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Abstract 14 

Background: Community-based outreach programs play an important role in the provision of HIV testing, 15 

treatment and health care for men who have sex with men (MSM) in Indonesia. However, qualitative studies of 16 

community-based HIV programs have mostly focussed on clients rather than on outreach workers (OWs). The 17 

experiences of MSM peer OWs provide insights into how to extend and improve community involvement in HIV 18 

programs in Indonesia. Methods: This is a qualitative study based on focus group discussions, which brought 19 

together MSM OWs (n = 14) and healthcare workers (n = 12). This approach facilitated documentation of the 20 

challenges associated with community-based outreach programs in Indonesia through a participatory focus group 21 

discussion between OWs and healthcare workers. Results: Findings are reported in relation to challenges 22 

experienced in the context of community outreach, and solutions to the challenges faced by OWs. It was found 23 

that awareness of a shared commitment to delivering HIV programs can facilitate good relationships between 24 

OWs and healthcare workers. Conclusion: Future efforts should consider the role of OWs within broader 25 

relationships, especially with healthcare workers, when developing community-based responses to HIV testing 26 

and treatment. Documenting the role of OWs can help contribute to an understanding of ways to adapt HIV 27 

programs to reduce barriers to access both for those identified as MSM and others who are ambiguously placed 28 

in relation to the programmatic use of such categories. 29 

Additional keywords: Stigma, discrimination, healthcare workers, online outreach, transgender 30 
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In Indonesia, men who have sex with men (MSM) face high rates of HIV infection and low rates of testing. This 31 

article documents community outreach programs for MSM in Indonesia based on focus group discussions held 32 

with peer outreach workers (OWs) together with healthcare workers. OWs described challenges and solutions in 33 

assisting their community to access HIV services in a context where stigma is one barrier. However, relationships 34 

between OWs and healthcare workers present useful insights for the development of community-based responses 35 

to HIV testing and treatment. Documenting the experiences of OWs helps understand ways to adapt existing HIV 36 

programs to reduce barriers to access and increase community participation. 37 

Introduction 38 

The potential contribution of groups most affected by the epidemic to HIV programs has long been 39 

recognised in global and regional policy settings.1 Recently, the role that communities can play in 40 

advocacy and contribution to HIV responses and service delivery has been reiterated in global policy,2 41 

as reflected in the 2016 Declaration to End AIDS issued by the United Nations, which committed to at 42 

least 30% of services being community-led by 2030.3 Although community engagement is framed as 43 

one indicator for monitoring the 2016 political declaration, ongoing patterns of criminalisation and 44 

marginalisation towards people affected by the epidemic generate diverse forms of stigma and 45 

discrimination, despite ample evidence of the benefits that community participation in HIV programs 46 

can play.2,4 47 

In Indonesia, 25.8% of new HIV infections occurred among men who have sex with men (MSM) in 48 

2017.5 MSM have been a focus in Indonesia’s HIV response, with outreach programs having existed 49 

both for them and other key populations for several years.6,7 This includes outreach programs that 50 

follow a peer-based model, in which outreach workers (OWs) are recruited from the community they 51 

seek to target. Peer-based outreach programs are a common strategy used for hard-to-reach 52 

populations, including MSM and transgender women, who may face additional barriers to accessing 53 

HIV services.8,9 Activities undertaken by OWs include the distribution of HIV-prevention packages 54 

and safe-sex information, and referring individuals to testing, counselling and treatment, often 55 

undertaken through existing community-based networks. Although falling outside of the commonly 56 

accepted scope of their role, OWs also assist individuals in navigating health care and commencement 57 

of treatment. 58 

Despite these efforts, the performance of outreach programs in Indonesia has been relatively low.10 59 

This evaluation of success is based on a measure of the number of people targeted for outreach and the 60 

number of people who are referred to testing services.11 By mid-2014, Indonesian HIV programs 61 

reported 115 077 MSM tested for HIV, ~11% of the estimated total population of MSM.12 Moreover, 62 

reported rates of testing among MSM have remained poor; according to one survey in 2013, only 24% 63 
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of MSM said that they had taken a HIV test in the past 12 months.13 Although such measures are based 64 

on quantitative targets, which inform funding mechanisms, it does suggest that increased knowledge 65 

about HIV has not resulted in better testing coverage for MSM in Indonesia.14 Investigation of the 66 

complexity of existing outreach programs is needed to both involve and expand community 67 

participation in HIV programs in Indonesia in order to improve outcomes. 68 

Despite the role of outreach programs in prevention efforts, the role of OWs in HIV programs 69 

remains less well understood. In Indonesia, one qualitative study in three Indonesian cities found that 70 

social support from community-based OWs played an important role in helping MSM to navigate 71 

healthcare systems.15 Another study found that, from the point of view of transgender women and 72 

MSM subjects of HIV prevention programs, OWs acted as a motivation for accessing HIV testing, care 73 

and treatment, along with the provision of easy-to-understand HIV information. The same study also 74 

described several possible limitations; including the perception that OWs could improve the 75 

appearance and delivery of HIV-related information so that it would be better tailored for specific 76 

groups within the community.10 Although experiences of the subjects of HIV prevention programs are 77 

relatively well understood, a recent scoping study did not list any published qualitative research that 78 

documents the role of OWs in delivering services related to HIV prevention and treatment.16 79 

In Indonesia, one barrier to the participation of MSM communities in the national HIV response are 80 

documented forms of stigma and discrimination.17 Although same-sex sexuality is not criminalised in 81 

Indonesia, vague and discriminatory laws at various levels are used in ways that make MSM, including 82 

peer-based OWs, vulnerable to prosecution and harassment.17,18 We also acknowledge that MSM is a 83 

category that – although commonly used by OWs in the field – may not always reflect the self-84 

identification or definition of those addressed by it.19 And although sympathetic to these critiques, 85 

among OWs and others encountered during our research, MSM (and its Indonesian translation) is used 86 

as one term for self-identification.6 Research focussed on MSM OWs can contribute to a better 87 

understanding of how stigma and discrimination are a barrier to community participation in national 88 

responses to HIV in Indonesia. Moreover, it can also help to understand how the categories used in 89 

HIV programs and attempts to maintain a clear distinction between them, such as that between MSM 90 

and transgender, can themselves become barriers to accessing testing and treatment. 91 

This article presents the results of a qualitative study based on a sample of peer OWs for MSM who 92 

work for one community-based organisation in Jakarta (n = 14). In order to better understand the 93 

experiences of OWs for MSM in Indonesia, we developed the following research questions to 94 

document the experiences of peer-based OWs in HIV programs: ‘What are the challenges faced by 95 

community-based OWs in the provision of HIV services in Jakarta?’; and ‘What solutions do OWs 96 
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develop in their work in the community, including partnerships with healthcare workers, to address 97 

these challenges?’. 98 

Our research objective was to record challenges faced by self-identified MSM community OWs, as 99 

well as the solutions that they presented to these challenges in the Indonesian context. Rather than 100 

seeing solutions as a specific type of end-goal, we were interested in how OWs seek to address the 101 

problems that arise in the course of their work, often reflecting significant innovation and reflexivity. 102 

This also helped to better understand the activities that OWs undertake beyond what is presumed at the 103 

policy level. We were particularly interested in understanding the challenges that OWs face as they 104 

navigate relationships with healthcare workers in a context where stigma and discrimination are 105 

commonly cited as barriers to access.20 In doing so, we aimed to understand how OWs worked as part 106 

of existing HIV testing and treatment efforts, and what knowledge they possess that may contribute to 107 

the development of improved community-based responses for MSM in Indonesia. 108 

Methods 109 

Design 110 

The research design for the project was ethnographic, a method of data collection and analysis often 111 

included as a component of studies that seek to understand social and cultural dimensions of HIV in 112 

Indonesia.21–24 Following ethnographic conventions, research design comprised the following steps: 113 

identification of interest in peer OWs for MSM; a preliminary investigation including interviews and 114 

an observational component; data collection; and the reporting of results.25 Ethnographic research 115 

allows for a degree of responsiveness to changes in the field.26 Based on preliminary research with 116 

OWs in a previous study, we observed that they commonly worked together with healthcare workers. 117 

We therefore decided on a participatory method of data collection through focus groups which brought 118 

OWs and healthcare workers together to work on a shared set of problems.27  We recorded their 119 

interactions in order to obtain an understanding of the ways that they undertake their respective roles, 120 

often in a collaborative manner. 121 

The participants in the study were identified through purposive sampling.28 Based on an existing 122 

relationship, the researchers contacted one community-led MSM outreach organisation in Jakarta to 123 

describe the project and to invite the recruitment of 14 OWs into the study. The director of the 124 

organisation then made formal contact with local health clinics with whom they had a working 125 

relationship to recruit 12 healthcare workers to voluntarily participate in focus group discussions 126 

together with OWs. All of those currently undertaking either of the two professions, aged ≥18 years 127 

and able to give informed consent were eligible to participate. 128 
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Data collection 129 

This article is predicated on data collected from four focus group discussions moderated by an 130 

experienced Indonesian facilitator and overseen by PI Hegarty, an anthropologist. The use of focus 131 

group discussions as part of an ethnographic approach, entailing long-term relationships and 132 

observations, allowed us to explore how participants co-created narrative understandings of their own 133 

and others’ experiences.29 Focus group discussions also enabled observation of verbal and non-verbal 134 

interactions between different participants, including points of disagreement or contention.30 We 135 

brought OWs and healthcare workers together as a group so that they could both share their views, as 136 

well as to understand how they would interact together.31,32 We were also interested in tensions and 137 

contestations over authority between the two groups. 138 

Based on an approach adapted from human-centred design, the research team developed focus 139 

group discussion guides based on participatory problem-solving exercises with input from the local 140 

facilitator.27,33 Focus group discussions were semi-structured and broken up into three distinct sessions. 141 

First, we asked participants to identify challenges experienced in outreach together, guided by the 142 

following themes: (1) at the community level; (2) at the healthcare clinic (either during testing or 143 

access to medication); and (3) within broader society and policy settings. We also asked participants to 144 

further drill down on challenges according to: (1) digital spaces; (2) physical spaces; and (3) the clinic. 145 

Second, in groups separated according to roles, participants responded to this list of challenges to 146 

outreach work, and recorded responses and prospective solutions. Third, we discussed all challenges 147 

and responses during a final discussion of shared challenges and solutions identified, inviting 148 

participants to reflect on points of continuity or difference discovered in the process. 149 

Analysis 150 

The focus group data were recorded and transcribed in Indonesian. Analysis of transcripts drew on a 151 

grounded theory approach as a means to provide guidance on the data,34 followed by a thematic 152 

analysis. The team focussed on comments related to a speci!c question or comments that provided a 153 

detailed example of the challenges faced by OWs. Team members reviewed the Indonesian transcripts, 154 

examined the most frequent and outstanding comments related to the research questions and coded 155 

transcripts for themes.35 Similar themes were grouped together using a ‘cut-and-paste’ technique.36 156 

Findings presented in this article highlight the themes related to the challenges faced by OWs in the 157 

context of their work and the strategies that they use to overcome them. 158 
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Ethics 159 

Ethics approval for the study was granted by the University of Melbourne (1852983.1) and Atma 160 

Jaya University (0671/III/LPPM-PM.10.05/06/2019) Human Research Ethics Committees. Using a 161 

participant information sheet and a consent form, translated into Indonesian, each participant 162 

consented to voluntary participation in the meeting and use of the data. Participants were provided 163 

with information about avenues for local counselling support. All identifying information of 164 

organisations and individuals is removed from this article, and pseudonyms are allocated to each 165 

response to ensure confidentiality. Participants were offered IDR 125 000 per day over 2 days for their 166 

time (approximately AUD12), an amount selected on the basis of average costs of return transport to 167 

the focus group venue and compensation for time spent outside of work. 168 

Results 169 

Challenges faced when conducting HIV outreach for MSM 170 

Declining public ‘hotspots’ 171 

Outreach workers described the difficulty of locating MSM, given declining physical ‘hotspots,’ the 172 

public settings where MSM frequently congregate. OWs identified that some MSM would actively 173 

avoid OWs in public settings, even when they shared a common community or understanding of self-174 

identification. The reasons for this were due to a range of social and cultural factors. OWs described 175 

how they had observed a decline in the number and density of hotspots in the past few years. They 176 

identified several reasons, including fear of increased discrimination towards MSM in public and an 177 

increasing use of online applications to find partners for sex. 178 

‘In the past, we used to gather together, and usually we’d be visible because we’d gather in one 179 

location in a mall for instance, we’d often see that. And you could break it down, because you’d 180 

be able to identify MSM of different ages. But now it is different, these places are very empty.’ 181 

(OW 1) 182 

Outreach workers described that the fear of criminalisation had affected community engagement at 183 

hotspots. OWs speculated that this had led to an increase in the perception of stigma from the general 184 

public towards the MSM community. This was accompanied by a fear among MSM of police raids on 185 

existing hotspots. OWs described that this decrease in physical locations where MSM gather made 186 

outreach activities more difficult. 187 

‘For MSM, the hotspots have been affected by recent ‘LGBT issues’ developing in Indonesia. The 188 

term MSM has itself become a stigmatising term. The hotspots that used to be available for preventing 189 
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HIV in the past no longer exist. The places where the community used to hang out are difficult. So, it 190 

was better in the past. It was better in the past for us OWs as well.’ (OW 2) 191 

In some cases, OWs described an increased difficulty in accessing commercial venues, such as 192 

nightclubs and malls. They described how the management of venues were increasingly reluctant to 193 

provide permission for OWs to enter to distribute information or provide voluntary counselling and 194 

testing together with local healthcare workers. 195 

‘What I would like to emphasise is the permission that we need [to enter hotspots]. We had a 196 

hotspot in the city, the name is [nightclub name]. It is exclusively visited by the MSM community. 197 

It has become difficult for us to undertake mobile voluntary counselling and testing (VCT) there. 198 

We needed to have a contact on the inside, who works in the club. We were able to enter, but 199 

approaching the owner of the nightclub was very difficult. A few times we requested through the 200 

recommendation of the Department of Tourism, to create a way for us to conduct the VCT. And 201 

we encountered a lot of [HIV] cases there in the community. And there’s another one, [nightclub 202 

name] which required a lot of effort to get into as well. And again, at those two locations it has 203 

become even more difficult yet. Maybe the permission has become difficult to obtain because 204 

other locations are closing. Or maybe it is the government, or some politics from the outside, 205 

which means that in the end those locations overlook the threat [of HIV] to the community.’ (OW 206 

3) 207 

Difficulties in discussing HIV during outreach 208 

Outreach workers described that MSM were rarely interested in learning about HIV through 209 

biomedical or behavioural forms of scientific expertise. OWs shared stories about the difficulties of 210 

their task in a context where discrimination towards MSM intersected with that experienced by people 211 

living with HIV. As a result, OWs expressed how they struggled to correct what they understood as 212 

misconceptions about HIV within the community. 213 

‘If we look outside of the context of [inner city suburb]. The clients there are very much part of 214 

the community. But they don’t want to consider HIV at all. So even confirming whether they are 215 

well or unwell, it is difficult. In their mind HIV and AIDS is the same. But of course, these are 216 

different things.’ (OW 4) 217 

Outreach workers also explained their frustration in conducting outreach work when the community 218 

seemed so reluctant to engage with them in terms of what they framed as ‘accurate knowledge’. They 219 

framed this perceived accuracy in terms of its scientific validity. How and in what ways OWs dealt 220 

with what they understood as a proliferation of incorrect knowledge among the community, and a lack 221 
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of willingness to engage with them, emerged as key topics of concern. Referring to drastic measures, 222 

one participant sought to convey the risk of HIV to the community; he described deploying what he 223 

called forms of ‘shock therapy’ as one necessary tactic. This strategy referred to describing the effects 224 

of an untreated HIV diagnosis in a deliberately confronting way.  225 

‘Because there are actually MSM community members who are young and difficult [to conduct 226 

outreach for]. Sometimes they won’t even accept more subtle information, even if we express our 227 

frustration. So we sometimes say harsh things, like, ‘It’s like this, do you want to die? If you want 228 

to die, we’ll just bury you. Think of your family.’ It’s a form of shock therapy. We cannot only 229 

provide information in a gentle way, but we sometimes need to give them more gruesome 230 

information about HIV.’ (OW 5) 231 

Solutions to challenges in the provision of outreach 232 

Providing online outreach 233 

In light of declining physical hotpots, OWs persistently attempted to get in direct contact with 234 

members of the community. They most often described using online methods for educating the 235 

community about HIV. OWs described online outreach as a necessary but time-consuming task of 236 

which the success was difficult to measure. In each focus group discussion, OWs shared approaches 237 

that worked and those which did not for outreach activities towards MSM on social media. 238 

‘I don’t just message MSM on Whatsapp once a day, you see. I do it two times a day or more. I 239 

will follow up once, twice, and again and again right up until I am blocked, which happens often. 240 

Even then I will still try to contact the person.’ (OW 6) 241 

Another OW similarly described their challenge in terms of a disconnect between their task of 242 

providing information about HIV and lack of interest from the intended audience. This challenge 243 

remained the case whether outreach was undertaken in physical hotpots or through online applications. 244 

One solution engaged by OWs in online contexts was to combine information about HIV with 245 

attractive images – including those of attractive bodies – which solicited a more enthusiastic response. 246 

‘Providing information is very difficult. Take the example of providing information about HIV on 247 

Facebook. It is rare that anyone likes it, or comments on it. It is quiet online. But if we post 248 

something, like our bodies, our faces, or something like that. We will get lots of response, a flood 249 

of responses to our Facebook message inbox.’ (OW 7) 250 
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Assisting MSM to navigate stigma 251 

Outreach workers frequently went beyond their commonly understood activities, playing diverse 252 

roles in helping MSM to access HIV testing and treatment. This did not only include practical matters, 253 

such as attending appointments and taking medication, but included assisting MSM to navigate the 254 

barriers associated with experiences of stigma. OWs described taking a pragmatic approach to help 255 

clients to avoid forms of stigma as they navigated testing and treatment. 256 

Outreach workers responded to forms of stigma with strategies that reflected an understanding that 257 

stigma emerged from an individual’s inappropriate appearances in a given setting, which commonly 258 

reflected their gender or sexual identity. Common strategies described included encouraging MSM to 259 

‘fit in’ with their surroundings where their appearances attracted unwanted attention. This was 260 

particularly relevant to individuals whom OWs identified as ‘transgender’ on the basis of gender 261 

presentation, but who self-identified as MSM. This distinction was one that outreach workers reflected 262 

upon as key to experiences of stigma in the clinic. One OW recalled an encounter with an MSM who 263 

regularly wore women’s makeup. 264 

‘I have an experience of bringing one MSM to take a test. This person is actually an MSM but 265 

they are more comfortable wearing makeup. But they don’t have long hair or wear a wig. And I 266 

asked, ‘Are you a transgender woman or an MSM?’ They answered, ‘I am an MSM.’ It was like 267 

that.’ (OW 8) 268 

This outreach worker provided an account of how they had counselled the MSM to try to adjust 269 

their appearances. 270 

‘So I tried to explain before they went into the clinic, so that they could avoid stigma. ‘Next time, 271 

you’ll have to encounter other community members here. If you can, I suggest that you don’t 272 

dress like that.’ They responded, ‘I’m comfortable like this.’ I answered that this is no problem, if 273 

it has happened on this day, it is OK.’ (OW 8) 274 

As a result, this person subsequently adjusted their presentation to better align with the expected 275 

norm of what an MSM ‘looks like’ or appears when accessing HIV services (i.e., a normative 276 

masculine gender presentation). Rather than offer this as a success story, however, this outreach 277 

worker articulated that this experience resulted in substantial discomfort. 278 

Outreach workers also suggested that there could be a significant difference in the accepted range of 279 

gender presentation among clients according to the clinic and even time of day. In the case of clients 280 

who had a more feminine gender presentation, they accompanied them to clinics which were more 281 
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familiar with diverse gender expressions, or during quieter times of the day. This latter effort meant 282 

that they attracted less attention from other patients when navigating the clinic. 283 

‘Sometimes I offer a solution like this. There are clinics that are quieter, or are used to diverse 284 

gender expressions. So I say, what if we go to Monday [to clinic A] without us having to have an 285 

audience? Or, although another clinic is further away, because there are many transgender 286 

women there you won’t face the stigma that you would [at clinic A]. So there are some possible 287 

solutions.’ (OW 9) 288 

In both cases, a demand to fit in was shaped by imagined social and cultural norms related to gender 289 

presentation and class, as well as invoked understandings that reflected a degree of permeability or 290 

ambiguity between the categories for MSM and transgender in particular.6,37 It appears that the burden 291 

of ‘reducing stigma’ is widely understood to be borne by individual clients themselves, with OWs 292 

playing a role in disciplining the appearances of their MSM and transgender clients to attain standards 293 

of dress and presentation imagined as fitting both with those categories, as well as with the 294 

expectations of other patients and staff in clinics. Insisting on a particular gender presentation to avoid 295 

attention in the clinic may suggest that OWs can, in certain cases, participate in what could be 296 

conceptualised as structural forms of stigma. Yet, although this speaks to the need to improve 297 

Indonesian clinics so that they are more accommodating to MSM and transgender clients, it also 298 

suggests a need to better understood these more structural sources of stigma, including those that are 299 

produced by HIV policy and programs themselves. 300 

Discussion 301 

This study examined the experiences of community-based OWs for MSM and healthcare workers in 302 

urban Indonesia. There are several limitations to this study. In particular, although we collected data 303 

from OWs and healthcare workers, we have only included data from OWs here, given the focus of this 304 

paper on the role of the community in HIV programs. A focus on the experiences of healthcare 305 

workers in working with OWs would offer further insights into community participation in HIV 306 

programs. Moreover, all participants were recruited through one organisation in Jakarta. The fact that 307 

these OWs and healthcare workers have a good working relationship may not be representative of the 308 

situation in Indonesia more broadly. Lastly, despite the fact that MSM and transgender are understood 309 

to be made up of distinct communities with different needs, in certain cases, there appears to be an 310 

overlap or ambiguity in affiliation. A focus on transgender peer-based OWs would add further 311 

complexity and nuance to this account. Despite these limitations, to our knowledge, this is the first 312 

qualitative study to record the experiences of MSM peer-based OWs in Indonesia. This enhances 313 

understandings of community-based approaches to HIV programs. It thus helps to understand the 314 
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shifting roles played by OWs and provide directions for ways to improve the community HIV response 315 

in Indonesia. 316 

Our study highlights that Indonesia is a challenging place to undertake peer-based HIV outreach 317 

activities for MSM. Nevertheless, OWs described positive engagements with healthcare workers as 318 

one way that outreach work did not stand alone from, but within a broader system aimed at providing 319 

HIV care. Our findings build on other research findings that document factors influencing access to 320 

HIV care among MSM, attending to the role that OWs play in Indonesia’s HIV response.10,15 It 321 

suggests the possibility not only for partnerships between healthcare workers and the community, but 322 

also for a crossover in personnel. It suggests that the MSM community is capable of participating in 323 

the Indonesian HIV response in more diverse capacities than only in the roles commonly associated 324 

with OWs. 325 

In this respect, this study contributes to an international literature that shows the need for expanding 326 

a commitment to community-based responses to HIV.4,38 In doing so, it builds on a number of studies 327 

undertaken in several Asian contexts that illustrate the need for recognising the centrality of 328 

community responses to HIV.39,40 This includes advocacy and an expanded role of the MSM 329 

community in defining HIV policy.3 This also includes the role the community can play in the training 330 

of healthcare workers.41,42 One of the biggest challenges in effective engagement with HIV care among 331 

MSM is a shortage of evidence about the role that they currently play in the HIV response; including 332 

as OWs, community advocates and healthcare providers.38 The findings of this study address a gap in 333 

research in Indonesia on issues pertaining to structural and cultural barriers that affect access to HIV 334 

care for MSM. 335 

Our research presents several avenues for future research to increase the evidence base for 336 

understanding the role of the MSM community in HIV programs in Indonesia. There is a need to 337 

document the changing role of OWs, including the strategies that they draw on to provide HIV care. 338 

This is important given increasing calls at the international policy level for the community to adopt 339 

new forms of treatment and prevention, particularly through HIV self-testing.43 Recent qualitative 340 

evidence focussed on MSM in Indonesia suggests that stigma from healthcare workers makes self-341 

testing an attractive option.20 However, our study, in bringing together the views of OWs in interaction 342 

with healthcare workers, suggests that stigma is not only experienced at the individual level but is 343 

produced through policies and programs. This extends to both the categorisation of individuals as 344 

‘MSM’ and the kinds of individuals who are imagined to ‘fit in’ in clinics.  345 

The efforts described by participants to limit the effects of stigma through attending to individual’s 346 

appearances suggests the importance of considering the social and structural sources of stigma that are 347 
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experienced by MSM and transgender communities. For example, the efforts of OWs to assist MSM to 348 

avoid stigma reflect one way that the programmatic use of the category MSM can operate as a barrier 349 

in the provision of HIV testing and treatment. Efforts to expand community involvement in HIV policy 350 

making, including proposals for self-testing, should also consider the ways that stigma has been shaped 351 

by structural concerns of access and policy rather than factors related to the beliefs of individual 352 

healthcare workers. 353 

Conclusion 354 

Our study highlights the important role that OWs play in developing community responses to HIV. 355 

To date, there are very few qualitative studies that document the experiences of OWs in existing HIV 356 

programs. This existing role, and the fact that OWs undertake community engagement in a setting 357 

where those identified as MSM experience stigma, makes this an important area for further research. In 358 

particular, the role that OWs play in building relationships between healthcare workers and the MSM 359 

community could provide methods to improve the quality of outreach programs. OWs are also well 360 

placed to assist HIV programs to consider incorporating understandings of gender and sexual cultures 361 

within the community when considering community-based HIV programs. Drawing on their 362 

experience helps to consider how cultures of HIV prevention, and categorical distinctions used therein, 363 

can themselves become structural sources of stigma and barriers to accessing care. Thus, this study 364 

presents a starting point to better understand how, through funded outreach programs for MSM, the 365 

community is actively contributing to national HIV programs and the barriers that they face in doing 366 

so. 367 
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