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Abstract

Background: The study objectives were to identify differences in HIV sexual risk behavior of men who had sex with
other men (MSM) resident in urban and rural Nigeria, their perspectives on need for HIV prevention services and
perceived barriers and facilitators to access of HIV prevention services in private, public and peer-led health facilities.

Method: Data were collected from MSM resident in urban and rural parts of River and Kaduna States. Qualitative
assessment sought perspectives on barriers and facilitators of MSM uptake of HIV prevention services. In addition, a
questionnaire was administered to seek information on HIV sexual risk behaviors (sexual abuse, age of sexual debut,
multiple sexual partners and use of condom at last sexual intercourse), willingness to use and perceived barriers to
access of HIV prevention services in public, private and peer-led health facilities, and willingness to use and
perception about availability of structural intervention services. Differences in HIV sexual risk behaviors by residential
location, and associations between sexual risk behavior and willingness to access HIV prevention services were
determined.

Results: More MSM resident in urban than rural areas engaged in three or more HIV sexual risk behaviors (25.9% vs
8.7%; p = 0.02). More respondents were willing to access HIV prevention service provided through peer-led health
facilities. Less than 35% of respondents identified non-availability of free services as a barrier to HIV prevention
service access in the three types of health facilities. More MSM with multiple sexual risk behaviors were willing to
access services promoting mental and psychosocial health (p < 0.001), HIV positive peer support programs (p = 0.
002) and training on human rights and paralegal services (p < 0.001). Respondents opined that services that assured
confidential HIV testing and mitigated structural drivers of HIV infection for MSM provided through peer-led
facilities, will increase MSM’s uptake of HIV prevention services.

Conclusion: HIV risk reduction intervention services differentiated by rural and urban residence, may be needed for
MSM. Services provided through peer-led facilities, that include mental and psychosocial health care, peer support,
human rights and paralegal services will likely increase its use by MSM with more HIV sexual risk behaviors.

Introduction
Nigeria has the second highest burden of HIV in the
world after South Africa, representing 9.0% of the global
burden of infection [1]. Key populations, namely men
who have sex with other men (MSM), female sex
workers and people who inject drugs, contribute

significantly to the prevalence of HIV infection in the
country [2]: HIV transmission in Nigeria is driven by
networks involving key populations. Populations at
high-risk for HIV infection constitute 3.4% of the Niger-
ian population (it is estimated that there are 11,748
MSM in Nigeria [3]), yet 40.0% of new HIV infections in
the country is attributable to key populations and their
sex partners [3].The national HIV prevalence for MSM
is 22.9% [4].
The national HIV prevention response program intro-

duced the Minimum Prevention Package of Intervention
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(MPPI) [5] in an effort to improve access of the general
population and key populations to comprehensive HIV
prevention services in Nigeria [6–8]. The MPPI pro-
motes access of MSM to a minimum of three behavior
change communication contacts. Exposure to a mini-
mum of three sessions help reinforce messages, and im-
prove access to condoms and lubricants, quarterly
testing for HIV infection, STI management and struc-
tural programs that reduce stigma and promotes behav-
ior change maintenance. MPPI improved the quality of
HIV prevention service delivery [9].
A study conducted by Heartland Alliance named the

Enhancing Key Population Intervention in Nigeria
through Capacity Development (EKPIN) project [10],
identified that a significant percentage of MSM (6.6%)
had a history of forced sexual initiation and used and
abused psychoactive drugs (23.6%). Forced sexual initi-
ation increases the risk for HIV infection due to associ-
ated mental distress that results in deregulation of the
protective immune system [11, 12], engagement in high
risk behaviors such as multiple sex partners and ex-
change of sex for money, and or use of psychoactive
drugs due to heightened sexual behavior and easy
arousal, and low self-esteem [13, 14]. Also, persons who
has a history of forced sex initiation have low compe-
tency to refuse unwanted sex, and negotiate safe sex
[15]. Associated post-traumatic stress disorders in-
creased the use psychoactive substances, further redu-
cing the ability to negotiate safe HIV preventive
behaviors [16, 17]. Some MSM in Nigeria may therefore
need services that will enhance their mental health. The
current MPPI package does not include structural inter-
ventions to address the mental health needs of MSM.
Also, the unfavorable legal environment for MSM

through the introduction of the Same Sex Prohibition
Act [18] mitigates access of MSM to HIV prevention
services: the law drove MSM into hiding with deleteri-
ous impact on access to HIV prevention and treatment
services in a peer-led facility [19]. Although Staff in se-
lected public and private hospitals across Nigeria are
trained to provide key population friendly services [20],
concerns about stigma, discrimination, privacy and con-
fidentiality had limited use of these facilities by MSM
[10]. Drop-in-centers were established through the
USAID funded ‘Strengthening HIV Prevention Services
for Most-at-Risk Populations’ project [21] to facilitate
access of MSM to HIV testing and STI syndromic man-
agement. There is however no formal evaluation of
MSM’s perspective on challenges with HIV prevention
service access in the public, private and peer-led facil-
ities; and how to improve access of MSM to HIV pre-
vention services.
This study tried to address this gap. Specifically, it

identified the HIV sexual risk behaviors of MSM resident

in urban and rural Nigeria and determined if there were
differences in the prevalence of these behaviors per resi-
dential location. Also, it assessed the perception of MSM
about their need for HIV prevention services; perceived
obstacles and facilitators to uptake of HIV prevention
services in private, public and peer-led health facilities;
and the association between HIV sexual risk behaviors
and the need for structural intervention services. We
concluded by describing a service delivery model that
would help improve uptake of HIV prevention programs
by MSM in Nigeria.

Methods
Study design
The study used a qualitative and quantitative method to
generate data. The study used both methods to generate
data for triangulation of findings. The qualitative data
helped to corroborate the findings from the quantitative
data. It also provided context relevant explanation to
some of the findings from the quantitative data. Qualita-
tive data were collected using in-depth interviews (IDI)
and key informant interviews (KII) conducted with key
opinion leaders in the MSM community, and focus
group discussions (FGD) with MSM. Quantitative data
were collected through interviewer administered struc-
tured questionnaire.

Study population
Study participants were MSM resident in urban and
rural Nigeria. Study participants had to be 18-years-old
or older and self-identified as a MSM. The identified
seeds had served as peer educators in structured HIV
prevention services programs for MSM. MSM involved
in the development of the study protocol were excluded
from study participation.
Study participants were recruited from two states in

Nigeria - Rivers and Kaduna States. These states had on-
going donor (PEPFAR, Global Fund and World Bank)
funded programs that supported the access of key popu-
lations to HIV prevention services. The two states were
selected to enhance the geographical diversity of study
participants thereby increasing the representativeness of
the data. Rivers State is located in Southern Nigeria
while Kaduna State is located in Northern Nigeria.

Recruitment for quantitative study
A convenient sample of 300 MSM (150 per state was
proposed for the quantitative study: 100 (50 per state)
from rural area and 200 (100 per state) from urban
areas. In River State, study participants were recruited
from the riverine Bonny Island (rural area) and Port
Harcourt (urban area). In Kaduna State, study partici-
pants were recruited from Samineka and Kanfanchan
(rural areas), and Kaduna (urban area).
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The snowball approach was used for recruitment. Ini-
tial study contacts were identified from civil society or-
ganizations working with MSM in the target study sites.
Five initial contacts in the rural areas and 10 initial con-
tacts in the urban areas were identified as seeds. These
contacts were peer educators enlisted on the Heartland
Alliance peer education programs implemented in the
target states. The seeds invited two MSM each in the
first wave of recruitment. The MSM identified in the
first wave of recruitment invited two peers each for the
second wave of recruitment. Efforts were made to ensure
the selected seeds were identified from various hotspots
highlighted in the epidemic appraisal in the target states
and from different age groups [22]. This helped ensure
geographical diversity of participants, and prevented re-
cruitment of respondents from a single cluster. The use
of snow balling technique is appropriate for the recruit-
ment of hard to reach populations [23], and the use of
appropriate strategies enhances the diversity of study
participants [24].

Recruitment for qualitative study
Ten FGD were conducted (five per state: two in the
rural area, two in the urban area, and one with MSM
who had not publicly disclosed their sexual orientation
resident in Rivers State). Each FGD included 10 partici-
pants. Six KII (three from each state) were conducted
with MSM who had accessed the MPPI through an
MSM intervention program implemented over the last
three years preceding the conduct of the study. Thirty
IDI (15 in each state) were conducted with MSM who
were not willing to participate in FGD but were identi-
fied as key opinion leaders in the community. In total,
136 MSM were recruited for the qualitative study. These
participants were not included in the quantitative study.
Recruitments for the FGD and IDI were made through

contacts with non-governmental organizations working
with MSM in the target States. Participants were ran-
domly (every 5th person) selected from the list of clients
at the organization, and invited by the organization to
participate in the FGD. Those that declined to partici-
pate in FGD were invited for IDI. Recruitment of study
participants continued until the number of participants
required for the FGD and IDI were reached. Invitees for
the KII were purposefully selected. They were MSM
who had had accessed the MPPI through an MSM inter-
vention program implemented over the last three years
preceding the study. They were also identified to be key
opinion leaders in the community.

Study procedure
Field workers were selected based on their competence
and experience working with MSM, and trained on the
study protocol and use of the data collection tools. The

IDI solicited the participants’ perspectives about struc-
tural issues that affect the access of MSM to HIV pre-
vention services. This included discussions on challenges
with operationalization of the MPPI for MSM, sugges-
tions for improving its operationalization and how to
optimize uptake of the MPPI by MSM. For the KII, each
participant was interviewed about their experiences and
perspectives on enablers and barriers for HIV prevention
service access and uptake, and how the services could be
improved. FGD were conducted to seek the views of dis-
cussants on the importance of provision of HIV preven-
tion services for MSM and how to improve access of
MSM to HIV prevention services. All interviews and
FGDs were conducted in a private room in the offices of
the organizations that provided contacts. Participants
who came for the FGD were reimbursed N2000 (ap-
proximately $11.50) for transport, and were provided re-
freshment. All participants were provided with written
information about the project.
For the IDI and KII, the field worker greeted the par-

ticipant, explained the purpose of the interview and ob-
tained consent before proceeding with the data
collection and audio-recording the sessions. At the end
of the IDI and KII, participants were thanked for their
time, and reimbursed for transportation. Immediately
following each IDI and KII, the interviewers wrote a de-
tailed debriefing note and filled out a one page debrief-
ing form that listed some basic statistics about the
session and a summary report of the interview. The
FGD also took the same format except for the presence
of a note-taker who wrote the debriefing notes. Partici-
pants were encouraged to keep all information shared at
the session confidential.

Study questionnaire
The study questionnaire was divided into eight sections.
The first section generated information on participants’
profile (age and level of education, history of use of psy-
choactive substances and history of sexual intercourse).
The second section generated information on the HIV
sexual risk behavior – history of sexual abuse, age of
sexual debut, multiple sexual partners and use of con-
dom at last sexual intercourse. The third section gener-
ated information on willingness to use HIV prevention
services. The fourth, fifth and sixth sections generated
information on the perceived barriers to access of HIV
prevention services by MSM when using public, private
and peer-led facilities respectively. The seventh section
enquired about willingness of MSM to use services that
provided structural interventions. The eight section elic-
ited information on perception of the availability of
structural intervention services. The tool used for the
study had been used in a prior study conducted to gen-
erate similar information from MSM, female sex
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workers, and people who inject drugs resident in four
States in Nigeria [10].
Sixteen questions were asked on the willingness of re-

spondents to use HIV prevention services. Responses
options to each question were ‘very willing’, ‘neutral’ or
‘not willing’. Table 2 highlights each of the 16 questions
asked.
Ten questions were asked on perceived barriers to ac-

cess of HIV prevention services when using public, pri-
vate and peer-led facilities respectively. Respondents
were asked to respond to a ‘yes’ if they perceived listed
factors would serve as a barrier to access of HIV preven-
tion services in public, private or peer-led facilities, or a
‘no’ if the factors would not serve as a barrier to acces-
sing HIV prevention services in those institutions. These
questions are highlighted in Table 3.
Questions were asked on willingness to use services

that provided eight structural interventions and respon-
dents’ perceived availability of these eight services. Re-
sponse option for willingness to use services ranged
from ‘very willing’, ‘willing’, ‘seldom willing’ and ‘not will-
ing’. Response option on perceived availability of services
ranged from ‘always available’, ‘available’, ‘seldom available’
and ‘not available’. For analysis purposes, the responses
‘very willing’ and ‘willing’ were collapsed into a single re-
sponse (willing) and the responses ‘seldom willing’ and
‘not willing’ were collapsed into a single response (not
willing). Similarly, the responses ‘always available’ and
‘available’ were collapsed into a single response (avail-
able) and the responses ‘seldom available’ and ‘not avail-
able’ were collapsed into a single response (not
available). These questions are highlighted in Table 4.
The study instruments were developed in English. All

the interviews and FGDs were conducted in English.
The questionnaires were also administered in English.
While it might be useful to translate entire question-
naires into local languages, this would be impractical
given the multiplicity of languages in Nigeria. Instead,
key words and phrases, especially sensitive ones, were
translated in the languages of each selected community
and collated as a list generated during the training of in-
terviewers. Interviewers used this material as a reference
when in the field. A similar technique was successfully
used past studies on sexual and reproductive health in
Nigeria [25–27]. Participants for the FGD were encour-
aged to share their opinions in languages they felt com-
fortable with.

Data analysis for quantitative data
The proportion of respondents who engaged in HIV sex-
ual risk behaviors, those willing to use HIV prevention
services and those who identified specific barriers to ac-
cess of HIV prevention services in public, private and
peer-led facilities were analyzed. Also, the proportion of

those who were willingness to use different structural
intervention services and those who perceived those
structural intervention services were available were ana-
lyzed. The association between HIV sexual risk behavior
and willingness to access structural interventions was
also determined. Pearson’s chi-square and Fischer’s Exact
test were used to test significance of associations where
appropriate. Statistical significance was established at
p ≤ 0.05.

Data analysis for qualitative data
Transcripts from audio recorded and summary notes
from the IDI, KII and FGDs were analyzed using a
grounded approach. Inductive thematic analysis was
conducted to identify salient themes. Themes that
emerged from the interviews and discussions on percep-
tion of need for HIV prevention services, challenges
MSM encounter in accessing HIV prevention service,
ways to address the challenges identified, and proposals
for improving the current service delivery models for the
MPPI were highlighted. The findings of the survey and
the qualitative data were triangulated.

Ethical considerations
The study protocol received ethics approval from the Jos
University Teaching Hospital Health Research Ethics
Committee (JUTH/DCS/ADM/127/XIX/6261). Written
consent was also obtained from all study participants.

Results
Socio-demographic profile of study participants
Two hundred and ninety nine participants were re-
cruited for the study constituting 99.7% of the proposed
sample size. This included 295 (98.6%) males and 2
(0.7%) transgender persons. Table 1 highlights the
socio-demographic profile of study participants by resi-
dential location. There was no significant difference in
the gender, history of sexual intercourse, and injecting
drug use of MSM resident in urban and rural areas.
More MSM resident in urban areas had tertiary educa-
tion (P < 0.001) and used psychoactive drugs (p = 0.003)
than MSM resident in rural areas.

Sexual behaviour
The mean age at first sexual debut was 17.1 years + (4.7)
(95% CI: 17.3–18.5). The age of sexual debut ranged
from 5 years to 35 years. The modal age was 20 years.
The mean age of sexual debut for MSM resident in
urban areas was 18.9 + (4.5) (95% CI: 18.2–19.6) and that
for MSM resident in rural areas was 15.9 + (4.3) (95%
CI: 15.0–16.8).
Figure 1 highlights the sexual behavior of study partic-

ipants. Nineteen (6.5%) MSM had no HIV sexual risk be-
havior. More MSM in urban than rural areas engaged in
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Table 1 Profile of respondents by area of resident (N = 299)

S. no Variables MSM
Rural (n = 95)

MSM
Urban (n = 204)

X2 p value Total

1 Sex

Male 95 (100%) 202(99.0%) 0.94 1.00 297(98.6%)

Transgender 0 (0.0%) 2 (1.0%) 2 (0.7%)

2 Educational Level

None 5 (5.3%) 4 (2.0%) 34.77 < 0.001 9 (3.0%)

Primary 51(53.7%) 47 (23.0%) 98 (32.8%)

Secondary 37(39.0%) 138(67.6%) 175(58.5%)

Tertiary 0 (0.0%) 13 (6.4%) 13 (4.3%)

No Response (8–1.3%) 0 (0.0%) 2 (1.0%) 4 (1.4%)

3 Age range

18-24 yrs 27(28.4%) 73 (34.8%) 2.70 0.44 100(33.4%)

25-34 yrs 43(45.3%) 74 (36.3%) 117(39.1%)

35-45 yrs 18(18.9%) 44 (21.5%) 62 (20.7%)

46+ 7 (7.4%) 13 (6.4%) 20 (6.7%)

4 Ever used drugs

Yes 10(10.5%) 47 (23.0%) 9.13 0.003 57 (19.1%)

No 80(84.2%) 125(61.3%) 205(68.6%)

No response 5(5.3%) 32 (15.7%) 37 (12.3%)

5 Ever injected drugs

Yes 2 (20.0%) 8 (17.0%) 0.05 1.00 10 (17.5%)

No 8 (80.0%) 39 (83.0%) 47 (82.5%)

6 History of sexual intercourse

Yes 91(95.8%) 201(98.5%) 1.35 0.56 292(97.7%)

No 0 (0.0%) 3 (1.5%) 3 (1.0%)

No response 4 (4.2%) 0 (0.0%) 4 (1.3%)

Fig. 1 HIV Sexual risk profile of MSM by residential area
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three HIV sexual risk behavior (25.9% vs 8.7%; x2 = 9.43;
p = 0.02), transactional sex (x2 = 1.61; p = 0.20) and did
not use use condom at last sexual intercourse (x2 = 5.58;
p = 0.02). More MSM in the rural than urban areas ex-
perienced forced sexual initiation (x2 = 12.16; p < 0.001),
had early sexual debut (x2 = 4.35; p = 0.04), and have
more than one sexual partner (x2 = 15.09; p < 0.001).

Willingness to access HIV prevention services
Table 2 highlights the proportion of respondents willing
to access HIV prevention services. More than 89% of the
respondents were willing to receive regular behavior
change communications, condoms, lubricants and visit
clinics for STI check-ups. Only 50.3, 61.1 and 79.7% of
respondents were willing to access these services in a
public, private and peer-led health facilities respectively.

Perceived obstacles to uptake of HIV prevention services
in public, private and peer-led health facilities
Table 3 highlights barriers to access of HIV services by
MSM in public, private and peer-led health facilities.
More than 50% of the respondents identified eight of the
10 variables as obstacles to receiving HIV prevention
services in public, private and peer-led health facilities.
Less than 50% of the respondents identified distance as a
barrier to accessing HIV prevention services at peer-led
health facilities. Less than 35% of respondents identified
non-availability of free services was as a barrier to access
of services in public, private and peer-led health
facilities.

Access to structural intervention that sustains HIV
prevention behaviors
Table 4 highlights responses on the willingness to access
programs that provide structural supports to enhance
behavioral changes. More than 79% of respondents were
willing to access the following structural interventions –
income generating activities, legal services, services for
mental health and psychosocial support, positive peer
support programs, and adherence support for use of
antiretroviral therapy. However, fewer MSM who were
willing to accesses these services identified that these
services were available.

Association between sexual risk behavior and willingness
to access structural interventions
Table 5 shows the association between sexual risk be-
havior and willingness to access structural interven-
tion programs. Significantly more MSM with HIV
sexual risk behaviors were willing to access services
health promoting mental and psychosocial health (p <
0.001), receive training on human rights (p < 0.001)
and participate in HIV positive support group pro-
grams (p = 0.002).

Factors that could facilitate or serve as barriers to HIV
prevention service access by MSM at the health facilities
Participants who took part in the FGD, IDI and KII
identified that uptake of HIV prevention services will in-
crease when service recipients are assured of confiden-
tial HIV testing. Also, a participant identified HIV
self-testing was a strategic approach to assuring confi-
dential HIV testing:

Table 2 Proportion of MSM in Nigeria Showing Willingness to receive HIV Prevention Services (N = 297)

How willing are you to: Very Willing Neutral Not Willing

Q101 Attend regular meetings organized to discuss HIV related issues? 277 (93.2%) 15 (5.1%) 5 (1.7%)

Q102 Allow people to ask you questions about your risk behavior? 266 (89.6%) 22 (7.4%) 9 (3.0%)

Q103 Follow a plan to help you address your HIV risk? 292 (98.3%) 1 (0.3%) 4 (1.4%)

Q104 Receive and use condom? 287 (96.6%) 6 (2.0%) 4 (1.4%)

Q105 Receive and use lubricant? 285 (95.9%) 7 (2.4%) 5 (1.7%)

Q106 Visit clinics for STI check-ups? 272 (91.6%) 13 (4.4%) 12 (4.0%)

Q107 Go to public clinic to get HIV related services? 154 (51.9%) 56 (18.9%) 87 (29.2%)

Q108 Go to private clinic to get HIV related services? 181 (61.0%) 39 (13.1%) 77 (25.9%)

Q109 Go to peer led clinic to get HIV related services? 237 (79.8%) 48 (16.2%) 12 (4.0%)

Q110 Attend public clinics if accompanied by peers? 152 (51.2%) 42 (14.1%) 103 (34.7%)

Q111 Attend private clinics if accompanied by peers? 163 (54.9%) 40 (13.5%) 94 (31.6%)

Q112 Attend peer led clinics if accompanied by peers? 223 (75.1%) 29 (9.8%) 45 (15.1%)

Q113 Have peers facilitate access to services in public hospitals if you encounter difficulties? 185 (62.3%) 62 (20.9%) 50 (16.8%)

Q114 Have peers facilitate access to services in private hospitals if you encounter difficulties? 182 (61.3%) 43 (14.5%) 72 (24.2%)

Q115 Have peers assist in getting voluntary HCT? 246 (82.8%) 25 (8.4%) 26 (8.8%)

Q116 Have peers serve as drug adherence supporter if HIV positive? 231 (77.8%) 30 (10.1%) 36 (12.1%)
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On your own, you can conduct your test if you are
well trained. This is better and more confidential than
going out. …FGD KD 003

Participants also opined that the large number of
patients at the public hospitals coupled with hasty
review of patients by physicians, discourages MSM
from using public health facilities and explains their
preference for private health facilities. However, the
cost of accessing care at private hospitals was a de-
terrent for use of private hospitals. One of the inter-
views noted:

So many of my friends that I referred to the
community centre who told they will have free
medical services always come back complaining that
they were referred to another hospital for routine test
and were heavily taxed. If the community centre can
have comprehensive services it will help us more.
……. KII 06

Approaches to improve MSM uptake of MPPI
Discussants acknowledged that the MPPI model pro-
moted access to behavioral and biomedical interven-
tions. It was however unable to effectively mitigate
structural drivers of HIV infection for MSM. Critical
HIV prevention needs for MSM were interventions that
promote skills acquisition to enable community mem-
bers generate income and become self-reliant. More
MSM needed information about MPPI service delivery
points and how to access them. Peer-led facilities are
best able to provide HIV prevention services for MSM:
these facilities are more hospitable and handle informa-
tion more confidentially. These attributes foster continu-
ous use of the services. Below is a quote by one of the
interviewees.

The hospitality I receive each time I visit the
community centre is commendable, the Peer Education
system is one of the programs I enjoyed most and Issue
of confidentiality is nothing for me because the peer
educators have earn my trust… KII 04

Table 3 aAnalysis of the Differences in the Proportion of MSM Responding Positively to Factors that May Make Services Provided by
Public, Private and Peer-Led Health Facilities Not Accessible to MSM (N = 297)

Factors Public Private Peer

A Non-availability of free services 70 (23.6%) 91 (34.1%) 71 (23.9%)

B The distance of service delivery points to home 169 (56.9%) 180 (60.6%) 140 (47.1%)

C Lack of knowledge about HIV by provider 199 (67.0%) 157 (52.9%) 160 (53.9%)

D Lack of friendly facilities 226 (76.1%) 222 (74.7%) 186 (62.6%)

E Inadequate Information specific to MSM 221 (74.4%) 211 (71.0%) 167 (56.2%)

F Inability to provide HIV counselling services 200 (67.3%) 197 (66.3%) 175 (58.9%)

G Stigmatization by providers 243 (81.8%) 220 (74.1%) 205 (69.0%)

H Availability of service provider to manage stigma related crisis 173 (58.2%) 175 (58.9%) 157 (52.9%)

I Inability to address police harassment 221 (74.4%) 213 (71.7%) 189 (63.6%)

J Inability to provide comprehensive services in same place (one stop shop) 173 (58.2%) 213 (71.7%) 175 (58.9%)
aRespondents were required to identify if each of the factors was a barrier for accessing services in the three types of service outlets. The table highlights the
proportion of those who identified each of the factors as barriers

Table 4 Analysis of the Differences in Number of MSM Willing to use HIV Prevention Services and Perception on Availability of the
Services in Nigeria (N = 297)

Factors Willing Available

A How willing are you to participate in economic empowerment/income generating activities to
address transactional sex?

251 (84.8%) 77 (26.1%)

B How willing are you to receive legal services to address discrimination based on your sexual orientation? 258 (86.8%) 62 (21.0%)

C How willing are you to receive social justice for discrimination based on your sexual orientation? 252 (84.8%) 98 (33.0%)

D How wiling are you to receive training on fundamental human rights and paralegal services? 280 (94.2%) 82 (27.6%)

E How willing are you to access other health services health promoting services e.g. mental health,
psychosocial services?

260 (87.6%) 136 (46.3%)

F How willing are you to participate in a HIV Positive Peer Support program? 235 (79.1%) 180 (60.8%)

G How willing are you to receive support services for adherence to ART? 248 (83.8%) 194 (65.3%)

H How willing are you to be accompanied in referral for ART services? 238 (80.7%) 177 (60.2%)
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Discussion
There were three key findings from the study. First,
there are differences in the HIV sexual risk behaviors of
MSM resident in urban and rural areas: more MSM in
urban than rural areas had three or more HIV sexual
risk behaviors and were less likely to use condom at last
sexual intercourse; while more MSM in the rural than
urban areas had a history of forced sexual initiation, had
earlier age of sexual debut, and had more than one sex-
ual partner. Second, more MSM were willing to access
HIV prevention service provided through peer-led health
facilities. Factors that deter MSM from using public
health centers were service providers’ poor knowledge
about HIV and MSM health issues, non-friendly ser-
vices, stigmatization by service providers and inability of
public health facilities to prevent police harassment.
Third, significantly more MSM with multiple sexual risk
behaviors were willing to access mental and psychosocial
health services, HIV positive peer support programs and
training on human rights and paralegal services. Most
MSM willing to access these services felt they were not
available.
One of the strength of this study was the recruitment

strategies. The geographical and age diversity of the
seeds helped with the recruitment of a wide range of
MSM for this study. The findings are therefore applic-
able to MSM in Nigeria in general; and provide evi-
dences to generate new hypothesis to further study
challenges MSM face in accessing HIV prevention ser-
vices in Nigeria.
The study however has a limitation. A sample size was

not determined for the study thereby limiting the ability
to determine if the study was powered to address the
study objectives. Also the response rate the query on
drug use by MSM resident in urban areas was 15.7%

undermining the validity of the findings for this enquiry.
We feel this may be due to sensitivity around police har-
assment and arrest of drug users, which we did not an-
ticipate during the data collection process and therefore,
possibly did not provide enough assurance for respon-
dents on the confidentiality of their response on this en-
quiry in the way the question was framed. Despite these
limitations, the study generated findings that are novel
for Nigeria and are important for making strategic deci-
sions about how to improve on the current HIV preven-
tion interventions for MSM. There are four critical
findings that can inform the (re)design of HIV preven-
tion support services for MSM in Nigeria.
First, while more MSM were willing to access HIV

prevention services offered through peer-led facilities,
the number of these peer-led facilities in Nigeria are lim-
ited. Access to HIV prevention services for MSM need
to be augmented by public and private hospitals. Ad-
dressing the barriers to accessing services in public and
private clinics highlighted in this study can enhance not
only the needs of MSM, but also possibly enhance up-
date of services by members of the general public who
also have similar complaints about the poor quality of
services offered in public and private facilities in Nigeria
[28]. Increasing HIV prevention service outlet options
for MSM also helps increase support for the diverse
populations of MSM to access services [29, 30].
Second, HIV prevention programs for MSM may need

to be tailored to needs based on residential locations.
MSM resident in urban areas will need interventions
that support consistent use of condoms. In the rural
area, efforts may need to focus on delaying the age of
sexual debut; and reducing the risk for forced sexual ini-
tiation. Adolescents who experience forced sexual initi-
ation are more likely to engage in high HIV sexual risk

Table 5 Association between HIV Sexual Risk Behavior and Willingness to Access Structural Interventions by MSM in Nigeria (N =
297)

S.no Variables Respondents with at least one HIV
sexual risk behavior (N = 297)

X2 P value

Yes (278) No (19)

Q401a How willing are you to participate in economic empowerment/income generating
activities to address transactional sex?

237 (85.3%) 14 (73.7%) 1.82 0.18

Q401b How willing are you to receive legal services to address discrimination based on
your sexual orientation?

241 (86.7%) 17 (89.5%) 0.12 1.00

Q401c How willing are you to receive social justice for discrimination based on your
sexual orientation?

235 (84.5%) 17 (89.5%) 0.34 0.75

Q401d How wiling are you to receive training on fundamental human rights and
paralegal services?

273 (98.2%) 7 (36.8%) 124.08 < 0.001

Q401e How willing are you to access other health services health promoting services
e.g. mental health, psychosocial services?

252 (90.6%) 8 (42.1%) 34.43 < 0.001

Q401f How willing are you to participate in a HIV positive peer support program? 224 (80.6%) 11(57.9%) 5.54 0.02

Q401g How willing are you to receive support services for adherence to ART? 234 (84.2%) 14 (73.7%) 1.42 0.23

Q401h How willing are you to be accompanied in referral for ART services? 224 (80.6%) 14 (73.7%) 0.53 0.47
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behaviors [17]. Also, unmanaged traumatic stress in-
creases mental health disorders [31]. The silence about
sexual violence faced by males in Nigeria is worse that
the silence about rape that females face [32]. The silence
about forced sexual initiation females face is being
broken as a result of the movement for open discussion
and punishment of rapists. Similar actions can help
break the silence around rape of male children and
adolescents.
Third, it is apparent that while the MPPI had been

successful in promoting access of MSM to biological
and behavioral interventions, it has not been successful
in providing the structural interventions essential for be-
havior change maintenance: empowering MSM with
skills to generate income reduces the likelihood of en-
gaging in transactional sex, and multiple sexual partner-
ing. Also, access to legal services enhances individual’s
ability to address discrimination based on sexual orienta-
tion. These interventions are best provided by
non-governmental organizations. Unfortunately, there
are very few peer-led MSM organizations in the country
that can provide structural interventions for MSM [33,
34]. The country needs more peer-led health facilities
that provide these needed interventions for MSM.
Fourth, mental health support are needed for MSM in

Nigeria [35]; and a large number of respondents were in-
terested in accessing mental and psychosocial health ser-
vices. Sexual minority stress increased the vulnerability
of MSM to mental health problems [36], which in itself,
constitutes a risk for HIV infection. The unsupportive
legal, social, cultural and religious environment in
Nigeria [35] increases MSM’s risk for mental health
problems, further highlighting the urgent need for men-
tal health service support for MSM. Peer support helps
improve mental health [36]: it is a stress buffer, has a
salutary effect on mental health and psychological
well-being, and provides a form of social capital for net-
work members [37]. Unfortunately, this service is not
readily accessible by MSM in Nigeria. Civil society orga-
nizations need to be supported to implement peer sup-
port programs for MSM in Nigeria.

Conclusion
A significantly large number of MSM are willing to ac-
cess HIV prevention services through peer led health fa-
cilities. The current national MPPI program for MSM
needs to be augmented with interventions that promote
skills development for income generation, access to
mental and psychosocial health services and peer sup-
port services. Differentiated HIV prevention interven-
tions programs is needed for MSM resident in urban
and rural areas. The capacity of civil society organiza-
tions can be built to address the structural interventions
gaps for MSM identified in this study.

Abbreviations
EKPIN: Enhancing Key Population Intervention in Nigeria through Capacity
Development; FGD: Focus Group Discussion; HIV: Human Immunodeficiency
Virus; IDI: In-depth Interview; KII: Key informant Interview; MPPI: Minimum
Prevention Package of Intervention; MSM: Men who have Sex with Men;
PEPFAR: Presidential Emergency Program for AIDS Relief; USAID: United
States Agency for International Development

Acknowledgements
We appreciate the support of the community of MSM in the state where this
study was conducted.

Funding
Funding support for this study was provided by the Global Fund for AIDS,
Tuberculosis and Malaria through the National Agency for the Control of
AIDS, and managed by the West African Infectious Diseases Institute, Nigeria.
The funders played no role in the design of the study and collection,
analysis, and interpretation of data and in writing the manuscript.

Availability of data and materials
Study related data and materials are accessible on request from the lead
author.

Authors’ contributions
The idea of the study was conceived by GE and BO. The study was designed
by GE, MOF, BO, AI and JA. The study implementation involved all the
authors. Data analysis was handled by MOF. The first draft of the manuscript
was developed by MOF. All the authors made contributions to the review
and finalisation of the manuscript. All authors agreed to the final version of
the manuscript. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Jos University Teaching Hospital Health Research Ethics Committee (JUTH/
DCS/ADM/127/XIX/6261) assessed and approved the study. Study
participants were duly informed about the objectives of the study, risk and
benefits, voluntary nature of study participation and freedom to withdraw
from the study at any time. Written consent was obtained from all
participants. No identifier was collected for each respondent. Study
participants in each of the study communities were allowed to determine
where the respondent should meet them.

Consent for publication
Approval was obtained from participants to publish their statements.

Competing interests
The authors declare that they have no conflict of interest.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Heartland Alliance International, Abuja, Nigeria. 2New HIV Vaccine and
Microbicide Advocacy Society, Lagos, Nigeria. 3Department of Child Dental
Health, Obafemi Awolowo University, Ile-Ife, Nigeria. 4West African Infectious
Diseases Institute, Abuja, Nigeria. 5National Agency for the Control of AIDS,
Abuja, Nigeria.

Received: 7 February 2019 Accepted: 17 April 2019

References
1. Joint United Nations Programme on HIV/AIDS (UNAIDS). UNAIDS report on

the global AIDS epidemic; 2012.
2. National Agency for the Control of AIDS. 2013–2015. National HIV

Prevention Plan. Abuja: National Agency for the Control of AIDS; 2014.
3. National Agency for the Control of AIDS. Report of geographic mapping of

population most at risk populations in 23 selected states of Nigeria.
Presentation at the CCM/GFATM funded key population meeting. 2014.

4. Federal Ministry of Health. Integrated biological and behavioural
surveillance survey. Abuja: FMOH, HIV and AIDS Division; 2014.

Emmanuel et al. BMC Health Services Research          (2019) 19:261 Page 9 of 10



5. National Agency for the Control of AIDS. 2010–2013 HIV prevention plan.
Abuja: National Agency for the Control of AIDS; 2010.

6. AVERT. Sex workers and HIV. Available at http://www.avert.org/sex-workers-
and-hivaids.htm. Accessed 3 Aug 2014.

7. Federal Ministry of Health. 2012 National HIV and AIDS Reproductive Health
Survey (NARHS Plus II). Nigeria: Federal Ministry of Health; 2012.

8. National Agency for the Control of AIDS. National Guidelines for
Implementation of HIV Prevention Programs for Female Sex Workers in
Nigeria. Abuja: National Agency for the Control of AIDS; 2013.

9. FHI C-Change. Communication for Change. Report of Rapid Appraisal of the
Minimum Prevention Package Intervention in Nigeria 2013.

10. Heartland Alliance Nigeria. Enhancing Key Population Intervention in Nigeria
through Capacity Development (EKPIN) project baseline report. Heartland
Alliance, Abuja. 2015.

11. Campbell JC. Health consequences of intimate partner violence. Lancet.
2002;359(9314):1331–6.

12. Campbell JC, Baty-Lucea M, Stockman JK, Draughon JE. Forced sex and HIV
risk in violent relationships. Am J Reprod Immunol. 2012;69(Suppl 1):41–4.

13. Maman S, Campbell J, Sweat MD, Gielen AC. The intersections of HIV and
violence: directions for future research and interventions. Soc Sci Med. 2000;
50(4):459–78.

14. Thompson NJ, Potter JS, Sanderson CA, Maibach EW. The relationship of
sexual abuse and HIV risk behaviors among heterosexual adult female STD
patients. Child Abuse Negl. 1997;21(2):49–15.

15. Klot JF, Auerbach JD, Berry MR. Sexual violence and HIV transmission:
summary proceedings of a scientific research planning meeting. Am J
Reprod Immunol. 2013;69(1):5–19.

16. Stockman JK, Lucea MB, Campbell JC. Forced sexual initiation, sexual
intimate partner violence and HIV risk in women: a global review of the
literature. AIDS Behav. 2013;17(3):832–47.

17. Folayan MO, Caceres C, Sam-Agudu N, Odetoyinbo M, Stockman J, Harrison
A. Life stressors and coping strategies of adolescents living with and
without HIV infection in Nigeria. AIDS and Behaviour. 2016;7.

18. Federal Government of Nigeria. Same sex marriage prohibition act. Nigeria.
2013.

19. Schwartz SR, Nowak RG, Orazulike I, et al. The immediate effect of the
same-sex marriage prohibition act on stigma, discrimination, and
engagement on HIV prevention and treatment services in men who have
sex with men in Nigeria: analysis of prospective data from the TRUST
cohort. Lancet. 2015;2(7):e299–306.

20. New HIV Vaccine and Microbicide Advocacy Society. Report of 3 days training
of health care providers on ethics of HIV service delivery for PLHIV and key
populations in Bassa Cottage Hospital, Plateau State. Available at: http://
nhvmas-ng.org/report/140870730180.248.8.75.pdf. Accessed 25 Jan 2016.

21. Society for Family Health. Strengthening HIV Prevention Services for Most-
at-Risk Populations (SHiPS for MARPs). Available at: http://sfhnigeria.org/
projects/ships-for-marps. Accessed 10 Sept 2016.

22. National Agency for the Control of AIDS. HIV epidemic appraisals in Nigeria:
evidence for prevention programme planning and implementation. Abuja:
National Agency for the control of AIDS; 2013.

23. Atkinson R, Flint J. Accessing hidden and hard-to-reach populations:
snowball research strategies. Social Research Update. 2001;13.

24. Kirchherr J, Charles K. Enhancing the sample diversity of snowball samples:
recommendations from a research project on anti-dam movements in
Southeast Asia. PLoS One. 2018;13(8):e0201710.

25. Folayan MO, Odetoyinbo M, Harrison A. Differences in use of contraception
by age, sex and HIV status of 10-19-year-old adolescents in Nigeria. Int J
Adolesc Med Health. 2015 Nov 10. pii: /j/ijamh.ahead-of-print/ijamh-2015-
0059/ijamh-2015-0059.xml.

26. Folayan MO, Adebajo S, Adeyemi A, Ogungbemi KM. differences in sexual
practices, sexual behavior and hiv risk profile between adolescents and
young persons in rural and urban Nigeria. PLoS One. 2015;10(7):e0129106.

27. Folayan MO, Odetoyinbo M, Brown B, Harrison A. Differences in sexual
behaviour and sexual practices of adolescents in Nigeria based on sex and
self-reported HIV status. Reprod Health. 2014;11:83.

28. Abiodun AJ. Patients’ satisfaction with quality attributes of primary health
care services in Nigeria. J Health Manag. 2010;12(1):39–54.

29. Rebe KB, McIntyre JA. Towards "men who have sex with men-appropriate"
health services in South Africa. SA HIV Med. 2013;14:52–7.

30. Sheehy M, Tun W, Vu L, Adebajo S, Obianwu O, Karlyn A. High levels of
bisexual behavior and factors associated with bisexual behavior among
men having sex with men (MSM) in Nigeria. AIDS Care. 2014;26(1):116–22.

31. Perry BD. Stress, trauma and post-traumatic stress disorders in children. The
Child Trauma Academy. Available at: https://childtrauma.org/wp-content/
uploads/2013/11/PTSD_Caregivers.pdf. Accessed 10 Sept 2016.

32. Folayan MO, Odetoyinbo M, Harrison A, Brown B. Rape in Nigeria: a silent
epidemic among adolescents with implications for HIV infection. Glob
Health Action. 2014;7:25583.

33. The Initiative for Equal Rights. Website. http://www.
theinitiativeforequalrights.org/. Accessed 10 Sept 2016.

34. International Centre for Advocacy on Right to Health. Website. http://
msmgf.org/info-hub/organizations-directory/international-centre-for-
advocacy-on-rights-to-health-icarh/. Accessed 10 Sept 2016.

35. Makanjuola O, Folayan MO, Oginni OA. On being gay in Nigeria:
discrimination, mental health distress and coping. J Gay Lesbian Mental
Health. 2018;22(4):372–82.

36. Safren SA, Blashill AJ, O’Cleirigh CM. Promoting the sexual health of MSM in
the context of comorbid mental health problems. AIDS Behav. 2011;15(1):
S30–4.

37. Kawachi I, Berkman LF. Social ties and mental health. J Urban Health. 2001;
78(3):458–67.

Emmanuel et al. BMC Health Services Research          (2019) 19:261 Page 10 of 10

http://www.avert.org/sex-workers-and-hivaids.htm
http://www.avert.org/sex-workers-and-hivaids.htm
http://nhvmas-ng.org/report/140870730180.248.8.75.pdf
http://nhvmas-ng.org/report/140870730180.248.8.75.pdf
http://sfhnigeria.org/projects/ships-for-marps
http://sfhnigeria.org/projects/ships-for-marps
http://www.soc.surrey.ac.uk/sru/index.html
https://childtrauma.org/wp-content/uploads/2013/11/PTSD_Caregivers.pdf
https://childtrauma.org/wp-content/uploads/2013/11/PTSD_Caregivers.pdf
http://www.theinitiativeforequalrights.org/
http://www.theinitiativeforequalrights.org/
http://msmgf.org/info-hub/organizations-directory/international-centre-for-advocacy-on-rights-to-health-icarh/
http://msmgf.org/info-hub/organizations-directory/international-centre-for-advocacy-on-rights-to-health-icarh/
http://msmgf.org/info-hub/organizations-directory/international-centre-for-advocacy-on-rights-to-health-icarh/

	Abstract
	Background
	Method
	Results
	Conclusion

	Introduction
	Methods
	Study design
	Study population
	Recruitment for quantitative study
	Recruitment for qualitative study
	Study procedure
	Study questionnaire
	Data analysis for quantitative data
	Data analysis for qualitative data
	Ethical considerations

	Results
	Socio-demographic profile of study participants
	Sexual behaviour
	Willingness to access HIV prevention services
	Perceived obstacles to uptake of HIV prevention services in public, private and peer-led health facilities
	Access to structural intervention that sustains HIV prevention behaviors
	Association between sexual risk behavior and willingness to access structural interventions
	Factors that could facilitate or serve as barriers to HIV prevention service access by MSM at the health facilities
	Approaches to improve MSM uptake of MPPI

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

