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Background
SAfAIDS implemented a three-year programme entitled ’Lifting Barriers to Universal Access: A Step 
by Step Transformative Process for Increased Access to HIV Prevention and Treatment Services for 
Persons of Varied Sexual Orientation In two Selected Communities In Zimbabwe.’  The purpose of 
the programme is to, ‘increase access to HIV prevention, treatment, care and support services for 
marginalised groups including LGBTI persons, in two selected communities in Zimbabwe by the end 
of 2013.’

This programme links in with the Declaration of the AIDS 2014 conference in Melbourne that ’no-one 
should be left behind’, which is also reflected in the 2011–2015 Zimbabwe National AIDS Strategic 
Plan (ZNASP II). Furthermore, it aims to contribute to ZNASP II’s stated intention to document 
good practices, ‘Stakeholders will be encouraged to replicate the practices that have proven effective’ 
(ZNASP 1011–015, p17).
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Introduction
While the HIV epidemic in Zimbabwe is primarily heterosexually transmitted, there is increasing 
evidence showing that key population groups, such as men who have sex with men (MSM), persons 
of varied sexual orientation and sex workers, are at a much higher risk of contracting HIV. According 
to a 2009 UNAIDS report, sex workers and their clients, MSM and injecting drug users accounted 
for roughly one in three new HIV infections in Kenya in 2006. There is scanty national data indicating 
that persons of varied sexual orientation in Zimbabwe experience higher prevalence than the general 
population, but this is in large part due to the stigma and criminalisation of homosexuality. Sex 
workers, MSM, persons of varied sexual orientation and drug users are generally invisible in most 
southern African countries, for both political and religious reasons, and so remain excluded from 
mainstream national HIV responses. However, more recently, references have been made to the 
existence of MSM and in the Zimbabwe National AIDS Strategic Plan 2011–2015, both MSM and 
sex workers are mentioned, along with their estimated contribution to new HIV infections (listed as 
at 4% and 1.4% respectively – ZNASP 2011–2015). 

The existence of punitive laws that criminalise sex workers and same-sex relations have had a negative 
impact on continuing efforts to address HIV in these populations. They have impeded healthcare 
providers from being adequately informed about the health and HIV prevention needs of lesbian, 
gay, bisexual, transgender and intersex (LGBTI) persons (otherwise referred to as persons of varied 
sexual orientation) and have also hindered their ability to provide them with care and support. 
This lack of knowledge, combined with negative attitudes on the part of healthcare providers, has 
presented significant barriers to persons of varied sexual orientation having access to HIV prevention 
information and care. Feedback from persons of varied sexual orientation indicates that if they seek 
health services from government and municipal providers, they generally choose not to disclose their 
sexual preferences or practices, for fear of discrimination and ostracism, resulting in their receiving 
inadequate or inappropriate treatment. Healthcare providers in government clinics and hospitals – 
even where training on provision of care to persons of varied sexual orientation has been provided 
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– often express their personal discomfort regarding persons of varied sexual orientation and their 
fear of being seen to ‘encourage homosexuality,’ by treating them. When healthcare providers realise 
their client is a person of varied sexual orientation , it is common for them to begin quoting the 
Bible and explaining why they must change their ways, instead of providing them with essential risk 
reduction information.

Why this booklet?

As the HIV epidemic evolves, there is increasing emphasis on the need to ‘know your epidemic’ and 
to employ appropriate prevention and care strategies to reduce the numbers of new infections. This 
means developing inclusive approaches to prevention and care in order to cover current sexual and 
reproductive health (SRH) programming gaps. This booklet seeks to provide information on how 
health facilities can improve their accessibility to persons of varied sexual orientation in order to deal 
effectively with the SRH issues they present and advise them on risk reduction strategies. 

The aim of the study was to identify any good practices that existed in providing SRH services to all, 
including persons of varied sexual orientation. This is especially important given that high-risk practices 
for HIV transmission, such as anal sex, are performed by both heterosexual and homosexual people 
and are not restricted to persons of varied sexual orientation.

Who is this booklet for?

The booklet is for use by health healthcare providers, health facilities, civil society organisations 
and clinical research facilities, to help them appreciate the healthcare needs of persons of varied 
sexual orientation and provide inclusive SRH services that acknowledge sexual diversity and create a 
welcoming service environment for persons of varied sexual orientation.
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The booklet’s key messages:

  Recognition of LGBTI issues in healthcare is a public health issue – not a moral one.

  The attitudes of health care workers are shaped by their society and hence need to be 
addressed

  The ZNASP 2011–2015 recognises the human rights of all as an underlying principle – 
this demands inclusiveness – especially with regard to SRHR.

This booklet includes some key scenarios demonstrating both good and bad practice when persons 
of varied sexual orientation consult a healthcare professional. These can be used for both on-going 
staff training or for self-reflection and learning.

At the end of the booklet, we include suggested service standards for healthcare providers when 
treating persons of varied sexual orientation, in the hope that these will be taken up and result in 
better quality of care for all, particularly with regard to overall prevention and risk reduction for 
sexual and reproductive health problems.
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Researching this Booklet
The content of this booklet has been informed by primary research carried out by SAfAIDS, with 
the assistance of Gays and Lesbians Zimbabwe (GALZ), Zimbabwe’s longest standing organisation 
defending the rights of LGBTI persons in the country. A baseline survey was carried out under the 
project, which revealed the fear and intimidation felt by persons of varied sexual orientation when 
seeking health services and to ascertain what services are available and whether these are provided 
in a non-discriminatory fashion.

The intention was to identify ‘centres of excellence’ in the provision of SRH services to persons of 
varied sexual orientation, in the form of private clinics that provide services to them. However, it is 
clear that the politicisation of homosexuality in Zimbabwe has a significant impact on access to and 
uptake of SRH services by persons of varied sexual orientation. Neither of the identified clinics was 
willing to be named, nor to have their staff interviewed as part of this process. 
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Methodology

Information on the treatment of persons of varied sexual orientation was gathered from two clinics 
that provide services to persons of varied sexual orientation using the following methods. Through:

  Feedback from a one-day meeting in Johannesburg, South Africa, where persons of 
varied sexual orientation met to discuss the barriers they experience to healthcare 
access and during which they responded to questions about the services they receive 
from the two private health clinics and one government healthcare provider that deals 
with clients referred from NGOs dealing with sex workers.

  Visits to clinic sites for observation of surroundings, posters and processes.

  Feedback from four ‘mystery client’ persons of varied sexual orientation who presented 
at the two ‘centre of excellence’ clinics to observe and assess the quality of care rendered 
to persons of varied sexual orientation.
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Clinics visited

Two private clinics were visited. Due to their reluctance to be identified, they will be referred to as 
Clinic One and Clinic Two. Clinic One operates from a medium density suburb and endeavours to 
provide quality, accessible and affordable sexual and reproductive health (SRH) services to the general 
public. Clinic Two is situated in a low density neighbourhood.

Partnerships

In order to gain access to persons of varied sexual orientation, SAfAIDS entered into a partnership 
with GALZ, a civil society organisation that supports the LGBTI community. GALZ staff mobilised 
members to meet with the researchers and give feedback about the services they receive from 
the two clinics. The mystery clients were also identified through GALZ’s other programmes. Clinics 
One and Two have entered into a relationship with GALZ whereby they provide services to GALZ 
members on provision of a referral slip.
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Elements of Good Practice
In categorising the services provided by the clinics partnering with GALZ, the traditional SADC 
criteria for best practice were used as a framework for reviewing the services provided. However, 
it should be made clear that the two clinics are presented here as case studies and not as best 
practices, since the assessment was not done with the rigor attached to best practice assessment. 
The SADC criteria are:

  Relevance

  Ethical soundness

  Effectiveness

  Cost effectiveness

  Efficiency

  Innovativeness

  Replicability and

  Sustainability.

These are used to assess whether or not it can be claimed that SRH services for are adequately 
provided for persons of varied sexual orientation in Zimbabwe, in line with the ZNASP II.

While adequate services ARE provided in the two private clinics, the same cannot be said of services 
in other clinics.
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Relevance

Both clinics have a standing agreement with GALZ to provide SRH services to GALZ members. 
This is a relevant and essential service to persons of varied sexual orientation, whose members are 
understandably uncomfortable with attending other clinics where they may have to disclose their 
sexual orientation or practices. The two clinics render services not purposefully offered by other 
healthcare providers. The existence of such services is essential, as it has been documented that 
persons of varied sexual orientation are often left out in the provision of SRH care, despite the fact 
that in other African countries there is evidence that their HIV prevalence is higher than that of the 
general population.

As noted in the baseline survey for the project, most persons of varied sexual orientation do not 
disclose their sexual practices to health workers for fear of reprisal. As a result, they often fail to 
receive treatment for the ailment that has brought them to the clinic and sometimes end up being 
given treatment for ailments that they do not have.

To emphasise the relevance of the services rendered, a participant at the meeting of LGBTI persons 
pointed out that, “The services offered by the two clinics are inclusive of lesbians, gays, bisexuals, 
commercial sex workers (CSWs) and to a certain extent – transgender people. Yes, these services 
meet some of the health needs of persons of varied sexual orientation. The staff members do 
provide general medical treatment for all and upon disclosing one’s sexual practices, health staff 
provides specific and appropriate treatment.” It was confirmed that the facilities perform laboratory 
tests and provide services to screen for sexually transmitted infections (STIs), including taking both 
penile and anal swabs, as well as offering HIV testing.
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Ethical soundness

When providing services to persons of varied sexual orientation, confidentiality and a non-judgemental 
attitude are crucial factors if clients are to feel free to open up about their sexual identity and 
practices. What is less apparent, however, is the need for healthcare providers to be informed about 
these practices and behaviour, so that questions asked are of a practical, medical nature and are not 
perceived to be intrusive, or being asked out of curiosity.

The arrangement between GALZ and the two clinics is made known to GALZ members, who are 
given referral slips by the GALZ peer educators when services are needed. The referral slips are 
then brought back to GALZ and the client indicates their degree of satisfaction or otherwise with 
the services provided. The client may provide GALZ with details of their diagnosis or not, as they 
choose. The two clinics practice ethical soundness in having a policy of serving LGBTI clients and 
also demonstrate solidarity with them by engaging in dialogue with GALZ about the care of their 
members. Confidentiality is maintained, as there are private consulting rooms where the history of 
patients is taken and recorded. These records are then stored in personal folders kept in locked 
cupboards. Staff members at the centre uphold professional conduct and respect the human rights 
of all. When making referrals to and from the clinics, GALZ solicits feedback from the members 
who have been referred. A GALZ MSM staff member said, “The staff members at these clinics are 
professional because we have not had an incident where confidential information was disclosed to 
other people, otherwise we would have heard about it through our feedback system.”  

A mystery patient – an MSM aged 32 confirmed that, “The health workers are professional. I told 
the doctor that I am MSM and he assisted me. I did not feel judged” The clinics have a human rights-
based approach in offering services as indicated on the displayed value statement at Clinic Two, on 
inclusiveness. The statement reads:  “We value professionalism, honesty, respect, confidentiality, team 
work and integrity as we discharge our duties to all clients.”
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Effectiveness

It was noted that all staff (nurses, doctors, pharmacists and reception staff) exhibit expertise in 
executing their services. Staff members at both clinics are aware of GALZ and familiar with their 
membership and are friendly towards them. They appear to be comfortable completing the GALZ 
referral forms, demonstrating that they have been sensitised on how to handle LGBTI clients. GALZ 
staff reported that, “They are receptive of new information and seem to be teachable because 
initially there were negative attitudes reported to GALZ through the feedback system but after 
some sensitisation sessions from GALZ management and programme staff, positive changes were 
noted among the staff.” One of the mystery patients said, “Medical staff is quite knowledgeable and 
technically competent, for example, on how to apply medication on anal warts.”

Both clinics provide integrated services – a one-stop-shop offering a variety of services, such as 
managing STIs, testing for HIV, supplying and monitoring taking of antiretroviral therapy (ART), 
screening for cervical cancer, as well as managing non-communicable diseases like diabetes, without 
referring patients to another facility. They go beyond offering only SRH services in one visit.

Both clinics endeavour to improve their services, especially to the LGBTI community, as they co-
operate with the GALZ feedback system that collects information on services offered to members. At 
Clinic One, their services are evaluated informally; a service hotline number is displayed in the facility, 
as well as a notice on the board stating that if a client is unhappy with the services offered, they can 
take up complaints with the administrator. Both clinics have suggestion boxes and anonymous service 
evaluation sheets at reception. GALZ has trained peer educators who refer clients to the clinics; they 
make friendly visits to the clinics along with programme staff, to meet with the clinic administrators 
and obtain regular updates on service delivery by health care staff to their members. The fact that 
SRH services are integrated with other healthcare services reduces the likelihood of stigma and 
discrimination against persons of varied sexual orientation and others.
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Cost effectiveness

The clinics offer quality private health care services at fairly competitive prices. People who can 
afford to do so, opt for private health care because public facilities usually have very long queues and 
patients can wait hours to receive services. Speed of service is likely important to persons of varied 
sexual orientation, who may feel uncomfortable waiting for a long time in queues, during which time 
they may be identified as being ‘different’. Paying more for personalised care is also a plus.

One client commented that, “At Clinic One, there may be a queue but it moves very fast because 
there are usually many doctors who all consult at the same time so one spends very little time in 
the queue after paying only USD15, which includes consultation and drugs.” This compares with 
government institutions that charge USD10 for consultation at central hospitals, yet there are long 
queues because of staff shortages. At Clinic Two, the charges are a bit higher – USD30 (for cash-
paying patients), which covers the consultation fee plus medication, but they offer personalised quality 
health care in good time. The clinic is always adequately manned, which reduces waiting time for 
patients. It also offers all services within the same premises i.e. consulting rooms, pharmacy and 
treatment rooms, which reduces movement between departments and saves time and confusion.

Replicability

In theory, the services provided by the two clinics could easily be replicated in government and 
other clinics. However, several barriers exist, most notably the politicisation of homophobia and the 
fact that homosexuality has been criminalised. These, combined with the discrimination based on 
religious exhortations against homosexuality, make the provision of effective services in government 
clinics very difficult, even where staff are sensitised to the SRH needs of persons of varied sexual 
orientation. In addition, the economic environment is severely impacting the provision of health care 
in general, leaving little scope for in-service training of healthcare providers within the government 
healthcare system on the SRH needs of persons of varied sexual orientation.
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Innovativeness

It is unique for institutions to formally engage with an LGBTI organisation in an environment where 
same-sex relations are criminalised and there is politicised homophobia. While the national constitution 
and the ZNASP speak to providing health services to all, the practical inclusion of key populations like 
MSM in services has not been easy, due to negative beliefs and attitudes. Whilst individual healthcare 
providers may be willing to provide services to persons of varied sexual orientation, they feel 
intimidated by the overall criminalisation of homosexuality and general societal condemnation. These 
two factors make them reluctant to be seen as ‘LGBTI-friendly’. GALZ has also experienced frequent 
raids by the police and many healthcare providers fear being ‘found guilty by association’. By entering 
into a formal partnership and referral system with GALZ, the two clinics in this study have overcome 
these reservations to a significant degree although, notably, they were unwilling to be named in this 
booklet.

By accepting GALZ referrals, the clinics have also shown initiative and innovation in challenging the 
assumption that persons of varied sexual orientation will automatically be included in services without 
a deliberate effort being made to reach out to them. Their regular meetings with GALZ also show 
their willingness to learn and to carry out continuous learning for staff regarding the health issues of 
persons of varied sexual orientation.

Sustainability

To ensure that there is continued relevant healthcare provision for LGBTI people, the clinics engage 
in dialogues with GALZ for updates on LGBTI issues, as well as for sensitisation talks with staff. The 
formalisation of this link ensures continuity of services to persons of varied sexual orientation. The 
integration of SRH and other services encourages persons of varied sexual orientation to continue 
to utilise the clinics and reduces potential stigma and discrimination. Compulsory user fees at the 
facilities ensure financial sustainability.
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What Works at the Two Selected Clinics
  GALZ members obtain the services they need and know that they can go to specific 

clinics without fear of stigma and discrimination. One interviewee said, “Before I knew 
that I could go to Clinic One I would go around with untreated STIs till I saved enough 
money to go to South Africa, where I know that they have special MSM clinics.”

  The clinics’ collaboration with GALZ to monitor and evaluate the quality of care rendered 
ensures they provide the services GALZ members require. The partnership is mutually 
beneficial and ensures that GALZ members have access to the SRH services they need 
and members are free to disclose their sexual practices without experiencing stigma and 
discrimination, which is not the case at comparable government and municipal clinics.

  Adequate levels of privacy and confidentiality are maintained at the facilities i.e. private 
consulting rooms and the use of folders to carry patient notes.

  The clients commented positively on the technical competence of staff in handling MSM 
health problems.

  The two clinics are operating in accordance with the Constitution, which spells out 
that health care is to be provided to all, as well as enforcing one of the key prevention 
strategies listed in ZNASP, that includes working with key population groups like sex 
workers and MSM.
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The Barriers that Need to be Overcome
This study did not extend beyond Harare and, as a result, does not provide a perspective on service 
access outside the capital city. Much as the two clinics model good practices in offering health care to 
persons of varied sexual orientation, significant barriers must be addressed if key populations are to 
access comprehensive health care within the country.

While services are available to GALZ members, and information on the services provided by the 
clinics may be passed among persons of varied sexual orientation by word of mouth, the majority of 
these people probably fail to access services that meet their needs, especially since these clinics do 
not advertise their openness to persons of varied sexual orientation.

There is also an issue around the cost of services, which the majority of people are unlikely to be 
able to afford. 

Since both clinics are in Harare, this leaves persons of varied sexual orientation outside the capital city 
with few SRH care options, since government healthcare providers are known to be reluctant to deal 
with their SRH issues. Consequently, persons of varied sexual orientation experiencing STI symptoms 
are unlikely to seek services, increasing their own risk of HIV infection and the likelihood that these 
infections will be passed on to others.

Even in the study clinics, the attitudes and understanding of healthcare providers often leaves much 
to be desired, probably due to inadequate specialist training, and failure to train temporary and new 
staff to provide the same level of care as longer-term staff.

Major barriers are: The attitudes of healthcare providers; and the fact that most of them have 
little or no knowledge of the healthcare needs of persons of varied sexual orientation, especially 
regarding risk reduction. 
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  The attitudes of service providers, even at the linked clinics, reflect the negative 
and ill-informed attitudes of the population at large and, as such, indicate that a great 
deal of work is needed before persons of varied sexual orientation can hope to receive 
appropriate SRH services at government clinics and other private sector health facilities.

  Inadequate training of medical personnel regarding the specific health issues of 
persons of varied sexual orientation.

  Many healthcare providers have little or no knowledge of sexual orientation 
and the particular needs of persons of varied sexual orientation. This, combined with 
negative personal beliefs, resulted in almost all mystery clients being asked questions 
based on the health worker’s curiosity, rather than from medical need. Many of these 
questions were intrusive, and irrelevant to the presenting problem. A 28-year-old woman-
who-has-sex-with-women (WSW) mystery patient at one of the two clinics noted, 
“Once in the consulting room the doctor asked a lot of questions that were irrelevant 
to the problem that I presented. The way the questions were asked made me feel so 
uneasy that I would not go back to the facility ever again. The questions were intrusive 
and patronising and I did not receive any counselling on risk reduction or referral.”
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Some of the questions clients were asked included:

Why do you have 
sex with women?

Are you never going 
to get married 
to a woman?

Was he your first 
sexual partner? Did you tell them?

Do your parents 
know?

When did you know 
you were gay?

Are you from GALZ?
Why are you not 

going there?

Do you change roles 
– top/bottom?

Who said these 
feelings would 
not go away?
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  Failure to provide information on risk reduction. Besides not providing 
information on risk reduction information, health care providers are also unaware of 
preventive devices like finger cots, dental dams and extra lubrication, hence, these were 
not offered, nor were they discussed. A mystery client described the doctor as follows; 
“He was not knowledgeable about other sexual practices and could not give informed 
counsel on how same-sex couples can have children. I found him to be more curious 
than helpful.”

  No IEC materials. Although the atmosphere in the facilities was friendly, there were 
no IEC materials that spoke to sexual rights, diversity and inclusivity. The posters and 
brochures all assumed that the only sexual practice taking place was penetrative penis/
vagina sex. There is need to include all possible sexual activities when counselling on safe 
sex, as well as with heterosexual couples and sex workers, who may also be practicing 
anal sex.

  Training and support. The community of persons of varied sexual orientation 
needs to be educated on how to be assertive in demanding health services in a hostile 
and homophobic environment. They need to be shown how they can derive benefit 
from a given situation, for example on how to educate the healthcare providers with 
whom they interact and how to respond to intrusive questions. One doctor was quoted 
as saying, “In medical school, we did not cover this topic adequately, so I really am not 
sure of how to handle an MSM and ask appropriate questions.”
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How Can we Make it Better?
Create a good impression

Be welcoming and non-judgemental. Whatever your personal feelings and values are, you (and your 
staff) are there to provide quality health services. Do so without discriminating and without expressing 
or imposing your own moral values and beliefs.

  Have a clear statement of inclusivity visible in the reception.

  Have gender-neutral toilet facilities.

  Have posters on the wall showing all kinds of relationships, gay, lesbian and straight.

  Have brochures in reception on risk reduction for all sexual behaviours.

  Make sure data collection forms are inclusive – e.g. when asking for gender information, 
include ‘other’ as well as male and female.

  Work with organisations like SAfAIDS to obtain or produce 
relevant IEC materials on SRH for LGBTI persons.

  Provide for anonymous feedback on your services, as 
well as a complaints procedure.

  Use the principles of the Patient’s Charter with 
all clients. Have copies available 
in your reception, or display the 
Charter on the wall.

  Don’t assume that all clients have a 
husband or wife – instead use neutral 
terms like partner.
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Make sure ALL staff are well informed. It is one thing to be open and non-discriminatory 
and another to be well informed so that staff don’t feel the need to ask clients intrusive and 
uncomfortable questions. Also, it is important to ensure you have orientation sessions for any new or 
temporary staff, so that they also have the information they need to ensure the clinic’s practices are 
‘best practice’ at all times.

  Train staff in HIV risk reduction strategies for all kinds of sexual activities/orientations. 

  Sometimes it may be necessary to ask intimate questions; encourage staff to practice 

empathy and first ‘put themselves in the other person’s shoes’. How would they 
feel if someone asked them this question? How can they make the client feel more 
comfortable about discussing these issues?

  Arrange information exchange sessions with organisations like GALZ, where 
doctors and clinic staff are free to ask questions that will enable them to better 
understand and relate to their clients of varied sexual orientation.

  Arrange specialist in-service training for healthcare providers on the special SRH needs 
of LGBTI though NGOS that specialise in such services.

  Develop a standard format for history taking for all individuals, that includes questions 
that will reveal risky sexual practices and help the healthcare provider to identify any 
clients with special needs, such as transgender or intersex persons.

  For each consultation, have on hand relevant information on risk reduction for 
HIV and STI infection for all clients, including knowledge of dental dams, use of male and 
female condoms, finger cots, appropriate lubricants for use with condoms, etc. as well as 
where they can be obtained. Ideally, the clinic should supply them.

  Speak to ALL clients about risk reduction – you cannot know what sexual practices 
a client engages in unless you ask; and if you ask specifically, you may be viewed as being 
intrusive.
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  If you are asked about something you are unsure about, offer to find out and 
arrange for the patient to come back another day.

  Make sure you explain the importance of completing any course of treatment 
for STIs (or other infections) and, where relevant, adherence to ARVs, to all patients.

  Find out how gay and lesbian (and transgender couples) can have babies, if they want 
to do so.

  Be knowledgeable on available treatments for transgender and intersex persons and 
what they entail – even if they are not available in Zimbabwe.

Encourage other healthcare providers to follow your line. Practice open discussion at 
sharing sessions with other providers – at knowledge sharing and professional education sessions, 
for example. You could even offer to hold a seminar to help other healthcare providers improve the 
inclusivity of their services.

  Remind other healthcare providers of the Constitution and the provisions in ZNASP 
that include the right to health care for all.

  Confidentiality of client information is essential. Make sure files are kept confidential and 
safely locked away and that staff do not gossip about clients amongst themselves.

  Advocate for same-sex relations to be decriminalised in accordance with the Constitution.

Next time I will ask for their relations 
status instead of marital status and I will 
ask about their partners not wives and 
husbands.
Response from a health worker during a 
recent sensitisation training on key pop-
ulations

27



Conclusion
Address sexual practices with all patients whom I come in contact with. There has been a great 
omission on my part. I will also try to appreciate their different sexual preferences/attractions While 
it can be said that adequate services for persons of varied sexual orientation are provided in the two 
private clinics, even here, there remain problems of attitude and/or provider expertise regarding the 
SRH issues of persons of varied sexual orientation. Risk reduction advice is not routinely provided to 
persons of varied sexual orientation, even where they have presented with an STI. 

Of major concern is the fact that both clinics operate in Harare and are therefore off limits for those 
living in other areas, and even for those who are not members of GALZ, as they will have no way of 
knowing that these clinics provide non-discriminatory services.

Given the status of care in these two clinics, which have a formal relationship with GALZ, it is clear 
that services from other clinics leave a great deal to be desired when it comes to providing for 
the SRH needs of persons of varied sexual orientation. The politicisation of homophobia, combined 
with negative attitudes gleaned from Christianity, combine to create an unwillingness on the part 
of healthcare providers to attend to the SRH needs of persons of varied sexual orientation. Thus, 
persons of varied sexual orientation will continue to be left out of the mainstream HIV response in 
Zimbabwe, without major advocacy efforts at all levels of leadership.

This study has highlighted an important gap in the implementation of the ZNASP that speaks to 
equity in service provision:  ‘Access to services is a basic human right. During the implementation of 
ZNASP II, efforts will be made to ensure equitable distribution, availability and access to services by all 
people, especially most at risk and other key populations’. It also refers to the creation of an ‘enabling 
environment’, premised on ‘the respect and fulfilment of human rights’ (ZNASP 2011–2015 p17). If 
these gaps are to be overcome, there is need for clear statements from the country’s leadership that 
will reassure healthcare providers regarding the acceptability of providing quality services to LGBTI 
persons.
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To Do - or Not to Do?
Below are some case studies of extracts from GP consultations that can be used for staff training 
purposes, or just to help you reflect on what to do and not do during a consultation with an LGBTI 
person. If you are using these in a group training session, you can role-play the scene.

  Ask these questions: What did the doctor do wrong? What did the doctor do right?

  How could the doctor have approached the situation differently so that the client 
would feel more comfortable?

Practice rewriting the script!

Do your parents know?

SImba is a 20-year-old gay man and he has, in the past, failed to visit a doctor for STI treatment 
because he was afraid of the response he would get. Instead, he visited a traditional healer, He is 
generally reluctant to disclose his sexual orientation. This is what happened when Simba last visited 
a clinic.

Doctor: Good morning young man. How can I help you?

Simba: Good morning doctor. Ehm. I’ve come to see you because I have a problem… I think 
perhaps I’ve contracted a sexually transmitted infection.

Doctor: Ah – I see – only to be expected with a young man like you. Let’s have a look at you. 
Just take down your pants and I’ll have a look.

 as Simba is taking down his trousers…
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Doctor: Do you know the woman you got it from?

Simba: (Swallowing.) Umm. I don’t think I got it from a woman ...

Doctor: Ha, ha. Wishful thinking my boy. You didn’t get that discharge from masturbating!

Simba: No. You don’t understand doctor. I, I don’t like women.

Doctor: You don’t like women? You mean you were playing around with the boys. Well, that’s not 
unusual either. You’ll grow out of it soon. 

Simba: No doctor. I don’t think I will. I’ve never felt attracted to a woman. Ever since I was 10, 
I’ve only ever liked other men. 

Doctor: Dear me. Do your parents know about this? I’m sure they’re not too happy. Perhaps you 
just haven’t met the right young woman.

 Simba stays quiet, as the doctor takes a swab.

Doctor: Well, if you’ve been up to that kind of thing, I think I’d better take a swab from the other 
end – just in case – eh?

Simba: (relieved that he doesn’t have to ask for that) ’Yes. Thank you doctor’.

Doctor: Right young man. I’m going to give you a script for an antibiotic in the meantime, while 
we wait for the lab to confirm the bug. And now, we’re going to sit down over there and 
have a chat. If you’re going to practice risky sex then you need to know how to protect 
yourself next time. I don’t want you to become a regular in my clinic! First of all, have 
you ever had an HIV test?
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Jessie wants to have a baby

Jessie is a lesbian aged 28. She and her older partner have been together for a few years and 
have decided they want to have a family together.  On the form she had to fill in, she listed 
her partner as her next-of-kin. She saw the receptionist give her a strange look as she went 
in to see the doctor.

Doctor: Good morning. How can I help you today?

Jessie: Good morning doctor. Well, my health is fine. But I wanted some advice 
about having a baby.

Doctor: A young healthy woman like you shouldn’t have any problems with 
that! Have you and your husband been trying?

Jessie: Not exactly. It’s not quite that simple. You see, I’m a lesbian and my 
partner is a woman.

Doctor: Ahh… 

There is an uncomfortable silence, then the doctor says,

Doctor: Are you sure this is wise? I mean bringing up a child with two mothers 
could be very confusing for the child. And of course the father would want 
to have some say in his child’s life. I think it would be very difficult to find a 
man who would agree to be used in this way.

Jessie: What do you mean doctor?

Doctor: Well, of course you’d have to have sex with a man in order to have his child. 
And it would be immoral not to inform him of your intentions…

31



Jessie: I’ve never had sex with a man doctor and I never intend to.

Doctor:  Well how do you expect to get pregnant then, girl?

Jessie: Well, I’ve heard about sperm donation. I know they have it in South Africa – I thought it 
might be possible to do that here?

Doctor: Ridiculous idea! South Africa has gone too far with this kind of thing. And it’s against my 
religious beliefs so I think its best if you go to South Africa and see if they can help you 
there.

Jessie: (feeling angry now) Well doctor, if you could at least refer me, or advise me where 
I could go to get this service…?

Doctor: Outside my scope young lady. My advice is that you find a nice young man and settle 
down and have a normal family like everyone else. This is just a passing phase. You’ll get 
over it. I mean who will pay lobola – both of you? (laughs at his own joke). What 
must your poor parents be thinking!

Jessie: Actually doctor, my parents are very supportive of me and my choices. It was their idea 
that I should come and see you. But I see it was a mistake. Thanks anyway. 

Jessie storms out of the clinic leaving a surprised

 receptionist staring after her…
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A transgender woman seeks hormone treatment

Patrick is a 23-year-old transgender woman. She has known ever since she was a young child that she 
wasn’t like her brothers. Her parents have been accepting of her choices and she is now known as 
Patricia at home. When she filled in the clinic form she didn’t complete the box for gender. She wants 
to begin the process of a sex-change and would like to take female hormones to stop her beard 
growing and see if her breasts will develop. She normally wears pretty shirts and trousers and plaits 
her hair, but has quite a heavy beard growth that makes her feel self-conscious.

Doctor: (looking taken aback) Good afternoon ehm, Patrick – is that right? What can I do 
for you?

Patricia Good afternoon doctor. Actually it’s Patricia. I’m a transgender woman and it’s taken me 
a lot of courage to come here today. I’m hoping you can help me with some hormone 
treatment.

Doctor: I see. Patricia then. This is a very unusual request. I’m not sure what I can do for you.

Patricia then explains her situation and that she plans to have a sex-

change operation as soon as she has saved up enough money.

Patricia: Female hormone treatment is the first step doctor. It should raise my voice a bit, reduce 
my beard growth, and I’m very much hoping it will help me develop a more feminine 
shape. 

Doctor: And how do your parents feel about this? 
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After some more discussion, the doctor seems more 

relaxed.

Doctor: All right Patricia. Thanks for explaining things 
to me. I need to do some research into your 
situation before I can prescribe something. Make 
an appointment to come back and see me next 
week and we’ll see what to do next. I will also 
contact my colleague in Jo’burg and see if he 
knows any specialists down there who can 
help us out. 

Patricia: Thank you so much doctor. You don’t know 
how relieved I am that you think you can 
help me. 

Doctor: That’s what we’re here for Patricia! See you 
next week.
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The Questions you NEED to Ask and 
WHY you Need to Ask Them
Below is advice for dealing with LGBTI clients. These points raise the bar on the standard of care 
currently available and cover issues of prevention and risk reduction.

Suggested Standards for Healthcare Providers Friendly to the 
Needs of Persons of Varied Sexual Orientation 

Statement of Respect for Diversity

It is suggested that all LGBTI-friendly health healthcare providers display a clear statement of such in 
their reception area. Some suggested wording is:

‘Respect for diversity is expected of all our staff. In order to provide you 
with the best and most appropriate care, your health healthcare providers 
must be fully informed. Therefore, we encourage you to discuss your sexual 
identity, gender identity and sexual behaviour with your healthcare provider.’

In addition, you can include a statement assuring them of confidentiality, such as, ‘Your care and any 
information disclosed to your provider is strictly confidential.’

The next few pages highlight the health issues identified as most commonly of concern for 
persons of varied sexual orientation. Whilst not all of these apply to everyone, it is wise to be 
aware of these issues. The information that follows is adapted from GLMA Health Professionals 
Advancing LGBT Equity (Website. http://glma.org/index.cfm?fuseaction=Page.viewPage&pageID=690 

Authors: Robert J Winn, MD AAHIVMS, Tonia Poteat, MMSc, PA-C, MPH, PhD; Rebecca A. Allison, MD, May 2012)
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Things Healthcare Providers Should 
Discuss With GAY and MSM Clients
Come Out to your healthcare provider: To provide you with the best care possible, your 
clinician should know you are gay. This should prompt them to ask specific questions about you and 
offer appropriate testing.

HIV and safe sex: Men who have sex with men are 
at an increased risk of HIV, but practicing safe sex has 
significantly reduced the rate of HIV infection. Discuss 
safer sex options, as well as what to do in the event 
that someone is exposed to HIV (post-exposure 
prophylaxis). If the patient is in a relationship where 
one party is positive (serodiscordant couples), 
discuss prevention options. If you are HIV positive, 
you need to be in the care of a good HIV service 
provider.

Hepatitis immunisation and screening: 
MSM are at increased risk of sexually transmitted 
infection with hepatitis, which is potentially fatal 
and can lead to liver failure and cancer. of the liver. 
Immunisation is available for hepatitis A and B and is 
recommended for all MSM. Safer sex also reduces the 
risk of viral hepatitis, and is currently the only means 
of preventing the very serious hepatitis C virus. New 
treatments are available for hepatitis C, but these may 
not be readily available in Zimbabwe.
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Fitness (diet and exercise): Problems with body image are more common among gay men, 
who are much more likely to have eating disorders such as bulimia or anorexia nervosa. While regular 
exercise is very good for your health, too much can also be harmful. The use of anabolic steroids 
and certain supplements can be dangerous. Gay men are also affected by obesity, which can lead to 
diabetes, high blood pressure and heart disease.

Substance and alcohol use: Gay men are also prone to substance abuse, and not just in 
larger cities. These include a number of substances, such as amyl nitrate (‘poppers’), marijuana and 
amphetamines. The long-term effects of these substances are potentially serious with ageing. If drug 
use is interfering with work, school or relationships, healthcare providers can offer help.

Depression/anxiety: LGBTI persons are more affected by depression and anxiety than the 
general population. The problem may be more severe for gay men who remain in the closet or who 
have poor social support. Adolescents and young adults may be at particularly high risk of suicide 
as a result. Culturally sensitive mental health services targeted specifically at gay men may be more 
effective in the prevention, early detection, and treatment of these conditions.

STIs: Sexually transmitted infections are common in sexually active gay men. These include both 
STIs for which effective treatment is available (syphilis, gonorrhoea, chlamydia, pubic lice, and others), 
and those for which there is no cure (HIV, hepatitis, human papilloma virus, herpes, etc.). Safe sex is 
key to reducing the risk of STIs. Regular screening is advised; more frequently for those with more 
sexual partners. STIs may be asymptomatic, but can still be passed to others.
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Prostate, testicular, and colon cancer: Gay men may be at risk for prostate, testicular, 
or colon cancer. Access to screening services may be harder for gay men because of failure to get 
culturally sensitive care. All gay men should be screened routinely as recommended for the general 
population.

Tobacco: Gay men are more likely to use tobacco, which causes lung disease, lung cancer, heart 
disease and high blood pressure, among other serious problems.

All gay men should be screened for and offered culturally sensitive prevention and cessation 
programmes for tobacco use.

HPV (the virus that causes warts and can lead to anal cancer): Gay men are at risk 
of contracting human papilloma virus (HVP). These infections may play a role in the increased rates of 
anal cancers in gay men. Routine screening with anal pap smears is recommended. Safer sex should 
be emphasised. The warts can be treated, but they will recur and they can spread readily between 
sexual partners.
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The Following Health Issues are of 
Concern for LESBIAN Clients
The information below may also apply to women who have sex with women.

Breast and gynaecological cancer: Lesbians are more likely to have risk factors for breast 
cancer yet less likely to get screening exams. As a result, lesbians may not be diagnosed early when 
the disease is most curable. Lesbians are at higher risk of certain types of gynaecological cancers, 
compared to straight women. Having regular pelvic exams and pap tests can find cancers early and 
offer the best chance of cure.

Heart health: Heart disease is a leading cause of death for women, with smoking and obesity the 
biggest risk factors among lesbians. All lesbians need yearly medical exams for high blood pressure, 
cholesterol problems, and diabetes. Health care providers can also offer tips on quitting smoking, 
increasing physical activity, and controlling weight.

Intimate partner violence: Lesbians may experience violence in their intimate relationships. 
Health care providers should ask lesbians about intimate partner violence just as they ask heterosexual 
women. Lesbians need to have access to a welcoming counselling and to shelters when needed.

Tobacco: Lesbians also use tobacco more than straight women do. 
Smoking is associated with higher rates of cancers, heart disease, 
and emphysema – three major causes of death among women.

Fitness (diet and exercise): Research shows that 
lesbians are more likely to be overweight or obese, compared 
to heterosexual women. Obesity is associated with higher 
rates of heart disease, cancers and premature death. Lesbians 
need competent and supportive advice about healthy living 
and healthy eating, as well as healthy exercise.
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Alcohol use: Heavy drinking and binge drinking are more common among lesbians compared to 
other women. While one drink a day may be good for the heart, more can raise the risk of cancer, 
liver disease and health problems.

Depression/anxiety: LGBTI persons are more affected by depression and anxiety than the 
general population. The problem may be more severe for those who remain in the closet or who 
have poor social support. Adolescents and young adults may be at particularly high risk of suicide as 
a result. 

Lesbians may also experience chronic stress from discrimination. This is worse for women who need 
to hide their orientation and for those who have lost important emotional support because of their 
orientation. This can cause depression and anxiety.

.Lesbians may use drugs more often than heterosexual women. This can be due to stress from 
homophobia, sexism, and/or discrimination. Lesbians need support to find healthy ways to cope and 
reduce stress.

STIs: Lesbians can get the same STIs as heterosexual women, through skin-to-skin contact, mucous 
membrane contact, vaginal fluids and menstrual blood. Sexually active lesbians should also be screened 
for STIs.  Remember that for cultural reasons, some lesbians may also be in sexual relationships with 
men.

Substance and alcohol use: Gay men are also prone to substance abuse, and not just in 
larger cities. These include a number of substances, such as amyl nitrate (‘poppers’), marijuana and 
amphetamines. The long-term effects of these substances are potentially serious with ageing. If drug 
use is interfering with work, school or relationships, healthcare providers can offer help.

Heavy drinking and binge drinking are more common among lesbians compared to other women. 
While one drink a day may be good for the heart, more can raise the risk of cancer, liver disease and 
health problems. Lesbians may use drugs more often than heterosexual women. This can be due to 
stress from homophobia, sexism, and/or discrimination. Lesbians need support to find healthy ways 
to cope and reduce stress.
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Things Healthcare Care Providers 
Should Discuss With TRANSGENDER 
AND INTERSEX PERSONS
Preferred Name: Transgender clients may prefer a name other than their current legal name 
when scheduling an appointment. This should be added to their medical chart and used while caring 
for them. Transition status should also be recorded.

Following are the health issues healthcare providers have identified as most commonly of concern for 
transgender persons. While not all of these apply to everyone, it’s wise to be aware of them.

Access to healthcare: It is not easy to find a healthcare provider who knows how to treat 
transgender people. Some providers may feel that there is something wrong with being a transgender 
person and may not understand that the person has always been this way. Some costs relating to 
transgender health may not be covered by health insurance. Providers can offer reduced costs to 
assist.

Health history: It is important to ask what medicines have been or are being taken and any 
surgery the client may have had. This makes you better able to give you the best treatment today.

Hormones: Discuss hormone treatment. If the client is starting hormones for the first time, tell 
them what to watch out for while taking these medicines. Transwomen should be told about oestrogen 
and blood clots, swelling, high or low blood pressure and high blood sugar. Transmen should be told 
about the blood tests they need to be sure their testosterone dose is safe. 

Cardiovascular health: Transgender persons may be at increased risk for heart attack or 
stroke, not only from hormone use, but from cigarette smoking, overweight, high blood pressure and 
diabetes. Transwomen may fear that their provider will make them stop oestrogen if they develop 
heart trouble, so may not report feelings such as chest pain or trouble breathing. Ask about these.
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Cancer: It is very rare to develop cancer due to hormone treatment, but transgender persons 
should be evaluated for this possibility during check-ups. Also check for possible cancers of the 
reproductive organs, if they have not been removed.  

STIs and safe sex: Transgender people, particularly young transgender people, may be engaging 
in sexual activity and may get an STI. It is very important that they practice safer sex, to avoid HIV 
and other STIs. Discuss safer sex practices.

Alcohol and tobacco: Transgender persons who drink alcohol may drink too much and risk 
damage to the liver or other organs. Too much alcohol may also cause a person to treat themselves 
or other people badly, or to drive unsafely. Alcohol and hormones may be more dangerous when 
taken together. Many transgender people smoke cigarettes, increasing their risk of heart and lung 
disease – especially when taking hormones. Transgender persons who care about their health should 
not smoke, and should drink only small amounts, if at all.

Depression: It is very easy for transgender persons to become sad and depressed. If families or 
friends reject them this is very depressing. Even after transition, depression can still be a problem. 
When someone is depressed, they cannot be happy no matter what they are doing and may make 
bad choices and harm themselves. Ask about feelings of sadness and depression.

Breast enhancement: Some transwomen want to look feminine and beautiful without having 
to wait for the effects of oestrogen. Such clients may be offered breast enhancement surgery, but 
it is advisable that they wait until their breasts have developed to their full extent using hormone 
treatment first.

Fitness (diet and exercise): Many transgender people are overweight and do not exercise. A 
healthy diet and a consistent exercise routine are just as important for transgender persons as for 
anyone else. If they are planning to have surgery, they need to be in good physical condition to do 
well during and after surgery. Advise them to eat a healthy diet and try to exercise for at least 20 
minutes three times a week.
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SAfAIDS Regional Office: 17 Beveridge Road, Avondale, Harare, Zimbabwe.
Tel: +263 4 336193/4, 307898 | Fax: +263 4 336195 | E-mail: reg@safaids.net

Country Office: South Africa: 479 Sappers Contour, Lynnwood, Pretoria,0081, South Africa. 
Tel: +27 12 361 0889 | Fax: +27 12 361 0899 | E-mail: info@safaids.net

Country Office: Swaziland: First Floor, Lamvelase Building, Cnr Sandlane / Nkoseluhlaza Street, Manzini, Swaziland.
Tel: +26 8505 3140 | E-mail: safaidssz@safaids.net

Country Office: Zambia: Plot No. 4, Lukasu Road, Rhodes Park, Lusaka, Zambia.
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