that existing ‘therapies’ to change sexual 
orientation lack medical merit, and create an environ-
ment in which prejudice, stigma and discrimination 
thrive, thus compromising the health and well-being of 
sexual minorities [62], including YMSM. Secondary stig-
matization of YMSM-friendly HCPs by fellow HCPs calls 
for more efforts in sensitizing and training geared toward 
achieving a critical mass of YMSM-friendly HCPs. As 
suggested by HCPs in this study, more encounters with 
YMSM clients could be helpful in fostering positive atti-
tudes among HCPs. Considerations should be made to 
offer HCPs in tertiary institution-based health facili-
ties, the opportunity to work in YMSM-friendly clinics 
so as to acquire hands-on experience providing services 
to YMSM. Indeed, evidence from a meta-analysis shows 
that positive contact with MSM can help reduce sexual 
prejudice and foster more affirming attitudes [63]. For 
instance, findings from a study conducted in Western 
Kenya demonstrated that prior HCP-MSM interaction 
led to reduced sexual prejudice which was in turn posi-
tively associated with comfort to provide care to MSM 
[64]. In addition to HCP-YMSM interactions at the clinic 
level, the role of intergroup dialogue or speaker series 
led by YMSM should be explored, though evidence from 
such an intervention has shown that the effect on reduc-
ing sexual prejudice is short-lived [65], and the interven-
tion may need to be implemented over a longer period 
(not one-off) so as to have the desired impact.

HCPs suggested a range of approaches to address the 
challenge of non-disclosure of same-sex practices by 
YMSM. As a first step, HCPs proposed reaching out to 
YMSM through the orientation program for new stu-
dents, and using social media channels for continuing 
students, in order to improve access and use of services. 
The World Health Organization recommends that proven 
youth-friendly services are adapted for YMSM, by includ-
ing components pertinent for reaching and providing 
services to YMSM [66]. Though YMSM may have unique 

healthcare needs, having a specialized clinic or clinic day 
at the health facilities would likely be counterproduc-
tive and keep them away from seeking services. Evidence 
shows that in some instances, YMSM think of specialized 
clinics as isolating and labelling from other young people, 
and this may lead to avoidance of such clinics by YMSM 
[67]. Indeed, in a tertiary institution’s setting where stu-
dents stay and learn together, having services for YMSM 
integrated with services for the general student popula-
tion would be ideal. This way, YMSM can walk in and 
receive the services they need without loss of privacy 
or confidentiality especially regarding their sexuality 
and sexual health needs. Since disclosure poses the risk 
of stigma and discrimination [21–26], future research 
should explore YMSM perspectives about disclosing 
same-sex practices to HCPs, and how they would like to 
be supported if they needed to disclose. As well, adapting 
youth-friendly services to also being YMSM-friendly will 
likely require the involvement of both health facility man-
agers and HCPs, since the HCPs cannot do this on their 
own without the approval and support of the managers. 
To address the challenge of non-acceptance of YMSM 
in society, HCPs recommended increased and sustained 
awareness creation and advocacy at various levels of the 
society. Though HCPs in this study were aware of the 
criminalization of same-sex practices under the Kenyan 
law, this did not seem to be a barrier to providing care 
to YMSM. A possible explanation for this could be the 
understanding by HCPs that despite the criminalization 
of same-sex practices in Kenya, the government through 
the ministry of health runs a dedicated national program 
that leads the HIV/STI response among key populations, 
including MSM [31]. Perhaps then this understanding 
provides an environment that can be leveraged to sensi-
tize and train HCPs on the health needs of YMSM, and 
how to respond to these needs.

Our study had some limitations as well as strengths. In 
terms of limitations, study participants were drawn from 
health facilities in public tertiary institutions within the 
Nairobi metropolis. As a result, the views of these HCPs 
may not represent the views of HCPs from private ter-
tiary institutions, as well as health facilities outside ter-
tiary institutions, and other geographical settings in the 
country. However, we note that most participants had 
previously worked in health facilities outside the tertiary 
institutions and their experiences from those health facil-
ities may have enriched the discussions. As we enlisted 
the support of the heads of facilities to recruit partici-
pants, it is likely that this would have introduced selec-
tion bias in our study. For instance, if the head of a facility 
had a supportive attitude toward same-sex practices, 
they would be more inclined to select participants with 
similar attitudes, and vice-versa. However, as noted ear-
lier, our findings did not show perceptible distinctions 
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across gender, age or cadre of participants, suggesting 
that if any, selection bias had a limited effect on the data 
collected. Strength wise, including HCPs of six different 
cadres enabled us to obtain a wider range of views, com-
pared to other studies which mostly focus on clinicians 
and nurses only. This is important since all these cadres 
of HCPs interact with YMSM, and how YMSM are han-
dled at various points of service from the time they enter 
to the time they leave the health facility, determines how 
well they are able to engage with healthcare services, and 
their likelihood to return if they needed to.

Conclusion
All HCPs were generally cognizant of their professional 
duty to provide care to YMSM, but largely showed dis-
approval of same-sex practices, and encountered chal-
lenges in providing services to YMSM. As such, there is 
urgent need to implement interventions suggested by the 
HCPs such as training to equip them with the knowledge 
and skills required to address the unique health needs of 
YMSM. This should go along with increasing opportuni-
ties for more contact between HCPs and YMSM to help 
reduce homo-prejudice among HCPs, thereby fostering 
affirming attitudes toward YMSM. Sexual and reproduc-
tive health services offered to the student community 
should also be made friendly and inclusive for YMSM, to 
ensure no one is left behind.
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