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Abbreviation

Description

ART

Antiretroviral Therapy

CAGs Community Advisory Groups

DHIS District Health Information System

EJAF Elton John AIDS Foundation

FGD Focus Group Discussion

IQR Interquartile Range

Kl Key Informant Interviews

KPI Key Performance Indicator

MSM Men who have sex with men

MSMC Men who engage in Chemsex

NGO Non-Governmental Organisation

ouT OUT LGBT Well-being

Q Quarter (Refers to the quarters of the program implementation
(e.g., Q1 = January—March 2024)

STI Sexually Transmitted Infection

VL Viral load




The Elton John AIDS Foundation (EJAF) funded Chemsex Program was designed and
implemented by OUT LGBT Well-being (OUT) from January 2024 to March 2025. The EJAF
chemsex program aimed to improve antiretroviral therapy (ART) retention, amongst men
who have sex with men who engage in chemsex (MSMC) in Soweto, Orange Farm, and
Johannesburg Inner City, Gauteng, South Africa.

The end-of-term evaluation focused on two of the five levels of the socio-ecological model:
individual-level (Outcome 1) and social network-level (Outcome 2) outcomes. Through its

layered service model, the program addressed complex factors related to HIV adherence,
mental health conditions, harmful substance use, and social exclusion.

A total of 127 MSMC were enrolled in the EJAF chemsex program, 88 were newly recruited
by the program (New cohort) and 39 were enrolled from a previous OUT program (Old
Cohort).The program provided individualised treatment plans supported by psycho-social
care, peer-led engagement, family and community involvement, and clinical care. Services
were delivered at both facility and community levels, including outreach to eight (8) chemsex
houses.

Seventy nine MSMC were enrolled in the previous OUT program, which realised a retention
in HIV care rate of 42%. The EJAF chemsex project enrolled an additional 88 MSMC, with
an overall retention in HIV care rate of 83% for the 127 total clients at the end of March
2025. In addition, 88% of the 127 clients in the EJAF program were virally suppressed.

A structured 10-domain intake tool allowed social workers to tailor respond to each client’s
evolving circumstances. Of the 81 MSMC in the EJAF chemsex program with data matched
both in the baseline and follow-up data, significant improvements were noted in mental
health indicators for rates. For these MSMC anxiety, depression, psychosis symptoms, and
suicidal ideation all declined. Harmful drug use dropped from 79.4% to 57.4% (p<0.001),
while harmful alcohol use remained largely unchanged. Significant differences in the
intensity of harmful alcohol use were observed, despite the rate staying largely the same.
The program included regular social work sessions, peer support, and access to affirming
spaces such as Community Advisory Groups (CAGS).

The program’s community-rooted approach provided programming that was experienced as
culturally appropriate and responsive to the MSMC specific needs. Services were
decentralised and delivered in chemsex venues in partnership with gatekeepers.

During the focus group discussion (FGD), the participants consistently reported that the
combination of peer support, individualised care, and safe community spaces were
transformative. The program offered an integrated support system addressing mental,
physical, and social health and well-being.

The EJAF Chemsex Program presents a scalable and evidence-based model aimed at
improving ART retention among MSMC in South Africa.



Chemsex refers to the intentional use of psycho-active substances within a sexual context,
that is primarily among men who have sex with men (MSM) (Khatmi 2025, Fusetti 2025).
Although the specific substances differ for different contexts, the drugs that are most
frequently used during chemsex include methamphetamine, mephedrone and GHB.
Cocaine, ketamine, and other stimulants are also reported in some contexts (Mundy 2025,
Fusetti 2025). Chemsex occurs typically during extended sexual encounters that often
involve multiple partners. It is further driven by the desire to enhance intimacy, pleasure,
endurance, and disinhibition (Capodieci 2025).

Relevance and Significance of Chemsex
e Public Health Implications

Chemsex has been linked with increased risks of exposure to human immunodeficiency
virus (HIV) and other sexually transmitted infections (STIs) such as, syphilis, hepatitis C, and
gonorrhoea. This is mostly due to unsafe sexual behaviours such as condomless sex,
multiple sexual partners, and extended sexual sessions (Fusetti 2025).

e Mental Health and Psychosocial Risk

Studies also highlight mental health vulnerabilities such as depression, anxiety, emotional
dysregulation, and psychotic symptoms and suicidal ideation amongst MSMC (Capodieci
2025). Experiences of internalised stigma, shame, and minority stress contribute to the
vulnerability of this group, especially among racial or ethnic minority MSM (Ghobrial A 2025).

e Socio-cultural and Behavioural Dimensions

Chemsex can serve a psycho-social role for alleviating loneliness, internalised homophobia,
enhancing low self-esteem, or providing escapism (Mundy 2025, NYSDOH AIDS Institute
2025). Digital platforms such as geolocated dating applications play an important role in
facilitating access to both drugs and sexual encounters, amplifying the phenomenon
(Malandain 2025). The normalisation of chemsex within certain MSM networks, which may
obscure its risks and reduce the perceived need for intervention (Mundy 2025). At the same
time, international evidence suggests that chemsex is diverse: some MSM engage
infrequently and without harm, while others experience problematic use and dependency
(Nikobin R 2025).Considerations in program design and implementation include:

e Not all chemsex is problematic: Caution is needed to avoid over-pathologizing
chemsex as this stigmatises users (Pessina 2025);

o Stigma is a barrier: Judgmental attitudes in healthcare settings deter users from
seeking and accessing services (Ghobrial A 2025);

o Intersectional stigma: Discrimination based on sexual identity, HIV status, and other
social vulnerabilities hinders access to HIV services among sexual minority men in
Sub-Saharan Africa, where ‘“interpersonal stigma, specifically exclusion from family
events, gossip, and verbal abuse from neighbours and family members” create
barriers to care and mental well-being (Ogunbajo 2022);

o Diversity in usage patterns: chemsex use ranges from rare experimental drug use
to drug dependency (Nikobin R 2025);



o Digital platforms are central: Outreach efforts must consider digital networks where
chemsex is coordinated and use social platforms for education and awareness
(Malandain 2025);

o Community involvement: Peer-led models increase engagement and retention in
care because it reduces isolation (Khatmi 2025); and

o Multilayered response is required: A culturally adapted, multi-level intervention
should involve clinicians, community, and peers for the best results (Ghobrial A
2025).

While chemsex have been studied extensively in high-income countries, much less is known
about its prevalence, drivers, and health implications in low- and middle-income contexts.
Section 1.1 examines the evidence from South Africa and places the phenomena within the
broader HIV context.

South Africa remains at the epicentre of the global HIV epidemic, with MSM among the most
affected populations (A. Y. Scheibe 2020). Within this group, chemsex is a growing
phenomenon, although national data remains limited. Available studies highlight the public
health concerns linked to high-risk sexual behaviour, substance use, and the effects of social
marginalisation and stigmatisation. These risks increase vulnerability to HIV infection and
highlight the need for targeted, culturally sensitive interventions (Victor 2025). (Cassim 2019)
examined the psychosocial drivers of chemsex in South Africa, focusing on internalised
homophobia among MSM who engage in chemsex (MSMC). The study found that
internalised stigma can lead to increased psychological distress and more risky behaviour.
The findings underscore the importance of addressing the specific link between mental
health and sexual behaviour in culturally sensitive and affirming ways.

Scheibe et al. (A. Y. Scheibe 2020) documented substance use and sexual risk practices
among MSM, showing how chemsex practices, although underreported, contribute to the
risks for transmission of HIV and other STIs. These risks are made worse by stigma in health
services, a lack of MSM-competent care, and limited targeted outreach.

Qualitative findings from the EJAF evaluation confirm these vulnerabilities. One program
staff member reflected:

“Many MSMC come from chaotic family structures, with rejection and exclusion
compounding their vulnerabilities.” (MSMC KIl)

Another highlighted how chemsex intersects with survival strategies:

“Some MSMC survive through transactional sex, with chemsex becoming both a coping
mechanism and an income strategy.” (MSMC KilI)

Despite the increasing evidence of chemsex as a public health concern, South Africa still
lacks harm reduction and sexual health interventions tailored specific to MSMC.

There is very little published data on chemsex interventions in Africa. As one informant
explained:

“There still isn’t really any programming addressing this issue, except now our programme.”
(MSMC KiI)



Another added:

“There’s no literature on MSM who engage in chemsex in South Africa or Africa for that
matter.” (MSMC KII)

Section 1.2 introduces the EJAF Chemsex Program, which was developed in response to
these service gaps and contextual challenges.

In response to programmatic data that indicated MSMC experienced lower Antiretroviral
Treatment (ART) adherence and program retention rates among MSMC compared to other
MSM, OUT LGBT Well-being, with funding from the Elton John AIDS Foundation (EJAF),
implemented a tailored harm reduction and psychosocial support program. The program was
launched in January 2024 and concluded in March 2025, with services provided in Soweto,
Orange Farm, and Johannesburg Inner City. A drop-in centre was opened in Soweto, with
outreach teams who visited the three areas.

The program offered individualised treatment plans, monthly psychosocial support,
community-based peer engagement through Community Advisory Groups (CAGs), and
informal support via a “buddy” system. The focus was on creating an enabling environment
for service delivery by addressing needs at the individual, network, community, and policy
levels. The program reach was extended to include eight chemsex houses, where the staff
worked with the gatekeepers to deliver HIV testing, harm reduction messaging, and linkages
to care.

The program baseline highlighted the scale of harms among the MSMC. At intake, nearly
80% (79.4%) of the clients reported harmful drug use. Amongst this group, crystal
methamphetamine was the most commonly used substance (81%), followed by cocaine
(29%) and CAT (17%). Smaller numbers reported the use of mandrax, heroin, and crack
cocaine. Harmful alcohol use was also reportedly widespread among the clients.
Noteworthy, during the follow-ups, harmful drug use had declined significantly to 57.4%
(p=0.002), while harmful alcohol use showed no significant change (p=0.113). Participants
also reported high levels of depression, anxiety, suicidal ideation, and trauma-related
symptoms.

The program goal was “To improve MSMC retention in HIV services in South Africa”.

Program objectives

The aim of the EJAF chemsex program was to improve retention in HIV care among MSMC
and support better health and psychosocial outcomes. Objectives included:

e To improve MSMC retention in HIV services in South Africa by understanding and
addressing the unique needs of MSMC

e To improve MSMC retention in HIV services in South Africa by creating a sense of
belonging to a safe MSMC peer group

e To improve MSMC retention in HIV services in South Africa by expanding access to
and availability of quality MSMC services

o To advocate for protective policies on chemsex in South Africa

e To inform international policy and literature for MSMC programming in resource-
limited settings



The EJAF Chemsex Program represents an important contribution, implementing a multi-
level, community-based model in a resource-limited setting and it offers one of the first
comprehensive datasets on MSMC in South Africa.

By situating chemsex within its socio-economic and cultural contexts, and by documenting
the outcomes across HIV retention, mental health, and drug use, this evaluation helps to fill
a critical gap in the global evidence base.

The following sections assess how the EJAF program was implemented, the outcomes
achieved, and lessons for future interventions.

The purpose of the evaluation was to assess whether the tailored MSMC support package
improved retention in HIV services and contributed to better health and social outcomes for
its MSMC clients (Objectives 1-2). The evaluation report can also support strategic decisions
for scaling up similar interventions and contribute to the evidence base for harm reduction
policy and practice for key populations in South Africa and similar settings.

Specific objectives for the end-of-term evaluation were to

1. Assess the degree to which the Program fulfilled its objectives, including improved
health outcomes for MSMC, strengthened social cohesion, and heightened
acceptance of harm reduction services;

2. Assess Program execution strategies to identify factors that affect success or failure;

Determine the relevance of the Program to MSMC beneficiaries,

4. Determine strategies and insights to guide future program and policy formulation,
including opportunities for a more cost-effective program.

w

The evaluation covered implementation activities from January 2024 to March 2025,
including individual clinical and psychosocial support, peer-led engagement and community
sensitisation. This end-of-term evaluation focused on Outcome 1 (individual level) and
Outcome 2 (social network level) as these two levels mainly constitute the 'model' used for
the program design and implementation.

The findings are categorised in three sections; 1) Program impact, 2) Implementation
strategies and challenges; and 3) Future programming. The program objectives and
evaluation questions are included under the most relevant section.

Section 1: Program impact

Focus: Retention in HIV services, social cohesion, policy/legal environment
Program Objectives Aligned:

e Improve MSMC retention by addressing unique individual needs
e Improve retention in HIV services through peer group belonging and social cohesion
¢ Improve retention in HIV services through expanded access to MSMC services

Relevant Evaluation Questions:

¢ Did the EJAF program achieve its intended outcomes in terms of improved ART
retention, mental health, and social integration for MSMC?



Section 2: Implementation strategies

Focus: Intervention design, delivery, and effectiveness of components
Program Objective Aligned:

o Improve retention in HIV services by expanding access to and availability of services
(as implemented)

o Implementation insights tied to peer models, service outreach, and engagement
methods

Relevant Evaluation Questions:

o How well did the intervention respond to the needs of MSMC? Were the interventions
culturally competent and contextually appropriate?

¢ Which components of the intervention (individualised treatment plans, referrals, peer
support, gatekeeper engagement) were effective, and why?

Section 3: Future programming

Focus: Lessons for future scale-up, adaptations, and contextual relevance
Program Objectives Aligned:

¢ Inform strategic decisions for scaling similar programs and interventions
Relevant Evaluation Question:

o Are there differences in program outcomes for MSMC between baseline and follow
up?

The evaluation team used mixed methods, with both qualitative and quantitative methods to
collect the results included in this report.

The qualitative analysis was based on 1) Key Informant Interviews (Klls) with OUT
management, social worker and a peer educator (four (4) individuals interviewed); 2) Focus
Group Discussions (FGDs) with community stakeholders (four (4) individuals from all three
(3) implementation areas) and MSMC beneficiaries across all three implementation areas
(12 individuals) and 3) Desktop review of existing program documents for richer detail and
progression over time. A thematic analysis was conducted with coding frameworks aligned to
the key questions for the evaluation.

For the quantitative analysis, data were sourced from 1) the EJAF programmatic Excel
database; 2) Quarterly KPl and ART retention reports and 3) Intake and follow-up
questionnaires. The data collected allowed for descriptive statistics, comparison of the
baseline and follow-up cohort (full EJAF intervention) as well as Quantitative Comparative
Analysis to identify causal combinations of conditions associated with retention and other
key outcomes.

The detail of the evaluation methodology and analysis is available as a separate report.

This report is structured into the following sections:

e Introduction of the chemsex topic and the application in the EJAF Program
e Program impact



e Implementation strategies
e Future programming

During implementation the program enrolled 127 MSMC clients. Through personalised
support, peer-led engagement, and consistent access to services, the program created the
conditions for emotional stability, stronger social ties, and improved HIV retention. These
outcomes are reflected in the voices of FGD participants, who describe a shift from chaos
and isolation to connection, care, and personal growth.

The EJAF chemsex program enrolled 127 HIV-positive MSMC clients who were on ART. The
clients were made up of 88 MSMC newly enrolled during outreach (New cohort) and 39
enrolled from the previous OUT program (Old cohort). MSMC from both cohorts in the EJAF
chemsex program received individual treatment plans, based on results from the intake
assessment and tailored services.

Almost 70% of the 127 MSMC in the program were newly recruited (new cohort), and more
than half hailed from Region D (Soweto). The average age was 36 years, almost 1 in 3 were
unemployed (27.6%) demonstrating the economic vulnerability of the group, and less than
half (37%) completed a senior certificate in school highlighting low levels of education. The
majority (70.4%) stayed on the same premises as their families and 11% were from informal
settlements (Table 1).

Table 1: Demographic profile of clients

Variable Denominator Numerator %
Cohort
New 127 88 69.3%
Old 127 39 30.7%
Region
Region D (Soweto) 127 68 53.5%
Region F (Hillbrow) 127 20 15.8%
Region G (Orange Farm) 127 39 30.7%
Employment
Formally employed 127 11 8.7%
Informal work - beading 127 5 3.9%
Informal work - cleaning 127 11 8.7%
Informal work — gardening 127 10 7.9%
Informal work — Hustle 127 24 18.9%
Informal work — recycling 127 20 15.7%
Informal work — sex work 127 9 7.1%
Informal work - sub-letting 127 1 0.8%
Student/scholar 127 1 0.8%
Unemployed 127 35 27.6%
Education
None | 127 6 4.7%




Variable Denominator Numerator %
Primary 127 9 7.1%
Grade 10 127 27 21.3%
Grade 11 127 35 27.6%
Grade 12 127 40 31.5%
Grade 12 plus certificate 127 7 5.5%
Housing
Homeless 127 3 1.5%
Informal settlement 127 22 10.7%
Residence — Family 127 145 70.4%
Residence — Owner 127 6 1.9
Residence — Tenant 127 28 13.6
Sex worker house 127 1 0.5
Shelter 127 1 0.5
Gender*
Male 126 125 99.2%
Transgender 126 1 0.8%
Age *%*
Average Min Max Standard
deviation
35.6 19 58 9.28

*1 missing value ** 4 missing values

OUT developed a comprehensive Intake Form to identify 10 specific metrics to guide
development of individualised treatment plans for each client. The 10 dimensions were
informed by findings from the previous Gilead / OUT mental health programme and UK-
based research (Sylla, 2022) on retention on ART. They only included HIV-positive MSM
who engage in chemsex and who agreed to be enrolled in the program, in the EJAF
program. Clients were requested to complete the Intake Form at enrolment and again after
one year in the program.

To inform the scores on possible underlying mental health conditions, OUT also developed a
separate Mental Health screening tool based on available validated tools and
questionnaires. The procedure was written up as a Standard Operating Procedure: SOP for
providing mental health and social support services.

Intake Form

An individualised Treatment Plan was developed for each client based on results from the
Mental Health Screening Tool and client’s demographic information collected on the Intake
Form (reason for visit, family history, medical history including HIV, previous arrests, sexual
orientation, education level, socio-economic status (housing status, employment status).The
Intake form consisted of 10 components that corresponded to the 10 dimensions that they
assumed would affect retention:

1. HIV knowledge
2. Disclosure of sexual orientation / HIV positive status



3. Mental health (anxiety, depression, psychoses, suicide ideation, internalised
homophobia)

4. Adherence to ART — measured by whether the client collected ART on schedule

5. Harmful drug use

6. Navigating health care

7. Housing and income

8. Relationships

9. Sexual behaviour

10. Financial support

The Intake Form included a Consent and Confidentiality Agreement to be signed by the

client.

Mental Health Screening Tool

For the Mental Health Screening tool, OUT used the Brief Mental Health Questionnaire to
screen for anxiety, depression, and harmful alcohol use (Bhana et al., 2019). To determine
harmful drug use, they included a questionnaire developed by Mainline: Speed limits: Harm
reduction for people who use stimulants (Mainline, 2019). To measure suicide ideation, OUT
used the suicidal behaviors questionnaire-revised (SBQ-R) (Osman et al., 2001) while the
measure for psychoses was adapted from the Psychosis screening questionnaire (Thungana
et al., 2023). Internalised homophobia was measured by the tool used in a homophobia
study young MSM (Puckett et al., 2017), and resilience was measured by the Adult
Resilience Measure-Revised (ARM-R) tool (Jefferies et al., 2018). Results from the Mental
Health Questionnaire were transcribed to the Intake Form. OUT also included the
appropriate scoring for each tool to inform treatment plan decisions, including referrals to the
biomedical team, specialised mental health support from psychologist or psychiatrist, or to
Department of Social Development (social support, accommodation in homeless shelters).

Table 2: Validated tools used for Mental Health screening

health questionnaire — PHQ-2

Dimension Validated tool Reference

Anxiety Brief Mental Health Questionnaire: Generalised | (Bhana et al., 2019)
anxiety disorder - GAD-2

Depression Brief Mental Health Questionnaire: The patient (Bhana et al., 2019)

Harmful alcohol
use

Brief Mental Health Questionnaire: Alcohol use
disorders identification test - AUD-C

(Bhana et al., 2019)

Psychosis Psychosis screening questionnaire (PSQ) (Thungana et al.,
2023)
Suicide ideation | Suicidal behaviors questionnaire-revised (SBQ- | (Osman et al.,
R) 2001)

Harmful drug
use

Speed limits

(Mainline, 2019)

Internalised Homophobia questionnaire (Puckett et al.,

homophobia 2017)

Resilience Adult Resilience Measure-Revised (ARM-R) tool | (Jefferies et al.,
2018)




For 81 MSMC clients who completed a follow-up assessment, the social worker used an
adapted version of the 10-point intake form (February 2024 — March 2025) to assess
changes in demographics and mental health scores (Error! Not a valid bookmark self-
reference.).

Table 3: Measurement of baseline and follow up scores for key mental health indicators
using paired t-test (n=81)

Measure Baseline | Follow Up Difference | T statistic P Value
mean mean
Anxiety 2.33 1.48 -0.85 t=3.1964 0.0020
Depression 2.53 1.57 -0.96 t=3.7606 0.0003
Psychosis 1.89 0.70 -1.19 t=5.1877 | <0.0001
Internal homophobia 3.25 2.56 -0.69 t =2.5421 0.0129
Suicide ideation 5.54 3.81 -1.73 t=5.9872 | <0.0001
Harmful alcohol use 5.91 5.12 -0.79 t =2.5935 0.0113
Harmful drug use 4.86 3.18 -1.68 t=5.5102 | <0.0001

Mental health: All indicators (Anxiety, depression, psychosis, internalised homophobia,
suicide ideation, harmful drug use), except harmful alcohol use, showed a statistically
significant improvement between intake and follow-up.

Gender and Age: There was no statistical difference in age between clients at baseline and
at follow up. Of the 81 clients for whom follow up data is available, all were male (100%).
The age of the MSMC client was not associated with improvements in the aggregate mental
health score from baseline to follow up [OR:1.48; p=0.189]

Education: Most clients had passed Grades 10-12 at the time of evaluation — 102/127
(80.3%). There was no statistically significant difference in the educational attainment of
clients from baseline to follow up (p=0.911). The educational attainment of MSMC in this
cohort was not associated with an improvement in the aggregate mental health score from
baseline to follow up [OR:1.05; p=0.780].

Regional variances: The new cohort comes primarily from Region D (Soweto)(65%),
followed by Region F (Hillborow) (18%) and Region G (Orange Farm) (16%). In contrast, 72%
of the old cohort came from Region G. Regional distribution of MSMC was not associated
with an improvement in aggregate mental health scores from baseline to follow up
[OR:0.874; p= 0.477].

Employment: Of the 127 clients, reviewed to assess employment status at both baseline
and at the time of follow up. At baseline, and follow up, a third of the clients reported being
unemployed (27.6% and 46.6%), while hustling was the next most frequent category (18.9%
and 19%). Differences in employment, particularly formal employment and unemployment
from baseline to follow up, 8.7% vs 14.8%, were statistically significant P=0.003. The
employment status of MSMC was not statistically linked to improvement in the aggregate
mental health score from baseline to follow up [OR:1.01;p=0.524].

Housing: No significant difference was observed in the housing characteristics of clients
enrolled in the program from baseline to follow up (p=0.324). Most clients stay in the family
residence, 73.2% and 64.2% at baseline and follow up respectively. Housing was found to
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not have an impact on the improvement in aggregate mental health scores from baseline to
follow up [OR:0.064; p=0.889].
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Table 4: Association between project interventions/activities and improved mental health outcomes

Improved score:

Improved score:

Improved score:

Improved score:

Improved score:
Internal

Improved score:

Improved score:
Harmful alcohol

Anxiety Depression Psychosis Suicide Ideation . Harmful drug use
homophobia use
aOR* p-value aOR* p-value aOR* p-value aOR* p-value aOR* p-value aOR* p-value aOR* p-value

Formally 0.8 0.818 2.8 0.199 1.1 0.882 2.6 0.253 2.6 0.231 2.1 0.393 0.4 0.236
Employed

g":::t‘;p and 1.7 0.485 0.6 0.499 0.6 0.507 0.3 0.101 05 0.391 0.4 0.268 0.9 0.899
Drug use 08 0.863 0.3 0.253 13 0.761 23 0.420 6.5 0.112 16 0.684 4.0 0.183
Hiking 5.4 0.057 42 0.105 0.8 0.826 0.3 0.134 4.7 0.064 0.4 0.310 05 0.367
Permaculture 05 0.283 15 0.530 0.6 0.411 0.4 0.133 0.8 0.723 5.8 0.037 07 0.519
Psychologist 0.7 0.677 0.8 0.749 13 0.730 0.2 0.069 2.9 0.203 3.8 0.135 35 0.131
Sip and Paint 10.4 0.044 1.2 0.855 05 0.430 0.2 0.038 11 0.930 1.9 0.486 1.0 0973
Yoga 3.0 0.293 17 0.601 15 0.665 NA NA 0.6 0.694 18 0.626 13 0.805
Recycling 0.4 0.283 07 0.727 1.1 0.905 1.3 0.764 05 0.473 4.1 0.156 4.9 0.088
webinar

*Odds Ratio adjusted for all other variables in the column

Logistic regression and odds ratios are effective tools to understand complex interrelated factors that might influence an independent, binary
variable positively or negatively. This evaluation, while not powered or sampled to detect such factors, offers interesting clues into what might
be important factors in the success of the program, particularly improvements in mental health measures.

MSMC who attended at least one Sip and Paint event were found to be more likely to have an improved Anxiety score at follow up than at
baseline [aOR:10.4;p=0.44], while the inverse was true of the suicide ideation score [aOR:0.2;p=0.038]. Those who participated in at least one
permaculture session were 5.8 times as likely to have an improved score for harmful drug use [aOR:5.8;p=0.037] vs those who did not.

Two factors to consider in interpreting this analysis are:

The tailored nature of the intervention — There is no standard package of care which could be evaluated for effect which would present
clearly in OR analysis. The type and intensity of the intervention was tailored to the needs of the MSMC within a broad framework.
Qualitative factors such as respectful and confidential service delivery as well as convenience in medication pick-ups were raised as
important factors in the FGDs whose influence is not easily discernible from quantitative data.
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The composition and dosage of services received was determined by an initial needs
assessment as well as regular progress evaluations during one-on-one sessions with the social
worker. Nine topics were identified for intervention at baseline, with HIV knowledge featuring
prominently as part of a bespoke combinations of interventions identified for MSMC.

Figure 1: Treatment plan at baseline

Treatment plan topics at baseline

Navigating health care I 4,7%
Relationships and Sex N 10,3%
Housing and income NN 14,2%

HIV disclosure NN 19,7%

Financial support NN 26,0%
Mental health I 40,20
Druguse I A8, 0%
ART adherence I 418,8%
HIVknowledge I 50,6%

0,0% 10,0% 20,0% 30,0% 40,0% 50,0% 60,0% 70,0%

Supportive sessions with the social worker as well as informal support with buddies were
universally offered. All clients had at least 1 session with the social worker while 97/126 (76.4%)
had an interaction with a buddy.

Table 5: Summarised number of sessions with a social worker and buddy

Category Median IQR Min Max
Sessions with social worker 4 2-4 1 9
Buddy sessions 2 1-3 0 8

Most clients (66%) received three or more sessions with the social worker. While a median of 4
sessions were recoded, one client had as many as 10 sessions with the social worker, reflective
of the needs based approach to the intervention.
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Figure 2: Number of social worker sessions
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Almost all clients (94%) requested one-on-one sessions with a buddy, clearly demonstrating the
need for peer-led services (Figure 3)

Figure 3: Number of buddy sessions held

Number of buddy sessions (N=126%*)
40

35

37
34

30 27

25

20

15

9
10 8
6
4
-  _
0 |

M 0 Followup M 1Follow up ™2 Follow up M 3 Follow up M4 Followup M 5Followup M6 Follow up M 8 Follow up

[&]

Throughout the course of the program, MSMC in need of specialist clinical and psychological
assistance were identified and referred for the appropriate service to a medical doctor,
psychiatrist or psychologist in addition to the standard support services offered by the program
(Table 6).
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Table 6: Summary of external referrals for specialised service

Domain Action Intervention # of clients Notes
Mental Health Referral Psychologist 15 NA
Medical Referral Medical Doctor 16 NA
Mental Health/Medical | Referral Psychiatrist 4 NA
TOTAL 35

Community Advisory Groups (CAGs) were held twice a month, providing a space for peer-to-
peer engagement and learning. In addition, skills workshops and social activities promoted peer
to peer comradery, expanded support networks and supported positive mental health. Skills
building sessions reportedly built the confidence of MSMC clients, unlocked economic self-
sufficiency and improved self-worth. Topics included:

e Beauty, Makeup and Manicure training (n=10)

o Drug use (n=6)
e Hiking (n=12)

e Permaculture (n=16)

e Sip and Paint (n=8)

e Yoga (n=7)
e Recycling (n=9)

Figure 4: Sip and See event held with MSMC
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During Covid-19, when direct service delivery in its USAID-funded clinical program was stopped
because of lockdown, OUT performed a data disaggregation to find sub-groups with higher
need for remote and home-delivery services. They noticed that retention on ART for MSMC was
42% compared to >95% for the overall MSM group. When the EJAF Chemsex Program was
launched in January 2024, it responded to this gap in MSM services that traditional HIV clinical
programs (standard of care HIV, TB and STI services) overlooked. Further interrogation of the
data showed MSMC, were navigating a complex intersection between substance use, personal
trauma, stigma, and HIV-related care needs, without adequate or personalised support. Many of
these clients reported unstable housing arrangements, lived with undiagnosed / untreated
psychological issues, and felt alienated from mainstream public health services, their families
and were living in poverty. By the time that the program concluded in March 2025, the program
had become more than a clinical intervention, it was now for many MSMC, a space of trust,
belonging, and growth.

From disengaged into retained in care: ART retention among MSMC in the previous OUT
program was 42%. By the end of March 2025 , 104 of the 127 clients (83%) remained in HIV
care’, and 88% of those on ART were virally suppressed. FGD participants credited this shift not
just to clinical services, but to the human relationships that sustained them:

“I stayed because for the first time someone understood me and didn’t judge. They just
wanted to help.” [MSMC FGD]

Retention in HIV care improved because care became relational. Social workers and buddies
(peers) didn't simply remind clients to take their medication; they also offered companionship,
accountability, and emotional affirmation. As one participant put it,

“Having someone check on me, ask how I'm doing—it reminded me that | matter. That
made me take my pills seriously.” [MSMC FGD]

Clients described a sense of trust that they couldn’t find elsewhere. For many, the consistency
of follow-up, from both professionals and peers, was what supported them to stay in care
despite instability in other areas of life.

Mental health: moving from chaos to clarity

Structured mental health assessments that were completed by 81 clients at both intake and
follow-up (March 2025) revealed significant improvements. The proportion of clients screening
positive for anxiety symptoms dropped from 45.6% to 23.5% (p=0.008), depression symptoms
from 48.5% to 29.4% (p=0.001), psychosis symptoms from 52.9% to 17.6% (p<0.001), and
suicide ideation from 26.5% to 11.8% (p<0.001). Internalised homophobia also saw a decline
from 35.3% to 20.6%, (p=0.051). Harmful drug use decreased from 79.4% to 57.4% (p=0.002),
while harmful alcohol use remained statistically unchanged.

" Defined by whether they collected ART medication on time
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These significant results reflected important personal changes in emotional wellbeing:

“Before, | couldn’t even sleep at night from the stress. But now, | feel like | have
someone to talk to. I'm not alone anymore.” [MSMC FGD]

“l used to think | was weak for crying. Now | know it’s okay to feel things. That’s how |
stopped using [meth] every day.” [MSMC FGD]

“The social worker helped me understand what | was feeling and how to handle it.”
[MSMC FGD]

“I thought | was going mad. But now | know what I'm dealing with. That has changed
how I live.” [MSMC FGD]

Clients often entered the program without a point of reference to understand their own mental
health. Over the period of implementation, 19 clients with acute mental health needs - screening
high on suicide ideation or displaying serious psychotic symptoms - were referred for higher-
level care, 15 to a psychologist and four (4) to a psychiatrist. The program’s referral system
ensured that no one experiencing advanced symptoms was left unsupported.

Psychologists observed that MSMC were generally unfamiliar with the concept of psychological
distress or had internalised shame about their symptoms:

“Clients were unaware that their behaviours were linked to mental health conditions.
Once explained in familiar terms and in their own language, they could identify with it
and engage in therapy more meaningfully.” [MSMC FGD]

“At the core of engaging in unhealthy coping was the absence of healthy strategies.
Many clients used meth (methamphetamine) or alcohol to numb themselves.” [MSMC
FGD]

Through the program’s structured counselling, clients developed greater emotional literacy. Self-
reported gains included improvements in confidence, emotion regulation, self-acceptance, and
decision-making. “The sessions have empowered them and left them with the necessary tools
to change their lives for the better”, a psychologist reported.

Peer support and belonging

The buddy system and CAGs were central to the program’s model of care. Buddies were peer
MSMC with lived experience who provided informal one-on-one support through chats, check-
ins, and accompaniment. During the implementation period, 97 (77%) clients accessed buddy
support, with a median of two (2) sessions per client (IQR:1-3). Buddies were also part of the
outreach team to chemsex houses, house visits, and group events.

“Talking to someone who gets it—not a doctor, but someone who'’s lived it—made me
feel human again.” [MSMC FGD]

Similarly, CAGs created structured spaces for peer connection. These were seen as the only
place where clients could talk openly about chemsex, personal trauma, and stigma without any
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fear of judgment. In the period of implementation, 30 MSMC attended at least three CAG
meetings. During the FGDs, some participants said:

“It’s the only place | can talk about using crystal meth and not feel like trash.” [MSMC
FGD]

“A place where | could breathe, be myself, and not feel ashamed.” [MSMC FGD]

These joint spaces created opportunities for accountability and solidarity amongst the clients.
Clients described drawing strength from each other’s stories of survival and adherence:

“When | heard the others say, ‘I’'m undetectable,’ | wanted that too. We pushed each
other in a good way.” [MSMC FGD]

Outreach and safe spaces

Outreach efforts extended care beyond mainstream clinical or drop-in spaces. Program staff
engaged with the gatekeepers at eight (8) chemsex houses, five (5) in Soweto and three (3) in
the Johannesburg Inner City. These informal settings were where many clients already
gathered. Meeting them where they were reduced any barriers to entry and deepened trust:

“We met them where they were—literally. That made all the difference. No judgment, no
clinic chairs. Just real talk.” [MSMC FGD]

Chemsex houses became places for informal sessions, health education, harm reduction
messaging, and buddy follow-up. This approach helped to stabilise care for clients living in
marginalised and high-risk environments.

Life skills, leisure, and building an identity

The program offered workshops on permaculture, manicures, recycling, and other skill-building
activities to support well-being. For the MSMC, these engagements supported their self-esteem
and self-actualisation, especially for the clients experiencing rejection from their families or
exclusion from the job market.

One client remarked that becoming a certified make-up artist through the program gave him not
just skills but identity and purpose:

“l am now a confident gay man who has knowledge about the make-up industry. | can
use that to generate income.” [MSMC FGD]

Housing data of clients showed that many MSMC lived in precarious conditions, including
settlements, shelters or overcrowded family homes. A psychologist reported that clients
reflected on being raised in “poverty-stricken homes, raised by single parents or grandparents in
overcrowded households, and many reported feeling unhoused or unfed as children”. Case
studies described participants moving between township homes, shelters, private houses, and
hotels while engaging in sex work. The housing challenges faced by the MSMC contributed to
their social isolation, and was compounded by family rejection and broken support structures. A
key informant observed that “many MSMC come from chaotic family structures, with rejection
and exclusion compounding their vulnerabilities.” [MSMC Kill]
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These needs made program-based group and skill-building activities oven more important.
CAGs and the buddy system created safe spaces where the clients could connect and share
their experiences. One client noted during the FGD that participation in the group sessions and
therapy helped him to “open up and heal from past trauma”. The skills workshops not only
provided practical skills such as beauty and manicure, but it also provided a supportive
environment that reduced their isolation and built confidence. With 90.6% of participants
reportedly unemployed or in informal work, these opportunities also offered a pathway for the
clients to generate an income and economic resilience.

Building capacity through sensitisation

The program trained 495 individuals on chemsex-related stigma and responsive care
approaches. Participants included NGO staff, healthcare workers, community members, and
family members. Sensitisation training was provided to 495 individuals, among them
professionals from NGOs as well as family and community members. These sessions aimed to
reduce secondary stigma and expand the support environment around MSMC.

“They come here because they feel safe. So if we want to help them, we meet them
here. That’s how we build trust.” [MSMC Kll]

The goal was not only to support individual clients, but also to reshape the environments they
engage with, both clinically and socially.

A fragile sense of stability

As the program neared its end, clients voiced fear about what would come next. For many, the
program provided the only consistent and affirming space in their lives:

“When this finishes, what happens to us? This is the only space that ever felt stable.”
[MSMC FGD]

“I've already been dropped too many times. | don’t want to go back to surviving alone.”
[MSMC FGD]

These fears were not just about services ending, they were about the possible return to
isolation, instability, and chaos.

A coherent, person-centred model

The program team observed that clients who engaged in multiple service streams, e.g., social
worker sessions, buddy support, group dialogue, were more likely to remain in care. Remaining
in HIV care is defined as having not missed a scheduled ART appointment (pick up). While not
statistically tested, this “dose effect” of layered intervention was repeatedly mentioned in
feedback from both staff and clients.
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Figure 5: Number of sessions with a social worker
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Table 7: Number of sessions with a social worker

Counselling

Total Freq. Percent Cum.
1 11 8.66 8.66
2 23 18.11 26.77
3 24 18.90 45.67
4 19 14.96 60.63
5 24 18.90 79.53
6 12 9.45 88.98
7 7 5.51 94.49
8 3 2.36 96.85
9 2 1.57 98.43
10 1 8.79 99.21
1 8.79 160.00

Total 127 1006.00

Importantly, clients linked retention to a deeper sense of being valued and supported. One FGD
participant said: “I didn’t just stay for the meds. | stayed for the people.”

By combining individualised treatment and care with consistent peer support and accessible,
affirming spaces, the program created an environment where MSMC were both able and willing
to stay engaged in care.
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The impact of the program, demonstrated through increased ART retention, improved mental
health, and strengthened social integration, was not the result of isolated interventions, but of a
coherent, layered approach to service delivery. This section outlines how the program was
implemented: what methods were used, how strategies were adapted to emerging needs, and
how structure and flexibility were held in balance to meet clients where they were.

The program was designed to be responsive to the lived realities of MSMC in the
implementation areas. This meant a decentralised, culturally affirming, and personalised
implementation model that recognised the importance of trust and continuity that could not be
achieved through clinical services alone. Many MSMC had been excluded from the mainstream
health system due to health provider stigma, stigma against substance use, or homophobia.
This program responded to their needs by taking care into spaces where clients felt safer:
spaces such as chemsex houses, group sessions, WhatsApp check-ins, and informal
conversations.

Meeting clients where they were

Services were provided in traditional and non-traditional venues such as the eight (8) chemsex
houses where the outreach teams and buddies engaged with MSMC in familiar, low-pressure
settings. Through the services that were rendered within the community, the program reduced
barriers to access and strengthened continuity of care.

“You can’t expect guys to come to you if they don'’t feel safe there. So, we go to them,
where they are.” [MSMC Kll]

“I didn’t feel like a patient. | felt like someone they wanted to protect.” [MSMC Kll]

Gatekeeper relationships were essential in enabling the access to the chemsex houses.
Building trust with these individuals, often the informal custodians of access to chemsex venues,
allowed for repeated engagement in environments often closed to outside services.

“My work is to continue looking for people | help them to get the help that they are
looking for the project that we are undertaking” [MSMC Kil]

Individualised treatment plans

A core feature of the program’s design was the use of a structured 10-domain screening tool
during intake. This allowed social workers to identify not only medical needs but the broader
psychosocial factors that influenced the client’s wellbeing: housing status, relationships,
financial stress, and readiness for change.

Individual treatment plans were dynamic. They evolved with the clients’ circumstances, whether
related to HIV knowledge, drug use, disclosure, housing instability, or shifts in emotional state.
Some clients had up to eight follow-up sessions with social workers, each rooted in their own,
personalised treatment plan.
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“They didn’t just ask about my meds. They asked about my life, my family, my trauma.
And then they helped me work through it.” [MSMC FGD]

“For once, the plan was about me—not what they thought | needed, but what | said |
needed.” [MSMC FGD]

This approach ensured that MSMC were not treated as passive recipients of care, but regarded
as active partners in their own health journey. The flexibility to revise and adapt care was critical,
particularly when clients faced moments of crisis or instability.

Peer-led support

While social workers provided therapeutic continuity, the peer buddy system added a powerful
layer of trust in the program. Buddies, who were peer MSMC with lived chemsex experiences,
were central to the program implementation. They met informally with the program clients,
attended outreach events, facilitated check-ins, and provided support in the groups and one-on-
one settings.

All but 9 MSMC (92.9%) accessed buddy sessions, and 76 (60%) participated in the CAG
discussions, facilitated by buddies. These CAGs created structured opportunities for group
dialogue on topics such as stigma, harm reduction, and emotional regulation.

“Talking to someone who'’s been through it? That'’s the only reason | stayed.” [MSMC
FGD]

“This is where | could say, ‘| use meth,’ and not feel dirty or stupid. Just human.” [MSMC
FGD]

“We were learning from each other—how to stay safe, how to stay sane.” [MSMC FGD]

The peer-led dimension of the program was not simply supplemental; it was foundational in its
design. Buddies and CAGs filled a gap in the program that professional services often could not:
the space to be seen and affirmed without judgment.

Responsive and adaptive design

Over time, the implementation strategies in the program were adapted to newly identified
priorities. As the program matured, issues such as housing instability, unemployment, and family
estrangement became more prominent. Rather than rigidly adhering to the initial treatment
plans, the program responded to client needs with tailored psycho-social support, referrals to
shelter services, and workshops that focused on self-care, emotional resilience, and basic skills
development.

“They understand us. They’re not scared of our truth.” [MSMC FGD]

In addition to individual care, the program offered clients pathways to new experiences and
aspirations. Clients participated in group hikes, makeup artistry training, permaculture
gardening, and more; all creating touchpoints of stability, dignity, and self-worth beyond health
metrics.
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Referral and linkages

The program developed clear referral pathways for clients requiring more specialised care. Over
the implementation period, 16 clients were referred to doctors, 15 to psychologists, and four (4)
received psychiatrist referral letters. These referrals filled essential service gaps—particularly for
clients experiencing suicide ideation or psychosis.

“The strength of our model was knowing when to refer. We didn’t pretend to be
everything—we were the bridge.” [MSMC Kil]

Creating an enabling environment

The program also worked upstream, training 495 individuals, including NGO staff, clinical
providers, family members, and community stakeholders, on chemsex, stigma reduction, and
affirming engagement with MSMC. This approach broadened the program’s impact beyond the
direct service delivery, into fostering a more responsive environment for clients outside the OUT
program.

An integrated model

Throughout implementation, what stood out was not only the strength of each component, but
rather how they operated in synergy. Social workers, buddies, gatekeepers, and support groups
worked together to provide layered, relational care that adapted to the needs of MSMC.

“It wasn’t the buddy alone or the social worker or the outreach. It was that the same
person could access all of it, in ways that made sense to them.” [MSMC FGD]

“It wasn’t perfect, but it worked because it came together—it felt like a net that caught
me when | was falling.” [MSMC FGD]

This integrated approach is what made the program transformative for clients. It created a
network of touchpoints—practical, emotional, and social—that supported MSMC not only to
survive, but to heal, reconnect, and move forward.

In spite of the value add to the lives of the MSMC, the program also faced challenges.

Despite measurable improvements in ART adherence and psycho-social wellbeing, some
participants were lost to follow-up (LTFU). Reasons are varied and include unstable housing,
frequent mobility between the inner city and surrounding townships, and relapse into heavy drug
use contributed to disengagement. Case studies described clients who withdrew after family
rejection or conflict and only re-engaged when they were encouraged to get back into treatment
by peers in the CAGs.

Time and resource demands were also important. Responding to individual treatment plans
required sustained relationship-building with clients and frequent visits, which placed a burden
on staff time and required careful planning.

Psychologists reported that the clients required repeated, extended sessions to address
histories of trauma, depression, and suicidal ideation. As one staff member explained, “many
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MSMC come from chaotic family structures, with rejection and exclusion compounding their
vulnerabilities” (Kll), making therapeutic progress slower than anticipated and more resource-
intensive.

Broader socio-economic and structural barriers further constrained the program
implementation. With 90.6% of participants unemployed or in informal work, economic instability
often took precedence over program attendance. Some MSMC relied on sex work for survival,
prioritising income generation over scheduled sessions.

Stigma in public health clinics remains a barrier for access, with Klls noting the reports of
judgmental attitudes that deterred MSMC from accessing ART or mental health services in
mainstream health services, requiring staff to provide accompaniment and advocacy.

The absence of government-supported chemsex services is limiting the sustainability of the
program without hope of formal program integration after program closure.

The short duration of funding for the program was also noted as a challenge. Program staff
reflected that the program required more time to embed its multi-level approach and consolidate
lessons for sustainability. As one informant explained: “The program was short. We needed
more time to embed and grow the model.” (MSMC KII).

The most striking insights that emerged from the EJAF Chemsex Program was not only from its
outcomes, but from the contrast between what came before and what became possible during
its implementation. The original cohort, MSMC who accessed limited, biomedical-only services
prior to the EJAF intervention, struggled with poor retention in ART. By the time that the program
implementation started in early 2024, only around 24% of this group remained in care. There
were few follow-ups made, little emotional support existed, and no dedicated peer or group
structures were in place. As one key informant explained:

“They had nobody to follow up, no buddy to ask, ‘Are you okay?’ If they disappeared,
they were gone.” [MSMC FGD]

The difference in the EJAF chemsex program, was both measurable from the data and palpable
from client feedback. With the full package of services in place—individualised treatment plans,
ongoing social work sessions, informal peer support, group engagement through CAGs, and
access to psychosocial workshops— ART retention increased to 83%, with 88% of those on
ART achieving viral suppression. Mental health indicators also improved significantly among the
81 clients with completed follow-up questionnaires. But beyond the numbers, clients described a
transformation in how they saw themselves and what they believed was possible.

“Before this, | just drifted. | didn’t think | could stay on treatment. Now, I've got people
who check in, and | care about myself again.” [MSMC FGD]

“In the old program, you were just another file. Now, you’re a person—uwith a story, with
support.” [MSMC FGD]
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“It wasn’t one thing—it was all of it. The buddy, the group, the social worker. That’s what
made me stay.” [MSMC FGD]

Conclusion

The EJAF Chemsex Program demonstrated that a tailored, community-based model can
significantly improve clinical and mental health outcomes for MSMC. The rate for retention on
ART achieved at the end of the EJAF program (83%) exceeded the average retention for adults
in Gauteng’s general population, which ranged from 59.6% to 65.1% over the past five years
(DHIS, 2025). It also outperformed known retention rates for key populations documented in
international studies. These results illustrate the two-way link between mental health and clinical
services, and that epidemic control for MSMC hinges as much on psychosocial determinants
than on biomedical care.

The evaluation confirms that clinical care alone is insufficient. Retention and wellbeing were
achieved when services combined biomedical, psychosocial, and behavioural services that
were community-led-delivered consistently, affirmatively, with cultural competence and without
judgment.

In relation to the evaluation questions, the evaluation confirms that:

1. Effectiveness: The program improved ART retention, viral suppression, and mental
health outcomes

2. Appropriateness: The design addressed structural vulnerabilities such as
unemployment, housing insecurity, and stigma

3. Contribution to knowledge: The program generated new knowledge on chemsex in
resource limited areas in South Africa that was used to inform the development of
national Chemsex Guidelines

Recommendations for future MSMC program design and implementation
1. Centre psycho-social support as a core program element

The most profound improvements were seen when clients engaged with trained social workers
through structured, multi-session support. These sessions addressed trauma, stigma, and
emotional regulation—elements that are central to retention and wellbeing. Future programs
should integrate the psycho-social support from the outset, with dedicated staffing, consistent
follow-up and care, as well as the use of structured tools such as the EJAF program 10-domain
treatment plan.

Why it matters: Without addressing the clients’ emotional and social needs, ART adherence
remains difficult to sustain (Cassim 2019, A. Y. Scheibe 2020).

2. Institutionalise peer support through buddies and CAGs

Peer-led support was identified as one of the most critical and impactful features of the EJAF
program. The buddies offered validation, presence, and informal support that clients valued.
CAGs created safe group spaces, offering reflection and solidarity. For future programs, these
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mechanisms must be included in the program design, staffing models, training curriculums, as
well as monitoring and evaluation frameworks.

Why it matters: Peer support reduces social isolation and increases program retention of clients
through accountability and a sense of community connection (A. Y. Scheibe 2020, Cassim
2019).

3. Employ MSMC as peer implementers across the program

Beyond their role as peer supporters, MSMC must be meaningfully included as part of the
program. From the program design to its implementation, their lived experience is a critical
asset for the program success. The EJAF program demonstrated that buddies were not only
relatable to clients but were instrumental in building trust, navigating high-risk networks, and
responding quickly to any crises.

Future programs should create formal pathways for MSMC to serve as members of the
outreach teams, case managers, peer navigators, and co-facilitators—all supported by relevant
training, enabling supervision, and equitable remuneration.

Why it matters: Employing MSMC in the program, builds trust, strengthens cultural competence
within the program, and ensure that programs remain grounded in the context of the
communities that it serves.

4. Design for flexible, community-based service delivery

Clients reported avoiding government health facilities due to stigma or fear of discrimination
from health workers. By serving MSMC at places where they congregate, such as in chemsex
houses, the program eliminated barriers to care. Future programs should decentralise
personalised service delivery to include MSMC who would not otherwise remain in care, e.qg.
MSMC living in informal or unstable living conditions.

Why it matters: Flexible, community based services can improve access to services, reduce
stigma and strengthen long-term engagement with the MSMC (Ogunbajo 2022).

5. Build partnerships to address structural vulnerabilities

Challenges like harmful alcohol use, housing insecurity, and unemployment were beyond the
scope of what a single program could resolve, yet the structural factors could influence clients’
health outcomes. Future programming should embed referral pathways to housing shelters,
food security programs, substance treatment services, skills training, and specialised providers
of mental health services.

Why it matters: Holistic program design should consider the broader social context of the clients
to strengthen health outcomes and well-being (World Health Organization, 2020)

6.  Plan for sustainability

During March 2025, OUT terminated the USAID-funded biomedical program following Stop
Work orders issued by the U.S. government. This unprecedented termination underscores a
broader and concerning decline in international donor support for key population services—
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support that remains largely absent from government-funded initiatives. To sustain essential
services for MSMC, future programming must prioritize cost-effective strategies that maintain or
improve retention and mental health outcomes.

Why it matters: Without adaptations such as those of the EJAF program, progress toward
achieving the UNAIDS 95-95-95 targets and broader epidemic control will be further
compromised..

7. Institutionalise and share proven tools and approaches

The development and successful piloting of a replicable model—especially tools like the 10-
domain intake tool—represents a critical innovation in tailoring services for MSMC. This is not
just a technical achievement; it's a strategic lever for improving health outcomes among
marginalised populations in resource limited settings.

Why it matters: Improving retention among MSMC directly contributes to achieving the UNAIDS
95-95-95 targets. Without tailored approaches, marginalised groups risk falling through the
cracks, undermining national and global efforts toward epidemic control.

8.  Address decriminalisation of drug possession for personal use

Criminalisation discourages MSMC from accessing harm reduction and HIV services. Future
programming should include advocacy for decriminalisation, in line with global harm reduction
best practice.

Why it matters: Decriminalisation reduces fear of arrest, increases service uptake, and improves
program effectiveness. (Harm Reduction International 2021)
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