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Abstract 

Background:  Understanding and addressing healthcare and service delivery inequalities is essential to increase 
equity and overcome health disparities and service access discrimination. While tremendous progress has been 
made towards the inclusion of sexual and gender minorities in health and other research, gaps still exist. Innovative 
methods are needed to close these. This case study describes and reflects on using online-based data collection to 
ascertain sexual health decision-making and health service utilisation among Kenyan queer womxn and trans men.

Methods:  Case study
The study used a mixed-methods approach in two phases with triangulated quantitative and qualitative elements. 
Both elements used web-based technology to gather data.

Results:  Using online spaces to recruit and collect data from queer womxn and trans men exceeded expectations. 
A total of 360 queer womxn and trans men responded to the digitally distributed survey, and 33 people, queer 
womxn and trans men, as well as key informants, participated in the interviews, which were primarily conducted on 
Zoom and Skype. The case study analyses the risks and benefits of this approach and concludes that online sampling 
approaches can mitigate risks and enable effective and safe sampling of a marginalised group in a restrictive legal set-
ting: Kenyan queer womxn and trans men.

Conclusion:  Using online spaces when researching marginalised populations could effectively overcome risks 
around stigma, discrimination and violence. It could be an effective way to understand these populations’ healthcare 
needs better. Factors contributing to success included building trusting relationships with key members of the com-
munity, strategic and opportune timing, a nuanced understanding of the mobile landscape, and carefully chosen 
safety and security measures. However, it should be noted that conducting research online could increase the risk of 
further marginalising and excluding those without access to web-based technology.
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Background
The inclusion and recruitment of hard-to-reach popula-
tions in research can seem difficult for various reasons. 
Access to marginalised populations might be especially 

challenging during the ongoing COVID-19 pandemic. 
This case study describes the effective and safe recruit-
ment of Kenyan queer womxn1 and trans men reached in 
a restrictive, hostile context using online methods. With 
access to the internet continuously expanding worldwide, 
such approaches could be applied to other marginalised 
populations in various contexts.
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Research on the healthcare needs of sexual and gender 
minority people
Understanding and addressing healthcare and service 
delivery inequalities is important to overcome discrimi-
nation and increase equity [4]. While progress has been 
made towards the inclusion of sexual and gender minori-
ties in health and other research, gaps still exist [14, 28]. 
Less than 3% of all published research from 2000 to 2015 
dealt with the health concerns of people who identify as 
sexual and gender minorities, and those published arti-
cles that did, often did not report on population-specific 
factors such as homophobia or outness – disclosing one’s 
sexual orientation or gender identity (van Eeden-Moore-
field et  al. 2018). Even a general understanding of the 
demographics and information on health, economic and 
social factors that influence the health of sexual and gen-
der minority people are frequently lacking [47]. As most 
current research on sexual and gender minority health 
issues focuses on men having sex with men (MSM) and 
HIV/AIDS, there is consequently little knowledge about 
ageing sexual and gender minority populations or on 
health risks and effective prevention of ill-health among 
sexual minority women [9].

Further, most research on the health of sexual and gen-
der minority populations is conducted in  Europe and 
North America, considerably different contexts com-
pared to the global south. For example, only eight of 76 
articles reviewed in a recent systematic review of sexual 
orientation- and gender identity-motivated violence were 
from countries outside the E.U., the U.S. or Canada. Of 
those eight, two were from African countries (Rwanda 
and Cote d’Ivoire) (Blondeel et al. 2018).

Sampling sexual and gender minority populations 
in restrictive settings
Sexual and gender minorities can be a hard-to-reach and 
vulnerable population, as they tend to be hidden,2 due to 
fear from being exposed – outed, discriminated against, 
or otherwise violated. Disclosing one’s sexual orienta-
tion and gender identity can increase one’s risk of expe-
riencing stigma, discrimination, or violence, especially in 
contexts where sexual and gender diversity is considered 
taboo or where same-sex sexuality is criminalised by law.

This can result in sexual and gender minority people 
being difficult to identify and include in research pur-
posefully. Access, however, is not the only barrier. Gain-
ing the participants’ confidence and interest is important 
for participation. Given the history of discrimination 
against sexual and gender minorities, including in health-
care [48], sexual and gender minority people might 
be reluctant to engage with the healthcare system and 

health researchers [3]. Thus, identifying and recruiting 
participants for research regarding their needs can be 
difficult,special attention should be given to ensure that 
there is minimal risk for all participants, and that repre-
sentatives from the communities should be engaged from 
the beginning of the research process [37]. Additionally, 
building a trusting relationship and dealing with the par-
ticipants’ concerns of being exposed are considered a 
high priority, especially when the research area dealt with 
sensitive topics [6, 18].

Other difficulties in sampling include participants’ lack 
of time to participate or transportation to the data collec-
tion site [18]. Addressing these barriers can have signifi-
cant cost and time implications. Building relationships 
with people from the communities to be included and 
involving them in the research development takes time 
but could have advantageous effects [6].

Understanding the needs of hard-to-reach popula-
tions is not just important for the populations them-
selves; including them in research will facilitate increased 
knowledge that could potentially affect the burden of dis-
ease and gaps in current healthcare provision [18]. Addi-
tionally, excluding populations threatens external validity 
and the ability to generalise research findings [6].

The sampling of sexual and gender minority popu-
lations can thus be challenging due to factors such as 
defining criteria for participation, navigating contexts of 
stigma and discrimination, and ethical concerns within 
restricted contexts.

Definitions
In order to be able to recruit a representative sample, a 
clear definition of the population to be researched is 
needed. However, defining sexual orientations and gen-
der identities can be difficult, which could result in an ill-
defined research population. It is argued that not defining 
alternatives to heteronormativity – queerness – dilutes 
the essence of queerness, as being ill-defined is inherent 
to its nature [1]. Sexuality and gender and their defini-
tions can be fluid and may change over time ([35, 43]), or 
individuals may not identify themselves within the cate-
gories used [33], regardless of their behaviour. For exam-
ple, someone exclusively having sex with other womxn 
may not define themselves as a lesbian or queer person if 
they have not officially ‘come out’, are hiding their identity 
or are not familiar with the terminology. This can make 
sampling difficult, especially if the inclusion criteria may 
match a participant’s behaviour but not their definition of 
their sexual orientation or gender identity. Terminology 
about sexual and gender identity, and thus self-identifica-
tion is place-, context-, time- and language-specific. For 
example, whilst the terms ‘lesbian’ and ‘gay’, for example, 
are widely used in Europe and North America, they do 2  ‘People who do not wish to be found or contacted’ [18].
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not hold the same identification value in other parts of 
the world.

Stigma, fear, discrimination: risks
In evaluating research risks and benefits for participants, 
research with sexual and gender minority participants 
is often considered high-risk, as it frequently involves 
topics on mental health, substance abuse, and identity 
concerns [31]. These issues are considered by Ethics 
boards reviewing research proposals. Topics are seen to 
potentially cause harm when study participants answer 
questions that might trigger re-traumatisation or other 
harmful emotions. However, empirical research sug-
gests that this perceived harm is based on unconfirmed 
assumptions and that there is no evidence that discuss-
ing these subjects causes psychosocial or other harm to 
sexual and gender minority participants [15]. Other stud-
ies have shown that answering questions on topics that 
have been considered high-risk for youth during research 
processes does not cause more stress than if those top-
ics would be addressed during a medical check-up [16]. 
Also, as there is little empirical data on what ‘minimal 
risk’ is – a notion considered in ethics reviews, studies 
have suggested that ethics bodies frequently have to rely 
on their subjective judgements and could hence overes-
timate the likelihood and degree of potential harm [15].

For many sexual and gender minority people, a risk of 
participating in research is that their sexual orientation 
and or gender identity could unintentionally be disclosed 
in or through the research process. This could increase 
their risk of experiencing violence, stigmatisation and 
discrimination, especially in settings where consensual 
same-sex activities are criminalised or where sexual and 
gender diversity are heavily stigmatised.

Stigmatisation and fear of disclosing one’s sexual ori-
entation to a researcher are factors that could complicate 
sampling [35]. Sexual and gender minority persons who 
have not shared their identity or orientation with oth-
ers may not want to disclose their sexual orientation to 
a researcher [35] or show low interest and distrust [18].

For sexual and gender minority youth, who might need 
parental permission to participate in research, the risk 
of parental rejection or neglect is an additional potential 
risk. Researchers may be required by law or regulations 
to get consent to participate in sexual orientation and 
gender identity research ([13, 12, 43]).

Risk versus agency
While sexual and gender minorities are considered vul-
nerable populations, sexual orientation or gender identity 
does not influence understanding and giving informed 
consent. Participants are vulnerable due to the context 
they live in  [31]. At the same time, participants have 

agency and know best what risks they could face by par-
ticipating. Consequently, they are not a vulnerable group 
as defined in ethics regulations  [39]. This was found in 
a study among sexual and gender minority youth giving 
self-consent in research on HIV prevention. The partici-
pants could accurately reflect on the critical information 
on risks and informed consent they were provided with 
and understood that they could refuse participation. 
Most participants also indicated feeling comfortable par-
ticipating, claiming ‘it was their responsibility to make 
decisions that would affect their health’ ([3], p. 6).

Using online approaches to recruit and sample sexual 
and gender minorities
Innovative processes are needed in recruitment and sam-
pling processes to account for the consequences of the 
context and its sensitivities in which research is being 
conducted [33]. One innovative approach, which has 
become frequently used over the last decade, utilises the 
internet to recruit sexual and gender minority people for 
research [18, 19]. By working with populations in online 
spaces that provide more opportunities to ensure ano-
nymity, some of the challenges of sampling and recruit-
ing sexual and gender minorities could be mitigated. 
Online approaches have successfully reached marginal-
ised, less visible populations, such as young LGBTQ peo-
ple [34]. Other advantages include easier access to target 
groups in general, ease of use in sensitive matters, easier 
data processing and reduced risk of data loss [27]. The 
approaches, however, have not always been effective for 
qualitative research, as McCormack [33] reports, due to 
participants not attending scheduled interviews and, in 
some cases, misunderstanding the aims and purposes of 
the online interaction. Other disadvantages of collecting 
data online include low response rates, the inability to 
explain and walk participants through quantitative data 
collection tools, being an annoyance (frequently disturb-
ing the participants with invitations to participate) and 
low external validity [27].

Research suggests that, for quantitative data collection 
methods, findings of self-administered surveys are com-
parable for paper and web-administered surveys [21]. The 
internet has also been shown to be an important medium 
to seek sexual health-related information for MSM [39], 
especially in the United States. As internet coverage is 
increasing worldwide, and United Nations bodies suggest 
that access to the internet should be considered an auxil-
iary human right, it was postulated that the web could be 
a valuable medium to be used in different contexts [32].

However, it should be noted that using online 
approaches and social media to recruit hard-to-reach 
populations is not without risk: cyberbullying and dis-
crimination can be a concern when using social media as 
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a recruitment tool [42]. Another concern around using 
online spaces for research, unrelated to the risks for par-
ticipants, is people submitting the survey multiple times, 
resulting in skewed results.

The challenges of conducting research online are exac-
erbated in contexts where same-sex activity is criminal-
ised, and stigma and discrimination against sexual and 
gender minorities exist. The following case study exam-
ines how online sampling approaches can mitigate some 
of the risks and enable effective and safe sampling of a 
marginalised group in a restrictive legal setting: Kenyan 
queer womxn and trans men. A similar approach might 
also be effective in different contexts with marginalised 
or at-risk populations.

Context
In Kenya, the Penal Code criminalises consensual same-
sex activity [29] as a felony, with maximum jail sentences 
of seven years. This negatively affects the lived experi-
ences of sexual and gender minority people, includ-
ing their access to sexual health information and health 
services. The criminalisation and the lack of protection 
against violence, torture, and public humiliation, can 
negatively impact the well-being of sexual and gender 
minorities (Human Rights Watch, 2008, [49]. Restric-
tive laws and policies can be used to justify torture and 
ill-treatment of sexual and gender minorities, especially 
by law enforcement agents. This institutionalised form of 
discrimination exacerbates stigma and prejudice in set-
tings beyond law enforcement [2, 36, 44]. Restrictive laws 
further degrade dignity, invade people’s privacy, create 
fear and invisibility and ’relegate people to inferior status 
because of … who they love’ [22p. 86]. In short, they cause 
state-sponsored homophobia [44]. Excluding sexual and 
gender minority’s issues from policymaking further adds 
to the neglect of their health needs and increases their 
vulnerability [24, 26].

An example is the HIV/AIDS response in Kenya, where 
only men who have sex with men (MSM) – a key popu-
lation – are included in HIV prevention and treatment 
programmes by both the National AIDS Control Coun-
cil and the National AIDS & STI Control Programme 
[23]. Other public sector health efforts (prevention, ser-
vice provision and research) are heteronormative. Con-
sequently, other sexual and gender minorities remain 
marginalised in research and care. Little is known about 
their lived experiences regarding discrimination, stigma-
tisation, specific healthcare needs, and access to services 
[17]. In particular, little research exists on queer womxn 
and trans men – their health status and service needs, 
and more research is needed to understand the health 
needs of all sexual and gender minorities in Kenya.

This case study is based on a larger research project on 
the sexual health and sexual decision-making of queer 
womxn and trans men in Kenya. Due to the restrictive 
context, sampling and recruitment were assumed to 
be difficult. The data were sensitive, as the participants 
shared personal information about their sexual orienta-
tion and gender identity and expression (SOGIE) and 
their sexual practices. Whilst the former (SOGIE) is not 
illegal in Kenya, engaging in same-sex activity is. Fur-
ther, knowledge of one’s SOGIE can be used to threaten 
people with the disclosure of their SOGIE against their 
will and result in blackmail and extortion or lead to vio-
lence. More traditional sampling methods, such as prob-
ability sampling of existing databases to reach potential 
participants, may not have yielded adequate results 
for this research, due to fear of discrimination and vio-
lence among the study participants, or might not have 
been possible at all, as there are no existing databases or 
data on queer womxn and trans men. A safer approach 
needed to be chosen.

Kenya has high mobile and internet penetration: 
Mobile penetration in Kenya was 94% in December 2017. 
There were over 33 million mobile data subscribers in the 
country (Communications Commission of Kenya, 2018). 
Researchers have suggested that conducting data collec-
tion online can ensure higher levels of anonymity and 
privacy for the participants, hence lowering the risks of 
participating; while at the same time reaching a poten-
tially higher number of participants [41].

Aim
This case study explored how online approaches can 
effectively and safely recruit and collect data from queer 
womxn and trans men in a restrictive setting that makes 
using offline approaches more difficult.

Approach
A mixed-methods approach was used in two phases 
with triangulated quantitative and qualitative elements 
to allow for deep insight into the feelings, emotions and 
experiences that shape sexual health decision making and 
service utilisation among queer womxn and trans men. It 
should be empathised that the purpose of this case study 
was to elaborate on the recruitment of queer womxn and 
trans men. Recruiting a broad sample was central to the 
study design. However, the intention was not to be repre-
sentative but to surface hard-to-reach, under-researched 
population. As very little is known about the target pop-
ulation’s demographic profile in Kenya, it was not pos-
sible to determine whether or not the participants were 
a true representation of the population. It was assumed 
that recruiting sufficient numbers of participants would 
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be difficult due to fear of stigma and discrimination, 
being outed, or distrust of the researcher, or an inability 
to reach sufficient participants.  Alongside the survey and 
interviews with queer womxn and trans men, interviews 
were also conducted with other  key informants with 
experience in policymaking or delivering services to this 
population. However, reaching them was not assumed 
to be a concern and their recruitment was not explicitly 
mentioned in this case study.

Eligibility
Respondents’ eligibility focused on their sexual behav-
iour and biological sex: people could participate if they 
had been assigned female biological sex at birth and had 
at least one female sexual partner3 (consensual same-sex 
sexual activity) in the past three years. This focus on sex-
ual activity and biological sex avoided using pre-defined 
sexual and gender minority-related terms, implying an 
internalisation of specific personal identities. The aim 
was to look at sexual health risk behaviour and health-
seeking behaviour. The focus on sexual behaviour rather 
than self-identified sexual orientation or gender identity 
aligns with the study’s aim. The study’s population con-
sisted of people who identified as heterosexual, lesbian, 
bisexual, lesbian, gay, or queer, and queer womxn, gen-
der-non-conforming people (assigned female biological 
sex at birth) and trans men.

For the qualitative data collection, participants were 
divided into three different groups. Group 1 was made 
up of queer womxn and trans men who had to meet the 
same eligibility criteria as the survey participants. Group 
2 participants needed to be working with and for NGOs 
serving sexual and gender minorities. Group 3 was made 
up of key informants chosen based on their knowledge, 
background, and ability to speak on issues related to sex-
ual and gender minority concerns, such as teachers, law-
yers and policy experts.

Data collection
Figure  1 shows the flow and stages of data collection. 
A survey was conducted first, followed by one-on-one 
interviews with participants from the three different 
groups.

Survey
Based on the literature findings and conceptual models, 
a survey was made available online viaREDCap, a secure 
tool for biomedical survey-based research. The aim was 
to reach 280 Kenyan queer womxn and trans men to 
identify their sexual health needs, knowledge, and risk. 
In order to reach the initial 280 respondents, three ‘influ-
encers’ in the queer womxn and trans men communities 
were identified, who then shared the link to the survey 
within their networks. Influencers were defined as key 
figures in the community known to the researchers; they 

Fig. 1  Data collection flow

3  Self-identified or identified/perceived as female by the study participants.



Page 6 of 13Haase et al. Archives of Public Health           (2022) 80:82 

were considered people other queer womxn and trans 
men trusted and hence would trust messages shared by 
them.

Before dissemination, the survey was piloted with 
the influencers. The purpose of this was two-fold: first, 
to ensure that the survey was culturally and language-
appropriate. Secondly, this enabled ‘buy-in’, as it was 
hoped that influencers might be more likely to share the 
survey if they approved and saw the relevance of its con-
tent and felt a sense of ownership through participation 
in the pilot. Once it was finalised, the link to the survey 
was distributed to all influencers who participated; three 
of whom then shared the survey within the queer womxn 
and trans men communities, mainly via WhatsApp 
groups.

Participants were compensated for their internet usage 
with a 200 Kenyan Shilling (approx. US$1.80) prepaid 
mobile data voucher. To discourage answering the sur-
vey multiple times, the informed consent form stated 
that participants should only participate once. A ques-
tion on the survey asked how many times a participant 
had completed it; only participants who said they had not 
responded before could complete the survey. Participants 
were asked to create a unique identifier (their current or 
all-time favourite song and their mother’s birth year). 
The choice for ’song’ over other unique identifiers, such 
as digits of I.D. number or complete phone number, was 
to keep the participants’ identity anonymous. It should, 
however, be noted that multiple participations cannot 
fully be eliminated when conducting a self-administered 
online survey.

Interviews
In addition to the survey, one-on-interviews were con-
ducted. Respondents were divided into three groups: the 
first group of participants, queer womxn and trans men 
themselves, were interviewed to get an in-depth under-
standing of the factors that shape the motivations, expe-
riences, relationships and internal barriers that inform 
sexual health decision-making and service utilisation. 
The second group consisted of people working with and 
for organisations that serve Kenyan sexual and gender 
minorities, and queer womxn and trans men in particu-
lar. The questions explored the societal and community 
barriers that influence queer womxn and trans men’s 
behaviour. The last group were key informants, defined 
as people from various backgrounds and expertise that 
could assist in understanding how the established gaps 
could be addressed at a macro and micro level, explore 
whether structural solutions could be found, and assess 
their implementability.

The first group was sampled via the influencers and 
queer womxn and trans men who had participated in 

the survey and indicated wanting to be interviewed. The 
second and third groups were recruited through a con-
venience sample within the researchers’ professional net-
work, combined with snowball sampling.

Safety
The participants’ safety was a key consideration when 
designing the quantitative and qualitative components 
of the data collection. Online spaces provide the oppor-
tunity to do this. The risks for the participants were 
assessed in detail for all aspects of the research, and 
mitigation measures were devised based on these risks. 
They included detailed information for the participants 
on staying safe online (Appendix 1) and a self-risk assess-
ment (Appendix 2) for the survey, as well as conducting 
the interviews in safe, non-conspicuous spaces initially; 
over the COVID-19 pandemic, interviews were con-
ducted on Skype and Zoom.

Evaluation of the approach
Four aspects were considered important to reach the 
desired sample successfully: using online spaces, having 
trusting relationships, timing, and safety and Security. 
Figure 2 shows the anticipated concerns from the litera-
ture review and how they were mitigated.

Using online spaces to recruit and collect data
The research design and recruitment for the online sur-
vey were extremely successful.

 The survey was only shared with three influencers: 
members of the queer womxn and trans men communi-
ties known to the researcher, who shared the survey link 
within their networks, mainly via WhatsApp groups. All 
three had also participated in the pilot. Within one day 
of sharing the survey, 260 people of the intended 280 
had completed the survey. At this point, the survey was 
closed to evaluate the preliminary outcomes and get eth-
ics committee approval to increase the sample size to 
n = 360.

Once approval for the increase of the sample size was 
obtained, approximately two weeks later, the influencers 
were asked to share the survey to target one sub-section 
of the underrepresented population  in particular: trans 
men. After 14 days, the survey was closed again because 
360 participants were reached. Of those, 335 were 
included in the research. Data from 17 participants were 
excluded because they had not provided full consent, and 
eight participants were excluded because they had exten-
sive missing data.

For qualitative sampling, the approach was equally 
successful. Of the 36 people approached to participate 
in interviews, 33 agreed. Two people from the Group 
3 (one healthcare provider of a family health NGO, the 
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other a Youth SRHR Project Manager from the same 
NGO) stopped responding once they heard that the topic 
revolved around sexual and gender minorities. The third 
person (Group 2) never responded to the initial invitation 
email. Of the eleven Group 1 participants, eight had also 
been survey respondents and were contacted because 
they indicated their interest in being interviewed in this 
qualitative arm of the study.

It was important to have an in-depth understand-
ing of online spaces and how they can best and safely be 
utilised. Kenya  has always been a forerunner in mobile 
technology on the African continent and even world-
wide, with high internet penetration and smartphone 
ownership [11]. Using online spaces for the survey hence 
seemed like a feasible approach. An additional advantage 
was that a wider variety of people from all over the coun-
try could be reached, an advantage identified in the lit-
erature [34].

Using video conferencing software made the quali-
tative data collection process more efficient and cost-
effective. No travel time was needed from both the 
participants and the researcher’s end, and no logistics 
measures to find safe spaces were necessary. A disadvan-
tage of this approach was the exclusion of queer womxn 
and trans men without financial, physical or other access 
to the internet or the necessary hardware. Moreover, 
while video conferencing does allow for seeing facial 
expressions, a more holistic assessment of body language 
was lacking.

Bonevski et  al. [6] raised concerns about higher 
research costs with hard-to-reach populations, especially 
if trusting relationships need to be established. As those 
relationships already existed, little effort was needed for 
this. Additionally, other costs for travel, space rental, 
refreshments, and others were not applicable by conduct-
ing the data collection online.

Trusting relationship
Mistrust for the researcher can be a barrier in collect-
ing data from sexual and gender minorities [18]. This is 
partly due to sexual orientations and gender identities 
other than heterosexuality and cisgender binaries hav-
ing been considered psychopathological, and the nega-
tive impact on the perception and treatment of sexual 
and gender minorities in healthcare settings persists [7]. 
One of the main factors that positively influenced the 
success of the recruitment and data collection efforts 
was that the first author researcher had been working 
in the sexual and reproductive health and rights (SRHR) 
space in Kenya for over seven years at the point of pilot-
ing. Her work in SRHR information dissemination also 
had focused on the inclusion of vulnerable or marginal-
ised populations, including sexual and gender minori-
ties,  populations that are often excluded in information 
dissemination efforts. These efforts were appreciated, and 
the researcher was able to build relevant relationships 
and develop trust with people within the queer womxn 
and trans men communities and establish relationships 
with organisations working for and with sexual and gen-
der minorities. As the researcher identifies as a cisgender, 
heterosexual woman of European descent, having this 
support is assumed to have been very valuable and ben-
eficial as an endorsement,  no new relationships needed 
to be established, and an understanding of trust already 
existed. Working from this basis of trust, the researchers 
had fewer concerns from the participants’ side that they 
were being exploited for their stories and data. This con-
firms the research by Gatlin and Johnson [18].

The researchers were surprised by the positive 
responses and even gratitude expressed by the par-
ticipants for being asked to be interviewed and sharing 
their opinions. Several survey respondents left positive 
remarks in the open comment section, such as, ‘I enjoyed 

Fig. 2  Risks and their mitigation



Page 8 of 13Haase et al. Archives of Public Health           (2022) 80:82 

taking the survey’ and ’Thank you so much for the won-
derful survey’. During the qualitative data collection, par-
ticipants similarly voiced that they appreciated being part 
of the study and that they understood its relevance and 
necessity invalidating their needs for access to services 
and information, as well to remove restrictive legal sec-
tions from the Penal Code. For many years, I can say since 
the existence of LGBTI movements in Kenya, the issue of 
LBQ women and trans men were never discussed. (…) it’s 
so awesome that you’re now doing this. So needed. So awe-
some.’ (Trans man, Activist, Western Kenya).

It should be noted that trust is often expressed within 
binaries: participants either trust or distrust researchers. 
After months of fieldwork with vulnerable populations, 
a study argued that trust is a multi-layered phenomenon 
and that trust and distrust can coexist; researchers should 
be cognizant of this and examine the level of trust shown 
by participants [8]. In this research, it seems that the level 
of trust the participants had was high, that they trusted 
the direction of questioning and felt their opinions were 
validated. This may not have been due to the participants 
trusting the researcher and their intentions directly but 
rather due to the participants trusting the influencers and 
assessing the researchers’ trustworthiness, creating an 
additional level of trust. The participants may not have 
known the researchers, but the resulting multi-layered 
trust may positively affect the research outcomes.

While this research had not been intentionally designed 
to be community-participatory, the success indicates 
the importance of including community members in 
research, as also noted by other researchers [18, 37].

Timing
The study’s data collection took place when issues of 
sexual and gender diversity were highly publicised in 
mainstream and social media because of a court case to 
decriminalise same-sex activity. Two petitions [25]  were 
filed with the Kenyan High Court, Petition 150 and Peti-
tion 234, both of 2016, to repeal the sections of the Penal 
Code that criminalise consensual same-sex activities. 
The High Court rejected the petitions and found that 
the Penal Code should be upheld and criminalised same-
sex activity. This High Court judgment was issued a few 
weeks before piloting started.

One of the reasons given by the court was that there 
was insufficient evidence for the discrimination of sexual 
and gender minorities in healthcare settings in Kenya:

‘The Petitioners and the Interested Parties support-
ing the Petition argued that their right to health as 
stipulated in Article 43(1) had been violated. That 
may be true. However, no evidence was placed before 
this court to support the allegations. None of the 

Petitioners tendered evidence to prove that they had 
been denied medical attention in any health facility 
in the country or were subjected to mistreatment in 
the course of seeking medical attention. They merely 
made generalised statements without proof. Based 
on our analysis of the material placed before us, and 
this being a constitutional Petition, it is our conclu-
sion that the answer to this issue is in the negative.’ 
[25 para. 308]

It emerged from the qualitative data collection that 
many sexual and gender minority communities disa-
greed with this assessment. They felt that the court had 
not considered the existing evidence and disregarded tes-
timonies. During the data collection, it became evident 
that many Kenyan queer womxn and trans men wanted 
to be heard and share their stories: this was mentioned 
by many people, both in the quantitative and qualitative 
data collection. For example, a respondent to the survey 
said, ‘Kindly use this information in the Repeal 162 [the 
court case in question] so that the court can have concrete 
evidence about our discrimination’.

The High Court’s decision was mentioned in most 
interviews, especially among queer womxn and trans 
men and people working for LGBT-focused organisa-
tions. There was a great disappointment but also hope 
that the appeal to the court’s decision would be success-
ful and that more data would play a role in informing 
future rulings. With the High Court’s decision on par-
ticipants’ minds, there was high interest in the research 
topic. Thus, a lack of interest, identified as a barrier for 
researching hard-to-reach populations by other research-
ers [18], was not a concern for this study. It should be 
noted that this research timing was not planned with 
the date of the High Court ruling in mind, as the court 
case had been postponed multiple times. The timing was 
hence a serendipitous event.

Safety and security
In order to mitigate any safety risks for the participants 
of both the quantitative and qualitative data collections, 
several measures were put in place. Firstly, the survey 
participants were provided with an information sheet 
on how to stay safe online (information on creating safe 
passwords and protecting them, browser history set-
ting, using virtual private networks). Secondly, contact 
details for sexual and gender minority-friendly organi-
sations were provided if the participants had any ques-
tions or concerns about their sexual or mental health or 
required legal support. Finally, participants were asked 
to complete a self-assessment about potential individual 
risks, which intended to prompt their reflection on risk 
and support them in making the most informed decision 
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possible about whether or not to participate. If they iden-
tified themselves to be at high risk, they were explicitly 
asked if they wanted to participate despite that risk. 
Not only did did this, in combination with the online 
approach, ensure the anonymity of the participants, as 
they were able to complete the survey on their phones or 
computers from the privacy of their own spaces [34], it 
also reduced the risk of being ‘outed’, as this meant not 
having to go to spaces associated with sexual and gender 
minorities or to be seen with a sexual health researcher. 
Russomanno, Patterson, and Tree (2019) also stress the 
importance of having detailed risk analyses and safety 
measures when conducting research using online tools 
[42].

The biggest initial concern was the safety of the par-
ticipants during the qualitative data collection. The 
interviews were to be conducted in safe spaces. The pri-
mary space was going to be at a centrally located music 
academy, as their studios were sound-proof, and there 
was hence no risk of being overheard. Also, the spaces 
were not associated with sexual and gender minori-
ties. However, only the first eight interviews were held 
in person; five were queer womxn identified through 
the survey and three were Group 3 (key informants). 
Due to the COVID-19 pandemic that started to signif-
icantly affect the lives of Kenyans starting mid-March 
2020, the researcher stopped all in-person interviews 
and instead conducted them over Zoom and Skype, 
and in two cases, over the phone due to connectiv-
ity issues. Not only did this take some of the logistics 
issues of finding safe spaces away, but participants also 
did not need to travel or worry about the accessibility 
or safety of the chosen spaces: participants could do 
interviews from the safety of their own homes. There 
was no risk of being overheard and no risk of being seen 
with an LGBT researcher or being seen or associated 
with LGBT organisations. As videos were used during 
the interviews, concerns such as a lack of body language 
that could be a problem during phone interviews were 
not a problem.

It should be stressed that whether or not this recruit-
ment and sampling approach using influencers in online 
settings can hence be successful will depend on the set-
ting and context and other factors, such as the ability of 
the researcher to establish trust with the participants.

Limitations
As the snowballing started with only three influencers, 
people who were not associated with some part of the 
queer womxn and trans men networks were unlikely to be 
sampled, hence introducing bias, a concern about online 
recruitment also  mentioned by McInroy [34]. Because 
the study’s aim was not to recruit a representative sample, 

this was considered acceptable, but it posed an impor-
tant limitation to the generalisability of the survey’s find-
ings. As was found in a 2014 U.S. study [20], the online 
approach may disproportionately reach younger and 
highly educated people: of survey respondents, 85% were 
under the age of 35, were highly educated,56% had either 
attended some university or completed their university 
education. Due to high levels of education and tech-
understanding of the sample, they possibly represented 
queer womxn and trans men with better knowledge and 
agency than other Kenyan sexual and gender minor-
ity people. Digital literacy could be a barrier to research 
participation, which could hold true for other popula-
tions, as Singh et  al. (2021) note. While there was vari-
ance in geography, age, and other demographics of the 
sample population, other sub-communities, such as very 
rural people, less educated people, those without access 
to the necessary technology were excluded as they were 
not within the influencers’ networks or may not have had 
trust in the research [52]. Additionally, it is also possible 
that health status and service needs will change over their 
lifespans and that this was not adequately captured with 
this research.

An important determinant of people’s access to using 
the internet on their mobile phones is access to legal SIM 
cards. In Kenya, valid identity documentation is neces-
sary to purchase a SIM card. This requirement can be a 
barrier to reaching populations who do not possess legal 
identification. The United Nations High Commissioner 
for Refugees (UNHCR) has pointed this out for research 
with refugees considered a hard-to-reach population  
[45]. It also is a crucial consideration for reaching trans 
and gender diverse people. Access to legal gender recog-
nition is possible but difficult in Kenya. Many trans and 
gender diverse people do not have identity documents 
that correctly reflect their gender identity and expres-
sion as the processes of changing legal documents with 
gender markers are unclear [10]. Buying a SIM card with 
such a non-matching identity document (ID) means that 
trans people risk being outed (because the sex recorded 
on their ID does not correspond to their gender identity) 
or be accused of fraud if it is assumed that the ID docu-
ment belongs to someone else  [38, 10]. People without 
legal documentation may have thus been excluded from 
this research.

Care should be taken not to marginalise those who do 
not have access to technology or the internet  further, 
which means that, in some instances, online approaches 
will not be appropriate. This is thus the study’s main 
limitation; Kenyan queer womxn and trans men who do 
not have access to technology and the internet or were 
outside out of networks that the influencers could reach 
could not contribute to the study.
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Conclusion
For the purpose of this research on Kenyan queer womxn 
and trans men and how they make decisions regarding 
sexual health and service utilisation, recruitment, and 
data collection using online spaces was successful.

Respondents for the survey were identified and 
recruited more rapidly than anticipated, which was due 
to several factors: the existing, trusting relationships 
the researcher had with key people in the population to 
be studied; buy-in from influential and well-connected 
community members who identified as LGBTQI + peo-
ple themselves; interest and enthusiasm for the topic at 
hand; the timing of the survey immediately following a 
high-profile court case, and thorough online safety pre-
cautions. Concerns around stigma and violence were 
mitigated by participants completing the survey or par-
ticipating in interviews online, hence lowering barri-
ers to participation, such as fear of being seen with the 
researcher or other queer womxn and trans men.

Some of the positive outcomes of the survey had not 
been anticipated in the original study design. Addition-
ally, concerns around safety and security during quali-
tative data collection were mitigated by using video 
conferencing tools. Although this was initially done due 
to the COVID-19 pandemic, it proved to be an effective 
and safe way to collect sensitive data. It also reduced the 
need to find safe places and the time needed for inter-
views, as commuters were not needed.

Disadvantages, such as low response rates, the inabil-
ity to walk participants through the survey, posing an 
annoyance and low external validity, as described by 
Kılınç and Fırat [27], was not found. A low response rate 
was not a concern in this case. It is unknown whether 
people who received the link multiple times from vari-
ous sources may have felt bothered by it, if so, it was not 
brought to the researchers’ attention. Generalisability 
is certainly a concern for the outcomes of this research, 
which is amplified by how little is known about the popu-
lation in general. Future research needs to be conducted 
in order to be able to make more generalised conclusions. 
Not being able to explain survey questions in more depth 
to participants was also a disadvantage in this study.

The confluence of factors – trusting relationships, tim-
ing, focus on safety and security – worked well for this 
research. It might work well in other settings, where data 
collection with marginalised communities might not be 
possible, and sampling might be difficult, or participants 
could be at risk. Including key community members in 
data collection efforts proved important and effective, 
underscoring the need to do community-participatory 
research when designing research projects centred 
around marginalised communities. While the timing of 

the research and the High Court ruling were serendipi-
tous, other events or developments that can galvanise 
interest can be purposively addressed in research design.

Including sexual and gender minorities and other mar-
ginalised populations in research is important to ensure 
an in-depth understanding of their health needs, vulner-
abilities, and barriers to seeking care. Such knowledge 
should be considered in health policy making and service 
planning, to ensure that ‘no-one is left behind’. In turn 
these should positively impact overall health and well-
being in underserved communities.

More in‑depth research is needed
While the findings of this research are an important start 
to getting a better understanding and more knowledge of 
the needs of sexual and gender minorities in Kenya, and 
specifically queer womxn and trans men, more explora-
tion is needed, with special attention to a broader rep-
resentation in the sampling, as well as a reduction of 
the bias that could have been introduced by using the 
described snowballing techniques. Continuous efforts 
need to be made to include sexual and gender minorities 
in research efforts. While efforts for improvement are 
ongoing, recent developments to exclude and even erase 
sexual and gender minorities from data scans in federal 
programs in countries, as is the case in the United States, 
need to be vigilantly monitored, as ‘data sets that do not 
include sexual orientation and gender identity informa-
tion are inadequate and incomplete’ ([30], p. 2).

Continuous efforts need to be made globally to advo-
cate for the inclusion of sexual and gender minorities 
and other hard to reach populations in research to better 
understand needs, barriers and other factors that could 
influence health and well-being, as well as the careful 
design of interventions to address inequities so that ‘no-
one should be left behind’.

Appendix 1
Risk self‑assessment
In this survey, you will be asked personal questions 
about your sex life, your mental and emotional health, 
about alcohol or drug use, and about potentially criminal 
behaviour, because some same-sex activities are illegal in 
Kenya.

All information you give is confidential. Note: If you 
are visually impaired, the use of reading apps or assis-
tive devices can cause a lack of privacy. Some of these 
topics could make you feel uneasy or bring up negative 
emotions. Some questions you can skip if they are unset-
tling to you. Other questions need to be answered. If they 
make you uncomfortable, you can stop taking part at 
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any time. Before you get started with the survey, please 
answer the questions below and carefully read through 
the tips to keep you safe online.

Yes No I don’t know

Do you think answering questions about 
sexuality, sexual health, drug and alcohol use 
and mental health could cause you any kind 
of stress?

Have you been advised by a healthcare profes-
sional to refrain from discussing emotional 
issues you are dealing/have dealt with?

Do you think you could be physically harmed 
if anybody found out that you participated in 
this research?

Do you think you could be emotionally harmed 
if anybody found out that you participated in 
this research?

Do you think you can face any legal conse-
quences if anybody found out that you partici-
pated in this research?

If participants indicated ‘yes’ or ‘I don’t know’ in any of 
the questions above:

Yes No

You said this research may put you at risk. Do you still want to 
participate?

Finally, if any issues come up during the survey, you can 
either contact the researcher via email or one of the fol-
lowing organisations for assistance.

If you have questions about HIV testing, treatment, 
and other concerns, please get in touch with LVCT 
Health or their one2one hotline (800 720 121 or 1190, 
both toll-free) for sexual health questions. For questions 
around abortion, safe sex, and birth control, please get 
in touch with Marie Stopes Kenya. For mental health 
and problems with drugs and alcohol, please head to this 
sexual and gender minority specialised online counsel-
ling service. In case of any legal issues you may face in 
your private life, the National Gay and Lesbian Human 
Rights Commission provide legal help to sexual and gen-
der minority people.

Appendix 2
Staying safe online information
We want you to stay safe while participating in this study. 
If you keep your devices safe, there will be minimal risk 
that someone finds out you took part and could ‘out’ you 
against your will. Here are some tips.

Passwords and pins
Passwords and pin numbers are really important your 
safety, especially when you are sharing devices. Make 

sure all your devices have random passwords with letters, 
numbers, and special characters. Sentences work well, 
too. The more difficult, the better. Use a different pass-
word for every device and each platform/e-mail address/
website you use. That will make it easier for you to keep 
your privacy, even when your computer is hacked or your 
phone is stolen.

Make sure you log out of accounts when you are done 
with your session.

Software like ’KeePass’ make it easier for you to have 
and store complicated passwords.

Clearing your browser history
Clearing your browser history is especially important 
when other people use the same devices as you, but you 
should regularly do it if you visit websites etc. that could 
tell people about your sexual orientation or gender iden-
tity. To check how to clear your browsers history, click 
here.

Using VPNs
If you are worried about anyone tracking you online, you 
can use a ’VPN’ (Virtual Private Network). A VPN helps 
you get your information safely to and from your com-
puter (encryption), and it hides your real location, so you 
can’t be traced, allowing you to surf anonymously.

To use a VPN, download the Psiphon app to your 
iPhone or Android smartphone, click ‘connect’ and 
nobody will be able to tell where you are browsing from. 
On a desktop, apps like betternet work the same way.

Shared devices
Staying safe when sharing devices with friends, col-
leagues, family, or at an internet café can be a problem. 
Make sure nobody can watch your screen. Clear your 
browsing history when you are done, and don’t forget 
to log out of any social media sites or accounts you may 
have used.

Malware and hacker protection
Hackers can attack your computer and steal your infor-
mation. Make sure that you have an antivirus programme 
installed, a firewall activated, and never open email 
attachments from people you don’t know and trust. If 
your phone or computer are acting strangely, the bat-
tery dies more quickly than usual, and they get very hot, 
someone may be monitoring your device.

If you want to know more about staying safe online, 
have a look at Tactical Tech’s ‘Security in a Box’ 
information.
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