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Abstract

Introduction: Poor access of lesbian, gay, bisexual and transgender (LGBT) people to healthcare providers with clinical and

cultural competency contributes to health inequalities between heterosexual/cisgender and LGBT people. This systematic

review assesses the effect of educational curricula and training for healthcare students and professionals on LGBT healthcare

issues.

Methods: Systematic review; the search terms, strategy and process as well as eligibility criteria were predefined and

registered prospectively on PROSPERO. A systematic search of electronic databases was undertaken. Screening for eligible

studies and data extraction were done in duplicate. All the eligible studies were assessed for risk of bias. The outcome of

interest was a change in participants’ knowledge, attitude and or practice.

Results: Out of 1171 papers identified, 16 publications reporting 15 studies were included in the review. Three were non-

randomized controlled studies and 12 had a pre/post-design; two had qualitative components. Bias was reported in the

selection of participants and confounding. Risk reported was moderate/mild. Most studies were from the USA, the topics

revolved around key terms and terminology, stigma and discrimination, sexuality and sexual dysfunction, sexual history

taking, LGBT-specific health and health disparities. Time allotted for training ranged from 1 to 42 hours, the involvement of

LGBT people was minimal. The only intervention in sub-Saharan Africa focused exclusively on men who have sex with men.

All the studies reported statistically significant improvement in knowledge, attitude and/or practice post-training. Two main

themes were identified from the qualitative studies: the process of changing values and attitudes to be more LGBT inclusive,

and the constraints to the application of new values in practice.

Conclusions: Training of healthcare providers will provide information and improve skills of healthcare providers which may

lead to improved quality of healthcare for LGBT people. This review reports short-term improvement in knowledge, attitudes

and practice of healthcare students and professionals with regards to sexual and LGBT-specific healthcare. However, a unified

conceptual model for training in-terms of duration, content and training methodology was lacking.
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Introduction
Globally, there is dearth of information on the health of

lesbian, gay, bisexual and transgender (LGBT) people.

However, available evidence from different regions of the

world has consistently demonstrated poorer health out-

comes among LGBT people compared to the general popu-

lation [1–3]. Discrimination in healthcare settings against

LGBT people can manifest as outright denial of care, dis-

respect and abuse, low-quality care, negative attitude and

behaviour of providers, and lack of confidentiality and priv-

acy in service provision [4].

In the case of HIV/AIDS, discrimination has resulted in

barriers to accessing HIV prevention services, HIV and sexually

transmitted infection (STI) testing services, enrolment and

retention in treatment and care and support programmes

for people infected with HIV [5,6]. Over the past decade,

significant improvement has been made in the global effort

at slowing the pace of the HIV epidemic. The incidence and

prevalence of HIV infection and HIV-related mortality has

dropped [7]. A high proportion of people living with the

virus are on life-saving antiretroviral drugs and achieving

good health [8,9]. However, in many regions of the world,

the burden of new HIV infection is disproportionately higher

among men who have sex with men (MSM), transgender

women, people who inject drugs and sex workers [10].

Despite the overall progress, these disparities suggest that

the goal of achieving an AIDS-free generation and ending

AIDS by 2030 may not be achievable [5,11,12].

Recognition of the impact of HIV-related discrimination

in healthcare settings has brought to the forefront the
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urgent need to remodel education of the health workforce

[13]. Theory suggests that specific training may result in

better knowledge/skills of the health workforce when treat-

ing conditions of known high risk among the LGBT commu-

nity and training may also reduce the stigma and

discrimination of LGBT patients [14].

This systematic review assesses the effect of educational

curricula and training for healthcare students and profes-

sionals on LGBT healthcare issues and offers a timely con-

tribution to the debates about the role of professional

educational interventions as the movement towards LGBT

inclusion gains momentum globally.

Methods
All primary research designed as trials (randomized, non-

randomized controlled, pre–post) and qualitative studies in

all languages were considered eligible for this review. There

was no restriction based on year or country of publication.

Eligibility criteria were defined (see Table 1) using the

PICOS approach which defines the population, intervention,

comparator and outcomes relevant to the review [15].

Following an initial review of keywords in relevant litera-

ture, the search terms, strategies and overall search process

were defined. A detailed search strategy is in Appendix 1.

We searched the following databases; OVID Medline,

PubMed, Web of Science, ScienceDirect, Education

Resources Information Center (ERIC), TRIP, Google Scholar,

Zetoc, Ebsco, CINAHL, PsycINFO. Cochrane library and

University of York Centre for Reviews and Dissemination

were also searched for ongoing systematic review protocols

and published reviews on the subject of interest. Other

sources of information used were University of

Birmingham library, Ethos electronic thesis, ProQuest and

grey literature online resource. The search was from the

inception of the databases to 15 December 2015. Two

researchers independently conducted the initial screening

of titles and abstracts of articles identified through the

search. The full-text articles were reviewed by three

researchers for inclusion. The reference sections of

included studies were screened to identify additional rele-

vant studies.

A data extraction form was developed using the

Cochrane consumers and communication review group’s

data extraction template [16]. It was pilot tested prior to

final use. The final version extracted information on the

following: the author’s name, year and country of the

study; the study design; type of population; characteristics

of population; outcomes of interest; content of training;

mode of delivery; time allotted for training; characteristics

of the trainers; recommendations for future training. This

process was carried out by two reviewers working

independently.

A modified Downs and Black checklist [17] was used to

assess the quality of non-randomized controlled studies and

intervention studies without control. In grading the inter-

vention studies without control, the following criteria were

used: studies that scored ≥18 out of a maximum of 20

marks were graded as low risk, 15–17 moderate risk and

<15 high risk. The Critical Appraisal Skills Programme check-

list [18] was used for qualitative studies. Scores ≥8 out of a

maximum of 10 were graded as low risk, 6–7 as moderate

risk and <6 as high risk. Risk of bias assessment was under-

taken by AS and checked by a second reviewer.

The review was registered on PROSPERO in March 2016

(CRD42016036430).

Results
Searches identified 1171 studies. Removal of duplicates left

663 articles; 620 abstracts were excluded because they

were not intervention studies. Of the remaining 43

abstracts, 27 were not eligible, 16 articles reporting 15

studies were eventually included. One study reported the

quantitative and qualitative findings separately. The

PRISMA flow diagram summarizes the included studies

based on the eligibility criteria (Figure 1).

Ten studies had student populations: medical [19–25],

nursing [26,27] and mixed population of students in nur-

sing, pharmacy and the allied health professions [28]. Five

studies presented data from healthcare service providers

[29–33]: medical residents [29–31], practicing nurses [33]

and one had a mixture of clinicians, nurses, counsellors and

administrators [32]. Almost all studies took place in high-

income western countries: 12 in the USA [19,20,22–24,26–

31,33], 2 United Kingdom [21,25] and 1 in Kenya between

1977 and 2015. The Kenyan study used a mixed-method

study design but published the quantitative and qualitative

results separately [32,34]. Five articles were published from

1977 to 1989, while the remaining 11 were published after

2000. The sample size for the articles ranged from 13 [22]

to 217 [25] subjects (see Table 2). Most of the articles in

this review did not report the sex and age distribution of

the participants.

Study design

Three of the studies used a non-randomized pre/post

design with concurrent comparators [19,22,28]. The

remaining 12 studies had a pre/post intervention design

Table 1. Eligibility criteria

Population Medical doctors and dentists, nursing and

midwifery professionals and pharmacists.

Healthcare students studying for entry to

one of the professions specified above

Interventions All forms of training given to healthcare

professionals on sexuality and LGBT specific

health issues at undergraduate and

postgraduate level

Comparator (if

available)

Standard level training/No training on LGBT-

specific issues

Outcome Change in participants’ knowledge, attitude and

or practice with regards to sexuality related

issues and LGBT health
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without control; among this group, two used a mixed-

method design [28,32]. Three of the quantitative studies

had three months follow-up data [22,23,33]. One of the

articles collected data using an online survey [26].

The qualitative element of the Kenyan study, published

separately [34], used focus group discussion and framework

approach while the second mixed-method study (USA) [28]

used journal reflections and triangulated the findings with

the quantitative results (Table 2).

Risk of bias of included studies

Risk of bias is reported in Appendices 2–4.

The non-randomized controlled studies [19,21,22] were

assessed to have high risk of bias due to confounding and

moderate risk in selection of participants. In all cases, the

control was students either in the same class or similar

class who were not exposed to the sexuality-related

courses offered as electives. The students were allowed to

choose their electives based on preference. Two studies

had low risk of bias due to missing data [19,21]. For mea-

surement of outcomes, one study [22] did not have post

intervention outcome data for the control group and was

classified as having an unclear risk of bias, one study had a

high risk [19] and the third had a low risk of bias [21].

For intervention studies without control, five were

graded as low risk of bias [23,28–30,32], five as moderate

risk [20,24,27,31,33] and two as high risk [25,26]. The

articles did not provide enough information on the popula-

tion included in the study, characteristics of subjects lost to

follow-up and estimates of random variability for the main

outcome. One of the articles reported on change in knowl-

edge and attitude following the training but the data col-

lection tool did not capture the same information pre and

post, hence the result could not be compared [31]. The

Table 2. Summary of population characteristics and settings

Author (year) Sample size Type of student Country Study design Follow-up

Bauman et al.

(1985)

16 Medical student year 1 USA Non-randomized control Post-intervention

Carabez et al.

(2015)

Nursing student USA Pre/post-intervention Post-intervention

Carmichael et al.

(1977)

104 Medical student year 2 USA Pre/post-intervention Post-intervention

Hawala-Druy

et al.

(2012)

106 Nursing, pharmacy, allied

health students

USA Pre/post-intervention

Qualitative (journal reflections)

Post-intervention

Hawton et al.

(1979)

42 Medical clinical student year

1

UK Non-randomized control Post-intervention

Johnson et al.

(2015)

13 Medical student year 1 USA Non-randomized control (post-

intervention data not collected

from the control group)

Post-intervention and

three months

Kelly et al.

(2008)

143 Medical student year 2 USA Pre/post-intervention Post-intervention

Loeb et al.

(2010)

25 Medical residents USA Pre/post-intervention Post-intervention

Mcgarry et al.

(2002)

137 Medical residents USA Pre/post-intervention Post-intervention

Rosen et al.

(2006)

46 Medical residents USA Pre/post-intervention Post-intervention

Strong et al.

(2015)

88 Nursing student USA Pre/post-intervention Post-intervention

Thomas et al.

(1980)

145 Medical student year 2 USA Pre/post-intervention Post-intervention

Van der Elst et al.

(2013)

74 Mixture healthcare workers Kenya Pre/post-intervention

Qualitative (FGD)

Post-intervention and

three months

Wylie et al.

(2003)

217 Medical student year 4 UK Pre/post-intervention Post-intervention

Young et al.

(1989)

200 Registered nurses USA Pre/post-intervention Post-intervention and

three months

UK: United Kingdom; USA: United States; FGD: focus group discussion.
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stand-alone qualitative study was classified as low risk [34],

while the USA [28] qualitative study was classified as mod-

erate risk.

Training content

The content of the training can be grouped under the

following five topics: key terms and terminology, stigma

and discrimination, sexuality and sexual dysfunction, sexual

history taking, LGBT-specific health and health disparities.

The Kenyan study specifically addressed the health of MSM

in sub-Saharan Africa [32,34]. All the training with the

exception of two studies [20,29] involved multiple topics,

the maximum reported in any study was four. Information

was not available on the depth and extent to which the

topics were discussed.

Eight of the articles reported teaching key terms and

terminologies, mostly related to gay and lesbian terms

[19–21,23–27]; these studies were mostly from interven-

tions carried out over 10 years ago. Only four of the recent

articles [23,26–28] talked about trans-related

terminologies.

Stigma and discrimination related to expression of sexu-

ality was discussed in eight studies [19,23,25–28,30,32].

The content ranged from stereotyping of sexual minority

populations, cultural and religious bias in some commu-

nities to the emergence of new non-discriminatory policies

based on the healthcare equality index in the USA [26].

In seven of the studies, the students were taught human

sexuality [20–22,24,25,31,33]. This was often done in con-

junction with disease states such as sexual dysfunction,

sexual problems and STI/HIV. Sexual history taking was a

key feature of training for medical residents and one of the

commonly recurring topics in the reviewed studies; how-

ever, the effectiveness of this particular component of

training was rarely assessed [19,21,22,28–31,33].

Healthcare issues specific to LGBT people were discussed

under the following headings: HIV/AIDS and other STI [32,33],

primary care issues [19,23,32], sexual dysfunction [25,31] and

barriers to healthcare [30,31]. The study carried out in Kenya

provided training on MSM-specific healthcare including men-

tal health [32]. Transgender healthcare featured in three

studies published in 2008 and 2015 [23,26,27]. LGBT health

disparities featured in only two curricula [27,28].

Trainers

In all but one study, the training was hosted and developed

by universities and the facilitators/trainers were faculty in the

institutions. The exception was the study carried out in Kenya

where the training was carried out by an MSM counsellor, a

community liaison officer, a social scientist, a senior research

counsellor and two MSM who were members of a local non-

governmental organization. In five studies, people from the

LGBT community had been involved in the design or facili-

tated the training [19–21,23,27] (see Table 3).

Figure 1. PRISMA diagram.
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Table 3. Summary table for training

Author, year

and country Topics

Hours

allotted Methods Trainers

Bauman

1985

USA

Key terms and terminologies, stigma and

discrimination, sexual history taking, LGBT

health

11 Didactic lectures, small group discussions,

social events, case review, role play

Faculty and LGBT

people

Carabez

2014

USA

Key terms and terminologies, stigma and

discrimination, sexual history taking

2 Didactic lectures, readings, instructions Faculty

Carmichael

1977

USA

Sexuality and sexual dysfunction 10 Didactic lectures, social events, panel

discussion, pre-reading

Faculty and LGBT

people

Hawala-Druy

2012

USA

Stigma and discrimination, LGBT health 42 Didactic lectures, social events Faculty

Hawton

1979

UK

Key terms and terminologies, sexuality and sexual

dysfunction, sexual history taking

12 Didactic lectures, small group discussions,

social events, role play

Faculty and LGBT

people

Johnson

2015

USA

Sexuality and sexual dysfunction, sexual history

taking, LGBT health

26 Didactic lectures, small group discussions,

social events, shadowing, role play

Faculty

Kelly

2008

USA

Key terms and terminologies, stigma and

discrimination, LGBT health

2 Small group discussions, patient panel Faculty and LGBT

people

Loeb

2010

USA

Sexual history taking 4 Case studies, role play Faculty

McGarry

2002

USA

Key terms and terminologies, stigma and

discrimination, sexual history taking, LGBT

health

3 Didactic lectures, social events, case

discussion, seminar

Faculty

Rosen

2006

USA

Sexuality and sexual dysfunction, sexual history

taking

3 Didactic lectures, small group discussions,

patient interview, panel discussion

Faculty

Strong

2015

USA

Key terms and terminologies, stigma and

discrimination, LGBT health

1 Didactic lectures Faculty and LGBT

people

Thomas

1980

USA

Key terms and terminologies, sexuality and sexual

dysfunction

34 Didactic lectures Faculty

Van der Elst

2013

Kenya

Stigma and discrimination, LGBT health 16 Small group discussions, social events Non-faculty and

MSM

Wylie

2003

UK

Stigma and discrimination, sexuality and sexual

dysfunction

24 Didactic lectures, small group discussions,

seminar

Faculty

Young

1989

USA

Key terms and terminologies, sexuality and sexual

dysfunction, sexual history taking

24 Didactic lectures, small group discussions,

social events

Faculty
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Time allotted

A wide variation was reported in time allotted for the

training ranging from 1 to 42 h. The median was 11 h. Six

articles reported the use of 4 h or less [23,26,27,29–31]

while in five studies more than 20 h was devoted to train-

ing [22,24,25,28,33]. It was impossible to make any useful

deduction using time allotted for training and outcome of

training in this review because the number and type of

topics used in the training varied (see Table 3).

Pedagogical method

Most curricula used multiple training methods. All but three

[23,28,29] interventions delivered some content in the form

of didactic lectures and two articles reported using only

didactic lectures [24,27]. Other teaching and learning

approaches reported by the articles were small group discus-

sions followed by student presentations or summaries of

group discussion [19,21–23,25,28,31–33]; social events (film

and documentary screenings, educational games, multimedia

presentations and social gathering) [19,20,22,28,30,32,33]

and clinic based methods such as patient interviews, shadow-

ing and case reviews [19,22,23,29–31]. Other methods less

frequently used were role play [19,21,22,29], panel sessions

[20,31], pre-reading of study materials [20] and seminars

[25,30] (see Table 3).

Quantitative outcome measures

Data available describe the direction of change in knowl-

edge, attitude and practice of the subjects measured either

directly or indirectly (see Table 4).

Knowledge

Seven studies measured change in participants’ knowledge

regarding the following topics: sexuality and sexual dysfunc-

tion [21,22,25], LGBT health-related issues [22,27,32], key

terms and terminologies [26]. Most of the studies did not

teach the students about transgender health. All the studies

reported a statistically significant improvement in knowl-

edge immediately after the training and during the three

months follow-up evaluation.

Attitude

Thirteen studies reported change in attitude focusing on

accepting sexuality [20–22,24], masturbation [21,24,32],

homosexuality [19–21,23,24,27,32,33] and level of com-

fort/cultural competence [28,30,32]. Development of a

positive attitude towards homosexuality was the most mea-

sured component. Attitudes towards transgender people

were not mentioned by the articles. The instruments for

attitude varied, thereby making it impossible to determine

which of the interventions was most effective regarding

attitudinal change. However, all the articles documented a

statistically significant increase in acceptance of LGBT peo-

ple and sexuality-related issues except for one study which

did not provide information [22].

In the non-randomized studies, pre-intervention attitudi-

nal scores for the control group indicated negative attitude

towards LGBT people.

Practice

One study assessed change in behaviour among medical

residents in the USA. This was measured indirectly through

the documentation and content of sexual history in patient

charts. An overall improvement was reported, specifically

with regards to current sexual activity, number of current

sexual partners and gender of current sexual partners.

However, documentation of gender of sexual partners

over their lifetime, history of specific STIs and sexual beha-

viour were still judged to be inadequate post intervention

[29]. None of the publications mentioned training partici-

pants to record the Sexual Orientation and Gender Identity

of patients, in order to improve national electronic health

records.

Qualitative outcomes

The qualitative studies were based in the USA and Kenya.

Two main themes were identified from the qualitative

studies: the process of changing values and attitudes to be

more LGBT inclusive, and the constraints to the application

of new values in practice.

Changing values and attitudes

Both qualitative publications note that, post intervention, par-

ticipants talked about the changes that had taken place as a

result of the information they received [28,34]. The US study

gave examples of data where students initially held negative

views (e.g. “My aunt left three daughters to live with another

woman, please explain to me why? She loved me, I was so

close to her but that is against my religious belief.”) but then

modified their views and behaviours afterwards to be more

inclusive, in this case re-contacting the estranged aunt. In the

Kenyan study, participants were empowered to clarify their

role and responsibilities as a professional, as being distinct

from their role as an individual citizen, which was reflected

in their attitude and practice in the workplace. As one of the

participants from the study noted post-intervention:

As a clinician, my duty is to treat without imposing

my values on the patient. That’s the positive thing

I got from (the training program) and it’s what I’m

doing now. [34]

Constraints to application of values in practice

Both studies (from the United States and Kenya) noted pre-

existing cultural and religious prejudice against LGBT people

or specifically MSM in African communities (“How can I

accept them (LGBT)? I can still hear the drums from my

church days” [28]. “MSM are unheard of in the place I come

from” [34]); the experience of secondary stigma against the

health facility from the community and against trained staff

from professional colleagues (“You know MSM, as he had

mentioned, are regarded as outcasts. Therefore, if you offer

to treat them in your clinic, the community will perceive it

as . . . the clinicians are also MSM” [34]); inadequate train-

ing of healthcare providers and lack of tools and guidelines

to support staff (“Most of the medical personnel are not

sensitized on issues to do with anal STIs and they are also
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Table 4. Summary for outcomes
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not indicated in the STI charts” [34]). Finally, the Kenyan

study noted that other pressures may limit the possibility to

implement changes: “You may want to give the best, but

the patients and the workload are too much” [34].

Discussion
This review assessed all the studies published up to December

2015, which evaluated curricula and non-curricula-based train-

ing programmes for LGBT-related health, specifically for training

healthcare students and postgraduate healthcare providers. A

systematic review methodology was performed to enable a

wide and thorough search of available studies and to extract

and synthesize the study results in a robust way.

Some elements of measurement bias were observed in

the studies. The measurement of outcomes did not cover

all the topics that were taught in most of the studies and

sexual history taking was rarely assessed. It is unclear how

the authors made a decision on what was considered

important enough to be measured. A huge gap, therefore,

exists in determining the effectiveness of the interventions

with regards to the various topics used for training.

Heterogeneity of topics in the training and the instru-

ments used to measure outcomes precluded pooling of the

results; hence, the efficacy of the training could not be

ascertained in a meta-analysis. Our main finding is the

lack of a unified conceptual model for training with regards

to duration, the content, the time allotted and training

methodology. The evidence is therefore inconclusive.

A reoccurring recommendation from the articles was the

integration of sexual health and LGBT health into the main

curriculum as compulsory block postings for medical, nur-

sing and allied healthcare students at undergraduate and

postgraduate level. This stems from the positive feedback

received from attendees following training. This proposed

integration would increase the number of teaching hours

allotted, allow faculty to increase the number of topics and

promote the use of a variety of teaching methodologies. All

students would also be exposed, rather than the few who

choose such courses as electives, thereby paving the way

for a more rigorous curriculum evaluation.

From the review, topics on transgender health only featured

in themore recent articleswhich is not surprising. LGBThealth is

a rapidly evolving field and a lot of providers are unfamiliar with

the terminologies, protocols and recommendations for provid-

ing quality care. This could be one of the underlying factors

preventing them from teaching their students. Two issues

require addressing in order to identify the root causes of the

deficiency in training: the availability of an integrated curricu-

lum for teaching and the availability of competent faculty.

To impact the required knowledge, skills and attitudes

needed to provide comprehensive LGBT healthcare, 16

topics have been recommended for medical colleges includ-

ing chronic disease risk, unhealthy relationships, coming

out, substance use, adolescent health, body image, transi-

tioning and sex reassignment surgery [35,36]. However, the

way these topics are used in curricula should be adapted to

suit local context [37]. In our review, the maximum number

of topics taught in any training was four which is

inadequate to achieve competency. More broadly, a high

proportion of medical schools in the USA have been

reported to lack formal curricula for teaching sexual health

related topics [38] while public health schools did not

address comprehensive LGBT healthcare in their planned

curriculum [39]. Although considerable improvement has

occurred over the years with regards to the number of

institutions and the content of sexual and LGBT health

taught in medical schools [40], a disturbingly high propor-

tion of medical students and practicing healthcare provi-

ders have received minimal or no training on LGBT health

[41,42]. It is therefore not surprising that the authors of the

studies included in this review consistently recommended

that sexuality and LGBT healthcare courses should be man-

datory to ensure that all healthcare students are exposed

to the training.

In the last two decades, the time allotted for teaching

LGBT-related topics has increased from a mean of 2 to 5 h

in the USA [43,44]. The median recorded in this review was

considerably higher and each of the interventions reported

positive findings in relation to a short-term improvement in

knowledge, attitude or practice.

Guidelines and training resources on LGBT healthcare

[35,45–48] are available for healthcare providers to improve

their knowledge and skills; however, they have not been

rigorously evaluated. Although these resources may be used

as part of a curriculum, they cannot be used as a complete

substitution for a formally integrated competency-based

training of the health workforce. Moreover, the reach of

these resources is limited in low and middle-income coun-

tries. In some non-western countries, general attitudes are

not inclusive or tolerant towards people who identify as LGBT

[49]; this prejudice will influence the willingness to search for

and use the resources to acquire knowledge and skills.

Five out of the 16 studies involved people from the LGBT

community in the design or facilitation of training. It is likely that

training is enhanced through the direct input of LGBT people

who are likely to have a strong awareness of the barriers

towards accessing healthcare within the LGBT community

[36]. However, it may be a challenge to recruit LGBT people to

participate in curriculum development and implementation in

countries with LGBT criminalizing laws.

In countries with criminalizing laws, evidence of effective

interventions to improve access to healthcare services for

the LGBT population is scarce. In these countries, stand-

alone clinics providing specialized services to the LGBT

community exist, manned by specially trained competent

service providers and maintained by developmental part-

ners/donors. This strategy can only be a temporary solu-

tion. There is limited access because these clinics are

unavailable in most cities and rural areas, they are expen-

sive to run and therefore not sustainable without external

funding. The staff and clients also run the risk of being

targeted for violent acts by people who hold negative

views of the LGBT population. They further exacerbate

the social exclusion of sexual minorities by keeping them

outside the formal health sector.

The only way to ensure equitable access to services for all is

to train all healthcare providers to be culturally confident
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[23,26,50] and equip them with appropriate knowledge and

skills [22,31]. The mainstream healthcare facilities and public

health sector will then be able to provide competent and

affirming care to clients and patients accessing services.

Limitations of the existing literature

The majority of the studies were from the USA. The metho-

dological quality of most of the study designs is weak and

studies were at high risk of selection bias which may lead to

more positive findings than in unselected populations. The

long-term impact of curricula in terms of changes in attitude

and actual translation of positive attitudes into clinical prac-

tice during patient contact is yet to be determined. Four of the

studies were prior to 1990 and attitudes towards LGBT in

westernized countries have changed since this time.

Recommendations for further research

There is an urgent need for well-conducted studies evaluat-

ing LGBT health curricula, particularly in countries outside

of the USA and where discrimination against LGBT people is

high. There is a particular need for studies with a longer

follow-up period to enable greater understanding of

whether the short-term gains of LGBT health-related train-

ing that were evident from this review translate over the

longer run. Future studies should use curricula that have

been developed with input from national bodies and health

professional training schools with input from LGBT commu-

nity-based research institutes. Future research should eval-

uate practice, as well as knowledge and attitudes, and

consider the importance of specific aspects of training

including components relating to sexual health.

Finally, it was beyond the scope of this paper to address

questions of educational theory – and the papers that met

the inclusion criteria did not focus on this issue – but it

could be extremely useful as this field develops, to use

multidisciplinary approaches that explore and extend edu-

cational theory to complement evaluations of the effective-

ness of educational interventions, so as to better

understand why certain approaches work well for particular

groups and particular contexts, and how these might

change over time as societal attitudes change.

Conclusion
This review found relatively few, generally low-quality stu-

dies where educational interventions were effective in

improving knowledge, attitude and practice of healthcare

students and professionals towards sexual health and LGBT

health. However, it did identify potential components of

effective educational interventions, which could be trans-

ferable to and adapted to different contexts. This is impor-

tant given the urgent need to scale up access to good

quality healthcare services to LGBT people globally and

most especially in countries with laws that criminalize sex-

ual minorities. However, the absence of good quality stu-

dies to inform decision makers on this crucial aspect of

healthcare will delay this process and prolong the health

disparities currently experienced by LGBT people.

Authors’ affiliations
1Department of Community Health and Primary Care, College of Medicine,

University of Lagos, Lagos, Nigeria; 2Health services management Centre,

University of Birmingham, Birmingham, UK; 3Institute of Applied Health

Research, University of Birmingham, Birmingham, UK

Competing interests

There are no conflicts of interest.

Authors’ contribution

AS, KJ and NG conceived the idea for the study and developed the protocol;

AS developed the search strategy, AS, BM-A undertook the screening of the

abstracts, AS, KJ and NG screened the full-text articles for inclusion; AS and

AB undertook data extraction; AS, NG and KJ interpreted the data; AS

drafted the manuscript with critical input from NG and KJ; all authors read

and approved the final manuscript.

Acknowledgements

There was no funding for the study or the manuscript. KJ is part-funded by

the National Institute for Health Research (NIHR) Collaboration for

Leadership in Applied Health Research and Care West Midlands. The views

expressed are those of the author(s) and not necessarily those of the NHS,

the NIHR or the Department of Health.

Funding

KJ is part-funded by the NIHR Collaboration for Leadership in Applied Health

Research and Care West Midlands.

References

1. Williams H, Varney J, Taylor J, Fish J, Durr P, Elan-Cain C. The Lesbian, Gay,

Bisexual and Trans (LGB&T) public health outcomes framework companion

2013. Available from: https://www.london.gov.uk/sites/default/files/LGBT%

20Public%20Health%20Outcomes%20Framework%20Companion%20Doc.pdf

2. Centers for Disease Control and Prevention Lesbian, Gay, Bisexual and

Transgender Health. Available from: http://www.cdc.gov/lgbthealth/about.htm

3. Graham R, Berkowitz B, Blum R, Bockting W, Bradford J, de Vries B, et al.

The health of lesbian, gay, bisexual, and transgender people: building a

foundation for better understanding. Washington (DC): Institute of

Medicine; 2011 Mar 31.

4. Joint United Nations Programme on HIV/AIDS. Agenda for zero discrimina-

tion in healthcare. Available from: http://www.unaids.org/en/resources/

documents/2016/Agenda-zero-discrimination-healthcare

5. Joint United Nations Programme on HIV/AIDS. The gap report 2014.

Available from: http://www.unaids.org/en/media/unaids/contentassets/

documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf

6. Joint United Nations Programme on HIV/AIDS 2016-2021 strategy on the

fast-track to end AIDS. Available from: http://www.unaids.org/en/resources/

documents/2015/UNAIDS_PCB37_15-18

7. Joint United Nations Programme on HIV/AIDS. Global AIDS update 2016.

Available from: http://www.unaids.org/en/resources/documents/2016/

Global-AIDS-update-2016

8. United Nations General Assembly: high level meeting on ending AIDS June

2016. Available from: http://www.unaids.org/en/aboutunaids/unitednations

declarationsandgoals/2016highlevelmeetingonaids

9. Joint United Nations Programme on HIV/AIDS. How AIDS changed every-

thing – MDG 16: 15 years, 15 lesson of hope from the AIDS response July

2015. Available from: http://www.unaids.org/sites/default/files/media_

asset/MDG6Report_en.pdf

10. Health Organization. HIV prevention, diagnosis, treatment and care for key

populations: consolidated guidelines. Geneva:WHO; 2014. Available from: http://

apps.who.int/iris/bitstream/10665/128049/1/WHO_HIV_2014.8_eng.pdf?ua=1

11. Spiegel PB, Bennedsen AR, Claass J, Bruns L, Patterson N, Yiweza D, et al.

Prevalence of HIV infection in conflict-affected and displaced people in seven

sub-Saharan African countries: a systematic review. Lancet. 2007;369:2187–95.

12. Dovel K, Yeatman S, Watkins S, Poulin M. Men’s heightened risk of AIDS-

related death: the legacy of gendered HIV testing and treatment strategies.

AIDS. 2015;29:1123–5.

13. World Health Organization. Global strategy for human resources for

health: workforce 2030. Draft for the 69th World Health Assembly 2016.

Sekoni AO et al. Journal of the International AIDS Society 2017, 20:21624

http://www.jiasociety.org/index.php/jias/article/view/21624 | http://dx.doi.org/10.7448/IAS.20.1.21624

9

https://www.london.gov.uk/sites/default/files/LGBT%20Public%20Health%20Outcomes%20Framework%20Companion%20Doc.pdf
https://www.london.gov.uk/sites/default/files/LGBT%20Public%20Health%20Outcomes%20Framework%20Companion%20Doc.pdf
http://www.cdc.gov/lgbthealth/about.htm
http://www.unaids.org/en/resources/documents/2016/Agenda-zero-discrimination-healthcare
http://www.unaids.org/en/resources/documents/2016/Agenda-zero-discrimination-healthcare
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
http://www.unaids.org/en/resources/documents/2015/UNAIDS_PCB37_15-18
http://www.unaids.org/en/resources/documents/2015/UNAIDS_PCB37_15-18
http://www.unaids.org/en/resources/documents/2016/Global-AIDS-update-2016
http://www.unaids.org/en/resources/documents/2016/Global-AIDS-update-2016
http://www.unaids.org/en/aboutunaids/unitednationsdeclarationsandgoals/2016highlevelmeetingonaids
http://www.unaids.org/en/aboutunaids/unitednationsdeclarationsandgoals/2016highlevelmeetingonaids
http://www.unaids.org/sites/default/files/media_asset/MDG6Report_en.pdf
http://www.unaids.org/sites/default/files/media_asset/MDG6Report_en.pdf
http://apps.who.int/iris/bitstream/10665/128049/1/WHO_HIV_2014.8_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/128049/1/WHO_HIV_2014.8_eng.pdf?ua=1


Available from: http://www.who.int/hrh/resources/16059_Global_

strategyWorkforce2030.pdf?ua=1

14. Awosogba T, Betancourt JR, Conyers FG, Estapé ES, Francois F, Gard SJ,

et al. Prioritizing health disparities in medical education to improve care. Ann

NY Acad Sci. 2013 May 1;1287(1):17–30.

15. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche PC, Ioannidis JP,

et al. The PRISMA statement for reporting systematic reviews and meta-

analyses of studies that evaluate health care interventions: explanation and

elaboration. Ann Intern Med. 2009;151(4):W-65-W-94.

16. Cochrane library data extraction template for cochrane reviews. Available

from: cccrg.cochrane.org/sites/cccrg.cochrane.org/files/. . ./DET_2013

17. Downs SH, Black N. The feasibility of creating a checklist for the assess-

ment of the methodological quality both of randomised and non-randomised

studies of health care interventions. J Epidemiol Community Health. 1998;52

(6):377–84.

18. Critical Appraisal Skills Programme (CASP) qualitative research checklist

31.05.13. Avai lable from: http://media.wix.com/ugd/dded87_

29c5b002d99342f788c6ac670e49f274.pdf

19. Bauman KA, Hale FA. Bringing the homosexual patient out: teaching the

doctor’s role. Med Educ. 1985;19(6):459–62.

20. Carmichael J, Tanner L, Carmichael L. Research in human sexuality

education. Med Educ. 1977;11(2):111–3.

21. Hawton KE. A human sexuality course for Oxford University medical

students. Med Educ. 1979;13(6):428–31.

22. Johnson K, Rullo J, Faubion S. Student‐initiated sexual health selective as

a curricular tool. Sex Med. 2015;3(2):118–27.

23. Kelley L, Chou CL, Dibble SL, Robertson PA. A critical intervention in

lesbian, gay, bisexual, and transgender health: knowledge and attitude out-

comes among second-year medical students. Teach Learn Med. 2008;20

(3):248–53.

24. Thomas JL, Scott LK, Brooks CM. Attitude change in a human sexuality

course that de‐emphasizes small group activities. Med Educ. 1980;14

(4):254–8.

25. Wylie K, Hallam-Jones R, Daines B. Review of an undergraduate medical

school training programme in human sexuality. Med Teach. 2003;25(3):291–5.

26. Carabez R, Pellegrini M, Mankovitz A, Eliason MJ, Dariotis WM. Nursing

students’ perceptions of their knowledge of lesbian, gay, bisexual, and

transgender issues: effectiveness of a multi-purpose assignment in a public

health nursing class. J Nurs Educ. 2014;54(1):50–3.

27. Strong KL, Folse VN. Assessing undergraduate nursing students’ knowl-

edge, attitudes, and cultural competence in caring for lesbian, gay, bisexual,

and transgender patients. J Nurs Educ. 2014;54(1):45–9.

28. Hawala-Druy S, Hill MH. Interdisciplinary: cultural competency and cul-

turally congruent education for millennials in health professions. Nurse Educ

Today. 2012;32(7):772–8.

29. Loeb DF, Aagaard EM, Cali SR, Lee RS. Modest impact of a brief curricular

intervention on poor documentation of sexual history in university‐based

resident internal medicine clinics. J Sex Med. 2010;7(10):3315–21.

30. McGarry KA, Clarke JG, Cyr MG, Landau C. Evaluating a lesbian and gay

health care curriculum. Teach Learn Med. 2002;14(4):244–8.

31. Rosen R, Kountz D, Post‐Zwicker T, Leiblum S, Wiegel M. Sexual commu-

nication skills in residency training: the Robert Wood Johnson model. J Sex

Med. 2006;3(1):37–46.

32. van der Elst EM, Smith AD, Gichuru E, Wahome E, Musyoki H, Muraguri

N, et al. Men who have sex with men sensitivity training reduces homo-

prejudice and increases knowledge among Kenyan healthcare providers in

coastal Kenya. J Int AIDS Soc. 2013;16(Suppl 3):18748.

33. Young EW, Koch PB, Preston DB. AIDS and homosexuality: a longitudinal

study of knowledge and attitude change among rural nurses. Public Health

Nurs. 1989;6(4):189–96.

34. van der Elst EM, Gichuru E, Omar A, Kanungi J, Duby Z, Midoun M.

Experiences of Kenyan healthcare workers providing services to men who

have sex with men: qualitative findings from a sensitivity training pro-

gramme. J Int AIDS Soc. 2013;16(Suppl 3):18741.

35. Hollenbach AD, Eckstrand KL, Dreger A, editors. Implementing curricular

and institutional climate changes to improve health care for individuals who

are LGBT, gender nonconforming, or born with DSD: a resource for medical

educators. Washington (DC): American Association of Medical Colleges;

2014. Available from: http://lgbt.ucsf.edu/sites/lgbt.ucsf.edu/files/wysiwyg/

AAMC_LGBT-DSD%20Report%202014.pdf

36. Fredriksen-Goldsen KI. The future of LGBT+ aging: a blueprint for action

in services, policies, and research. Generations (San Francisco, Calif). 2016;40

(2):6–15.

37. Dijkstra M, Van Der Elst EM, Micheni M, Gichuru E, Musyoki H, Duby Z,

et al. Emerging themes for sensitivity training modules of African healthcare

workers attending to men who have sex with men: a systematic review. Int

Health. 2015 May 1;7(3):151–62.

38. Malhotra S, Khurshid A, Hendricks KA, Mann JR. Medical school sexual

health curriculum and training in the United States. J Natl Med Assoc.

2008;100(9):1097.

39. Corliss HL, Shankle MD, Moyer MB. Research, curricula, and resources

related to lesbian, gay, bisexual, and transgender health in US schools of

public health. Am J Public Health. 2007;97(6):1023–7.

40. Wallick MM, Cambre KM, Townsend MH. How the topic of homosexu-

ality is taught at US medical schools. Acad Med. 1992;67(9):601–3.

41. Parameshwaran V, Cockbain BC, Hillyard M, Price JR. Is the lack of

specific lesbian, gay, bisexual, transgender and queer/questioning (LGBTQ)

healthcare education in medical school a cause for concern? Evidence from a

survey of knowledge and practice amongst UK medical students. J Homosex.

2017;64(3):367–81.

42. Müller A. Teaching lesbian, gay, bisexual and transgender health in a

South African health sciences faculty: addressing the gap. BMC Med Educ.

2013 27;13(1):1.

43. Tesar CM, Rovi SL. Survey of curriculum on homosexuality/bisexuality in

departments of family medicine. Fam Med- Kans City. 1998;30:283–7.

44. Obedin-Maliver J, Goldsmith ES, Stewart L, White W, Tran E, Brenman S,

et al. Lesbian, gay, bisexual, and transgender–related content in undergrad-

uate medical education. JAMA. 2011;306(9):971–7.

45. American Medical Association. LGBT health resources. Available from:

http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-

sections/glbt-advisory-committee/glbt-resources/lgbt-health-resources.page

46. Royal College of General Practitioners Northern Ireland (RCGPNI) guide-

lines for the care of Lesbian, Gay and Bisexual Patients in Primary Care;

Guidelines for the Care of Trans Patients in Primary Care. Available from:

http://www.rcgp.org.uk/policy/rcgp-policy-areas/lgbt.aspx

47. The Fenway Institute. National LGBT Health Education Centre. Available

from: http://www.lgbthealtheducation.org/

48. Makadon H, Mayer KH, Potter J, Goldhammer H, editors. The fenway

guide to lesbian, gay, bisexual, and transgender health. 2nd ed. Philadelphia

(PA): American College of Physicians; 2015.

49. Sekoni AO, Jolly K, Gale NK, Ifaniyi OA, Somefun EO, Agaba EI, et al.

Provision of healthcare services to men who have sex with men in Nigeria:

students’ attitudes following the passage of the same-sex marriage prohibi-

tion law. LGBT Health. 2016 Aug 1;3(4):300–7.

50. Allen M, Fu S, Kane RL. Improving cultural competence to reduce health

disparities; comparative effectiveness review no. 170. (Prepared by the

Minnesota Evidence-based Practice Center under Contract No. 290-2012-

00016-I) AHRQ Publication No. 16-EHC006-EF. Rockville (MD): Agency for

Healthcare Research and Quality; 2016 Mar. Available from: www.effective

healthcare.ahrq.gov/reports/final.cfm

Appendix 1: Search terms

● Homosexuality, Female/or Bisexuality/or Homosexuality/or Sexuality/or Minority Groups/or Homosexuality, Male/or Transgendered

persons
● Sex Education/or Education, Medical/or Education/or Education, Medical, Undergraduate/or Education, Nursing/or Education, Dental/or

Competency-Based Education/or Education, Medical, Continuing
● “Attitude of Health Personnel”/or Cultural Competency/or Clinical Competence
● Knowledge/or Health Knowledge, Attitudes, Practice
● Health Personnel/cl, ed. [Classification, Education]

Sekoni AO et al. Journal of the International AIDS Society 2017, 20:21624

http://www.jiasociety.org/index.php/jias/article/view/21624 | http://dx.doi.org/10.7448/IAS.20.1.21624

10

http://www.who.int/hrh/resources/16059_Global_strategyWorkforce2030.pdf?ua=1
http://www.who.int/hrh/resources/16059_Global_strategyWorkforce2030.pdf?ua=1
http://cccrg.cochrane.org/sites/cccrg.cochrane.org/files/%2026/DET_2013
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://lgbt.ucsf.edu/sites/lgbt.ucsf.edu/files/wysiwyg/AAMC_LGBT-DSD%20Report%202014.pdf
http://lgbt.ucsf.edu/sites/lgbt.ucsf.edu/files/wysiwyg/AAMC_LGBT-DSD%20Report%202014.pdf
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/glbt-advisory-committee/glbt-resources/lgbt-health-resources.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/glbt-advisory-committee/glbt-resources/lgbt-health-resources.page
http://www.rcgp.org.uk/policy/rcgp-policy-areas/lgbt.aspx
http://www.lgbthealtheducation.org/
http://www.effectivehealthcare.ahrq.gov/reports/final.cfm
http://www.effectivehealthcare.ahrq.gov/reports/final.cfm


A
p
p
e
n
d
ix
2
:
R
isk

o
f
b
ia
s
fo
r
n
o
n
ra
n
d
o
m
ize

d
co
n
tro

l
stu

d
ie
s

Is the aim of the study clearly described?

Are the main outcomes to be measured clearly described in the introduction or
methods section?

Bias due to confounding

Is confounding of the effect of intervention unlikely in this study?

Bias in selection of participants into the study

Did the authors describe how the population was selected?

Was selection into the study unrelated to intervention or outcome?

Are the characteristics of the population included in the study clearly described?

Did start of intervention and follow-up coincide for most subjects?

Bias in measurement of intervention

Is intervention well described?

Was information on intervention status recorded at the time of intervention?

Was information on intervention status unaffected by knowledge of outcome?

Bias due to missing data

Was intervention status complete for subjects in the intervention group

Were the characteristics of subjects lost to follow-up described?

Are outcome data complete?

Bias in measurement of outcomes

Was the outcome measure objective?

Were the statistical tests used to assess the main outcomes appropriate?

Are the findings presented clearly, objectively, and in sufficient detail to enable
the reader to judge the results for himself/herself?

Did the investigators consider all possible logical interpretations of their results?

B
a
u
m
a
n

Y
Y

N
Y

U
N

Y
Y

Y
Y

Y
U

Y
N

U
N

Y

H
a
w
to
n

Y
Y

N
Y

U
Y

U
Y

Y
Y

Y
Y

N
N

Y
Y

Y

Jo
h
n
so
n

Y
Y

N
Y

U
U

Y
Y

Y
Y

Y
Y

Y
N

U
U

U

S
e
k
o
n
i
A
O
e
t
a
l.
Jo
u
rn
a
l
o
f
th
e
In
te
rn
a
tio

n
a
l
A
ID
S
S
o
cie

ty
2
0
1
7
,
2
0
:2
1
6
2
4

h
ttp

://w
w
w
.jia

so
cie

ty.o
rg/in

d
e
x.p

h
p
/jia

s/a
rticle

/v
ie
w
/2
1
6
2
4
|
h
ttp

://d
x.d

o
i.o
rg
/1
0
.7
4
4
8
/IA

S
.2
0
.1
.2
1
6
2
4

1
1



A
p
p
e
n
d
ix
3
:
R
isk

o
f
b
ia
s
fo
r
P
re
/P
o
st

stu
d
ie
s
w
ith

o
u
t
co
n
tro

l

Is the aim of the study clearly described?

Are the main outcomes to be measured clearly described in the introduction or
methods section?

Did the authors describe how the population was selected?

Were the subjects asked to participate in the study representative of the entire
population from which they were recruited?

Are the characteristics of the population included in the study clearly described?

Are the interventions of interest clearly described?

Are the main findings of the study clearly described?

Does the study provide estimates of the random variability in the data for the
main outcomes?

Have the characteristics of subjects lost to follow-up been described?

Have actual probability values been reported?

Were the statistical tests used to assess the main outcomes appropriate?

Are the findings presented clearly, objectively, and in sufficient detail to enable
the reader to judge the results for himself/herself?

Did the investigators avoid introducing new results in the discussion?

Did the investigators consider all possible logical interpretations of their results?

Are the results adequately compared to previous studies in this area?

Are the conclusions clearly stated?

Are conclusions substantiated by the data that are presented in the results
section?

Are generalizations confined to the population from which the sample was
drawn?

Are the limitations of the study considered and were they taken into consid-
eration when conclusions were drawn?

Are recommendations for future research made?

C
a
b
a
re
z

Y
Y

Y
Y

U
Y

Y
U

U
Y

Y
N

Y
N

Y
Y

Y
Y

N
Y

C
a
rm

ich
a
e
l

Y
Y

U
U

Y
Y

Y
Y

U
Y

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

H
a
w
a
la
-D
ru
y

Y
Y

Y
Y

Y
Y

Y
Y

U
Y

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

K
e
lle
y

Y
Y

Y
Y

Y
Y

Y
Y

U
Y

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

Lo
e
b

Y
Y

Y
Y

Y
Y

Y
Y

U
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

M
cG

a
rry

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

R
o
se
n

Y
Y

Y
Y

U
Y

Y
N

N
N

U
Y

Y
Y

N
Y

Y
Y

Y
Y

S
tro

n
g

Y
Y

Y
N

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

Y
Y

Y
Y

N
Y

T
h
o
m
a
s

Y
Y

Y
Y

N
Y

Y
Y

N
Y

Y
Y

Y
N

Y
Y

Y
Y

N
Y

V
a
n
d
e
r
E
lst

Y
Y

Y
N

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

W
y
lie

Y
Y

Y
Y

N
Y

Y
N

U
U

U
Y

Y
N

N
Y

Y
Y

N
N

Y
o
u
n
g

Y
Y

Y
Y

Y
Y

Y
N

N
Y

Y
Y

Y
Y

N
Y

Y
Y

Y
Y

S
e
k
o
n
i
A
O
e
t
a
l.
Jo
u
rn
a
l
o
f
th
e
In
te
rn
a
tio

n
a
l
A
ID
S
S
o
cie

ty
2
0
1
7
,
2
0
:2
1
6
2
4

h
ttp

://w
w
w
.jia

so
cie

ty.o
rg/in

d
e
x.p

h
p
/jia

s/a
rticle

/v
ie
w
/2
1
6
2
4
|
h
ttp

://d
x.d

o
i.o
rg
/1
0
.7
4
4
8
/IA

S
.2
0
.1
.2
1
6
2
4

1
2



A
p
p
e
n
d
ix
4
:
R
isk

o
f
b
ia
s
fo
r
q
u
a
lita

tiv
e
stu

d
ie
s

Does the study address a clearly focused research question

Was the choice of qualitative method appropriate

Was the research design appropriate to address the aim of the research

Was the recruitment strategy appropriate to the aims of the research

Was the data collected in a way that addressed the research issue

Has the relationship between researcher and participants been adequately
considered

Have ethical issues been taken into consideration

Was the data analysis sufficiently rigorous

Is there a clear statement of findings

How valuable is the research
H
a
w
a
la
-D
ru
y

Y
Y

Y
Y

Y
U

U
U

Y
U

V
a
n
d
e
r
E
lst

Y
Y

Y
Y

Y
U

Y
Y

Y
Y

S
e
k
o
n
i
A
O
e
t
a
l.
Jo
u
rn
a
l
o
f
th
e
In
te
rn
a
tio

n
a
l
A
ID
S
S
o
cie

ty
2
0
1
7
,
2
0
:2
1
6
2
4

h
ttp

://w
w
w
.jia

so
cie

ty.o
rg/in

d
e
x.p

h
p
/jia

s/a
rticle

/v
ie
w
/2
1
6
2
4
|
h
ttp

://d
x.d

o
i.o
rg
/1
0
.7
4
4
8
/IA

S
.2
0
.1
.2
1
6
2
4

1
3


	Abstract
	Introduction
	Methods
	Results
	Study design
	Risk of bias of included studies
	Training content
	Trainers
	Time allotted
	Pedagogical method
	Quantitative outcome measures
	Knowledge
	Attitude
	Practice

	Qualitative outcomes
	Changing values and attitudes
	Constraints to application of values in practice


	Discussion
	Limitations of the existing literature
	Recommendations for further research

	Conclusion
	Authors&#x2019; affiliations
	Competing interests
	Authors&#x2019; contribution
	Acknowledgements
	Funding
	References
	Appendix 1: Search terms
	Appendix 2: Risk of bias for nonrandomized control studies
	Appendix 3: Risk of bias for Pre/Post studies without control
	Appendix 4: Risk of bias for qualitative studies

