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Abstract

High transmission probability of HIV during condomless anal sex puts men who have sex with men (MSM),
transgender, and nonbinary individuals at increased risk of infection. This analysis aims to examine the
socioeconomic, biological, and behavioral factors that are associated with consistent condom use (CCU) during
insertive/receptive anal sex among MSM in the last month in the cities of Lomé and Kara, Togo. A total of 683
MSM ‡18 years of age were surveyed using respondent-driven sampling (RDS) for a cross-sectional survey in
Lomé (n = 354; 51.8%) and Kara (n = 329; 48.2%). Participants completed a structured questionnaire and were
tested for HIV and syphilis. Statistical analyses included RDS-weighted proportions, bootstrapped confidence
intervals (CIs), and logistic regression models. When compared with Lomé, MSM in Kara had lower odds of
CCU [adjusted odds ratio (aOR) = 0.29, 95% CI = 0.19–0.44]. Other factors associated with lower CCU were
having an income of 2,000 Communaute Financiere Africaine (CFA)–12,000 CFA (aOR = 0.53, 95% CI = 0.36–
0.77) or above 12,000 CFA (aOR = 0.34, 95% CI = 0.20–0.57), transgender women (aOR = 0.47, 95% CI = 0.25–
0.92), and intersex gender (aOR = 0.42, 95% CI = 0.24–0.73), and ever being forced to have sex (aOR = 0.42,
95% CI = 0.21–0.82). Factors associated with CCU were identified in this study including older age (aOR =
1.49, 95% CI = 1.04–2.14) and having easy access to condoms (aOR = 2.70, 95% CI = 1.23–5.94) and very easy
access to condoms (aOR = 2.73, 95% CI = 1.20–6.16). Reported condom use in this study was low, and several
factors associated with CCU were identified including older age and access to condoms. This study highlights
multiple barriers to preventive services experienced by MSM in Togo and therefore leveraging strategies to
address these barriers may improve prevention of HIV and syphilis.
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Introduction

There is an HIV pandemic among men who have sex
with men (MSM) represented by a consistently higher

burden of HIV compared with other male adults of repro-
ductive age.1–3 This disproportionate burden is observed
across high, middle, and lower income settings.1–3 Even across
concentrated and generalized HIV epidemics in West African
countries, *2 in 10 MSM in Burkina Faso, 1 in 10 MSM in
The Gambia, and 1 in 4 MSM in Benin and Senegal are living
with HIV.4–8 In the more generalized HIV epidemics in the
same region, where HIV consistently exceeds 1% among
pregnant women,9 the relative increase in the burden of HIV

among MSM compared with other populations is more
pronounced, such is the case of Cote d’Ivoire, which has
reported up to 16 times higher HIV prevalence among MSM
compared with the broader population.2,10–14

MSM have been defined as MSM, regardless of whether or
not they also have sex with woman or have a personal or
social gay or bisexual identity.15 Being cisgender refers to a
person who by nature or choice conforms to gender/sex as-
signed at birth-based expectations of society.16 In contrast,
those whose psychological gender differs from the social
expectations for the physical sex they were assigned at birth
are defined as transgender.16 MSM are at increased biological
risk for HIV infection partly because of the transmission
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efficiency of the virus; specifically, the high transmission
probability during condomless anal intercourse (CAI) with a
serodiscordant and viremic partner.17 Consistent condom use
(CCU) is associated with lower HIV and sexually transmitted
infection (STI) risks and diagnoses among MSM.18–20 De-
spite the risks associated with CAI with serodiscordant or
HIV-status unknown partners, reported condom use during
the most recent anal intercourse remains low among MSM
across low and middle-income countries.21 In West Africa,
the percentage of men reporting condom use the last time
they had anal sex with a male partner had a high variability,
from 19.5% in Liberia to 91.5% reported in Benin.22

Social and structural determinants, such as condom ne-
gotiation, access to water-based lubricants, social cohesion,
stigma, and cost of condoms have been documented as
influencing condom use among MSM across sub-Saharan
Africa.23–26 Condom use may vary for individuals, as dif-
ferent partners may present diverse challenges in successful
condom use based on condom acceptance and the frequency
of use. In Swaziland, condom negotiation was reported to be
difficult for individuals both with partners who did not want
to use condoms and partners with whom they did not use
condoms consistently.24 Social cohesion is also an influential
factor in successful condom use, as high levels of social co-
hesion increase odds of condom use among MSM in sub-
Saharan Africa.24 Separately, perceived, anticipated, and
enacted health care-related stigmas attributable to being
MSM, including fear of seeking, avoidance, and denial of
health care services, and also mistreatment in the health care
setting, were associated with increased CAI among MSM in
Lesotho.26 In settings where same-sex practices are criminal-
ized, condom use has been shown to be negatively associated
with fear of seeking health services and with discrimination
because of same sex sexual behavior.24 In addition, a recent
systematic review suggested that the cost of condoms may be a
structural barrier for condom use among MSM, as condoms
provided at reduced or no cost increased condom utilization.23

Finally, not knowing one’s HIV-positive status and limited
exposure to HIV prevention services were associated with
lower CCU among MSM in Cameroon.25

Togo is a low-income country in West Africa with a
population of 6.8 million people, 22% of whom live in the
capital city of Lomé.27 Togo has a generalized HIV epidemic
with an estimated HIV prevalence of 2.3% (1.4%–4.1%)
among adults aged 15–49 years, with most cases reported in
urban settings.28 In contrast, the prevalence of HIV among
MSM in Togo has been estimated to be as high as 20%.4,29

Same-sex practices in Togo are currently criminalized, with
sentences of up to 3 years of imprisonment and up to 500,000
Communaute Financiere Africaine (CFA) francs (800 USD
approx.) as fine.30 Identifying and understanding the charac-
teristics of MSM who engage in CCU can support the devel-
opment of interventions specifically addressing determinants of
condom use. Thus, these analyses aim to examine the socio-
economic, biological, and behavioral factors that are associated
with CCU among MSM in the cities of Lomé and Kara, Togo.

Materials and Methods

Study population

This was a cross-sectional study conducted between De-
cember 2012 and June 2013 in the cities of Lomé and Kara,

Togo. Lomé is the capital of Togo and Kara is a major city in
the north of the country, with HIV prevalence estimates
among MSM of 17% and 10%, respectively.14 The study was
implemented by the local nongovernmental organizations
(NGO) Espoir Vie Togo (EVT) in collaboration with Arc-en-
Ciel and Force en Action pour la Mieux être de la Mère et de
l’Enfant (FAMME). Eligibility was assessed by applying an
eligibility screener included in the questionnaire that had five
questions. Eligible participants reported to be assigned the
male sex at birth, ‡18 years of age, reported having anal sex
with a male partner in the past 12 months (MSM definition
for the study), had lived in Togo for at least the past 3 months,
have a valid study coupon, and provide informed consent for
a questionnaire and for syphilis and HIV testing.

Respondent-driven sampling (RDS), a peer-recruitment
sampling method designed to sample hard-to-reach popula-
tions was used to recruit MSM.31 These methods have been
well described, but briefly, initial community engagement
was conducted with MSM groups to inform recruitment and
study implementation. Four heterogeneous seeds were pro-
vided guidance about the study and its aim. A maximum of
three RDS coupons to recruit other MSM in their network
were given to each seed, thus, limiting the number of MSM
that could be recruited by one participant and beginning a
series of referral sampling chains. Characteristics of those
who were offered but did not accept a coupon were tracked
using a postrecruitment questionnaire. Participants were re-
imbursed based on the cost of return transport and the
equivalent of a meal, free condoms, condom-compatible lu-
bricants, and HIV information materials. Participants were
further reimbursed for each eligible MSM they recruited to
cover transportation and phone credit needed to make contact
and distribute the coupon. During the study, no recruitment
challenges were reported.

For secondary data analyses, the combined total sample
size of 683 was sufficient to detect the reported prevalence
(54.8%) of condom use at last anal sex. The minimum re-
quired sample size to detect the observed prevalence as-
suming design effect of 2, was 550 participants.32

The study received ethical approval from the Johns Hop-
kins Bloomberg School of Public Health Institutional Review
Board and the National Ethics Committee of Togo.

Data collection

After providing oral informed consent, participants com-
pleted an interviewer-administered questionnaire in a private
room in one of the two languages spoken (French and Ewe).
The questionnaire was designed to explore the multiple
dimensions of HIV risk outlined in the Modified Socio-
Ecological Model.33 Participants were first asked socio-
demographics questions followed by a series of questions
related to human rights violations, including indicators
focused on community, social, and health system-related
stigma and discrimination; sexual behavior risk factors
(Table 2), history of STI symptoms, and testing in the past 12
months, and for those who knew that they were living with
HIV, antiretroviral therapy status. Survey questions were pilot
tested with members of the MSM community in both lan-
guages to ensure they were understood and reflected the
original intent of the English and French questionnaires de-
veloped by the study team.
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Laboratory testing

Trained technicians collected blood samples and admin-
istered all biological testing. HIV and syphilis testing were
conducted according to Togolese National guidelines.34 HIV
testing included voluntary counseling, HIV screening, and
confirmatory testing using rapid kits. The HIV testing algo-
rithm was sequential, with the first test being Determine HIV
1/2 Ag/Ab Combo Rapid Test (Watham, MA). All positive
tests were confirmed using First Response HIV test 1–20
cards (PMC Medical, Nani Damam, India). Western blot was
used for discrepant results. Syphilis testing was conducted
using treponema pallidum hemagglutination assay (TPHA)
and Venereal Disease Research Laboratory (VDRL) test.
Participants who tested positive for syphilis were provided
with free treatment onsite, and those who tested positive for
HIV were referred to a health care center that was known to
be capable of addressing the particular needs of MSM.

Statistical analyses

Indicators for each city were analyzed and reported as
crude numbers and proportions, and RDS-adjusted (RDSa)
estimates. Crude estimates represent the numbers and pro-
portions reported from the study sample, and RDSa propor-
tions are estimates of the broader MSM population of each
city, with each variable’s proportion based on the number of
participants who answered each question. RDSa proportion
estimates were calculated from these weights, which attempt
to address homophily, the tendency of participants to recruit
others like them, and for the variation in network size, two
potential biases of RDS.31 Volz-Heckathorn was used as an
estimator to account for differences in social network sizes of
participants. The variable ‘‘In the last month, how often were
condoms used when you had anal sex with male partners’’
was utilized to generate individual weights for bivariate
analysis. All seeds were included in the analysis. Network
size was assessed by asking: ‘‘How many people do you
know personally who are men who have sex with men?’’
RDSa proportions and 95% confidence intervals (CIs) were
estimated using a bootstrap method with 1,000 repetitions for
all variables explored.35 Gender identity was determined
based on a two-step gender assessment, asking first to the
participant if their sex at birth was male, followed by the
question about gender with the options of man, woman, or
intersex. Transgender woman was defined as someone with a
female gender identity and a male sex assigned at birth36 and
intersex was defined as someone assigned male sex at birth
and identifying as intersex gender.

Logistic regression models were used to estimate the as-
sociation between condom use during insertive/receptive
anal sex in the last month with any male partner (CCU)
(outcome) and variables selected based on our knowledge
and published literature.29 Multivariable logistic regression
models were built to estimate the adjusted odds ratio (aOR).
Pooled, crude estimates were used in the multivariable lo-
gistic regression model. For regression analysis, quantitative
variables such as age (18–24/>24 years) and income [£2,000
CFA (*4 USD), 2,001–12,000 CFA (*4–24 USD), >12,000
CFA (*24 USD)] were categorized. The final model included
age income, gender (male, female, and intersex), and condom
access (very difficult, somewhat difficult/easy, and very easy).
It also included dichotomous variables with yes/no responses:

ever been forced to have sex, HIV status, health service access,
and history of being blackmailed (Table 4). Pearson’s chi
square and Fisher’s exact tests were used to explore associa-
tions of binary variables, and statistical significance was set at
p < .05.37,38 Akaike information criteria (AIC) and Bayesian
information criteria (BIC) were used to identify more parsi-
monious models and to determine the final model.37,39 Crude,
instead of RDSa estimates were used for the final multivariable
model given that the data for Kara and Lomé are not linked,
and as a standard for the use of RDSa estimates in these models
is not yet established.37 Therefore, pooled estimates from both
cities were provided without weights for consistency with the
logistic regression models. All data were analyzed using Stata
12.1 (Stata/IC, College Station, TX).

Results

In Lomé, a total of 439 coupons were distributed, and 354
(80%) were returned to the site. All the 354 MSM with
coupons were eligible for the survey. Seed one generated 97
(27.4%) recruits, seed two 71 (20.6%) recruits, seed three 135
(38.1%) recruits, and seed four 51 (14.4%) recruits. Eight
RDS recruitment waves were sufficient to enroll the a priori
determined sample size. Homophily for HIV status was -0.49
among HIV-negative MSM and 0.2 for those living with
HIV. In Kara, 468 coupons were distributed, and 329 (70.3%)
were returned to the site. All the participants who returned the
coupon were eligible. Seed 1 generated 101 (30.7%) recruits,
seed 2 generated 226 (68.7%) recruits, and seeds 3 and 4
generated 1 recruit each (0.3, respectively). Eight recruitment
waves were needed to reach the predetermined sample size.

Table 1 presents the demographic and biological charac-
teristics for each study site, and also pooled data from both
cities. A total of 683 MSM were surveyed, 354 (51.8%) in the
capital city of Lomé and 329 (48.2%) in the northern city of
Kara. Overall, 62.8% (429/623) of the participants were be-
tween 18 and 24 years of age, with a median age of 23.9
years, almost 70% (476/683) had secondary school or more,
and >90% (640/683) were single or had never been married.
Median income was 5,000 CFA/week (*8.1 USD/week).
Over 2/3 of the sample self-identified as gay/homosexual and
>80% (556/683) self-identified as being male.

MSM living in Lomé were younger ( p < .01), had a higher
income ( p < .01), were less frequently single/never married
( p < .01), less educated ( p < .01), and employment was more
prevalent ( p = .03) compared with MSM surveyed in Kara. In
total, 9.2% (62/683) of the participants were living with HIV,
17.5% (61/354) in Lomé and 0.3% (1/329) in Kara ( p < .01).
No individuals were found to be coinfected with syphilis and
HIV. In addition, ever feeling discriminatory remarks from
family members was reported by 17.3% (118/683), difficul-
ties accessing health services by 12.3% (84/683), ever being
verbally harassed by 18.6% (127/683), or blackmailed by
19.0% (129/683) of the participants (Table 1).

Table 2 presents the crude and RDSa estimates of condom
use and sexual behavior, and crude estimates for the pooled
data. Overall, more than half [54.8% (374/683)] of MSM
sampled reported always using condoms for anal sex with a
male partner during the last month. In addition, in the past 12
months, participants reported having, on average, insertive
anal sex with 1.2 male partners and receptive anal sex with 1
male partner (Table 2).
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MSM living in Kara had decreased odds of reporting CCU
in the last month during anal sex with another male partner
compared with those living in Lomé (OR = 0.49, 95%
CI = 0.36–0.66). In addition, men who had an income be-
tween 2,001 and 12,000 CFA had lower odds of CCU with a
male partner during the last month compared with the lowest
income group (OR = 0.58, 95% CI = 0.41–0.82). When
compared with men, MSM self-identifying their gender as
intersex (OR = 0.45, 95% CI = 0.28–0.74), and those who had
ever been forced to have sex (OR = 0.31, 95% CI = 0.17–
0.57) had lower odds of CCU (Table 3).

After adjusting for potential confounders, MSM living in
Kara (aOR = 0.29, 95% CI = 0.19–0.44), and men reporting a
higher income [2,001 and 12,000 CFA aOR = 0.53, 95%
CI = 0.36–0.77 and >12,000 CFA (*24 USD) aOR = 0.34,
95% CI = 0.20–0.57] had lower odds of CCU. In addition,
transgender woman (aOR = 0.47, 95% CI = 0.25–0.92) and
intersex (aOR = 0.42, 95% CI = 0.24–0.73) had lower odds of
CCU. Lifetime history of forced sex was also associated with
inconsistent condom use (aOR = 0.42, 95% CI = 0.21–0.82).
Older MSM (aOR = 1.49, 95% CI = 1.04–2.14) and those
with more access to condoms (aOR = 2.73, 95% CI = 1.20–
6.16) had increased odds of CCU (Table 3).

Discussion

These analyses described the socioeconomic, demo-
graphic, and biological determinants that influence the use of
condoms for anal sex among MSM living in Togo. Our
sample was composed mainly of young, medium income,
educated, and cis-MSM. Approximately 1 of every 10 re-
ported some form of stigma and/or discrimination. The av-
erage size of an individual’s network was four times larger in
Lomé than in Kara. Overall, MSM in Lomé reported using
condom more consistently during anal sex with another male
partner in the past month. CCU was highest in Lomé when
having anal sex with a casual male partner. The prevalence of
CCU by MSM in Togo was comparable with reports of
limited condom use in other West African countries.22,25,40,41

Finally, the adjusted models show that the odds of CCU were
higher among older MSM, and among those who had easier
access to condoms. Taken together, these results highlight the
importance of understanding the social, cultural, educational,
and behavioral characteristics that might be conditioning
condom use among MSM in these settings, information that
would be fundamental toward the development of effective
interventions.

Although we report on the positive association between
CCU and older age among MSM, regional results on this
factor have been inconsistent. Studies from Nigeria, Swazi-
land, and Cameroon found no association between age and
CAI among MSM.24,25,40 In contrast, Lane et al. reported that
MSM 25 years of age and older were more likely to have
CAI.42 CCU among older MSM could be explained by
greater negotiating skills and/or increased access to coun-
seling services that educate and promote the importance of
CCU as a preventive tool against HIV infection. Results
support the development of behavioral interventions that
address the needs and risk behaviors of young MSM in Togo.
In addition, studies from high-income countries have re-
ported links between both having casual partners and alco-
hol/drug consumption with decreased CCU among young

MSM.43,44 Based on our findings, young MSM should be
further engaged in future HIV/STI services that provide ac-
cess to condoms in Togo. It is important for programs to
consider structural factors that can hamper program success,
such as stigma, discrimination, culture, and government
policy toward same sex behavior. Young MSM represent a
population that is very difficult to reach and, when underage,
are not likely to be characterized in behavioral and biological
surveys. The latter should be taken into account to improve
and/or develop better and more effective preventive services.

The role that personal income has on condom use among
MSM in low-income countries is complex and understudied.
This association can be mediated by other socioeconomic
factors, such as education, marital status, and biological de-
terminants, such as HIV status.45,46 In Lomé and Kara, MSM
with higher income were less likely to report CCU con-
trasting with findings reported among MSM in South Africa,
China, and the United States, where no association has been
observed between economic status and CCU.47–49 In contrast
with our results, Bakai et al. reported, using data from a cross-
sectional survey that recruited MSM using snowball sam-
pling, that MSM in Togo with a higher educational level and
who had participated in HIV and STI prevention activities
were more likely to have used a condom during the last anal
intercourse.50 In our study, there was no association between
educational level and CCU among MSM living in Lomé and
Kara during the last month. Independent of their educational
level, the underlying reasons for condom use may be far more
complex, starting with HIV serostatus knowledge, having
access to condoms when needed, and stigma. In addition,
network dynamics may also shape access to services and
decision-making among MSM regardless of their educational
level. Finally, limited research and contrasting results on the
relationship between income and CCU among MSM make
interpretation of these data challenging and highlight the
need for additional research.25,41,51,52

The relationship between gender identity and sexual be-
havior is poorly understood in much of sub-Saharan Africa.53

In this study, after adjusting for potential confounders,
transgender women were shown to have decreased odds of
CCU. Research in multiple high and middle-income coun-
tries suggest that transgender women are at higher risk of
stigma, discrimination, marginalization, and HIV infection
by differing levels of risk33,54,55 even when compared with
other key populations. However, data on CCU for transgen-
der women are limited. Studies have highlighted that cis-
MSM living with HIV are more likely to use condoms during
anal sex, aiming to reduce the risk of transmitting the in-
fection to others.56,57 Transgender women have been re-
ported to be less likely to use condoms and to have difficulties
negotiating condom use with their primary sexual partner and
other sexual partners.58,59 The association found in Togo may
be partially explained by the high access to HIV preventive
services regardless of gender identity. These findings provide
important information to guide prevention programs to
specify messages based on an individuals’ gender identity
aiming to enhance CCU.

There is limited information on MSM’s population size,
social isolation, conservative attitudes, and restricted access
to health services and how these factors guide behavior re-
lated to condom use.60–62 In these analyses, a higher pro-
portion of MSM in the urban city of Lomé, compared with
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those living in Kara, reported CCU. This finding is incon-
sistent with results from a study conducted in Nigeria, re-
porting that MSM living in urban areas are less likely to
report CCU.40 Other factors explored in these analyses might
explain the reported differences. First, sexual behaviors
within MSM networks, social norms, and conventions might
differ between Lomé and Kara, allowing MSM to have more
access to preventive services or other types of social support
such as friends or families.33,63 Second, in Kara, behaviors
associated with stigma and discrimination, such as difficul-
ties accessing health services and being blackmailed were
significantly higher compared with Lomé. These factors may
partially explain the lower prevalence of CCU in the city of
Kara. Finally, the number of NGOs providing services and
their capacity to reach MSM can also impact CCU and
linkage to the continuum of HIV care.12,64 Collectively, our
findings suggest that successful interventions might differ in
relation to the characteristics of the city, and should be taken
into consideration as they are developed, aiming to increase
CCU among MSM. In addition, social capital was higher for
MSM living in Kara. When information on social capital is
available and reliable, it should be considered as programs
are developed and implemented, given its inherent potential
for understanding the population, resulting in improved ac-
cess to HIV treatment, care, and preventive services. Finally,
given the high variability that exists when reporting im-
plementation studies, it would be useful for NGOs and other
agencies, to report their findings using guidelines specifically
developed to capture the diversity that is inherent to the
context and the population of an intervention.65

Results should be viewed in light of a few limitations. The
cross-sectional design of the study limits causal inference.
The generalizability of these findings should be made with

caution given the significant variability regarding different
behavioral, social, and biological factors that affect CCU that
has been reported in different countries across sub-Saharan
Africa.12,21,25,40,63 In addition, social desirability bias could
be present when self-reporting sensitive sexual behavior in-
cluding condom use during anal sex. RDS was used to ac-
count for the limited access to the population; however, the
results may not represent the individuals less connected to
larger networks. In addition, a high number of participants
reported being ‘‘intersex,’’ which was defined as people who
did not have sexual/reproductive anatomy conforming to
biological norms. The high prevalence could be a result of
participants misunderstanding being intersex as falling
within the transfeminine spectrum. Finally, adjusted ana-
lyses of RDS could not be conducted for the bivariate and
multivariate analysis for Kara and Lomé combined given
that the networks in the two cities were unrelated. Conse-
quently, multivariate analysis was conducted with unadjusted
pooled data and estimation may not be generalizable to the
population.

CCU is an important and effective strategy to prevent
HIV acquisition and transmission during anal sex among
MSM.66,67 Several factors associated with CCU were iden-
tified in this study including older age and access to condoms.
Considering the low condom use reported, and multiple
barriers to preventive services experienced by this popula-
tion, alternative prevention strategies should be considered as
options for individual MSM such as preexposure prophy-
laxis, lubricants, and condoms that aim to increase usage
(e.g., flavors, size, shape, color, and lubricants). Structural
level barriers such as decriminalization and protective legis-
lation of same sex behavior in Togo should also be targeted to
improve training of health care providers and law enforcement

Table 3. Factors Associated with Always Using a Condom During Anal Sex in the Last Month Among

Men Who Have Sex With Men Living in Lomé and Kara, Togo

Always used condom
anal sex last month, n (%) OR (95% CI) p aOR (95% CI) p

City
Lomé 224/354 (63.3) 1.0 1.0
Kara 150/329 (45.6) 0.49 (0.36–0.66) <.01 0.29 (0.19–0.44) <.01

Age (years)
18–24 234/429 (54.6) 1.0 1.0
25 and older 140/254 (55.1) 1.02 (0.75–1.40) .88 1.49 (1.04–2.14) .03

Income (CFA)
£2,000 146/228 (64.0) 1.0 1.0
2,001–12,000 167/329 (50.8) 0.58 (0.41–0.82) <.01 0.53 (0.36–0.77) <.01
More than 12,000 61/126 (48.4) 0.53 (0.34–0.82) <.01 0.34 (0.20–0.57) <.01

Gender
Male 322/556 (57.9) 1.0 1.0
Transgender woman 22/49 (44.9) 0.59 (0.33–1.07) .80 0.47 (0.25–0.92) <.03
Intersex 30/78 (38.5) 0.45 (0.28–0.74) <.01 0.42 (0.24–0.73) <.01

Condom access
Very difficult 11/35 (31.4) 1.0 1.0
Somewhat difficult/easy 171/325 (52.6) 2.4 (1.15–5.11) .02 2.70 (1.23–5.94) .01
Very easy 1,192/313 (61.3) 3.46 (1.64–7.32) <.01 2.73 (1.20–6.16) .02

Ever been forced to have sex 15/52 (28.9) 0.31 (0.17–0.57) <.01 0.42 (0.21–0.82) .01
Living with HIV 31/62 (50) 0.81 (0.48–1.37) .44 0.69 (0.38–1.26) .23

Significant p-values are noted in bold.
aOR, adjusted odds ratio; OR, odds ratio.
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agencies using stigma mitigating intervention and rights-based
approach.68,69 CCU remains essential toward HIV/STI pre-
vention in this group. These data provide insight into deter-
minants that can be leveraged to increase condom use among
MSM in these settings.

Acknowledgments

The authors thank the men who participated in the study
for their engagement and making this analysis possible. The
authors concurrently thank the Togo Ministry of Health for
approving and collaborating on this study and Erin Papworth
and Ping-An Chen for their support in implementing the
study. The authors also acknowledge the team at United
States Agency for International Development (USAID) and
USAID West Africa, for their continued dedication and im-
portant role in the success of this study and similar studies
across the region. The study was implemented by USAID j
Project SEARCH, Task Order No. 2, which is funded by the
U.S. Agency for International Development under Contract
No. GHH-I-00-07-00032-00, beginning September 30, 2008,
and supported by the President’s Emergency Plan for AIDS
Relief. S.B.’s efforts for this publication were supported by
National Institutes of Mental Health and Office of AIDS
Research of the National Institutes of Health under award
number R01MH110358. Finally, this publication was made
possible with help from the Johns Hopkins University Center
for AIDS Research, an National Institutes for Health (NIH)-
funded program (P30AI094189), which is supported by the
following NIH co-funding and participating Institutes and
Centers: National Institute of Allergy and Infectious Diseases
(NIAID), National Cancer Institute (NCI), National Institute
of Child Health and Human Development (NICHD), Na-
tional Heart, Lung, and Blood Institute (NHLBI), National
Institute on Drug Abuse (NIDA), National Institute of Mental
Health (NIMH), National Institute on Aging (NIA), Fogarty
International Center (FIC), National Institute of General
Medical Sciences (NIGMS), National Institute of Diabetes
and Digestive and Kidney Diseases (NIDDK), and the Office
of AIDS Research (OAR). The content is solely the respon-
sibility of the authors and does not necessarily represent the
official views of the NIH. The funding sources had no role in
the study design; in the collection, analysis, and interpreta-
tion of data; in the writing of the articles; or in the decision to
submit the article for publication.

Author Disclosure Statement

No competing financial interests exist.

References

1. Beyrer C, Baral SD, van Griensven F, et al.: Global epi-
demiology of HIV infection in men who have sex with
men. Lancet 2012;380:367–377.

2. Baral S, Sifakis F, Cleghorn F, Beyrer C: Elevated risk for
HIV infection among men who have sex with men in low-
and middle-income countries 2000–2006: A systematic
review. PLoS Med 2007;4:e339.

3. van Griensven F, van Wijngaarden JWdL, Baral S, Grulich
A: The global epidemic of HIV infection among men who
have sex with men. Curr Opin HIV AIDS 2009;4:300–307.

4. Fitzergerald MS:: The Changing Face of HIV Prevention
Programs in Burkina Faso and Togo: Opportunities and

Challenges of Providing HIV Prevention Programs and
Services for Most-at-Risk Population in Burkina Faso and
Togo. USAID, Arlington, VA, 2013.

5. Mason K, Ketende S, Peitzmeier S, et al.: A cross-sectional
analysis of population demographics, HIV knowledge and
risk behaviors, and prevalence and associations of HIV
among men who have sex with men in the Gambia. AIDS
Res Hum Retroviruses 2013;29:1547–1552.

6. MSM, HIV, and the Road to Universal Access: How Far
Have We Come?. amfAR, The Foundation for AIDS Re-
search, Washington, DC, 2008.

7. Report of the Modes of Transmission HIV Study. Benin,
2009.

8. Lyons CE, Ketende S, Diouf D, et al.: Potential impact of
integrated stigma mitigation interventions in improving
HIV/AIDS Service Delivery and Uptake for Key Popula-
tions in Senegal. J Acquir Immune Def Syndr 2017;74
Suppl 1:S52–s59.

9. World Health Organization: Definitions of Key Terms.
2013. Available at www.who.int/hiv/pub/guidelines/arv2013/
intro/keyterms/en (2013), accessed 2018.

10. Wade AS, Larmarange J, Diop AK, et al.: Reduction in risk-
taking behaviors among MSM in Senegal between 2004 and
2007 and prevalence of HIV and other STIs. ELIHoS Pro-
ject, ANRS 12139. AIDS Care 2010;22:409–414.

11. Merrigan M, Azeez A, Afolabi B, et al.: HIV prevalence
and risk behaviours among men having sex with men in
Nigeria. Sex Transm Infect 2011;87:65–70.

12. Park JN, Papworth E, Kassegne S, et al.: HIV prevalence
and factors associated with HIV infection among men who
have sex with men in Cameroon. J Int AIDS Soc 2013;16
Suppl 3:18752.

13. Vuylsteke B, Semde G, Sika L, et al.: High prevalence of
HIV and sexually transmitted infections among male sex
workers in Abidjan, Cote d’Ivoire: Need for services tai-
lored to their needs. Sex Transm Infect 2012;88:288–293.

14. Papworth E, Grosso A, Ketende S, et al.: Examining Risk
Factors for HIV and Access to Services Among Female Sex
Workers (FSW) and Men who have Sex with Men (MSM) in
Burkina Faso, Togo and Cameroon. USAID Project
Search: Research to Prevention, Baltimore, 2014.

15. Joint United Nations Programme on HIV/AIDS: UNAIDS
Terminology Guidelines. 2015. Joint United Nations Pro-
gramme on HIV/AIDS, Geneva, Switzerland, 2015.

16. Centers for Educational Justince and Community Engage-
ment UC Berkley: Gender Equity Resource Center: De-
finitions of terms. Available at http://ejce.berkeley.edu/
geneq/resources/lgbtq-resources/definition-terms (2017),
accessed January, 2017.

17. Baggaley RF, White RG, Boily MC: HIV transmission risk
through anal intercourse: Systematic review, meta-analysis
and implications for HIV prevention. Int J Epidemiol 2010;
39:1048–1063.

18. Yang Z, Huang Z, Dong Z, et al.: Risk factors for HIV
diagnosis among men who have sex with men: Results of a
case-control study in one sample of Eastern China. AIDS
Res Hum Retroviruses 2016;32:1163–1168.

19. Tohme J, Egan JE, Stall R, Wagner G, Mokhbat J: HIV
prevalence and demographic determinants of unprotected
anal sex and HIV testing among male refugees who have
sex with men in Beirut, Lebanon. AIDS Behav 2016;20:
408–416.

20. Stahlman S, Liestman B, Ketende S, et al.: Characterizing
the HIV risks and potential pathways to HIV infection
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