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prevention STIs and 
HIV/AIDS.

Another pressing 
problem is sexual vio-
lence in post-conflict 
settings, as sexual 
violence reporting 
during flight, dis-
placement, and the 
repatriation phases of 
forced migration has 
increased. In addi-
tion, the healthcare 
system for Ugan-
dan refugees can be 
homophobic and 
transphobic, leading 
to overt and imme-
diate discrimina-
tion when seeking 
medical aid. In fact, 
transgender women 
were often “targeted 
with forcible repara-
tive counseling sessions” because a portion of “mainstream” 
healthcare providers could not accept transgender patients’ 
violations of heteronormative gender binaries that defined 
masculinity through male bodies and feminimity through 
female bodies.7 Overall, the stigma of being LGBT and the 
discrimination that stems from it negatively impacts the qual-
ity of treatment as well as the possibility of treatment itself in 
sub-Saharan Africa.

HEALTH DISPARITIES AMONG MSM

In the entirety of sub-Saharan Africa, the prevalance of HIV 
among MSM is four times that among heterosexual men.6 

The reasons for this disparity are similar to those experienced 
by the general LGBT population, but an analysis of the expe-
riences of MSM populations reveals crucial nuances. 

For one, in Soweto, South Africa the HIV prevalence  
among self-identified gay men (33.9%) is three times greater 
than that of bisexual (6.4%) and straight-identifying MSM 
(10.6%), which are comparable to the national 11.7% HIV 
prevalence identified in 2005. The disproportionate preva-
lence of self-identifying gay men among MSM emphasizes 
health disparities within a group already facing worse health 
outcomes than the national population, pointing to insuffi-
cient support for gay men as a possible result of stigma.8 

A 2013 study in Swaziland found that violence was also 
a common threat to MSM. One participant noted that some 
MSM are “killed for being gay, others are assaulted and others 
are chased way from home and disowned.”9 With the strict 
and criminalized nature of same-sex behavior in Swaziland, 
many MSM were hesitant to report incidents of violence or 
discrimination to authorities. In fact, many reported a com-
plete lack of police protection because of their sexual identity. 

In Swaziland, being HIV-positive and gay, or being a 
MSM, is heavily stigmatized. This could lead to feelings of 

especially Black Africans, who do not fit into heteronorma-
tive social norms are “rendered invisible and unintelligible 
to policy makers, health workers, and communities.”4 This 
inhospitable and dangerous anti-LGBT climate influences the 
lived experiences of the LGBT community and has both indi-
rect and direct impacts on one’s health. (Note that this paper 
mainly refers to sexual minorities as MSM or WSW due to 
the nature of existing literature about LGBT health in sub-
Saharan Africa; sexual behavior does not dictate sexuality, but 
LGBT in this article refers to MSM and WSW.) 

COMMON HEALTHCARE BARRIERS

When investigating the experiences of homosexual indi-
viduals in Swaziland, research finds that discrimina-

tion and exclusion are large barriers to health. Many partners 
are reluctant to seek care together and to disclose their sexual 
behaviors even if the opportunity arises. The assumption that 
everyone has heterosexual relationships does not allow pro-
viders to give the best treatment to all of their patients.5 

In addition, the dis-
crimination against sexual 
minorities can lead to accu-
sations of being cursed by 
witchcraft, which assumes 
that their “conditions” are a 
result of the occult and can 
even bring a curse upon the 
family or make one deserv-
ing of divine retribution. 
The health outcomes of 
LGBT individuals can be 
seen as deserving because 
of their “bad behavior,” and 
once a patient discloses 
their sexual orientation or 

behaviors to healthcare providers, what was once care turns 
into morbid fascination — “ misconceptions, limited expe-
rience, and lack of information about key populations drive 
fear and prejudice.”6 

These issues are exacerbated among LGBT sex work-
ers in Uganda’s post-conflict settings. The response to HIV/
AIDS in displacement and post-conflict settings conform to 
and perpetuate patriarchal, hegemonically masculine, hetero-
sexist, and heteronormative social orders. If sexual practices 
and attitudes do not follow the dominiant heterosexual nar-
rative, they are “silenced and invisibilized within structures 
of programming, policies and service delivery.”7 Moreover, 
sex workers and LGBT individuals are denied access to ade-
quate healthcare services that are crucial to the treatment and 
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G IVEN THAT SOCIETY AND SOCIAL NORMS  
dictate overall well-being, disease diagnosis, and 
treatment, an understanding of the social and politi-

cal climate in sub-Saharan Africa is crucial to understand-
ing the health disparities that LGBT individuals living in this 
region face. In a paper analyzing the impact of heteronorma-
tivity on the health of sexual and gender minorities in sub-
Saharan Africa, author Andy Seale speaks to how dominant 
heteronormative thinking leaves queer folks out of the narra-
tive.1 By acknowledging how heteronormativity has shaped 
and continues to shape society, countries can build more 
effective strategies to “address harmful social norms that 
drive HIV infection” and encourage collaboration between 
groups focusing on women, girls, men who have sex with 
men (MSM), and women who have sex with women (WSW).1

ANTI-LGBT POLICIES

This heteronormativity is perpetuated by the fact that 
same-sex practices are outlawed in 38 sub-Saharan 

countries. Although same-
sex practices have existed 
since before European 
colonization, the World 
Health Organization cre-
ated an upraor in the 
1990s when it declassified 
homosexuality as a dis-
ease. In response, discrim-
inatory constitutions and 
laws were introduced. For 
example, in Uganda, Tan-
zania, and Sierra Leone, 
offenders can receive life 
imprisonment for homo-
sexual acts. In Sudan, 
southern Somalia, Somaliland, Mauritania, and northern 
Nigeria, homosexuality is punishable by death. Not only 
was the LGBT community targeted legally, they were also 
the victims of social backlash through which “physical and 
sexual violence at the hands of the general public and even 
the police” became more pervasive.”2 In particular, Nigeria 
has enacted legislation that makes it illegal for heterosexual 
family members, allies, and friends of the LGBT community 
to be supportive, making it even more difficult for LGBT 
folks to come out and have a healthy support system. Even 
in South Africa, which is considered the most liberal country 
in sub-Saharan Africa, public displays of gay affection are not 
encouraged because they are a potential threat to one’s safety. 

Nonetheless, Dr. Gemma Oberth and colleagues argue 
that anti-LGBT legislation does not accurately represent the 
de facto culture of tolerance, even indifference, to sexual and 
gender minorities in sub-Saharan Africa.3 However, Africans, 
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self-stigma and shame, with one participant revealing that 
“‘to be like this to me seems like I was created for nothing 
on earth… because there is nobody who is happy about me 
at home and at school.’”9 Receiving an HIV-positive diagno-
sis can also be emotionally damaging; some patients reported 
feelings of depression and anger that eventually led to suicide 
for some participants. Drinking alcohol was also a reported 
coping mechanism, but many participants said that they 
began to cope with living with HIV over time.

In South Africa as a whole, HIV prevalence among MSM 
is estimated to be 26.8%.4 Although rates vary geographically, 
the prevalence in highly populated cities such as Johannes-
burg, Cape Town, and Durban has risen by more than 10% 
since 2008. One large reason is lack of education surround-
ing sexual and reproductive health, especially for sexual and 
gender minorities. A participant noted that many people “do 
not believe that when you have sex with your fellow man you 
can contract infections. They think that amongst men you 
cannot infect one another. They think that you can get infec-
tion only if you have sex with a woman.”4 Misconceptions sur-
rounding non-heterosexual sexual behaviors leads to unsafe 
sex practices and fewer men getting tested for STIs or HIV, 
both of which contribute to the higher HIV prevalence rate 
among MSM. MSM also speak to how presenting for rectal 
STIs makes one vulnerable during treatment, as rectal STIs 
are evidence that “men had engaged in a particular taboo sex-
ual behavior and confirmed popular stereotypes of MSM as 
promiscuous vectors of disease.”10 

Stigma, violence, and misconceptions surrounding the 
spread of HIV and STIs help to explain why MSM in sub-
Saharan Africa have health outcomes that are striking in com-
parison to those of the national population in their specific 
countries, but also speak to the need for better support in the 
healthcare system.
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“There is a large stigma in 
healthcare ... [A study in Lesotho 

found that] disclosing one’s 
sexuality to healthcare workers 
was associated with 8.5 greater 

odds of losing employment and 2.5 
higher odds of being harassed.”
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HEALTH DISPARITIES AMONG WSW

Stigma and violence also play a large role in exacerbating 
and creating health disparities among WSW. 
A study researching the experiences of 250 WSW in Leso-

tho found that 74% of participants experience at least one 
form of sexual stigma, with the most common forms being 
verbal or physical harassment (52%) and blackmail (29%). 
Thirty-one women of the 9% who reported that they had 
been raped (note that 23% of participants did not answer 
questions about rape) believed that their sexual orientation 
was the reason that there 
were raped. The same 
study found that there is 
a large stigma in health-
care, with 22.4% of WSW 
reporting that they were 
afraid to seek health-
care services due to their 
sexuality. One-quarter 
of participants felt that 
healthcare workers would 
not have the ability to address their healthcare needs, and the 
same fraction of participants had heard healthcare workers 
gossiping about them. Disclosing one’s sexuality to healthcare 
workers was associated with 8.5 times greater odds of losing 
employment and 2.5 higher odds of being harassed. The study 
also found that participants 
who had been blackmailed 
in the past were five times 
as likely to report an STI 
diagnosis, and those who 
had been denied healthcare 
due to their sexual orienta-
tion were eight times more 
likely to report an STI.2 
However, this stigma is not 
unique to the healthcare 
system. Many participants 
reported alienation from 
families and communities, 
and some were even chased 
out of toilets and forced to 
leave the house. 

Additionally, when 
compared to heterosexual 
women, Kenyan WSW 
are at a higher risk for developing post-abortion complica-
tions, including mortality and morbidity, as a consequence of 
widespread unsafe abortion. There is strong evidence that the 
majority of induced abortions in Kenya, which occurs at an 
estimated rate of 48 per 1000 women of reproductive age, are 
unsafe. One out of seven WSW reported having an abortion 
and one out of three reported having had at least one STI. 
Similarly, Kenyan WSW may be at a higher risk of contracting 
HIV than the general population. The sample size of the study 
had a higher HIV prevalence (7.5%) than the national aver-
age for women (6.9%). The study also noted that “among per-
sons aged 15-49, from 2007 to 2012, HIV prevalence among 

women in Kenya declined significantly (8.5% vs. 6.2%).”11 It is 
clear that Kenyan WSW could be a high risk group for HIV, 
as well as STIs in general. Thus, it is crucial that stakeholders 
domestically and internationally acknowledge WSW’s sexual 
and reproductive health in programs and policies. 

A qualitative study with twenty-four self-identified les-
bian women living with HIV in Namibia, South Africa, and 
Zimbabwe found that specific barriers to healthcare services 
include misconceptions that lesbians were safe from HIV and 
poor access to physical safe sex barriers like dental dams, fin-

ger condoms, and gloves. 
Sexual violence was also 
an extremely significant 
issue, with one in three 
participants reporting 
being raped.12 

There is also a perva-
sive assumption among 
stakeholders, namely 
researchers, policy mak-
ers, and the general 

public that sexual identity and sexual behavior are directly 
intertwined, but this is not the case for lesbian women in 
the Lesotho South African region. Their identities as lesbian 
women “may not preclude previous, current, or future sexual 
relationships with men.”13 The study indicates that almost half 

of WSW had a boyfriend 
or husband. The majority 
of lesbians surveyed also 
mentioned male relation-
ships and sexual violence as 
reasons for their HIV-pos-
itive statues; 38% reported 
getting HIV from previous 
male partners and one-
third reported becoming 
HIV-positive as result of 
rape.13

Sexual violence and 
stigma are not the only rea-
sons for the prevalence of 
HIV among WSW. Knowl-
edge about safe sex and 
general sexual and repro-
ductive health is low due to 
insufficient targeted edu-

cation for these groups through NGO or government cam-
paigns. Of the WSW in Lesotho who were mentioned previ-
ously, 74% were taught HIV/STI prevention for sex with men, 
but only 38% received information about HIV/STI preven-
tion for sex with other women. 

As with MSM, WSW in the region had higher HIV-
prevalence, experienced violence and even rape for being 
queer, and faced stigma from their peers and the systems they 
sought help from. Efforts to reduce sexual violence and edu-
cate the public about HIV/STIs are steps that can help address 
the gap between the health of WSW and women in hetero-
sexual relationships.

References for this article can be found at 
TuftScope.squarespace.com

HEALTH DISPARITIES AMONG TRANS INDIVIDUALS

There is currently extremely minimal literature on the 
health outcomes of transgender individuals in sub-

Saharan Africa. Literature on how extremely heteronorma-
tive ideals affect the transgender community exists, but given 
the lack of research on LGB health in sub-Sharan Africa as a 
whole, there is even less concerning transgender individuals. 
Researchers in the field acknowledge this, saying “there is a 
lack of research on transgender populations in Africa, and at 
present, there is almost no data available on HIV prevalence 
and risk among transgender people on the continent.”14

HEALTH DISPARITIES AMONG LGBT ADOLESCENTS

LGBT adolescents in sub-Saharan Africa face unique bar-
riers. Double-marginalization prevents adolescents from 

seeking sexual and reproductive health prevention, treatment, 
and care. They experience barriers “accessing LGBT organi-
zations, who fear being painted as ‘homosexuality recruiters,’ 
whilst they are simultaneously excluded from heteronorma-
tive adolescent sexual and reproductive health services.”15 
These barriers to services can likewise be attributed to both 
the “real and perceived criminalization of consensual sexual 
behaviors between partners of the same sex/gender, regard-
less of their age.”15

INTERVENTIONS

There is a strong need for improved interventions focusing 
on LGBT individuals in sub-Saharan Africa. For example, 

the research analyzing the health of WSW in Lesotho suggests 
that employment protection should be a key element of HIV 
prevention.2 A study conducted by the Lund University of 

“It is clear that improving the 
health outcomes of the LGBT 

population in sub-Saharan Africa 
will require not only a change 

in policy, government, and 
healthcare systems, but also a shift 
in how they are perceived by their 

community and stigmatized by 
healthcare workers.”

Sweden proposes the SPEND model for MSM whose rights 
are compromised and live in a region where MSM are heavily 
stigmatized and marginalized. SPEND stands for Safe treat-
ment for STIs, Pharmacy sites for treatments where “pharma-
cies and drug stores are sources of medical advice and treat-
ment,” Education in sexual health for health professionals to 
decrease discrimination, Navigation for patients with HIV 
who have rejected or discriminated against in the healthcare 
system, and Discrimination reduction by educating potential 
leaders about human sexuality.16 A previous study analyzing 
MSM’s experiences with healthcare workers in South African 
township communities recommends training to increase the 
awareness of healthcare workers to sexual health challenges 
that MSM face. They need to build skills that “encourage 
and enable them to offer non-stigmatizing sexual health and 
HIV services to gender non-conforming MSM” and increase 
awareness that sexual behavior is not directly tied to one’s 
sexual identity.10 

It is clear that improving the health outcomes of the 
LGBT population in sub-Saharan Africa will require not only 
a change in policy, government, and healthcare systems, but 
also a shift in how they are perceived by their community and 
stigmatized by healthcare workers. More research is neces-
sary, especially on the health outcomes of and barriers faced 
by transgender individuals in sub-Saharan Africa. However, 
more research on the health of LGBT folks in sub-Saharan 
Africa is needed as well.
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“There is currently extremely 
minimal literature on the health 

outcomes of transgender individuals 
in sub-Saharan Africa.”


