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Document Description

This document reflects recommendations emerging from an expert “Regional Consultation on
Health Promotion and the Provision of Care to Men Who Have Sex with Men (MSM) in Latin
America and the Caribbean.”

The Regional Consultation was held July 14-16, 2009, in Panama City, Panama, and was organ-
ized by the Pan American Health Organization (PAHO), in collaboration with the United
Nations Development Program (UNDP); the United Nations Educational, Scientific, and
Cultural Organization (UNESCO); the United Nations Population Fund (UNFPA); the United
Nations Children’s Emergency Fund (UNICEF); the Joint United Nations Program on
HIV/AIDS (UNAIDS); World Association for Sexual Health (WAS); and the International
Association of Physicians in AIDS Care (IAPAC). The Regional Consultation was made possible
through the financial support of GTZ (Gesellschaft fuer Technische Zusammenarbeit).

More than 50 experts from North America, Latin America, and the Caribbean participated in the
Regional Consultation and contributed knowledge and expertise producing a set of tools – includ-
ing this “Blueprint for the Provision of Comprehensive Care to Gay Men and Other Men Who
Have Sex with Men (MSM) in Latin American and the Caribbean” – that will guide planning and
implementation of MSM-oriented health promotion and health care activities in the region.

© Pan American Health Organization, 2010. 



Background

Early in 2008, the Joint United Nations Program on HIV/AIDS (UNAIDS) and the Group for
Horizontal Technical Cooperation (GCTH) – a group of national AIDS program directors from
21 countries in the Latin America and Caribbean (LAC) Region – held a consultation meeting
in Brazil to identify general lines of action for a regional strategic plan intended to improve
overall quality of life and health for lesbian, transgender, bisexual, gay, and other men who have
sex with men (MSM) communities. During that meeting participants agreed that a core line of
action had to be focused on the provision of accessible, high quality health care services.

In November 2008, a separate group of experts in the provision of clinical care met in Acapulco,
Mexico, and proposed general lines of action to address the health care needs of MSM commu-
nities in Latin America. Recommendations from both these meetings gave shape to a Pan
American Health Organization (PAHO)-hosted “Regional Consultation on Health Promotion
and the Provision of Care to Men Who Have Sex with Men (MSM) in Latin America and the
Caribbean,” which was held July 14-16, 2009, in Panama City, Panama. These same recommen-
dations underpinned preparation of the working documents utilized at the Regional
Consultation, which was the first large meeting on this topic held in The Americas, and follows
similar consultations in Europe (Slovenia, May 2008) and Asia (Hong Kong, February 2009).

More than 50 experts from various specialties, disciplines, and fields of health promotion and
health care from throughout North America, Latin America, and the Caribbean responded pos-
itively to an invitation to attend the Regional Consultation in Panama City. Prior to the meet-
ing they received working documents that were in draft form. Also prior to the meeting, many
of these experts provided valuable insights and suggestions. At the meeting, these experts, along
with technical officers from United Nations (UN) agencies and other relevant stakeholders,
worked intensively to review and revise the working documents that would serve as a founda-
tion to develop the main outcome of the meeting: a set of tools and instruments to guide the
planning and implementation of health promotion and health care activities for MSM commu-
nities in the LAC Region.

Following are two important caveats:

1) The tools discussed were intended to be designed for, and implemented primarily in health
care settings. However, caution was urged during the consultation meeting that those activities
should not be disconnected from other strategies, social services, and outreach programs, but
rather an integral part of them; and

2) The Regional Consultation focused mainly on gay and other MSM as the points of reference
for MSM communities. Participants agreed that further consultations should focus on other
populations whose needs were not adequately addressed at the meeting, such as the more par-
ticular health care needs of transgender individuals and communities. These other consultation
meetings would need to include a broader representation of stakeholders from these commu-
nities (e.g., transgender communities) to ascertain appropriateness and relevance of recom-
mendations, and to develop more specific tools and instruments for these communities.
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Abbreviations

AIDS – acquired immune deficiency syndrome
ART – antiretroviral therapy
BID – twice daily
CBC – complete blood count
CBO – community-based organization
CSB – compulsive sexual behavior
ED – erectile dysfunction
ELISA – enzyme-linked immunosorbent assay
GCTH - Group of Horizontal Technical Cooperation 
HAV – hepatitis A virus
HBV – hepatitis B virus
HCV – hepatitis C virus
HIV – human immunodeficiency virus
HPV – human papilloma virus
HSV – herpes simplex virus
IDU – injection drug user
IM – intramuscular
LAC – Latin America and the Caribbean 
LGV – lymphogranuloma venereum
MAC – Mycobacterium avium complex
MSM – men who have sex with men
NGO – nongovernmental organization
NRTI – nucleoside reverse transcriptase inhibitor
OI – opportunistic infection
PAHO – Pan American Health Organization
PCP – Pneumocystis pneumonia
PCR – polymerase chain reaction
PEP – post-exposure prophylaxis
PI – protease inhibitor
PO – by mouth
PPD – purified protein derivative
PTSD – post-traumatic stress disorder
SSRI – selective serotonin reuptake inhibitor
STI – sexually transmitted infection 
SUAD – substance use, abuse, and dependence
TB – tuberculosis
UNAIDS – Joint United Nations Program on HIV/AIDS
WHO – World Health Organization
YMSM – young men who have sex with men
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Introduction

The World Health Organization (WHO) has recognized the importance of strong primary
health care services for ensuring the health of communities and nations. In addition to equi-
table geographic distribution, health services must also be available to a variety of multifaceted
communities within towns, cities, regions, and countries throughout the world.

In part due to ignorance, stigma, and homophobia, health services, including primary health
care, typically have not been adequately responsive to the health needs of gay men and other men
who have sex with men (MSM) in the Latin America and the Caribbean (LAC) Region. The for-
mal health sector, including Ministries of Health and Social Security Administrations, often lack
personnel with expertise in the diverse health needs of gay men and other MSM populations.
Conversely, health centers designed to serve diverse MSM often lack resources to provide the full
array of needed services and may benefit from strengthening their core health services.

The WHO has also recognized the importance of sexual health services as an important com-
ponent of health services available to a community. Gay men and other MSM have distinct sex-
ual health needs, many of which are overlooked in the formal health setting. Given the increas-
ingly high rates of sexually transmitted infections (STIs), including HIV infection, within these
communities, high quality primary health care and sexual health services are critically impor-
tant in mitigating the effect of HIV and other infectious diseases. In particular, specialized out-
reach and targeted health promotion initiatives may be needed to address rapidly increasing STI
and HIV rates among young men who have sex with men (YMSM).

This “Blueprint for the Provision of Comprehensive Care to Gay Men and Other Men Who
Have Sex with Men (MSM) in Latin America and the Caribbean” (hereafter referred to as
“Blueprint”) has been created as a guide for clinicians and health administrators in LAC Region
countries, in both the formal health sector as well as within specialized MSM health clinics. It
is intended to strengthen the ability of health care providers to address the distinct health needs
of gay men and other MSM within the context of health promotion and health care delivery.

The operational definition of MSM used in this document includes any man whose sexual prac-
tices include, or have included oral or anal sex with another man, regardless of whether the
individual self-identifies as gay, bisexual, transgender, transsexual, “travesty,” heterosexual, or
any other local denomination that describes his sexual behavior.

This Blueprint provides a framework for the provision of health services to MSM in the LAC
Region context, and applies to health facilities that specialize in the care of MSM as well as those
that serve mixed populations that may include MSM. It applies to the care of self-identified gay
or bisexual men and other MSM who may refer to themselves in other terms. And, the docu-
ment also provides specific references to the unique needs of YMSM who, in addition to the
stressors of being a sexual minority, face additional challenges due to their age.

In addition to the psychosocial burdens of being an MSM in the LAC Region, STIs are a major
reason for entry into the health system. Certain behaviors among MSM (e.g., anal intercourse,
particularly without barrier protection) place individuals and their communities at higher risk
for STIs, including HIV infection. Health systems, clinicians, and care protocols will thus need
to be structured to engage MSM in a safe and welcoming environment, with an understanding
of the diversity that exists within these communities and geographic locations.
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Conditions Affecting MSM in the LAC Region

Following the devastating impact of AIDS in the 1980s and 1990s, particularly within the gay
community, it seems inconceivable that a similar scenario could be repeated today. However, stig-
ma, heterosexism, denial, and discrimination against MSM continue to fuel this global health cri-
sis, mirroring much of what occurred at the dawn of the AIDS era. These negative determinants
of health fuel not only a deep HIV crisis, but numerous other health crises among MSM, includ-
ing high rates of other STIs; high rates of anxiety, depression, and other mental health problems;
high rates of substance and alcohol abuse; and a number of other concomitant health concerns.

These health concerns among MSM have a profound impact on the health and well being of
MSM throughout Latin America and the Caribbean. The HIV pandemic, for instance, places
these health concerns in very stark relief. Throughout the LAC Region, MSM are 33% more
likely than the general population to become HIV infected.

Despite evidence that the HIV epidemic continues to grow among MSM populations, few coun-
tries in the LAC Region have taken proactive measures to reverse this crisis, or to establish appro-
priate health care services for vulnerable/high-risk groups. For HIV, programs aimed at MSM com-
prise less than 1% of total HIV spending in the LAC Region, despite the fact that one quarter of
known HIV-positive people in the region are MSM. This fact reflects a general trend, since few

resources throughout the region in gen-
eral are dedicated to care and support
for MSM communities, HIV/AIDS
being the latest, and perhaps most
poignant example of unmet need.

The key to understanding this neglect
and barriers to care and support for
MSM in general, is the context of social
exclusion and marginalization for
MSM in which HIV and other health
concerns are situated. Despite nearly

three decades of advocacy on the part of gay communities around the world for appropriate legal
rights and health care services, including HIV prevention and care, in most parts of the world
MSM still have little or no access to either HIV services or other MSM-oriented general health
services (e.g., general sexual health services, substance abuse programs, mental health services).

On an encouraging note, several evidence-based interventions have proven effective in combat-
ing the spread of HIV among MSM in various settings and countries around the world despite
tremendous social and other barriers. Grassroots movements have formed, to varying degrees,
in all regions of the world, including the LAC Region. In addition, the Global Forum on MSM
and HIV, an international collaboration between groups of men and individuals in several
countries, was recently formed to coordinate and focus these advocacy efforts.

Action to improve the health of MSM communities and the availability of appropriate health
care are human rights imperatives. These human rights – to health, safety, and well-being – have
been achieved to varying degrees in different parts of the world. They are both possible and
practicable. Through a commitment by national stakeholders to action at the levels of civil soci-
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ety, health care services, and public policy, the human right to health for MSM and other sexu-
al minority groups can be made a reality throughout Latin America and the Caribbean.

SOCIOCULTURAL CONTEXT OF HEALTH CARE FOR MSM 
In addition to the crisis of HIV/AIDS, MSM communities face high rates of mental illness,
including anxiety and depression, alcohol and substance abuse, and a range of other health con-
cerns. Risk factors for many of these health concerns may be linked to the psychosocial impact
of social exclusion, and a general lack of access to appropriate health care services.

In many countries throughout the LAC Region, identification as an MSM carries a high risk of
not only social exclusion, but physical violence. In Brazil, for example, every two or three days
a person dies by violence related to their sexuality, according to the Grupo Gay da Bahia (GGB),
the oldest gay rights association in Brazil. In Mexico, this figure is about two individuals per
week. Such violence is common elsewhere in the region as well, including in El Salvador,
Honduras, Jamaica, Trinidad and Tobago, and numerous other LAC region countries. Brazil
and Mexico are the only two countries in the region that have a registry which officially tracks
this kind of violence, the lack of which makes it difficult to fully account for accurate levels of
hate crimes committed based upon sexual orientation through the LAC Region.

Since sex and other forms of intimate contact between men carry such heavy social conse-
quences, these sexual activities often occur secretly. These activities may include sex in clandes-
tine settings, anonymous partners, and concurrent heterosexual relationships, which may be
viewed as more acceptable and are used to mask sex with other men.

Stigma pertaining to MSM and the difficulty of opening up dialogue regarding sexual health for
MSM in general has hampered efforts to promote safer sex, and to establish communities of
trust. Hostile environments, including the targeting of MSM communities, have had a detri-
mental impact upon self-esteem and have driven sexual behavior “underground.” Again, this
complicates efforts to contact members from MSM communities, to carry out education
efforts, and to involve MSM in routine health care.

For these and other reasons, it is critical for countries and local authorities to re-configure their
health systems with an aim to embrace this marginalized community, and provide appropriate
services and support, adapted to the realities and needs that MSM face. An important starting
point is in contact with civil society organizations that have emerged, despite great odds and
sacrifice, to address the needs of MSM communities in different parts of the LAC Region.

BETTER UNDERSTANDING HEALTH AND HEALTH CARE FOR MSM
Although the health and health care needs of MSM in Latin America and the Caribbean are deeply
influenced by cultural, social, political, and economic realities in each country, and at a more local-
ized level (e.g., urban versus rural), there is, nonetheless, an important global body of knowledge
that may be accessed as a gateway to better understand the health concerns of MSM, as well as
measures to improve health care for MSM. As several leading US physicians have noted, for exam-
ple, from their experience at Fenway Health (a Boston-based community health center which has
pioneered MSM health care and health promotion service delivery in the United States):

Even though most major health care issues for MSM are similar to the routine health recom-
mendations for all men, independent of sexual orientation or sexual behavior, there are
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unique issues to consider, including screening for and immunizing against hepatitis A and B
virus (HAV and HBV, respectively); routine screening for STIs; routine screening for certain
cancers (i.e., anal human papillomavirus [HPV]-related neoplasia); assessing drug, alcohol,
and tobacco use; screening for psychological health and mental health disorders, domestic vio-
lence, hate crimes, and posttraumatic stress; and helping patients deal with stigma associated
with being a sexual minority as well as the social and psychological issues of coming out.

The critical, distinguishing factor in appreciating these health concerns is the general context of
stigma and marginalization in which the daily lives of MSM unfold, as individuals and in com-
munities. A few examples of common health concerns, outside of HIV/AIDS are as follows:

• Mental health concerns: Due to the multiple sources of negative social reinforcement faced by
MSM, high rates of episodic and chronic mental illness are common. These vary from anxi-
eties related to a daily life lived in secret; long-term depression and anxiety related to social iso-
lation; post-traumatic stress related to physical or emotional violence, or loss of family; and
many other effects on mental well-being. When combined with other forms of illness, such as
HIV infection, these mental health problems can become further and further entrenched.

• Substance abuse: The reported frequency of drug use and alcohol abuse among MSM is
higher than the general population. In addition to the direct health effects of drug use and
alcohol abuse, including addiction, there is high secondary risk for STIs and other condi-
tions that may affect MSM. Drug use and alcohol abuse are associated with increased rates
of high-risk sexual behavior, as well as sharing of infected injecting equipment.

• HPV/cancers: There are about 200 different types of HPV, of which about 70 are associ-
ated with anogenital malignancies. Of these malignancies, a subgroup is often associated
with the formation of squamous intraepithelial lesions and carcinomas, and therefore
has been categorized as high risk. Several reports have shown that MSM, and particular-
ly HIV-positive MSM, have a higher incidence of precursor lesions and anal cancer.

• STIs: Sexually transmitted infections remain a major health problem for gay men and
other MSM. In addition to a higher prevalence of many common STIs, depending on
one’s sexual behavior, there may also be increased risk of infection outside the genital
tract, including diseases of the rectum and pharynx. Most STIs place an individual at
increased risk for acquisition of other STIs, including HIV infection. The identification
and treatment of STIs in MSM is thus extremely important both for the individual’s
health and the general health of the community.

THE SPREAD OF HIV/AIDS AMONG MSM
The inability to halt the global spread of HIV among MSM is a shared failure of service agencies,
populations, and health systems worldwide. Recent data indicate that HIV prevalence among
MSM around the world is higher than in the general adult population and the incidence is grow-
ing, accounting for at least 5-10% of total infections globally. These high rates of HIV infection
among MSM, in low-, middle- and high-income countries are commonly coupled with high
rates of other STIs, mental illness, substance abuse, and other health-related problems.

The likelihood of infection among MSM (pooled odds ratio) has been found to be higher in the
LAC Region than in any other region of the world. Indeed, a recent study of HIV/AIDS in Latin
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America concluded that the epidemic in the region is still highly concentrated among MSM.
Throughout Latin America and the Caribbean, there were an estimated 140,000 new HIV infec-
tions in 2007, according to the Joint United Nations Program on HIV/AIDS (UNAIDS), bring-
ing the total number of people living with HIV/AIDS in the LAC Region to 1.7 million. Of
these, 63,000 people have died of HIV-related causes. Overall prevalence rates are 1.1% and
0.5% for the Caribbean and Latin America, respectively.

Men who have sex with men account for at least 25% of known HIV infections within the LAC
Region, a disproportionate percentage considering the global average of 5-10%. Other highly
vulnerable groups in the region include commercial sex workers, and to a lesser extent, inject-
ing drug users (IDUs), of which MSM represent considerable proportions, which points to the
multiple risks affecting diverse subsets of MSM (e.g., commercial sex workers, IDUs).

BARRIERS TO APPROPRIATE MSM CARE, TREATMENT, AND SUPPORT 
The state of care, treatment, and support for MSM communities varies throughout the LAC
Region. A wide variety of factors affect access and delivery, including the relative wealth of a
country, the level of political leadership, the development of civil society activism and, certain-
ly not least, the overall development of national and local health systems.

There is also significant nuance to lev-
els of care and support based on a
wide range of physical and sociode-
mographic factors both between and
within countries, including geograph-
ical size (e.g., in smaller districts or
islands, challenges regarding confi-
dentiality may hamper efforts), and
the influence of more “cosmopolitan
values” in certain settings (some urban
versus rural settings, for example).

While it is impossible to fully list and describe the wide variety of barriers to care for MSM
groups, it is critical to appreciate that these barriers are part of a dynamic and varied tapestry.
At their root, all barriers to care and support share in common the context of social exclusion,
stigma, and “othering” that is the daily reality of MSM communities.

What a non-MSM individual may see as a “nice, modern health clinic,” for instance, a member
of the MSM community may see as a potentially unsafe space with imminent threat from judg-
ment, exposure, exploitation, or even physical violence. The psychosocial impact of daily exclu-
sion must be the gateway to understanding barriers that affect delivery of and access to care and
support for MSM communities.

A marker for success in enhancing HIV care for MSM communities is through a country or
region’s progress in re-orienting health service delivery and prevention efforts, so that more of
these services are consciously constructed from the MSM client perspective. The delivery of
appropriate prevention, care, treatment, and support services must be mindful that influencing
factors are often deeply rooted in individuals from MSM communities. Some very practical
examples of health services that are not appropriately informed by these client perspectives may
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include, but are not limited to:

• Prevention programs which only use images and messages that pertain to heterosexual activ-
ity, or, at the same time, prevention program messages and images intended for MSM com-
munities that are not properly informed by the local realities of the MSM community (e.g.,
use of graphic sexual imagery when MSM may, nevertheless, be more socially conservative);

• Health centers or other services which have images, welcome messages, and other signs
and symbols that reinforce heterosexual identities exclusively;

• Health services which require or only permit the identification of “family” and/or “next
of kin” as individuals in the nuclear family or heterosexual relationship;

• The use of health information forms which require information that may not be perti-
nent to MSM communities (e.g., marital status), and therefore reinforce the “othering”
of MSM individuals; and

• Clinical services which focus exclusively on sexual behavior risk factors, and provide lit-
tle or no opportunity for counseling and psychological assessment and care.

At the level of policy and broader decision making, the lack of sufficient budgets and funding
targeted to address the HIV epidemic in MSM, and language itself is often a key barrier to
change. At the same time, noticeable changes in the language used by decision makers – to
reflect greater inclusion, less “othering” of MSM – is often a sign of progress, and a gateway to
affecting accompanying change at the level of actual policy and resource allocation.

The use of language, through oral and written communication within the health system, and
more broadly among decision makers, must be appreciated as a key barrier to effective preven-
tion, care, and treatment programs. Overcoming this barrier applies not only to HIV, but to
overall health care and support services which can potentially affect the lives of MSM.
Furthermore, it must be appreciated as a key area for advocacy – just as important as the deliv-
ery of actual services and support. Consider the example below, for instance.

The following is a recent statement from the Ministry of Health of a country in the LAC Region,
followed by a proposed revision of the statement. What are the key differences between the two?

Men who have sex with men do not readily reveal sexual orientation due to stigma and discrimi-
nation. This reduces the ability of this group to access prevention and treatment interventions.

COMPARED TO:

Men who have sex with men face daily stigma and discrimination and, therefore, encounter signif-
icant barriers in accessing prevention and treatment programs, particularly where there is a risk of
having their identity exposed/revealed.

In the first statement, the tone of language and the weight of action and responsibility are shifted
onto the shoulders of MSM. In this way, the reality of stigma and discrimination are neutralized,
and the barrier to effective programming is made out to be the ability of MSM to access programs.
In the second, revised statement (though it also may be imperfect), there is an effort to shift the
onus of responsibility off of MSM exclusively, and onto society more broadly (a shared weight and
responsibility). In this way, the “othering” of MSM and lived experiences are acknowledged and
validated, but not reinforced. The reinforcement of “othering” and the shift of responsibility onto
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the individual already heavily burdened by exclusion will inevitably prove a stumbling block not
only to prevention, care, treatment, and support but to change at the level of public policy. As
such, language may be seen as both a barrier and an opportunity/gateway to change.

OVERCOMING BARRIERS TO MSM CARE, TREATMENT, AND SUPPORT SERVICES  
Despite the many barriers to the provision of appropriate care, treatment, and support to MSM
in the LAC Region, there are important actions that can be taken at the civil society, health care
system, and public policy levels to move important health and human rights concerns forward.
This Blueprint focuses primarily on actions at the level of direct health care provision.
Nevertheless, it is important for such recommendations, algorithms, and other guidance to be
placed in the context of broader social change, and linked to civil society and public policy efforts.

• Civil society actions: Within civil society, relevant stakeholders can support progress by help-
ing empower those who are most likely to advocate and benefit from enhanced care – MSM
communities themselves. The most effective ways to achieve this is through support (moral
and financial) for MSM-oriented civil society organizations. These organizations are best
equipped and situated to offer MSM groups safe spaces, access to health information, educa-
tion and prevention services, and to carry forward advocacy with other stakeholder groups.
Successful sexual health and rights movements around the world have been rooted in strong
civil society, nongovernmental organization (NGO) group activism. This is not limited to the
wealthier countries of the global north. Examples already exist in many low- and middle-
income countries, such as Brazil and Mexico, in which MSM and other sexual minority
groups have exerted pressure on their governments to protect the rights of HIV-positive peo-
ple, and to expand appropriate services and supports since the early years of their countries’
HIV epidemics. Throughout Latin America and the Caribbean, in fact, whether large and
open, or smaller and discreet, civil society groups have emerged to advance the push for
human rights and effective care and treatment for MSM and other sexual minority groups.

• Health care system actions: Across the spectrum of healthcare services, both public and
private, a number of service-oriented and systemic interventions can achieve important
results in expanding access to appropriate prevention and treatment services for MSM.
Often these represent little new cost to the health care system, and involve increasing
awareness among clinicians, health promoters, and other health providers of the barriers
and unique health concerns faced by diverse MSM populations. At a rudimentary level,
for instance, clinicians should learn how to listen to MSM patients more openly and with-
out judgment, becoming better educated about current recommendations for the care of
gay men and other MSM. This Blueprint provides substantial recommendations and algo-
rithms for care and support of gay men and other MSM, and should be viewed as guid-
ance by all practitioners providing services to MSM populations in the LAC Region.

Beyond the delivery of more appropriate services for MSM, it is also critical for the broad-
er health system to shift toward a primary health care orientation, integrating approaches
rooted in health equity and a consideration of the social determinants of health. By
expanding access to robust, first-tier health services – including re-allocation of resources
to this level of care – health systems have a much greater chance not only in routinizing
illness prevention and health promotion programming, but doing so in ways that best suit
the diverse needs of various populations that face barriers in accessing appropriate health
care services. Examples such as the community health centers movement of both the
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United States and Canada and the family health team movement of Brazil, demonstrate
how primary health care services can be effectively adapted to deliver welcoming and
appropriate services to MSM and other communities through a health equity perspective.
Indeed, a re-orientation toward primary health care, as a gateway for enhanced service to
MSM communities, is both in keeping with the WHO’s recent guidance for health system
reform, and one of the most effective ways to encourage health equity.

• Public policy actions: Governments, at all levels, can play a unique role in supporting
human rights by addressing the rights of MSM and other sexual minorities in public pol-
icy, and by committing to more equitable health care funding that supports appropriate
and safe services for MSM communities. Across government, this means decriminalizing
sexual contact between men (where such law exists), as well as reviewing other legislation
that may contribute to stigma and discrimination: in labor, housing, social service, and
other policy areas. Key to action in these areas is the fact that equity in access to employ-
ment, housing, and other day-to-day life resources has a direct impact upon the health of
MSM, as they do for other segments of the population.

MSM Health Determinants

As in any other human population, the health of gay men and other MSM is associated with
and affected by a wide range of factors that can be roughly grouped as:

• Biological: heredity, nutritional status, physical condition, existing diseases, sequels of
previous conditions;

• Non-biological: education, income, race/racism, sexual identity/heterosexism, lan-
guage, social support networks, conditions conducive to self-protection and self-care;

• Health care system design: policy and delivery characteristics that affect costs, expen-
diture, and utilization patterns; and 

• Health care system performance: processes, inputs, outcomes, efficiency, equity.

Gay men and other MSM share many of the determinants of health of the male population at
large (e.g., gender codes associated to health care-seeking behaviors). However, some specific
factors are more relevant to the health of MSM, such as lack of targeted funding, homo-nega-
tive public policies; social values strongly rooted in a patriarchal, heterosexist tradition; dis-
crimination, bullying, and harassment in public spaces; alienation and exclusion from social
groups of reference; and homophobia, both external and internalized. In addition, other behav-
ioral factors play a critical role in the attainment and maintenance of the health of gay men and
other MSM (physical activity; use of alcohol, tobacco, and drugs; dietary and sleep habits; and
susceptibility to infectious diseases, among others).

The design and performance of health systems plays a critical role in the attainment by and mainte-
nance of health of gay men and other MSM. In terms of seeking health and accessing the health sys-
tem, a variety of individual perceptions, of oneself and the surrounding community, will affect each
man’s approach to risk-taking, self-care, and health-seeking behaviors. Men differ in their sexual self-
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identification, their attraction to men and/or women, the degree to which they are comfortable in
disclosing their identity and preferences, and in the particular behaviors in which they engage.

Some men identify themselves as homosexual, and may use the term “gay” to describe themselves to
the community at large. These individuals may be comfortable entering the health system through
a clinic that is specifically dedicated to the health needs of MSM. Gay men may include individuals
who participate in a wide spectrum of
sexual relationships, including monoga-
mous, same-sex couples; single men
who engage in multiple sexual encoun-
ters; and individuals who participate in a
heterosexual relationship, but engage in
discreet same-sex sexual encounters.

Some men may also self-identify as
bisexual. They might include men
who are attracted to women and men,
but only engage in intercourse with
other men, as well as those who are sexually active with both. Likewise, self-identified hetero-
sexual men may engage in sex with other men, whether or not they acknowledge an attraction.
There are also differences among some MSM in terms of gender self-identification, including a
preference for dressing as a woman, taking supplemental hormones to modify their bodies
and/or deciding to undergo surgical interventions, such as breast augmentation or sex re-
assignment surgery. These facets of gender identity, in turn, also affect sexual attitudes/prefer-
ences, and decisions related to accessing routine health services.

Each of these factors can have an impact on the overall health of gay men and other MSM. Since
sex between men is often viewed as unacceptable by many societies, sexual activity very often
occurs secretly. This may include sex in clandestine settings, it may include anonymous part-
ners, and it may involve concurrent heterosexual relationships, which are viewed as more social-
ly acceptable and provide a safe haven from discrimination and/or violence. In addition to risks
for STIs, there can be grave emotional consequences for men whose sexual identity must be
kept secret through most of their lives. The effect of having a stigmatized identity is often called
“minority stress,” which may be a compounding factor in health-compromising behaviors.

Regardless of how someone may self-identify their sexual orientation, health care providers should be
cautioned about making assumptions about sexual behaviors, and must be open to asking questions
about a range of sexual activities in order to determine levels of risk for STIs, including HIV infection.

MSM Health Challenges

Although gay men and other MSM encounter many of the same health issues as the rest of the
population, there are a number of health-related concerns that are particular to their experi-
ences. Health centers and clinics that care for MSM must be prepared to address these concerns
in a safe, supportive, and therapeutic environment. Distinct from non-MSM populations, MSM
may experience STIs that manifest through anal, rectal, oropharyngeal, and/or genital symp-
toms, and may result from local trauma as well as pathogenic organisms.
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Sexually transmitted infections may be highly symptomatic before a man is willing to present
for care, given the shame or fear that may be associated with disclosing his sexual orientation
or the presence of sexually oriented symptoms. It is not uncommon for MSM to present with
longstanding STIs, such as warts or latent syphilis, because they may have avoided clinicians for
long periods of time or may have chosen not to disclose their sexual orientation in prior
encounters with the health system.

Psychological symptoms, including depression, anxiety, and suicidal ideation are more com-
mon among the MSM population. Clinicians need to be aware of hidden emotional or psycho-
logical distress that may be at the root of a health visit, and must be sensitive to the underlying
context of discrimination and exclusion in which gay men and other MSM experience the
world on a day-to-day basis. At a systemic level, health centers and providers need to be pre-
pared to address the psychological needs of their clients.

Men who have sex with men, particularly older men, may also present with chronic medical
conditions, either as established diagnoses, as new symptoms that require evaluation, or as con-
founding complications of STIs or psychological distress which brought them to the health cen-
ter. Whether the chronic condition was the reason for the visit, the clinician will need to be pre-
pared to address all aspects of the patient’s health. It is important that clinicians and the health
system be prepared for a high level of complexity in addressing the health and needs of some
MSM patients, and thus clinical visits should be as flexible as possible in terms of scheduling,
time allotment, and adaptation to diagnoses that may be made during screening.

MSM Self-Care and Health-Seeking Behaviors

There is likely to be a wide range of health-seeking behaviors among MSM in any given com-
munity. Clients are likely to include the “worried well,” who present for an evaluation of even
minor symptoms or concerns, as well as those who avoid the health system unless gravely ill.
Some of these behaviors may be cultural, but others may relate to a man’s comfort level with
engaging in care. Men who are comfortable with their sexuality and who have good relation-
ships with their clinicians may be more likely to seek care in a setting that serves MSM, while
those who have emotional conflicts and fears about their sexual identity, sexual encounters,
and/or the presence of STIs, may avoid care.

The age of the individual may also influence his ability and willingness to access the health sys-
tem. Young men who have sex with men, for example, are less likely to see preventive health
practices as a priority, and are often acutely fearful of disclosing their sexual identity or the fact
that they are “questioning” their sexual orientation. Clinicians and health centers serving
YMSM, including young men who may appear to be or openly express that they question their
sexual identity, must be prepared to address the complex needs of these individuals. Clinicians
should strive to build a trusting and non-judgmental relationship, as this can have a profound
impact in encouraging future contact with the health system as well as in mitigating potential-
ly harmful behaviors related to emotional and psychological distress.

Similarly, there will be a range of self-care behaviors among MSM clients in general. Again, some
of this might be cultural, but some differences may relate to self-esteem, level of health educa-
tion, and/or an individual’s age, race, or language group. New clients should be encouraged to
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take more responsibility for their own health, but it is important that this not be done in an accu-
satory or judgmental manner. Health seeking should also be stressed independent of the steps
taken to address the presenting condition (i.e., that it is about more than simply addressing the
presenting condition, if there is one).

In the context of the health visit, or
during follow-up care, MSM should
be encouraged to address issues such
as nutrition, vaccinations, personal
safety, STI prevention, screening for
chronic conditions, and leading an
emotionally balanced life. If available,
health education programs in the
health center can be crafted to address
self-care from the unique perspectives
of gay men or other MSM, including
information about how to develop healthy coping mechanisms for dealing with minority stres-
sors such as homophobia and heterosexism. An important secondary goal of most visits will be
to encourage each individual to take more responsibility for his own health and to use the
health center staff as advisors or consultants.

Planning MSM-Inclusive Health Care Settings

A number of factors contribute to disparities in the levels and quality of services delivered to gay
men and other MSM within the health care sector across the LAC Region. These factors include
implicit and explicit homophobia within the health professions, a lack of MSM-friendly and rel-
evant spaces within health systems and the general context of homophobia in society at-large.
These factors help explain why gay men and other MSM across the region are more highly sen-
sitive to the experience of their first encounter with the health care setting, particularly around
issues such as safe environments and standards of confidentiality. This issue is especially true for
YMSM who struggle with widespread stigma associated with their emerging sexual identity.

The client’s decision about whether to disclose information critical for care may hinge on a
range of external clues/signs which he interprets at the health center. His observations may
include whether service signage, photographs, and other visual elements are welcoming and
MSM inclusive or hetero-centric; whether protocol for the collection of personal information
allows discretion or whether they require disclosure of sensitive personal information; and
other factors. Ultimately, these factors can make the difference between a patient being open
and forthcoming with a clinician, enabling the delivery of services that are comprehensive and
relevant versus the delivery of services that are guided by incomplete information facilitated by
a patient withholding relevant information.

Other considerations revolve around the understanding that gay men and other MSM will
inherently encounter health needs different from those of men who exclusively have sex with
women. Without addressing knowledge gaps among health professionals and reorienting health
settings to be inclusive of MSM, barriers will persist in providing appropriate, high quality care
to MSM and YMSM.
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It is critical for providers and health system planners to understand that providing access to
MSM inclusive services, alone, will not ensure utilization. Existing service providers across the
LAC Region must work to curb the expression of societal attitudes that are detrimental to MSM
health, and must facilitate ongoing training of staff to serve the health needs of sexual minori-
ties, ensuring high standards of quality, respect, and dignity.

Involving MSM in the planning and delivery of health services can be an important part of
planning and implementing MSM inclusive service delivery. Input given by organized com-
munities of gay men and other MSM also can be indispensable when making decisions about
clinic signage, hours of operation, and scopes of service (e.g., in some cultural settings, a clin-
ic that provides a wider range of men’s health services, such as management of sexual dysfunc-

tion, may be more effective in attract-
ing a greater number of MSM). These
efforts also send an important mes-
sage to MSM that health providers
value the opinions of diverse groups,
that gay men and MSM are more than
just the “subjects” of care, and that the
provider is committed to the health of
the catchment area at large.

In places where directed services are
offered to gay men and/or other MSM,

there has been a tendency to focus almost exclusively on HIV clinical management, or the man-
agement of other STIs, and to offer these services in isolation from broader primary health care.
While bearing in mind best practices, the way forward in most settings will be to deliver more
comprehensive services in integrated environments. An example of what can be done to foster
more MSM-friendly facilities is the case of Mexico, where a new strategy involves certification
of HIV care services as “Homophobia Free Facilities.”

Below are key areas that require attention when reorienting the health setting to offer compre-
hensive services for gay men and other MSM:

ENVIRONMENT
The environment in the clinic should allow MSM clients to feel safe, accepted, and valued. The
waiting areas should be comfortable, with sufficient seating for expected clients. Ideally there
should be sufficient space so that some individuals can sit alone, while others might wish to
converse in small groups. Conversations with front desk staff should be conducted out of
earshot of other waiting clients.

Artwork, logos, and brochures should be designed so that MSM recognize that services have
been designed with their needs in mind. While it may not be appropriate in many contexts to
openly display images of same-sex/MSM couples, an inclusive environment may be fostered by
not displaying images of couples, especially if those images convey the image only of heterosex-
ual relationships. Special consideration should also be given to ensure that all life stages are rep-
resented in visuals and printed information (e.g., YMSM may not see themselves reflected in
materials that are oriented toward older MSM).
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A confidentiality statement, a non-discrimination statement, and/or a patient’s “bill of rights”
should be placed in a visible location. Depending on the setting, it may be useful to state clear-
ly that discrimination against persons of any sexual orientation, as well as other factors such as
race, age, and language, is strictly prohibited.

Part of protecting a patient’s right to privacy could be to delegate health service provision to
MSM-experienced or more thoroughly trained health professionals (e.g., restricting the area from
medical students when or where possible and appropriate). Separating the entrance point/door
from the exit point/door may also be useful in preventing uncomfortable sightings between
patients, potentially encouraging those with a greater need for privacy to access services.

EXAMINATION ROOMS 
Each room should be equipped with at minimum an examination table and two chairs, to allow
an extended conversation, if necessary, and a complete physical examination. There must be
appropriate equipment available, including a sphygmomanometer, otoscope/ophthalmoscope,
stethoscope, examination gloves, lubricating jelly, and additional lighting sources, as necessary.
All examination rooms must have doors that close completely and should have barriers to pre-
vent sound transmission to other parts of the clinic.

Outwardly displaying images or objects in the examination room that indicate MSM-friendli-
ness may encourage greater disclosure of information critical for care, but this is highly depend-
ent upon social context, geographical location, and other factors. Most important, however, is
to maintain a balance between images and objects specific to heterosexual and MSM patients.
In some places that cater primarily to non-gay-identifying MSM, it may make more sense to
maintain sexual orientation neutrality when deciding what images and objects to display.

CLEANLINESS 
Just as any other health facility, the clinic must be cleaned daily, including an antiseptic wipe-
down of all surfaces and equipment. All trash must be disposed of daily and syringes and other
sharps must be disposed of in appropriate containers. Adequate facilities must be available for
staff and clients to have access to toilets and sinks, with adequate water supply, soap, and paper
towels. Sinks must be available for staff to wash hands between patients.

HOURS AND AVAILABILITY
The hours of operation should match the needs of the clients, with provisions made for their
safety and the safety and availability of staff. Hours should be consistent and clearly designated
on the building, on after-hours messages, and in promotional literature. A policy must be devel-
oped for the provision of after-hours care, especially if the clinic staff is unavailable to provide
care after hours. Special consideration should be given to ensuring that operating hours are sen-
sitive to the needs of YMSM, in that they do not conflict with school hours.

SCHEDULING SYSTEM 
A consistent system must be used to schedule clients’ clinic visits and to ensure that sufficient
time is allocated for each client. This system should include a degree of flexibility in adjusting the
duration of consultation times to allow for complexities that may arise during the consult. Staff
should be trained not to make assumptions about a client’s health needs and to be mindful of
the many hurdles MSM have often overcome before presenting for care. Occasionally, ensuring
equity of care will mean prioritizing MSM during triage. Whether a paper system or an electron-
ic system is used, training staff on its appropriate use will be important in reaching this goal.
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TELEPHONE SYSTEM 
Whether a single telephone or an extensive telephone system is used, staff must be trained on
the policies of telephone use. Consistent hours of availability should be designated, with clear-
cut instructions on an answering machine regarding after-hours policies, including the man-
agement of after-hours urgencies. A telephone log should be employed to document all tele-
phone messages for staff.

STAFF SELECTION
Among the criteria for the selection of staff members, including clinicians, front desk and sup-
port staff, security personnel, and other contractors, is that they must be willing to work close-
ly with gay men and other MSM. Overt and covert stigma will be problem enough from the out-
side world. Encountering stigma within the clinic can be particularly destructive, especially as
it can discourage MSM from presenting or returning for care.

Tools such as informal interviewing and survey instruments can be used as methods of identi-
fying discriminatory beliefs. In a setting that is newly introducing MSM-specific services, staff
members who are uncomfortable working with gay men or other MSM should be advised their
responsibility is to either adjust to new policies and requirements or to seek employment else-
where, which could potentially include transfer to a division that does not bear responsibility
for MSM-specific service delivery.

As part of the staff member selection process, applicants should be made aware that the health
care setting is not to be used as a venue for the pursuit or promotion of ideologies (e.g., reli-
gious proselytizing). This prohibition should be articulated clearly, in written staff policy, as
grounds for disciplinary action or potential termination of employment.

A clinic or health center should aim to recruit staff members who are reflective of the commu-
nity it serves. This may include actively hiring MSM and/or self-identified gay men or transgen-
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in the section entitled, “Health Outreach for MSM.”
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dered individuals in direct service delivery or to serve in the reception area. More than just indi-
cating a non-discriminatory and welcoming environment, doing so improves the quality of care
and service delivery by capitalizing on the staff ’s uniquely relevant knowledge and skills.

TRAINING 
Since not all new staff members arrive with a good sense of the issues faced by gay men and
other MSM, a training curriculum should be developed to help these new staff members better
serve their clients. Respect and sensitivity on the part of clinic management and experienced
staff members will be critical to setting the right tone in the clinic. Periodic staff meetings might
be scheduled to discuss complex cases, both clinical and social, during which MSM-specific
issues can be raised and discussed.

Although cross training is important in small clinical programs, having clear-cut roles among
staff is helpful for clients to know what to expect during each phase of their visit. Staff mem-
bers who report discomfort when receiving MSM clients should be trained on how and when
to refer clients to alternative MSM-friendly providers or health care locations.

YOUTH AND THE HEALTH CARE SETTING 
Much like their older peers, YMSM report having many of the same expectations of health care
settings. They too require settings that provide privacy and deliver services respectfully and with
confidentiality. There is also an expectation that facilities will demonstrate cleanliness and that
their health care providers are well trained and honest with them about their sexual health.

There are some unique challenges for younger MSM. One of the key considerations for
providers is the fact that MSM-relevant health care for YMSM takes place in the context of the
particular emotional, physical, and psychological development of adolescence and teenage
years. Providers who work with YMSM require significant training to ensure they are able to
communicate with YMSM about issues related to sexual identity and behavior, and to situate
these issues within the context of this developmental/life stage. If providers are not equipped to
facilitate such communication, this presents a barrier that prevents YMSM from receiving pre-
vention education and/or health care services appropriate to their true needs.

Another particular concern is the issue of the legal age of consent for sexual activities as set out
by respective countries. Young men who have sex with men are often concerned that if their
consensual sexual activity is determined by local laws to be illegal, either by virtue of a specific
practice (e.g., same-sex activities) or the age at which that practice occurred, health care
providers may be obligated to report them to local justice or social service officials.

In some instances, sexual activity may be described as the result of sexual violence, or the
provider may suspect that a degree of sexual violence is involved (e.g., rape, coercion, or other
forms of pressure). In such cases, there may be very challenging and blurred lines regarding a
clinician’s obligations of client confidentiality versus other legal obligations. These issues and
considerations are discussed in further detail beginning on page 35 of this Blueprint, in the sec-
tion entitled, “Consequences of Violence.”

Young men who have sex with men may also have concerns about their own ability to legally
consent to care based on their age, and whether health care providers are even willing to offer
sexual health services in such circumstances. Health care settings and practitioners should estab-
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lish protocol for circumstances related to issues of legal age of consent. Given more limited finan-
cial abilities, YMSM may also feel prevented from accessing health care services for fear that they
will be unable to afford either the medical examinations, or the subsequent treatment provided.

For both the issue of age of consent and costs related to medical care and treatment, health care set-
tings need to ensure that information about these issues is readily available in order that these
potential barriers for YMSM seeking care are eliminated or reduced. Health settings should seek
out youth-friendly spaces within their communities where they can promote their services as being
accessible, along with any special conditions that may need to be met to comply with local laws.

MSM Service Delivery Approaches

There are a variety of issues to consider when determining MSM service delivery approaches,
including:

• Safety. The facility where health services are provided must be safe, clean, inviting, and be
appropriately designed and equipped to care for patients. It must be located in a place that is
easily reached by the target population, whether urban, semi-urban or rural. Ideally, it should
be on or near public transportation lines and have adequate parking. Access to the facility
must be well lit, well maintained, and clients should not be required to wait in, or pass
through isolated or unsafe areas to reach the clinic. The entry to the facility should be secure
and allow for a locked door, a security guard, and/or a double-door entry, as appropriate.
Given the stigma associated with MSM in some LAC Region countries, uninvited individu-
als should not be allowed to freely enter the building or the clinic. Security personnel must be
trained to be sensitive to the needs and concerns of MSM. Staff should be trained to protect
the safety of clients and fellow staff. Ideally, clinic staff should have identification badges that
they wear during clinic hours, but depending on the location of the clinic/center, require-
ments should not be made that may compromise the safety of staff. If possible, a security sys-
tem might be obtained that limits the entry to sensitive areas to appropriate staff only.

• Permits and licenses. Given the stigma that might be leveled against a clinic that treats gay
men and other MSM, each program must assure that all laws are adhered to and all permits
for the operation of a health facility have been obtained and updated. This might include per-
mits from the building owners in accordance with city, state, and federal mandates. Sufficient
insurance must be purchased to protect the clinic, the staff, and/or the Board of Directors.

• Confidentiality. An environment that respects the confidentiality of each client is criti-
cal for a facility that cares for MSM. Confidentiality must be emphasized at all levels,
including leadership, staff, contractors, and anyone else associated with the clinic. A con-
fidentiality policy statement must be developed and each staff member must sign a con-
fidentiality agreement, which is kept on file. Anyone with potential access to client infor-
mation and/or files must also sign an agreement as well. Individuals will agree to hold
confidential a client’s presence at the clinic, verbal communication, and the contents of
medical records, including laboratory results, studies, and other communication.

• Medical records. A medical records system must be in place to ensure that client med-
ical information is safely and securely organized and stored. Records must be kept away
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from client and visitor traffic and be available only to those staff involved in the care of
the clients and client scheduling/intake. Records should not be accessible to unautho-
rized individuals either during clinic hours or after hours.

• Payment for services. Many clinics are grant funded, some are fully funded by the government
and there is no fee charged, while others have some form of fee-for-service payment. Whether
services are free, covered by insurance, offered on a sliding fee scale, or require a co-payment,
the payment policy should be transparent and consistent. Detailed records of financial trans-
actions must be kept, money should be handled by a limited number of staff, and clients
should feel comfortable that their funds are being handled carefully.A client who perceives that
his funds are being handled in a cavalier fashion may feel as if that same attitude may be direct-
ed toward his health services. Specific consideration should be given to how fee structures may
be preventing YMSM from accessing care and treatment services, and whether or not special
fee scales can be established that would result in greater service uptake by YMSM.

• Infection control. Clients and staff at a health center may be at risk for infections that are
transmitted in the health care setting. Every health care facility must take special precau-
tions to protect everyone from exposure to pathogens while working in, or receiving
services at the facility. The main types of exposures likely to be encountered in the health
center include those organisms transmitted through the air (tuberculosis [TB] and
influenza) and those transmitted via hand-hand contact or via contaminated surfaces.
Each health facility must develop an infection control policy, which is reviewed annual-
ly. Provisions should be made to ensure that clients and staff can wash their hands after
using the bathroom and between contacts with each client. Staff and clients should be
trained on how to manage acute or chronic respiratory symptoms in the health center,
including considerations for a preliminary phone call prior to the visit, a separate
entrance, a designated room, and the use of masks for patients with cough syndromes.
Staff should be instructed to avoid reporting to work when acutely ill, and a work culture
must be developed that does not discourage or punish absence due to illness.

• Linkages to other resources. A clinic providing services to MSM may be required to refer
clients for additional services that are not available through the clinic. Health outcomes
and client satisfaction are likely to be improved if relationships have already been devel-
oped with key providers of other services. Clinic leadership should plan to invest time
creating these relationships and work to ensure that MSM clients are treated respectful-
ly and professionally. Programs that do not meet the needs of referred clients can be
dropped in favor of programs that are receptive to MSM clientele. Other resources might
include: emergency care, medical and surgical specialists, addictions specialists, mental
health and counseling specialists, shelters and food aid, advocacy organizations for MSM,
and the law enforcement community. Certainly any relationships that can be created
between clinic management and political, civic, and spiritual leaders would likely be
helpful in reducing stigma and in improving services in general for MSM.

• Promotion. The health facility may wish to promote itself and its services in the commu-
nity in order to reach MSM in need of services. Promotion efforts might need to strike a
balance between reaching the target audience and avoiding inflaming the broader com-
munity, and increasing stigma in the environs of the clinic. Word of mouth promotion
by members of linked or affiliated organizations is often the most effective and confiden-
tial means of attracting new clients.
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Management Algorithms

FIRST CLINICAL EVALUATION
Below are described the various components and requirements for conducting a high-quality,
effective first clinical evaluation:

Scheduling 
Clients must be able to make an appointment in person, by phone, or other methods; they must be
able to physically reach the clinic; and they must be received and evaluated at the appointed time.

Arrival and sign-in 
Clients are received by a staff member without a prolonged wait. Necessary paperwork can be
completed in privacy and staff members are available to confidentially answer questions.
Conversations about sensitive information are avoided at the check-in “window” or in the wait-
ing room itself. Clients are usually attuned to stigma and rejection in the health setting, thus a
warm reception on the part of security and clerical staff can be very reassuring even before the
client sees the clinician. Materials on display in the waiting room can also set the tone for what
the client might expect from the staff.

Many MSM need to return to work or to social activities, but especially YMSM, have many pres-
sures on their time and are less likely to be patient and wait for a prolonged period of time.
Consideration should be given to the establishment of a process that would see them move quick-
ly from the arrival process to the intake process, perhaps even as a priority over older patients.

Intake
The initial conversation for a new client can occur with any one of a number of professionals,
depending on the clinic setting and model of care. In some cases, it may be with a counselor or
social worker, in others a nurse, while in others the client may see a physician initially. In any
case, the first conversation will set the tone for all other interactions, which means it is extreme-
ly important. Clients will be attuned to the comfort level on the part of the provider, including
body language, use of terminology, and the level of perceived interest in their health. Clinicians
who are respectful, genuine, and comfortable with the client are likely to break down some of
the initial barriers and thus have a more fruitful interaction.

Regardless of the clinician, the initial intake will need to address the reason(s) for the visit, begin
to identify any potential subtexts or hidden agendas, and the need for any urgent or emergent
care. In the absence of medical or mental health emergencies, the pace of the rest of the visit (or
visits) can be dictated by the comfort of the client and the available time. In many cases, the ini-
tial evaluation may actually require more than a single visit, so the development of a rapport
between the clinician and the client should not be sacrificed in order to complete all categories
of the history and physical examination. All conversations should occur in a private setting with
verbal assurance that others cannot overhear conversations.

Young men who have sex with men report two consistent frustrations with the patient intake
process; particularly, these frustrations pertain to practitioners making certain assumptions
about YMSM sexual behaviors. First, YMSM may have greater resistance to assumptions that
their sexual practices place them at a greater risk than their heterosexual peers. Second, YMSM
report resistance to practitioners who immediately equate YMSM with the presence of HIV
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infection. While YMSM may well be at greater risk for acquiring HIV, practitioners should be
cautioned about initiating their interaction with a patient in a way that HIV becomes the sin-
gular or primary focus. Young men who have sex with men are frequently more concerned
about issues related to their sexual orientation, and associated mental health issues related to
successful social inclusion and integration, rather than specific concerns about HIV infection.

Medical history 
A detailed medical history should be obtained and documented. The history should include:
current complaints and symptoms, chronic conditions and medications, past history, surgery
and prior medications, and drug allergies. Obtain family history, travel history, as well as smok-
ing, tobacco, and drug use history through standardized screening questionnaires. Prior vacci-
nations should be documented.

Mental health screening 
A detailed psychiatric history should be elicited, including psychiatric diagnoses, hospitalizations,
and medications. Sensitive questions should be asked, respectfully, about the client’s current
mood and state of mind, as well as concerns he may have about his own emotional state. A short,
one-page screening tool might be employed to elicit evidence of depression or affective disorder.

Gay men and other MSM experience mental health concerns, from depression to suicidal
ideation, at rates far greater than their heterosexual peers. For YMSM who are seeking to under-
stand their sexual orientation, they may be more vulnerable to engaging in at-risk behavior as
a means of gaining acceptance and validation from their sexual partners. Special efforts should
be made to determine where a YMSM is in terms of developing his sexual identity and the
degree to which he has accepted and incorporated this identity into his daily life. In addition to
obtaining information about mental health status, practitioners should also determine whether
a YMSM is using (or contemplating) drugs or alcohol as a means of coping with his mental
health issues or in struggles to come to terms with his sexuality.

Young men who have sex with men also have unique challenges as a result of harassment and
violence, experienced in the school setting and familial pressures or abuse they may be experi-
encing at home. Practitioners are encouraged to ask youth about their experiences in both the
home setting and school setting (favorite subject, sporting events, etc.) as a means of gauging
mental health status.

Sexual history
Although many gay men and other MSM are willing to discuss all aspects of their sexuality, others
may need some time to establish a rapport with their clinicians before disclosing many details of
their sexual history. While the details of the sexual history remain important, most are not critical
to collect in the first visit, if the review of these details is uncomfortable for the client. Ultimately,
the clinician should understand the sexual preferences of the client, types of sexual activity, and his-
tory of STIs. It is important to document prior testing for STIs, including HIV infection.

Young men who have sex with men may be less open to discussing sexuality as they have had
less time to clearly define, or develop comfort with their own identities. They are often more
likely to be isolated from positive MSM role models and communities and subsequently have a
diminished sense of self-esteem related to their sexual orientation; as such, YMSM may experi-
ence deeper feelings of denial or repression of their sexuality. Nevertheless, and perhaps main-
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ly due to a history of institutional homophobia and discrimination during repressive regimes,
there are some Latin American countries where YMSM are more likely to disclose and feel com-
fortable about their sexual orientation than older MSM. Practitioners should reinforce the fact
that homosexual behaviors are normal and acceptable forms of sexual expression. This rein-
forcement from a socially accepted role-model figure may help YMSM patients who have diffi-
culty acknowledging their emotions, thoughts, behaviors, or associated risks.

For YMSM who are comfortable defining themselves as such, practitioners are cautioned from
assuming that the sexual activity of YMSM is exclusive to other males. Studies report that some
YMSM may engage in sex with women and are more likely than their heterosexual peers to
engage in unprotected vaginal intercourse resulting in an unintended pregnancy.

Violence screening 
Men who have sex with men are at risk for physical and emotional injury from violence. Non-
judgmental screening for prior or ongoing violence is critical. School-based harassment and
violence toward sexual minorities is common and therefore YMSM may be at greater risk for
injuries from such violence. Issues of violence and sexual violence are discussed in further detail
on page 35 of this Blueprint in the section entitled, “Consequences of Violence.”

Physical examination
A physical examination is a necessary component of the complete evaluation. A private, com-
fortable setting in an examination room, with proper equipment allows a fully unclothed exam-
ination, with draping as needed. The examination should include vital signs, including temper-
ature, pulse rate, and blood pressure. A baseline weight should be obtained. Head and neck
examination should include a careful examination of the mouth, teeth and gums, throat, neck
(including lymph nodes), and scalp.

The examination should cover the lungs and heart, the abdomen, including enlargement of the
liver and spleen, the lymph nodes (axillary and inguinal) and the extremities. The skin should
be inspected for rash. The genitals should be inspected for signs of STIs. Particular attention
should be paid to the glands, with retraction of the foreskin, the shaft, the pubis, the testicles,
and the perineum. Anorectal examinations are encouraged for all MSM. The anus should be
inspected and a digital rectal exam performed to palpate the prostate gland and to feel for mass-
es in the anal canal and distal rectum. Prostate examinations for all MSM over the age of 50 are
encouraged.

Special attention should be paid to YMSM who experience a higher degree of physical and sex-
ual violence. Any physical signs of violence may be an opportunity to ensure the patient receives
more fulsome services to help address such concerns. Consideration should be given to signs of
anal tearing or bruising, including the presence of anal fissures, as an indication of forced pen-
etration.

Presumptive diagnosis 
At the conclusion of the examination, the client should be given the opportunity to dress and
subsequently to meet with the clinician in a quiet setting to discuss the evaluation, the pre-
sumptive diagnosis, additional concerns on the part of the clinician, and recommendations for
a diagnostic and treatment plan. The client must be given the opportunity to ask questions, and
the client and clinician should jointly agree on next steps.
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Laboratory testing
Following are laboratory testing recommendations for gay men and other MSM:

• Symptom or syndrome directed testing: Laboratory, radiographic and/or other studies
should be ordered according to the diagnoses under consideration. Barriers to further
testing may include limitations in finances, transportation, or perceived stigma associat-
ed with seeking services in other settings. A plan should be developed to include those
studies that can be feasibly performed.

• Screening tests: Based on the diseases under consideration and based upon risk behaviors
elicited in the history, some screening tests should be ordered for MSM. These may include
screening for certain STIs, such as HIV infection and syphilis, HBV and hepatitis C virus
(HCV), and, if available, screening tests (urine or direct swab) for Chlamydia and gonor-
rhea. Men who have sex with men should be offered all available vaccines (e.g., HAV and
HBV), particularly in settings where screening is not available. The client should be briefed
on all studies under consideration, with a short description of the rationale for recommend-
ed tests. The client should have the opportunity to opt out of any of the recommended tests.

Urgent treatment 
After presenting the rationale for empiric or definitive treatment for conditions discovered in
the initial evaluation, the client should be given the opportunity to consent to the indicated
therapy. The potential risks, benefits, and alternatives should be briefly presented to the client
prior to administration. Once given, the medication, dose, and route of administration should
be documented in the patient’s record.

Planning for the follow-up visit
Before discharging the client, the clinician should briefly discuss plans for follow-up. A follow-up
appointment should be set to review laboratory and other diagnostic studies and/or to review a
response to therapy. Indications for more urgent therapy should be offered to the client and he
should be briefed on the policies for after-hours emergencies. Follow-up planning may include
referrals to other professionals within the clinic or to outside specialists. These may include pro-
fessionals in mental health, substance abuse, social work, and nutrition. Whenever possible, the
client should be escorted through the clinic by the clinician or another staff member, introducing
him to other staff members as indicated, and creating a comfortable environment for the client.

Refer to Annex 1 – Management Algorithm: First Clinical Evaluation.

HIV RISK AND INFECTION

Risk assessment and offering an HIV test
Sexual activity is a healthy component of a person’s life. Providers should adopt, promote, and
exemplify a non-judgmental, empathetic interaction with clients. This entails consideration for
both verbal and non-verbal expression.

Any sexually active individual should be considered for baseline screening for HIV infection. Given
the higher risk of HIV transmission among MSM, routine testing is recommended at least twice
per year. More frequent testing is recommended for individuals who engage in high risk behaviors.
High risk behaviors might include sexual intercourse without a condom with partners who are
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non-primary, serodiscordant, transactional, drug-users, or unknown, whether male or female.

HIV testing and counseling may be offered by a range of professionals, from community health
workers to physicians. Training procedures to become certified to test for HIV may vary across
countries. Furthermore, practitioners should refer to existing pre-test counseling guidelines
specific to their respective countries.

Individuals who are presumed to be HIV negative should be offered an HIV test when presenting
with symptoms related to an opportunistic infection (OI). When individuals are found to be HIV
positive, the provider is encouraged to follow an STI management algorithm (refer to page 24 of
this Blueprint, in the section entitled, “Sexually Transmitted Infections”). The use of checklists is
recommended to ensure consistent quality of the risk assessment. Upon completion of a risk assess-
ment, providers should offer clients an HIV test. Clients, however, may opt out of taking the test.

Necessary information prior to testing
Prior to administering an HIV test, providers should explain:

• the rationale for testing, the type of test to be used, and the meaning of a positive/nega-
tive result;

• that if managed with antiretroviral therapy (ART) and quality clinical care, HIV infec-
tion may be controlled as a chronic condition;

• that the test result is confidential and that disclosure of a positive result is needed to
enroll in treatment;

• that clients are encouraged to ask questions regarding the test process; and
• that clients may opt out of testing without repercussion to other care services.

Testing
Screening should be conducted with an enzyme-linked immunosorbent assay (ELISA) or rapid
test. Confirmation of a positive result should be performed with a Western blot or with an addi-
tional rapid test if a Western blot is unavailable. Results should be communicated as soon as
possible as there is growing evidence that a significant percentage of people tested for HIV do
not come back for the results.

Post-test counseling
Counseling is critical post-test regardless of the test’s results. Following are recommendations
for provider post-test follow up:

• Negative test: Explain the result and provide risk reduction counseling. If recently at high
risk and/or acute HIV suspected, consider virologic testing and encourage STI examina-
tion. If acute HIV infection is suspected, patients should be provided additional counsel-
ing, screened for CD4 count and viral load, and encouraged to return for testing within
six weeks of a negative result. As relevant by country, advise patient of availability of post-
exposure prophylaxis (PEP) and how it can be obtained, should an at-risk event occur
later – regardless of the conditions that led to possible exposure (i.e., limiting access to
PEP only for victims of sexual violence is not sufficient).

• Positive test: Explain the result; provide support and access to counseling. Provide access to
HIV-experienced medical and mental health care. Report cases as required by national reg-
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ulations, but be sure to advise patient of the reporting requirement and how his informa-
tion will be managed, stressing issues of non-disclosure and confidentiality. Men who have
sex with men should be encouraged to provide information about their sexual partners so
that testing of contacts is undertaken. Understanding the nature of the individuals partner-
ing in a respectful way will be important to obtaining a thorough list of possible contacts.

In addition, all individuals should be provided with free condoms and lubricant.

Entry into HIV care
Patients should be made aware of the treatment options available to them (and the right to opt
out of treatment), and patients should be made aware of their rights as persons living with HIV
(the right to employment, education, housing, health care, etc.). Patients should also be provid-
ed with (or referred onto) an orientation about the country’s care system for persons living with
HIV – how it will work, who provides it, how it can be accessed, etc.

Urgent referrals to HIV care are required in the setting of acute illness, suspected acute retroviral
illness, and when there is evidence of marked immune suppression. Markers of immune suppres-
sion can include thrush, weight loss, known OIs, and neurologic abnormalities. Chronic diarrhea
lasting more than a month should be included in the list of markers of immune suppression.

Prevention messaging should be repeated at this juncture (including information about multiple
infection), and individuals should be encouraged to reconsider their list of contacts to ensure that
all possible contacts have been notified to be tested. Positive prevention, and preventing further
spread of HIV, should be reinforced. Furthermore, it is vital to provide extensive initial counsel-
ing and education for individuals about HIV infection, with ample opportunity for the client to
have questions answered and to be empowered to begin a lifelong pattern of self-education.

Following are recommendations related to the initial assessment of the HIV-infected individual:

• Insist on telling him from the outset that HIV is not a deadly disease, if ART is started in
a timely manner

• Provide emotional support in a welcoming environment
• Ensure intake with minimal delay, in a convenient location
• Triage for indications of medical or psychosocial urgencies
• Take an initial history and conduct a physical examination 
• Perform baseline laboratory testing including: CBC, chemistry, urinalysis, CD4 count,

RPR, HBsAg, HBsAb, HBcAb, HCV Ab, HAAb, Toxoplasma IgG Ab, PPD (if available,
include G6pd and a quantitative HIV-1 RNA PCR)

• Perform additional STI screening as per STI protocols
• Orient the patient on navigating the health system, health center staff, and additional

support services available
• Orient the patient on networks of people living with HIV/AIDS
• Provide information on the importance of informing sexual partners or encouraging

them to get tested

As per national treatment guidelines, HIV-positive MSM should be offered OI prophylaxis, includ-
ing prophylaxis for TB, Pneumocystis pneumonia (PCP), and Mycobacterium avium complex
(MAC), based on CD4 count, prior disease(s), or clinical syndrome. These patients should also be
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screened for other common OIs and diseases (e.g., lymphomas, Hodgkin’s disease, sarcomas). In
addition, patients should be offered all available vaccines, including HAV and HBV vaccines.

Patients should be evaluated to determine their readiness for ART, their ability to remain treat-
ment adherent, and their willingness to commence treatment – with an aim to support the
patient through behavioral and clinical interventions proven to enhance long-term treatment
adherence. Adherence considerations should be made in the course of developing a treatment
regimen with due consideration and planning for how treatment could affect personal securi-
ty/confidentiality. Once these considerations are made, and in line with national treatment
guidelines, early ART should be offered in cases where OIs are present, HIV/TB coinfection, or
where acute retroviral illness is present.

Refer to Annex 2 – Management Algorithm: HIV Risk and Infection.

SEXUALLY TRANSMITTED INFECTIONS
Sexually transmitted infections remain an important health problem for gay men and other
MSM. In addition to a higher prevalence of many STIs in the MSM community, depending on
sexual behaviors, an MSM, may be at risk for infections outside the genital tract, such as pha-
ryngeal and rectal disease. Many STIs place an individual at increased risk for acquiring addi-
tional STIs, including HIV infection. Identification and treatment of STIs in gay men and
other MSM is important both for the health of the individual as well as the overall health of
the community.

Anyone who presents with an STI should be screened for other STIs, including HIV infection.
Sexual contacts of individuals with an STI should be referred for screening and treatment.
Sexually transmitted infections are often suspected when an individual presents with one of a
small number of STI syndromes. These may include:

• Urethritis: Pain on urination and/or urethral discharge
• Genital ulceration: Ulcers or vesicles
• Proctitis: Painful defecation, rectal urgency, or a rectal discharge
• Pharyngitis
• Prostatitis
• Scrotal swelling
• Swollen inguinal lymph nodes (buboes)
• Wart-like skin lesions

Syphilis
Syphilis is a systemic disease, caused by the spirochete, Treponema pallidum. The disease has
been divided into two stages, early and late, based on clinical symptoms and/or duration of pre-
sumed infection. Early syphilis includes primary and secondary syphilis and early latent disease.
Late syphilis includes late latent (greater than 2 years) and tertiary stages of disease.

Primary syphilis
• Presence of a painless genital or extra-genital ulcer
• May be diagnosed by dark-field examination of ulcer scraping
• RPR or VDRL may be negative at this stage
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Secondary syphilis
• Systemic disease that may include fever, rash, adenopathy, and mucous membrane

lesions
• Rash often involves palms and soles
• Non-treponemal tests, such as RPR and VDRL are usually very reactive
• Positive RPR or VDRL need confirmation with treponemal tests (FTA)

Latent syphilis
• Asymptomatic individual with serologic evidence of syphilis
• Early latent is infection of less than 2 years
• Late latent is infection of greater than 2 years

Tertiary syphilis
• Neurosyphilis can include meningovascular, dementia, or gumma
• Tertiary syphilis can involve the heart, the skin, and many other organs
• The treatment of syphilis is usually penicillin. Alternate therapies for penicillin-allergic

individuals include doxycycline, tetracycline, and erythromycin.

Gonorrhea
Gonorrhea can present in MSM as a urethritis, proctitis, or pharyngitis. It can be abrupt in onset,
is highly contagious and, if not treated, may cause long-term symptoms such as scarring and tissue
destruction. The diagnosis is usually made by clinical presentation, by demonstration of intracel-
lular gram-negative diplococci in the secretions, or by culture. Early gonorrhea may cause local
extension to the epididymis, or disseminated disease, characterized by fever, arthritis and teno-syn-
ovitis, and a pustular skin eruption. The bacteria can sometimes be seen in the pustular secretions.

It is important to note that in some men gonorrhea may be asymptomatic, meaning they do not
experience subjective discomfort such as dysuria and urethral discharge. This means that while
they are infected, sexual activity is continued. Thus any effort to control gonorrhea must recog-
nize the presence of this potentially important reservoir for the continuing spread of this disease.

Treatment for this infection usually includes either oral cefixime or intramuscular ceftriaxone
or spectinomycin. Due to the emergence of resistance, ciprofloxacin should usually not be relied
upon to treat gonorrhea.

Chlamydia 
Chlamydia often presents with symptoms similar to gonorrhea (urethritis, proctitis, and
pharyngitis), although usually milder, with pruritis and irritation rather than frank pain.
Chlamydia can also lead to epididymitis, and long term scarring of the urethra and rectum.
Diagnosis is usually made by clinical presentation or culture rapid test of material from the ure-
thra or rectum. Chlamydial infections are usually treated with doxycycline or azithromycin.

Herpes simplex 
Herpes simplex virus (HSV) usually presents as a crop of painful vesicles and/or ulcerations on
the lip (most often HSV-1) or anogenital area (most often HSV-2). It can be characterized by
an initial outbreak, that may include systemic symptoms, including adenopathy, fever and local
neuropathy, but the lesions almost always resolve. Many individuals experience recurrences of
the lesions, although they are usually milder. Lesions associated with a recurrence may last 3-10
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days. Although herpes simplex cannot be cured, lesions will resolve more quickly when treated
with acyclovir, or a related drug. The recurrence rate for local outbreaks and the incidence of
viral shedding can be reduced with daily dosing with these drugs.

Lymphogranuloma venereum 
Lymphogranuloma venereum (LGV) is an STI caused by a sub-type of Chlamydia trachomatis,
which usually results in swollen inguinal and/or femoral adenopathy. Sometimes a genital
ulceration is present though it has usually disappeared by the time an individual seeks medical
attention. Lymphogranuloma venereum can be associated with proctitis in MSM. Untreated
LGV can lead to rectal scarring, fistula formation, and predispose to bacterial infections.
Diagnostic testing is often difficult and, when suspected, individuals are usually treated empir-
ically with doxycycline or erythromycin.

Chancroid
Chancroid is a genital ulcer disease caused by Hemophilus ducreii. It is usually associated with a
painful genital or peri-anal ulceration and accompanying inguinal adenopathy. Since diagnosis
is often difficult, chancroid is often treated empirically in the setting of genital ulcer disease
without evidence of syphilis or HSV. Treatment may include azithromycin, ceftriaxone,
ciprofloxacin, or erythromycin.

Human papilloma virus 
Human papilloma virus subtypes have shown to be the cause of venereal warts. These warts can
be found anywhere on the genitals, the anus and surrounding skin, and can also be located
within the anal canal. Other subtypes of HPV are associated with an increased risk of anal dys-
plasia and anal cancer. Human papilloma virus-related venereal warts are referred to as condy-
loma accuminata and must be differentiated from other causes of urogenital papules, such as
molluscum contagiosum and secondary syphilitic lesions, called condyloma lata. Condyloma
accuminata is usually treated with local measures including cryotherapy, local irritant treat-
ment, or locally immunomodulatory agents.

Syndromic management
The most recent WHO algorithms should guide the management of common STI syndromes.
Refer to “Guidelines for the Management of Sexually Transmitted Infections” (WHO, 2003).

ANORECTAL HEALTH
All MSM who access health services should be encouraged to undergo an anorectal examina-
tion. The anorectal examination should not be the focus of an MSM’s clinical examination;
rather, it should be one of the several procedures to be carried out in a comprehensive, holistic,
and sex-positive medical routine. Health care workers should be educated and familiarized with
sexual activities that may result in adverse anorectal health outcomes. Practitioners should be
trained and sensitized to the fact that the anorectal area is considered a sexual organ for some
MSM, as not all MSM engage in receptive anal sex. Therefore, specific infections and conditions
can be associated with sexual activity outside of conditions associated with biological function.

While it should be presented as a routine procedure, a client’s decision to opt out should be
respected. Because of the nature of the anorectal examination, it is important to recognize that
the patient may wish to postpone the procedure for reasons relating to hygiene or wanting to

26

PAHO – Blueprint for the Provision of Comprehensive Care to MSM in Latin America and the Caribbean



become more informed. Furthermore, there may be a great deal of resistance among MSM to
undergo an anorectal examination – more will be required to encourage MSM to make such
examinations part of their overall healthcare.

Structural pressures within the health system may limit a physician’s ability to take the neces-
sary time to perform anorectal health counseling. With appropriate training, community mem-
bers and other health care providers can undertake the responsibility for this work. Therefore,
greater peer and health care worker education on the benefits of undergoing an anorectal exam-
ination as part of a comprehensive health assessment is encouraged. The development of print-
ed educational materials specific to MSM on anorectal health and the procedures of an anorec-
tal examination should be created. Health care providers may also adopt practices to help over-
come some of the shame that may be associated with an anorectal examination, and encourage
greater adoption of this examination. Health care providers, for example, should employ the
flank position to decrease patient physical and emotional discomfort.

In the context of an anorectal examination, the health provider should ask the patient about:

• Consistent condom use
• Use of rectal douches or enemas (over-the-counter or homemade)
• Consistent use of water-based lubricant in anal sex
• Use of foreign objects and other insertive practices (e.g., dildos, fisting)
• Previous anorectal health problems
• Use of drugs and other substances during anal sex

The anorectal examination should focus on identifying:

• Injuries near the anus or to the anal mucosa
• Sharp pain near the anus
• Secretions in and around the anus or rectum
• Hemorrhoidal diseases or symptoms
• Hemorrhoidal thrombosis
• Anal fissures or fistulas
• Foreign objects in the anus or rectum
• Cancer of the anus or rectum
• Complications from sexual practices involving trauma to the anus or rectum (e.g., post-

penetration bleeding)
• Intestinal injuries
• Ulcers around the anus or rectum
• Anorectal incontinence

Following the anorectal examination and treatment of any identified diseases or conditions,
MSM should be counseled on the importance of lubrication, cleanliness, and condom use to
reduce the chance of tearing and minimize the risk of transmitting disease during anal sex. They
should be advised that because the anus does not produce lubrication, and anal skin and tissue
is likely to tear when it is dry, lubrication is important prior to penetration. Lubricant should
be water-based or “condom or latex friendly,” not oil-based because such lubricants destroy
latex condoms, and lubricants that contain nonoxonyl-9 spermicide should be avoided.
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There are other issues a health care provider should address, including: the importance of wash-
ing the anal region before and after anal sex, which reduces the amount of bacteria that could
be spread from partner to partner, but which may also remove some of the natural protection
the body has to infection; the role that condoms play in preventing the spread of STIs when
worn prior to any contact; and a warning regarding the overuse of enemas, which can destroy
the normal, healthy balance of bacteria in the lower intestine.

Refer to Annex 3 – Anorectal Health.

SUBSTANCE USE AND ASSOCIATED PROBLEMS
Men who have sex with men may use an array of substances across their life-course. Substances
may include tobacco, alcohol, prescription medications, or illicit drugs. Similar to other adults
and adolescents, MSM may present with symptoms or complications suggesting substance use.
Substance use is related to availability, price, access, and marketing, as well as norms and poli-
cies regarding their use in a particular society. In addition, at a personal level, substance use can
be a response to societal and environmental stressors such as stigma experienced by MSM, as
well as a coping strategy for psychological distress, including depression, anxiety, and other
mental illness symptoms. Men who have sex with men may also use substances as sexual
enhancers/facilitators during sex. An individual’s use of substances prior to or during sexual
intercourse may increase his risks of acquiring HIV or STIs by diminishing his inhibitions as
well as his ability to negotiate the use of condoms successfully. Among HIV-positive individu-
als, alcohol and drug use may also interfere with HIV treatment adherence and/or weaken the
efficacy of antiretroviral therapy. Alcohol use is also linked to intimate and interpersonal vio-
lence, among heterosexual men and women, as well as MSM.

Screening and recognition 
Given the high prevalence of substance use (particularly alcohol and tobacco) among MSM,
and the fact that many clients without dependence can benefit from a brief intervention to
reduce their substance use, health care providers must screen all clients regardless of whether
they show any signs suggesting a substance use disorder and should provide a supportive, care-
based, non-judgmental environment where they may ask questions regarding such use.
Screening questions regarding substance use should be embedded into the medical interview.

An initial screening must include questions regarding the last 12 months and more recent use
of tobacco, alcohol, and prescription medications, as well as the use of “street drugs,” covering
quantity and frequency as well as injecting drug use. Screening tools have been developed and
validated by the WHO and they are able to identify different levels of risk regarding alcohol and
substance use (e.g., Alcohol Use Disorders Identification Test [AUDIT]; Alcohol, Smoking,
Substance Involvement Screening Test [ASSIST]).

Depending on questionnaire scores, a brief intervention, brief treatment, or referral to treat-
ment can be done. They aim at assessing the motivation for change, discuss ways of reducing
substance use, developing a plan, and providing non-judgmental advice to the client. When
problems with specific drugs are detected, appropriate information must be provided to the
client, through direct discussion, or written leaflets. Clients with signs of dependence (and high
scores in the screening instrument) can be referred to specialized services where they exist and
accept MSM.
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Toxicity and withdrawal
During the initial assessment of the client, the clinician must be attuned to signs of drug or
alcohol intoxication or withdrawal. Signs might include excessive sedation, agitation, confu-
sion, or delirium. Those individuals who are acutely intoxicated, who have overdosed, or who
are in acute withdrawal, must receive urgent and immediate medical attention. Post-crisis
treatment should be sensitive to MSM.

Examination 
Similar to the clinical history screening, the physical examination should include an assessment
of psychological and emotional circumstances that may lead individuals to use drugs, whether
legal or illegal, when clinicians are trained and prepared to do so. During the physical examina-
tion, the clinician should also be vigilant for signs of some of the complications of drug use,
including subtle mental status changes, changes in nasal tissue (mucosa) or bone and cartilage
(septum) suggestive of intranasal drug use, skin abscesses or superficial inflammation (throm-
bophlebitis), suggesting infected injection sites. Yellow stains in the skin (jaundice) may suggest
hepatitis (drug induced or not). Heart murmurs may also suggest inflammation of the inside
lining of the heart (endocarditis). Individuals who misuse drugs may be at higher risk of con-
tracting STIs, especially if they engage in heightened sexual activity in exchange for drugs.
Health care providers should encourage the screening for HIV/STIs among MSM who report a
prior history of injecting substances or having sex in combination with substance use.

Drug testing 
Blood and urine tests may be used to detect substances that were not apparent in the original his-
tory and examination. However, these tests may not be available to health services in all coun-
tries and their costs may be prohibitive in clinical practice. These tests should be used only if they
will lead to improved clinical care and are not necessary for managing substance use disorders.

Human rights and legal issues 
Although tobacco and alcohol use are usually legal for adults, use of other drugs may be illegal
in most countries in the LAC Region. The penalties for use will also vary, and in many instances
being caught in possession or using an illegal substance can place MSM in contact with the law
enforcement, justice, and penal systems, where being MSM can carry heavy consequences,
including deep discrimination and physical violence. Health care providers should guarantee
the human rights of all clients and treat them with dignity and respect, irrespective of the rea-
sons or situations where substance use has occurred. Confidentiality of medical records is crit-
ical. The clinician’s care and support is often one of the only safe spaces in which an individual
can receive critical information about the impact of substance use, but can also begin to steps
necessary to address that use and some of the underlying causes for use.

Clinicians and staff must do their utmost to protect the confidentiality, as well as the physical
and emotional safety of their clients. Men who have sex with men should be guaranteed clini-
cal care and, whenever possible, provided substitutive/replacement therapies and/or harm
reduction strategies. This is an especially significant issue for YMSM who may be engaged in
substance use and doing so illegally.

Dependence treatment 
While most clients will benefit from a brief intervention where screening warrants, provided by
a trained professional without specialization in substance abuse issues, when a diagnosis of sub-
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stance dependence is established, the involvement of trained and specialized health care profes-
sionals may be required. Referrals should be made after discussion with the individual and with
his prior consent. The clinician should be able to provide full and accurate information about
local treatment centers. A detailed discussion and consent process will maximize buy-in from
clients and protect their confidentiality.

Drug treatment services should be selected based upon the skills of the clinicians and staff at these
centers, their ability to provide a stigma-free and non-homophobic environment, and their will-
ingness to be sensitive to the needs of the MSM population. In many areas of the LAC Region,
there may be very few dependence treatment centers and there may be none that are sensitive to
the needs of gay men and other MSM. Attempting drug dependence treatment at a religiously
affiliated center, for example, may prove hostile to MSM, and may do more harm than good.

Methadone and buprenorphine are effective treatments for opioid dependence, and should be
available where opiates are misused. In many LAC Region countries, dependence on stimulants
such as cocaine and amphetamines cannot be treated with replacement therapies, as there are
no medications which could be used as substitute therapies. Nicotine replacement therapy is an
effective option, along with behavioral interventions. For alcohol, there is no effective replace-
ment therapy. Some medications used for alcohol dependence treatment are available, but their
efficacy and effectiveness are limited.

There is no easy solution for a gay man or other MSM in need of substance dependence treat-
ment in an area without a specialized or mental health center that is sensitive to the needs of the
MSM population. In situations where MSM-sensitive treatments are unavailable, it is the respon-
sibility of the health sector and/or health-related professions to provide training and technical
assistance workshops to build capacity in dealing with MSM clients and others with substance
use disorders. Furthermore, each MSM should be free to decide whether to seek treatment at an
available center, to attempt treatment with someone who is sensitive to MSM issues but with lim-
ited competencies in drug dependence treatment, or to forego treatment. Self help groups
formed among MSM only may be available in some countries and may support recovery.

Behavior modification and harm reduction 
Behavior modification, provided through brief interventions and brief treatment for harmful
substance use, is effective and can benefit a large number of clients who do not meet criteria for
substance dependence.

Another group of clients may not be motivated or ready to change their substance use or seek
treatment, even when they meet criteria for substance dependence. However, particularly when
injecting drug use or other unsafe patterns of substance use exist, accessing services such as nee-
dle exchange programs, low threshold outreach services, are not only effective but can facilitate
later acceptance of treatment. Therefore, links with such services are recommended, although it
is recognized that some harm reduction services are still illegal in many countries.

Treatment and recovery from substance dependence is similar to other chronic medical condi-
tions, requiring long-term follow up, includes periods of relapse, and with successes measured
over a period of years. Health care providers serving MSM should be aware of the challenges
faced by their clients and understand the chronic nature of dependence. Health services with a
substantial population of patients with substance use issues should have some staff knowledge-
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able about substance use-related care. Group and individual therapy, and supportive care dur-
ing relapses may be provided in collaboration with more formal drug treatment centers.

Individuals may face a number of obstacles to healthier behaviors during their substance use life.
These obstacles may include behavioral triggers in clients’ environments such as limited social
support, availability of substances in social venues, and/or invitations to use substances from
members of their social networks. Furthermore, clients may need to overcome biomedical trig-
gers such as drug withdrawal. Health care providers should embrace a harm reduction approach,
providing judgment-free interactions with MSM and strategies to overcome these triggers.

Finally, health care providers should be aware that changes in substance use practices may lead
to repercussions in other domains within individuals’ lives, including dealing with and over-
coming social stigma. Strategies to overcome such “new stigma” need to be provided, to
empower MSM to maintain healthier lifestyles.

Refer to Annex 4 – Management Algorithm: Substance Use.

SEXUAL CONCERNS
There are many sexual concerns among gay men and other MSM that can be addressed in health
care settings. Health centers offering services to MSM populations must create a compassionate,
non-threatening, and nonjudgmental environment, both through interpersonal contact (e.g., in
the examination or counseling room with the provider, or on the phone) and through visual dis-
plays and environment (e.g., in marketing displays, brochures, main entrance). Providers can
make a positive and even life-altering impact on MSM patients by educating themselves about
the distinct needs of MSM patients, and then being sensitive to these issues.

Sexual identity/orientation/coming out
Clarification and self-acceptance of a gay, bisexual, or transgender identity often evolves gradual-
ly over a period of many years. Sexual orientation/identity is complex and multidimensional.
There is no one single process for coming out to oneself, and coming out to others is a complex,
dynamic, and lifelong challenge. While sexual behavior exists along a continuum, and can there-
fore be described and discussed more concretely, sexual identity is more nuanced and may change
depending on the individual, group or network with which the individual MSM is interacting.
One may therefore present a diverse range of “identities,” depending on whether one is interact-
ing with peers, employers, family, health care providers, and others. Other determinants of health
will also affect this presentation of identity, including socioeconomic status, race, ethnicity, cul-
ture, and other factors. It is important for health care providers to be sensitive to this phenome-
non, but to not make assumptions about how and when the individual chooses to self-identify.

Gay men and other MSM will often internalize societal prejudice and stigma relating to sexual
behaviors and identity; this can lead to shame, isolation, loneliness, and/or confusion. Social
support can reduce these feelings and promote the formation of a more positive identity.

There is a wide spectrum of coping behaviors for MSM as they both come out and come to terms
with their non-heterosexual identity. Coping behaviors may include appearing more stereotypi-
cally heterosexual, becoming sexually and romantically involved with same sex partners, avoid-
ing/sublimating sexuality (pursuit of non sexuality-related activities that will validate self-worth,
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such as greater academic achievement), and engaging in unhealthy behaviors (drug/alcohol use,
compulsive sexual behavior) as a means of distraction from what the individual deems as unac-
ceptable feelings. Clinicians in health centers caring for MSM populations can assess a client’s
stage of self-awareness and contribute most effectively to this process by doing the following:

• Remain open to flexible, non-binary models of gender and sexuality with all patients;
not everyone initially shares their sexual orientation and/or gender identity. Young men
who have sex with men are more likely than their older peers to be struggling with
internalized negative feelings about their orientation and isolation socially as their sex-
ual identity is still in development.

• Avoid assumptions based on conventional stereotypes of how MSM look and behave.
• Understand the coming out process and consider where in that process a person might

be, what factors might be affecting his sense of self, and how that might be affecting his
life choices.

• Develop awareness of how age, race, ethnicity, culture, class, economic standing, and
religion can affect a patient’s circumstances and perspective of their gender and sexuali-
ty and the process of coming out.

• Become aware of and sensitive to the bigotry and stigmatization that MSM and their
families experience in daily life and the stress it places on them.

• Listen to how patients describe themselves; then, mirror their language and use non-biased
language to describe and discuss sexual issues. Variations in sexual orientation/identity are
naturally occurring and are entitled to full human rights protection. Forms of “reparative
therapy” are unethical and, therefore, MSM should not be encouraged to change their sex-
ual orientation, but rather to express their orientation in a safe and responsible manner.

• Communicate that sexual behaviors such as homosexuality are positive expressions of
gender and sexuality.

• Assess a patient’s level of self-esteem and how it might be related to internalized 
homophobia.

• Assess a patient’s connection to or isolation from community resources and the open
MSM community.

• Remain positive and affirming when talking to patients about their sexuality. Young men
who have sex with men are likely unaware of the fact their community of MSM have
historically been a very resilient population. In spite of efforts to suppress and/or elimi-
nation the expression of homosexuality, MSM continue to survive and many thrive.
Young men who have sex with men need to understand that many of the challenges they
face can be mitigated over time and that they can easily go on to flourish socially.

• Include specific non-binary questions about sexuality on intake forms and in history
taking, examinations, and discussions.

• Affirm the patient’s true sense of self and/or his desire to find his true self-identity.
• Have referrals to MSM affirmative support groups, community organizations, special-

ized professional mental health and health providers; information on relevant MSM
community organizations and resources; reading materials on relevant health issues
and supportive resources; resources for friends and family members of MSM.

Sexual performance and dysfunction
Gay men and other MSM face many of the same issues regarding sexual dysfunction that het-
erosexual men face, but also have some unique challenges that an informed clinician can
address. A secure and positive clinician-client relationship will allow for evaluation of both the
emotional and physical aspects of the client’s sexual health.
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Erectile dysfunction 
This is a common complaint among men, irrespective of sexual orientation. It can be caused by
psychogenic issues (most rapid onset ED is associated with these), medications, medical dis-
eases (most gradual onset ED is associated with these), or a combination of the above. Loss of
spontaneous erections (such as those experienced in the morning when waking) often points to
an organic cause. Completely reviewing a patient’s prescription, recreational and over-the-
counter drug use, in addition to his alcohol use, can help pinpoint an easily reversible pharma-
cologic cause of ED.

Physical examination should focus on endocrine (testicular, thyroid), vascular (peripheral puls-
es), and neurologic (pituitary: visual fields, chest; brain: cremasteric reflex) systems. Laboratory
examination should include thyroid function testing, glucose tolerance testing, lipid testing,
prolactin testing, and testosterone level tests. Referral to a urologist is recommended in the
event that no obvious cause is identified. Treatment includes phosphodiesterase (PDE)-5
inhibitors such as sildenafil, prostaglandin injections, vacuum devices, and/or penile implants.
Because condom use can worsen ED, patients with this condition are more likely to engage in
unprotected sex. Lastly, since the use of amyl nitrate (“poppers”) and cocaine can be higher in
the MSM population, patients on PDE-5 inhibitors should be cautioned about the lethal effects
of taking these drugs concomitantly.

Ejaculatory complaints 
Premature ejaculation can be treated with behavioral exercises to train the patient to better
delay ejaculation or with medications such as selective serotonin reuptake inhibitors (SSRIs).
Retrograde and retarded ejaculation, conversely, are often associated with SSRI use and can be
improved by decreasing the dose of this medication or discontinuing its use.

Anal complaints 
Hemorrhoids and fissures will commonly interfere with anal receptive sex and can be treated with
topical therapies, stool softeners, sitz baths, and surgical consultation. Relaxation techniques and
anal dilators may be indicated for patients having trouble physically tolerating anal sex.

Compulsive sexual behavior 
Men who have sex with men are at risk for compulsive sexual behavior (CSB)  involving sexu-
al urges, sexually arousing fantasies, and sexual behaviors that are recurrent, intense, and a dis-
tressful interference in one’s daily functioning. Individuals with CSB often perceive their sexu-
al behavior to be excessive, but are unable to control it; they act out impulsively and/or are
plagued by intrusive, obsessive thoughts and driven behaviors. This craving may interfere with
the development of social, occupational, interpersonal and intimate relationship functioning.
Compulsive sexual behavior does not need to involve another person, (e.g., compulsion with
pornography), nor does it require that the individual experience an orgasm. With respect to
MSM, compulsive sexual behaviors with a high risk of HIV transmission are especially impor-
tant to address. Treatment of CSB often requires a referral to a qualified specialist.

Unique vulnerabilities 
The threat of legal, familial, and social repercussions can leave MSM vulnerable to sexual coer-
cion and exploitation, particularly when coupled with other factors such as poverty, racism, and
homelessness. As well, MSM seeking validation from, or intimacy with, other men may be more
inclined to engage in behaviors that put them at risk for HIV infection and other adverse sexu-
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al health outcomes. These issues are even more exacerbated for YMSM who are even more vul-
nerable than their older peers.

For YMSM who are comfortable defining themselves as such, practitioners are cautioned from
assuming that the sexual activity of YMSM is exclusive to other males. Young men who have sex
with men may experiment sexually with women as a means of confirming their attraction to
other men, or in an effort to suppress their attraction to other men. Whatever the motivation,
studies report that YMSM are more likely than their heterosexual peers to engage in an episode
of unprotected vaginal intercourse that results in an unintended pregnancy. Efforts should be
made to explain the contraceptive benefits of condom use to YMSM in addition to information
provided about STI/HIV prevention.

Refer to Annex 5 – Management Algorithm: Sexual Concerns.

EMOTIONAL AND MENTAL HEALTH
Homosexuality is not a mental or social disorder. However, it is widely frowned upon and judged
as a disorder. The resulting social and cultural circumstances in which MSM live often lead to
stigma and discrimination, low self-esteem, loneliness, exclusion, and social isolation across the
life-course. As a result, gay men and other MSM may be at heightened risk of developing and
manifesting symptoms of mental illness; however, these symptoms may decrease if MSM have
greater access to supportive social networks and/or involvement in community groups.

Health services focusing on MSM health should offer behavioral health screening, diagnostic,
and therapeutic services that are both accessible and efficient. Depression, anxiety, sleep distur-
bances, bullying/harassment, adjustment disorder, bipolar disorder, and post-traumatic stress
disorder (PTSD) are common behavioral health problems affecting MSM populations, espe-
cially those living with HIV/AIDS. Among HIV-positive MSM, the presence of mental illness
symptoms or disorders may exacerbate HIV-related stress, and decrease access to quality care,
as well as reduced adherence to treatment.

Screening and diagnosis 
Emotional and behavioral health problems occur at high enough rates in both the general and
MSM populations to warrant screening as part of general primary care. Because MSM patients,
and especially HIV-positive patients have a higher risk of developing psychiatric illness, screen-
ings should be repeated annually, or sooner if major life changes (such as the death of a part-
ner, diagnosis of HIV, or other chronic illness) occur. Screening for emotional distress, sexual
problems, and social isolation should be ascertained, since they are risk factors that may lead to
mental health symptoms.

A detailed and sensitive clinical interview may identify mental illness symptoms or risk contexts.
In some cases, where there is an absence of trained personnel to carry out these clinical interviews,
health care providers may use simple screening tools that have been developed in several lan-
guages, and have been culturally validated to detect symptoms of depression, anxiety, PTSD, and
bipolar disorder among Latino MSM. Although these tools may not be completely valid through-
out the LAC Region, in many settings they will be highly useful or may be locally adapted.

Patients with positive screens should be referred in a timely manner for appropriate treatment,
as outlined below. In many cases, especially when disease severity is mild or detection of disease
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is early, treatment can be initiated and even maintained by primary care providers. Patients who
visit with their primary care provider(s) may be too ashamed to explicitly state their behavioral
health issues and concerns. In these instances, effective clinician-patient communication is
vital. Providers working with gay men and other MSM should be supportive and empathic, and
they should focus on establishing trust and encouraging candor with these patients in order to
allow for proper diagnosis and referral to behavioral health care providers.

Treatment 
With gay men and other MSM, it is especially important for treatment plans to focus on help-
ing patients achieve a positive identity, to improve self-esteem and to build a support system.
Especially with severely mentally ill and/or HIV-positive MSM, a multidisciplinary approach to
behavioral health care, consisting of a primary care provider, medical social worker, therapist,
and psycho-pharmacologist, is often needed. In settings where referral to behavioral health
services can be challenging because of limited resources or heightened stigma, utilizing relevant
(e.g., MSM-specific) community-based organizations (CBOs), social networks, and support
groups can be beneficial. When appropriate, health care providers may also provide referrals to
traditional and alternative medicine services. Providing behavioral health treatment in the same
venue that patients receive their medical care can help to combat this stigma.

Refer to Annex 6 – Management Algorithm: Emotional and Mental Health.

CONSEQUENCES OF VIOLENCE
Because of stigma, prejudice, and in certain countries, laws, gay men and other MSM are more
prone to be or become victims of violence than the general population. This is often more per-
vasive when/where multiple forms of social exclusion combine to increase the likelihood of vio-
lence. Factors that can increase the incidence of violence against MSM can include discrimina-
tion based on race or ethnicity; exclusion based on class, poverty or homelessness; and/or other
social factors. Therefore, health care providers should become sensitive to issues of diversity
within MSM populations based on these various factors, and be aware of how an individual’s
“social location” can be a factor in his experience of exclusion or violence. Health centers that
offer services to MSM will often need to evaluate and treat men who have been victims of vio-
lence, including sexual assault. This violence or sexual assault may be recent, past, or recurring.

Screening 
Violence and sexual assault may be suspected when an individual presents for treatment after an
alleged assault, or when clues or statements are elicited in the history or physical examination that
suggest recent, past, or ongoing violence. In addition to this direct or indirect evidence, MSM
should be screened for a history of domestic or non-domestic violence. Health care providers
should remain open-minded, and recognize that the origin of violence and/or sexual assault may
be in the family setting, with sexual partner(s), in the school or employment setting, or elsewhere.

Sometimes, and often due to stigma and a heightened sense of needing to remain quiet about
one’s sexual identity, a history of violence and/or sexual assault may be ascertained which
includes multiple settings and/or perpetrators. It is critical for health providers to not arrive at
quick and complete diagnoses about the existence/experience/forms of violence and sexual
abuse, while at the same time being careful to not pressure clients into disclosure or discussion
of highly sensitive incidents or situations. In many cases, complex histories or instances of vio-
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lence/abuse may only be revealed over time, and once a strong rapport is developed between the
client and his care provider(s).

In cases of past or ongoing violence and/or sexual assault, it is critical for clinicians to discuss
available options for counseling, legal support, and other forms of support. Health care providers
should guarantee the human rights of all clients and treat them with dignity and respect, and
provide empathy to clients to ensure candid disclosure of how, why, when, and where a violent
incident occurred. Given the limited legislation against hate crimes or same-sex assault across
several LAC Region countries, the clinician’s care and support is often one of the only safe spaces
in which an individual can discuss violent episodes, and may be an important resource to secure
their safety. The subsections below address issues related to screening, treatment, and support of
MSM in the context of a recent or emergent case of violence or sexual assault.

Triage 
All clients should be immediately evaluated for evidence of emergent injuries, either physical or
psychiatric. If present, the client must be safely taken to a setting that can immediately address
these injuries; this process should be discussed and negotiated with the client to address con-
cerns related to confidentiality and safety If the client is to remain at the facility for evaluation
and treatment he, and any accompanying family or close friends, must be assured that they will
be safe while in the clinic, that their confidentiality will be safeguarded, and that their emotion-
al and physical health needs will be addressed.

It is important for clinicians and other health center staff to be aware that while a client may
feel comfortable with the services and environment of one particular health center, he may
often be highly anxious or fearful of other locations, particularly if they are unknown. Support
and reassurances are particularly important in such instances, and staff should be trained to
identify resistance or a tendency to diminish the significance of an urgent injury as a potential
sign of anxiety or fear.

Initial evaluation 
History-taking and physical examination must be conducted in an environment that is com-
fortable for the victim, and one that respects the distress that he may feel. Although the evalu-
ation may need to include difficult questions and a careful examination of the body, efforts
should be made to avoid further distress to the victim. If the victim wishes to be accompanied,
a family member, partner, or friend may be allowed to quietly be present during the evaluation.
They key factor is to support the client in being an active participant in deciding the details of
the examination, and what will make him feel most comfortable.

History 
The history should include details about the assault and the assailant(s). The client should be
assured that these details are required only as a means of assisting in the clinical diagnosis of
impact and health risk, and will not be used to pursue or take action against the assailant(s),
except where the client himself wishes to pursue action against the assailant(s). This is critical
in order to reassure the client that he will not be exposing others, and to reduce fear of the
repercussions this may have. At the same time, the clinician should be aware of any legal
requirements that he/she may have to report instances of violence and/or sexual assault and
must be open and honest with the client about any such requirements.
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Particular attention should be paid to areas of sexual assault, including oral, genital, and rectal
contact. The prior medical history should be reviewed, including medications and allergies. The
presence of any concurrent infections, such as HIV or hepatitis, should be documented, as
should prior or existing STIs. Prior or recent consensual sexual activity should be documented,
if legal action is anticipated.

Examination 
In a private, comfortable environment, the patient should be undressed and examined com-
pletely. The collection of samples for forensic evidence will depend on whether the clinician is
empowered or authorized to do so and should be performed according to local protocol. Skin
should be inspected carefully for bruising, abrasions, and lacerations. The mouth, genitalia, and
anal areas should all be inspected for evidence of trauma.

Laboratory testing 
In the absence of major trauma and internal organ injury, laboratory testing may be mostly
directed toward excluding a pre-existing STI. If elected, samples may be taken from the throat,
genitalia, and rectum for gonorrhea and Chlamydia, and blood samples for an RPR, HIV ELISA
or rapid test, HBV and HCV antibody levels, and HSV serology.

Empiric therapy 
Victims of recent sexual assault are often treated empirically for certain STIs. Therapy might
include: ceftriaxone 125 mg IM for gonorrhea; azithromycin 1 gram PO or doxycycline 100 mg
PO BID x 7 days for Chlamydia; and metronidazole 2 grams PO for trichomoniasis. For those
individuals who are not immune to HBV, the three-part vaccine should be initiated, with the
first vaccine given within the first 72 hours.

HIV post-exposure prophylaxis
If the sexual assault occurred less than 72 hours prior to the evaluation, PEP should be
explained and offered to the victim consistent with existing PEP protocols. Ideally, drugs should
be offered within the first 4 hours of the event, or as soon as possible afterwards within the 72
hour window of effectiveness. The drugs available in the community or the country’s formula-
ry may dictate the choice of drugs. Individuals on PEP must be monitored closely during the
course of PEP therapy and follow-up testing is recommended.

Legal considerations 
A medical or psychological evaluation of a victim of violence or sexual assault may be consid-
ered part of a body of evidence for a legal case, which may be filed well after the case. Accurate
and complete records of the evaluation must be kept. In addition, the clinician and the clinic
staff must be aware of local and national laws governing the evaluation of victims of rape or
violence. Some countries have specific protocol dealing with a post-rape evaluation; however,
they often only pertain to female victims. If forensic evidence is to be gathered, clinic protocol
must include issues pertaining to the laboratory kits used, the laboratories chosen, the chain of
custody, and reporting to the police.

Refer to Annex 7 – Management Algorithm: Consequences of Violence.
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MSM Health Promotion Activities

In addition to addressing the health concerns that brought a man to the clinic, health centers
that serve gay men and other MSM need to incorporate health promotion efforts into their rou-
tine practices. Factual information must be available to clients in a language that is understand-
able and credible. Information may be provided through written pamphlets, handouts, or
newsletters, or it may be communicated verbally during or after a medical visit and during
group activities sponsored by the facility. Particularly if clients become long-term patients at the

health facility, a more longitudinal
approach to health promotion can be
developed, and will likely include all of
these elements.

Health promotion efforts should be
provided in the context of its delivery to
a sexual minority population that is
exposed to unique stressors within soci-
ety. Helping gay men and other MSM to
understand the effects of homophobia
and heterosexism on their health can be
an important tool in getting MSM to

seek out healthier coping mechanisms, and in building networks of peer educators in the commu-
nity. Young men who have sex with men are also well-served by receiving health promotion infor-
mation within this same context since it may well prevent the establishment of unhealthy coping
mechanisms before dependencies set in, and prevent other harmful/risky behaviors.

In addition to clinicians, staff at the health center should include individuals with excellent
communication skills, who relate well to MSM clients and engage men comfortably during their
visits. Even brief communications about health-related issues, when presented by a trusted
health professional, can make a difference in some health behaviors. Staff may sponsor regular
support groups that appeal to some of the clients, and elements of support group discussions
can include training on health promotion.

Topics for health promotion activities should include prevention of STIs, including HIV, and
especially condom use. Some sessions and materials might focus on the dangers of tobacco,
illicit drugs, and excessive alcohol use. Vaccinations and regular health check-ups should be
encouraged. Others group sessions and health promotion efforts could address relationships
and negotiation skills, nutrition, exercise and other issues related to the pursuit of health and
prevention of illness. Men who have sex with men in some LAC Region countries may benefit
from understanding some of the legal aspects of being a gay man or other MSM in the region
and how they might protect themselves with and from the law enforcement community.

Health center clients should also be encouraged to communicate health promotion activities
within the greater MSM community in their region and to advocate within other health facili-
ties for a similar focus on health promotion among gay men and other MSM.

While youth generally have poor preventive health skills, YMSM are even less likely to concern
themselves with health promotion information since they tend to be more focused on the chal-
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lenges of coming to terms with their sexual orientation and identity. Health center staffs need
to ensure that communications with YMSM are respectful and that traditional communication
challenges between youth and adults do not impede the provision of care. Youth do not want
to be made to feel like they are being talked down to by adults; they want adults to listen non-
judgmentally to their concerns, and they do not want their issues dismissed or diminished.

Health Outreach for MSM 

There are a number of reasons to consider health outreach activities before clinic-based health
consultations, including that they help link clinical care to the population in the community.

The advantages of community-based health care outreach include:

• Lower cost and more effective triage of services
• The use of physician services for more serious health conditions: a significant amount

of testing and counseling can be done by counselors and do not require a nurse or
physician

• The high prevalence of silent (asymptomatic) disease in STIs and HIV infection and
the need to raise STI and HIV awareness 

• Conducting screening in the community and retaining the clinic for confirmation and
treatment of detected cases; and the possibility of empirical field treatment, with com-
plicated cases referred to the clinic

• Expanding the geographical catchment and clientele of the clinic
• Taking services and counseling in mobile/street clinics to the locations of risk behavior

and community foci
• Utilizing community animators/advocates (translating medical terminology into com-

munity terminology and vice versa) to assist in interaction with clinical personnel; and
utilizing peer outreach or volunteers to walk or introduce community members to the
clinic and to serve as an interface between clinics and community

• Integrating existing civil society institutions, including NGOs and CBOs, schools, and
other educational institutions into the health care system

• Reducing class and socioeconomic disparities where disadvantaged individuals may see
clinics as sites only for care of the privileged or care for life-threatening conditions

• Providing outreach health services expands provision of psychosocial, nutritional and
other needs that may reciprocally impact the full range of the determinants of health

Ideally, health encounters with MSM may be conceptualized as a continuum or a series of
stages, commencing with needs assessment and an assessment of health gaps in the population
of concern. The first stage of health encounters may commence with a needs assessment, com-
munity setting assessment, or examination of epidemiological data, where available. The second
stage of the health encounter involves community outreach education regarding risk behaviors
and the availability of testing and treatment, referral, and sources of support for conditions of
concern. The third stage may involve taking basic services such as counseling, testing, and
screening to the community in the form of mobile units, street clinics, and temporary clinical
services at particular times in community locations (e.g., bars, bathhouses, brothels, house par-
ties, youth groups for HIV/STI testing).
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Community health outreach can provide the clinic with a screened population who then will
attend the clinic for confirmation, additional diagnostic testing, and treatment of complex
cases. It can also provide an opportunity to develop evidence-informed innovation and best
practices in MSM disease prevention, intervention and program evaluation.

There is a need to ensure adequate ethical and quality assurance of community outreach test-
ing and screening, including clear referral mechanisms and linkages between services and
organizations. Appropriate selection and training of outreach workers, and standards and
responsible professional behavior in community settings, should occur regardless of whether
the workers volunteer or are remunerated.

Where communities are stigmatized
and are “underground,” outreach has
particular advantages. Health out-
reach workers can go to specific locales
(e.g., cruising areas, parties) and inte-
grate prevention and care (e.g., hand-
ing out condoms and facilitating
counseling and testing at the same
time). They can facilitate the reduc-
tion of social barriers to services; as
well as educate a hidden population
about locations of street clinics or

mobile clinics, availability of appropriate vaccinations, community resources, and disease signs
and symptoms that could reveal the presence of silent disease. The use of mapping approaches
to risk in community locales is particularly helpful in determining outreach in mobile and
street clinic locations.

Outreach is important in bridging the gap between the community and clinic-based health
services. Where populations may feel alienated from health and medical care, peer educators
may be of considerable importance in providing word of mouth information on clinic confi-
dentiality or anonymity of testing, and the importance of health care for clinically silent disease.
Further, peer educators and outreach workers may walk clients to clinics and assist in their reg-
istration and introduction to clinical staff. This may also include acting as an advocate to the
client by explaining or translating medical information into community terms.

Where there is high use of the Internet and other communication technologies (e.g., cell
phones) by MSM, the Internet and cell phones can be adapted for outreach messages by pro-
viding health information, clinic details, on-line appointments, and links to health and preven-
tion information sites. In cases of disease outbreaks (e.g., syphilis, LGV), these technologies
have also proved useful in the provision of information on symptoms and risk behaviors to gay
men and other MSM. Provision of print-out coupons for treatment and free condoms/lubri-
cant may also facilitate recruitment of MSM into clinics. Electronic technologies offer particu-
lar opportunities for innovation in reaching stigmatized populations such as MSM, since the
information can be accessed in a context of anonymity.

There are models of community outreach in which networks are accessed to provide training to
community members, who subsequently recruit other contacts. Such proactive approaches may
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facilitate community development and provide an opportunity to receive ongoing feedback on
health issues of concern to the community. Such approaches are useful for vulnerable groups such
as commercial sex workers or transgender individuals, and migrant and other mobile populations.

Such approaches require that outreach workers/clinicians receive training so that they are aware
of strategies to find men using, for example, public sex venues to meet partners. Community
endorsement for these outreach activities will be important to legitimize these efforts. These
efforts then become focused on the venue rather than on how men identify themselves sexually.

In the longer term, facilitating appropriate health care and clinic attendance needs to be based
on effective school-based outreach, which includes education on health care with particular
regard to ethnicity, race, gender, sexual diversity, and human rights, as emphasized in the 2008
“Mexico City Declaration on Sex Education in Latin America and the Caribbean.”

Partnering with NGOs and CBOs that have experience in dealing with MSM and related hid-
den sub-populations such as commercial sex workers and transgender individuals can facilitate
a continuum of health education, prevention, screening, and treatment which incorporates
communities and civil society institutions into the health sector. This, in turn, helps empower
individuals in their risk reduction, self-care and health-seeking behaviors. The clinic and com-
munity health care efforts should serve as cross-referral sources to facilitate both access to, and
retention in health care.

Similarly, recognition should be given to environments that have been successful in attracting
and maintaining contacts with gay and other MSM populations, including those that place
MSM in the broader context of all men, as well as settings that place YMSM in the broader con-
text of youth-friendly resources. An appropriate approach may be to provide services to vulner-
able groups within in a broader community health clinic so as to be less politically contentious
for the dominant community.

Refer to Annex 8: Community-Clinic Interaction.

Considerations for Working with YMSM

Specific outreach programs and support services oriented to YMSM should address the follow-
ing considerations:

• Embrace technology: The Internet can serve as a powerful tool to enable YMSM to
access information and resources on public health issues. Thus, it is important to ensure
that school and public libraries do not use software programs that filter out YMSM web-
sites or restrict access to information on healthy sexuality. For many youth, the Internet
is a virtual lifeline of support. However, not all youth have confidential access to comput-
ers and/or the Internet. Therefore resources and services must also be provided in other
ways to ensure that outreach efforts are not class-based and only serving those youth who
have the economic and/or geographic means to access them. In LAC Region countries,
Internet cafés are an inexpensive option for YMSM to access the Internet, and they
should be considered useful educational tools.

• Network with professional service providers: Help educate local public health profes-
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sionals, social workers, nurses, teachers, counselors, and medical professionals on YMSM
issues. For many youth, these professionals will be the first line of support they seek out
when questions or difficulties arise. Public health organizations can work with these pro-
fessionals to ensure that they understand and respect confidentiality guidelines and eth-
ical codes of conduct that pertain to working with YMSM.

• Address transportation issues: For many youth, both in rural and urban settings, trans-
portation is the most significant barrier to service. Programs should consider providing
travel stipends, bursaries, car pools, charter buses, or a travel buddy system. Successful
programs designed to meet the needs of YMSM must address travel limitations if they
are to achieve designated goals and outcomes.

• Develop inclusive resource collections: Organizations are encouraged to work with
local school or public libraries to ensure their holdings are inclusive of YMSM topics and
issues. Often YMSM-themed books are censored or challenged. This deprives youth
access to information that depicts their lives and communities. Without access to the
Internet, libraries can serve as an oasis for many YMSM.

• Evaluate new and existing programs: Limited research has been conducted on the needs
and experiences of YMSM accessing health care services. Therefore, it is important to cre-
ate a database of exemplary practices that can help to inform future practice, influence
policy development, and facilitate targeted funding opportunities.

• Create local alliances: Young men who have sex with men often value their independ-
ence and autonomy. Many youth may be skeptical of outside interventions. To help
address this barrier to service, organizations should seek to build local community part-
nerships and “home-grown” strategies that are designed to meet the needs of YMSM.
One way to build these alliances is to partner with local colleges, universities, or commu-
nity groups to develop YMSM support groups. Young men who have sex with men from
local and surrounding communities can be encouraged to attend these programs, which
may also become sites for primary public health intervention and outreach support.

In all programs, it is especially important to always maintain a person’s confidentiality and
anonymity. Coming out and coming-to-terms processes are unique for each individual, and are
affected by a wide array of individual and social factors. Many rural and ethno-cultural commu-
nities are often tightly knit, and well connected. As a result, many YMSM are hesitant in access-
ing supports and services, for fear that word will be spread about them. Emphasizing confiden-
tiality and maintaining anonymity can help to dissuade these fears and, in turn, encourage youth
to seek out sources of support. Perhaps above all else, the most important aspect is to simply be
visible. The very presence of supportive programs, services, and adult MSM and allied role mod-
els can give young people a sense of hope and possibility for their future. Even if youth never
attend these programs they will know that supports are available should they ever need them.

Recommended strategies for designing HIV-specific outreach programming targeting YMSM
indicate such programming should be:

• Peer driven with program decisions made by YMSM;
• Explicit about sexual practices and condom usage (e.g., materials discuss how to use

condoms for anal intercourse);
• Culturally relevant and inclusive of issues such as race, ethnicity, gender (i.e., messages

makes sense to particular ethno-cultural populations, and acknowledge diversity within
diversity);

• on-going and conducted in safe non-homophobic spaces (e.g., group activities happen
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in a place designated for YMSM);
• Tailored to YMSM issues and perceptions of HIV risk (e.g., focus groups are used to

understand the specific community and cultural factors that lead to high-risk behav-
iors); and 

• Focused on skill-building (e.g., teaching YMSM how to negotiate safer sex practices
and/or refusal skills).

Young men who have sex with men from diverse cultural and ethnic minority backgrounds also face
diverse and increased risk factors that may expose them to greater risk factors. In many cultural set-
tings, homosexuality is seen as a distinctly “Western” or “Caucasian” phenomenon, “disease,” or
“social disorder.” This cultural standpoint places enormous pressure on youth in these contexts who
may be coming out or coming-to-terms with a non-heterosexual and/or HIV-positive identity.

Conclusion

The MSM population shares many of the determinants of health of the male population at large
(e.g., gender codes associated to health care-seeking behaviors). Nevertheless, some specific fac-
tors are more relevant to the health of MSM, such as homo-negative public policies; social val-
ues strongly rooted in a patriarchal, heterosexist tradition; discrimination, bullying, and harass-
ment in public spaces; alienation and exclusion from social groups of reference; and homopho-
bia, both external and internalized.

In addition, other behavioral factors play a critical role in the attainment and maintenance of
the health of gay men and other MSM – physical activity, use of alcohol and tobacco, dietary
and sleep habits, and susceptibility to infectious diseases (e.g., HIV), among others.

The design and performance of health systems play a critical role in the attainment and mainte-
nance of the health of gay men and other MSM. Health care systems in the LAC Region have some
specific features that may enhance or obfuscate health-seeking behaviors and utilization of health
care services by gay men and other MSM. Among others, the following are not uncommon:

• Generally designed to provide curative/reparative responses with limited emphasis on
health promotion and illness prevention;

• Tend to privilege the provision of care at specialized levels;
• Give limited attention to sexual health, which is usually reduced to reproductive out-

comes;
• Pay inadequate attention to the health care needs of all adult men, even within repro-

ductive health programs and services;
• Their priorities may be affected by values, interests and beliefs of decision-makers;
• Their functional linkages with other sectors (e.g., education, justice, welfare, labor) are

not always are clearly defined;
• Have no, few or very narrow provisions for dealing with the health impact of discrimi-

nation, bullying, and other stigmatizing and discriminatory practices;
• Inadequate capacity to deal with non-heterosexual sexualities;
• Serious limitations to provide services for under age youth (e.g., counseling, testing);

and
• No, few, or very narrow provisions to facilitate access to men in the labor force who have

working schedules usually incompatible with health care service delivery schedules.
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Some of these features may represent barriers that prevent men in general and homosexual men
in particular from accessing routine services that are essential for HIV prevention, care, and
treatment, and for the overall care of their health and well being. Consequently, the specific and
concrete actions to ensure expanded access to inclusive and quality attention should be under-
taken in ways that effectively address perceived and actual barriers to receiving health care serv-
ices and treatment, and resources to improve health in general.

ACHIEVING INCLUSIVE AND QUALITY MSM-FOCUSED SERVICES
The establishment of clinics devoted exclusively to the needs of MSM would seem a concrete
solution to deal with limitations resulting from the design and performance of the general
health system (i.e., one that either prevents MSM from being served or poses barriers to MSM
in utilizing existing services). While this solution may be useful in some situations, it may prove

of very limited reach and effectiveness,
and perhaps only feasible in sites
where stigma, discrimination, and fear
of intimidation and violence may not
represent a serious barrier for poten-
tial users. A more practical and in turn
effective approach may be to expand
coverage for young and adult men at
large, and in the context of compre-
hensive male health care services.
These services could incorporate
strategic orientations, actions, and
interventions that are essential for
MSM. This requires careful service
design to ensure that:

• Providers are aware that the user of the service may require some specific attention
because of his sexual activities, orientation, and/or identity;

• Providers are familiar with a set of core algorithms for the management of the most com-
mon health (including mental) care concerns and needs of MSM;

• Users of male health care services perceive and recognize these spaces as safe, supportive,
and inclusive;

• User needs are met through comprehensive approaches that include educational inter-
ventions, laboratory examinations, and referral to other appropriate services; and

• Services are open to the diversity that exists within the male population.

Young men who have sex with men must also be taken into consideration and in those places
in which comprehensive, youth-friendly health care services exist, the set of core algorithms for
the management of common health care needs of YMSM) must be in place. These algorithms
should be an essential part of routine youth health services delivery and applied whenever
health service providers identify the need to do so or when users of these services explicitly
request them.

In some places, the entry point for the provision of comprehensive care to MSM could be fami-
ly health, family planning, or other sexual and reproductive health care services. Even if the use
of this approach might make it more difficult to identify individuals who engage in same-sex sex-
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ual activities, the fact that an important number of MSM also have sex with women demands
that the proposed set of strategic actions have a “spill-over” benefit for the female population.

Perhaps the most relevant element that deters the provision of inclusive and high quality servic-
es to gay men and other MSM is the constellation of negative attitudes and behaviors, usually
stemming from ignorance, fundamentalism, and patriarchal heterosexism that demean and dis-
qualify people who engage in non-heterosexual activities. These negative attitudes and behaviors
are commonly defined as “homophobia.” Homophobic expressions oscillate from disapproving
gestures and demeaning slurs to overt discrimination, and some times even violence. Health care
providers are not exempt from the influence of pervading homophobia and this may:

• Reduce coverage to MSM populations because providers refuse to tend to the concerns
and needs of MSM;

• Impede voluntary access by members of the gay community and MSM populations at
large since they will feel and be unable to be recognized in an open, inclusive, friendly,
and safe setting; and

• Further impede utilization, because MSM do not want to be re-victimized by facing fur-
ther stigmatization and discrimination.

Accordingly, high quality health services for MSM must be inclusive, non-judgmental, and free
from stigma, discrimination, and homophobia. This inclusivity can only be attained through
strategies designed to sensitize and educate providers and all other staff members to be accept-
ing, respectful of diversity, sympathetic, and supportive of gay men, other MSM/YMSM, and
indeed to the full sexual diversity continuum. These critical strategies are based on comprehen-
sive training on human sexuality, familiarity and interaction with members of sexually diverse
communities, and an understanding of the emotional, health, and social cost of inaction against
homophobia. Many organizations that have achieved inclusive environments such as these have
entrenched these practices and values in:

• Service provider agreements;
• Staff codes of conduct;
• Organizational policies and vision statements; and
• Ongoing professional development and group learning.

While these practices may not always be practical or possible, and will vary from setting to set-
ting according to laws, regulations, and other local realities, organization-wide practices such as
these can help to ensure that inclusivity is entrenched in organization culture and not limited
to individual preferences or attitude.
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Annex 1: First Clinical Evaluation

ARRIVAL/SIGN-IN
• No prolonged wait

• Warm reception from staff

• Privacy to complete paperwork

MENTAL HEALTH SCREENING
• Psychiatric history

• Depression/affective disorder assessment

• Level of sexual identity development/

acceptance

• Experience with harassment/violence

SEXUAL HISTORY
• Identify types of sexual activities

• Assess STI history, prior testing

• Reinforce positive MSM image

• Especially important for YMSM

VIOLENCE SCREENING
• Screen for prior/ongoing violence

• Assess physical/emotional injury

• Treat (or refer for treatment) physical/emo-

tional injury

PHYSICAL EXAMINATION
• Vital signs

• Temperature

• Pulse rate 

• Blood pressure

• Baseline weight

• Head/neck examination

• Systems examination

• Lungs • Heart 

• Abdomen • Lymph nodes

• Extremities • Skin

• Anus/rectum • Prostate*

*Encouraged for all MSM >50 years

MEDICAL HISTORY
• Current complaints/symptoms

• Chronic conditions/medications

• Past history 

• Conditions

• Medications

• Surgery

• Drug allergies

• Family history

• Travel history

• Smoking, tobacco, drug use history

• Prior vaccinations

INTAKE
• Address reason(s) for visit

• Identify potential subtexts

• Assess for urgent/emergent care

YES NO
Attend to urgent/emergent care

LABORATORY TESTING
• Symptom-/syndrome-directed testing

• Laboratory, radiographic, other studies

• Screening tests*

• STIs • HIV

• HBV • HCV

• Opportunities to opt out of testing

PRESUMPTIVE DIAGNOSIS
• Discuss 

• Evaluation results/concerns

• Presumptive diagnosis

• Diagnostic/treatment plan

• Answer questions

• Seek patient consent for diagnostic/treat-

ment plan

FOLLOW-UP VISIT PLANNING
• Briefly discuss follow-up plans

• Set follow-up appointment 

• for laboratory/other diagnostic studies

• to review response to therapy

• Review urgent therapy indications

• Discuss after-hours emergency policies

• Refer to other professionals/specialists, as

needed

* Annual for all MSM,

biannual for MSM >50 years



50

PAHO – Blueprint for the Provision of Comprehensive Care to MSM in Latin America and the Caribbean

Annex 2: HIV Risk and Infection

SCREENING

REFERRAL FOR HIV CARE

IF IF

TESTING
POST-TEST 

COUNSELING
VERBAL PRE-TEST

EXPLANATION

• Risk assessment

• Sexually active MSM
• Annual testing

• High-risk behavior
• More frequent testing

• Meaning of and   
test results

• Answer questions

• Opportunities to 
opt-out of testing

• ELISA or rapid test

• Western blot 
confirmation

• Risk reduction strategies

• Follow-up testing

Initial Assessment
• Welcoming environment

• Minimum delay

• Triage for medical/psychosocial urgencies

• Initial history and examination

• STI screening, PPD

Laboratory Testing
CBC, chemistry, RPR,

CD4, HIV viral load,

VDRL, CT/GC

• Explain results
• Confidential

• Private

-+

+
-

Is urgent medical 
or psychosocial treatment 

needed?

Treat acute 
condition

Is Ol prophylaxis
indicated?

Initiate Ol 
prophylaxis

Is ART indicated?

YES NO

YES NO

Prepare patient 
to initiate ART

Enroll patient 
in ongoing 

HIV follow-up care

YES NO
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Annex 3: Anorectal Health

ASSESSMENT
• Condom use
• Use of douches/enemas
• Use of water-based lube
• Use of foreign objects
• Previous anorectal complaints
• Use of drugs/substance abuse during anal sex

EXAMINATION
• Injuries near anus/to anal mucosa
• Sharp pain near anus
• Secretions in/around anus/rectum
• Hemorrhoidal diseases/symptoms
• Hemorrhoidal thrombosis
• Anal fissures/fistulas
• Foreign objects in anus/rectum
• Cancer of anus/rectum
• Complications from trauma (e.g., post-

penetration bleeding)
• Intestinal injuries
• Ulcers around anus/rectum
• Anorectal incontinence

EXPLANATION
• Explain benefits of examination
• Answer questions
• Opportunity to opt out

FOLLOW UP
• Treat infections/conditions, as needed
• Counsel on anorectal health
• Encourage follow-up examination



MOTIVATIONAL
COUNSELING

POSITIVE SCREEN
Explore intentions of
future substance use

NEGATIVE SCREEN
No risk or low risk

HIGH 
RISK

Brief treatment,

including HR

DIAGNOSABLE
DISORDER

Referral to treatment,

including HR

LOW TO
MODERATE RISK

Brief intervention,

including HR 
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Annex 4: Substance Use

SCREEN ALL PATIENTS FOR SUBSTANCE USE,
ABUSE, OR DEPENDENCE 

USING A STANDARDIZED ASSESSMENT

FOLLOW UP AS PART OF 
ON-GOING SERVICES

Also Consider:
• Substance type & behaviors

• Stressors & coping strategies

• Lifecourse considerations

• Physical examination

+-

RISK REDUCED 
OR CESSATION

RISK REDUCED 
OR CESSATION

RISK 
CONTINUES
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Annex 5: Sexual Concerns

SCREENING 
AND IDENTIFICATION

• Supportive environment

• Staff trained

• Standardized screening at entry

• Periodic re-assessment

• Non-biased, non-binary language

• Mirror client’s language regarding gender/roles

• Behaviors/cues

SEXUAL IDENTITY/
ORIENTATION/COMING OUT

• May be gradual, evolve

• Understand stigma

• External, self-imposed

• Age, race, ethnicity, religion may influence

• Assess connection to or isolation from

community

• Access to support groups, mental health

SEXUAL 
COMPULSIVITY

• Craving for or interest in sexual activities

that displaces other interests

• Can affect relationships

• May not necessarily involve another person

• Clinicians should target behaviors which

constitute risk of STI

Erectile Dysfunction
• Psychologic

• Medical

• Combination

• Medical Assessment

• Laboratory, glucose, thy-

roid, endocrine

• Urology, if available

• Treatment

• Medical options

• Caution about drug

interactions (amyl

nitrates and PDE-5

inhibitors)

Ejaculatory Complaints
• Premature

• Retrograde

• Assessment

• Treatment

Anal Complaints
• Hemorrhoids, fissures

• Relaxation techniques

SEXUAL PERFORMANCE DYSFUNCTION
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Annex 6: Emotional and Mental Health

IF IF -+

SUPPORTIVE ENVIRONMENT

• Sensitive to needs of MSM in all life stages

• Sensitive to stigma associated with mental illness

• Staff trained to deal with mental illness

IF SERVICES AVAILABLE 
WITHIN CLINICAL SETTING

• Multidisciplinary approach

• Provide integrated mental health/clinical services

to reduce stigma

• Access to trained mental health professionals

• Specific mental health diagnosis with treatment

plan

REFERRAL FOR 

FORMAL MENTAL

HEALTH/BEHAVIORAL

HEALTH CARE

SCREENING

• A part of initial evaluation

• Periodic reassessment

• Screening tests/tools

• Periodic reassessment

• Support for emotional

well-being of MSM
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Annex 7: Consequences of Violence

IF +

SCREENING

• Initial intake

• Periodic reassessment

• Clues on medical evaluation

VIOLENCE

• Acute violent event

• Newly recognized trauma

TRIAGE
• Exclude physical and 

psychiatric emergencies

• Assure safety of victim

• Arrange timely evaluation

LEGAL ISSUES
• Liability to client/staff

• Safety of staff

• Evidence in an evaluation

• Local laws

EMPIRIC THERAPY FOLLOWING
SEXUAL ASSAULT

• ceftriaxone 125 mg IM (gonorrhea)

• azithromycin 1 gram PO or doxycycline 100 mg

PO BID x 7 days (Chlamydia)

• metronidazole 2 grams PO (trichomoniasis)

EVALUATION
History - Details, documentation,
concurrent illnesses, medications,
prior STIs, sexual activity

Examination - Document find-
ings, careful evaluation of injuries

Laboratory - Baseline STI testing

POST-EXPOSURE 
HIV PROPHYLAXIS

• Within 72 hours

• 4 weeks of treatment

• 2 NRTIs + efavirenz or 2

NRTIs + PI
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Annex 8: Community-Clinic Interaction

Human Rights Framework

Referral to Clinic
Services

Referral to Community
Services

Stringent Worker Screening/Training/
Complaint & Grievance Mechanism/

Monitoring & Evaluation

Management 
Algorithms for:
1. HIV risk and infection
2. STIs
3. Anorectal health
4. Substance use
5. Sexual concerns
6. Emotional and mental health
7. Consequences of violence

Community 
Setting

(NGO, CBO)

Clinic Setting
(Public & Private)

Collaborative
Overlap

Health Advocates

Community 

Stage 1: Needs assessment

Stage 2: Community
health education, referral,
support

Stage 3: Basic health serv-
ices (screening, testing)

Services for vulnerable groups

Services for acute health issues
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