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Abstract  

Anal health and anal cancer are rarely addressed in HIV primary care. We sought to understand 

factors that impeded or promoted addressing anal health in HIV primary care from providers’ 

perspectives. In this exploratory study, HIV primary care providers from the Mid-South region 

of the United States participated in brief individual interviews. We analyzed transcribed data to 

identify barriers and facilitators to addressing anal health. Our study sample included 5 

physicians and 4 nurse practitioners. The data revealed a number of barriers such as perception 

of patient embarrassment, provider embarrassment, external issues such as time constraints, 

demand of other priorities, lack of anal complaints, lack of resources, and gender discordance. 

Facilitators included awareness, advantageous circumstances, and the patient-provider 

relationship. Anal health education should be prioritized for HIV primary care providers. 

Preventive health visits should be considered to mitigate time constraints, demands for other 

priorities, and unequal gender opportunities. 

 

 

Key words: anal cancer, anal health, barriers, HIV, facilitators, primary care setting 
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Risk of anal cancer in people living with HIV: Addressing anal health in the HIV primary care 

setting 

Anal cancer is rare in the general population, with only 1.8 new cases occurring annually 

per 100,000 people in the United States (National Cancer Institute, n.d. ). However, the risk of 

anal cancer is disproportionately higher in people living with HIV (PLWH). Between 2000 and 

2003, the incidence of anal cancer in PLWH was 70 times higher than in the general population 

(78.2/100,000 vs. 1.3/100,000, respectively; Patel et al., 2008). Therefore, there is a crucial need 

to increase knowledge in PLWH and health care providers about what anal cancer is, who it 

affects, and how it can be prevented through the promotion of anal health.  

Anal cancer is a malignancy of the anus that is seen more commonly in women with a 

history of cervical cancer (Melbye & Sprogel, 1991), and persons who have receptive anal 

intercourse, multiple lifetime sexual partners, a history of smoking, and patients infected with 

HIV (Daling et al., 2004; Palefsky, 1994). It is well documented that the human papillomavirus 

(HPV), a sexually transmitted organism, is strongly linked to anal cancer and may even be 

necessary for the development of anal cancer (Daling et al., 2004; Frisch et al., 1997; Tilston, 

1997). Most HPV infections do not cause serious complications, and in more than 91% of new 

HPV infections, the infection goes away on its own within 2 years (Centers for Disease Control 

and Prevention, 2004). For PLWH, HPV has a higher risk of persisting due to patients’ 

compromised immune systems and their impaired ability to clear the virus (Critchlow et al., 

1998; Eckert et al., 1999).  

 According to Rosa-Cunha, Cardenas, Dickinson, and Metsch (2010), anal health involves 

inquiring about anal symptoms, asking about anal practices, and examining the anus. Due to the 

high risk of anal cancer in PLWH, health care providers should routinely address anal health in 
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this population. However, there is a gap in the care provided to PLWH, as only 36% of PLWH 

reported discussing anal health with their HIV primary care providers (PCP) in the previous year 

(Rosa-Cunha et al., 2010). As more PLWH live longer due to advances in antiretroviral therapy, 

it is very likely that the incidence of anal cancer will continue to increase. Therefore, it is 

imperative for HIV PCPs to consider addressing anal health as part of routine care.  

 Rosa-Cunha et al. (2010) reported that anal health was not routinely discussed in HIV 

primary care and identified this finding as similar to other studies showing providers’ discomfort 

toward addressing sexual health in primary care settings. Barriers to addressing sexual health in 

primary care settings include the provider’s discomfort with the topic of sexual health, lack of 

time, and lack of training (Humphery & Nazareth, 2001; Stokes & Mears, 2000). These same 

barriers might also explain why anal health does not receive adequate attention in HIV primary 

care settings. In order to improve how anal health is addressed in HIV primary care, it is 

essential to understand the factors that impede or promote HIV care providers’ management of 

anal health. While the majority of studies in this area have examined the need for anal cancer 

screening and treatment programs, our study sought to understand factors related to initiating the 

discussion of anal health with patients. This exploratory study examined specific barriers and 

facilitators to addressing anal health in HIV primary care settings in order to develop 

interventions that would promote anal health management during routine HIV primary care.  

Methods 

 In our exploratory study, HIV PCPs were randomly selected from a pool of 20 survey 

participants who were part of a larger study about HIV PCP knowledge, confidence, and 

attitudes toward addressing anal cancer risk factors in HIV primary care (Walker & Likes, 2015). 

Using snowball convenience sampling, survey participants were recruited from the Ryan White 
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Programs of Arkansas, Mississippi, Tennessee, and the HIV Treaters’ Group of Memphis, 

Tennessee. The Ryan White Program is administered by the U.S. Department of Health and 

Human Services, Health Resources and Services Administration (HRSA), HIV/AIDS Bureau as 

a payer of last resort for PLWH who are uninsured or underinsured, and it consists of Ryan 

White-funded medical care providers who provide comprehensive primary health care in 

outpatient settings (Memphis Ryan White Program, 2013). The HIV Treaters’ Group of 

Memphis, Tennessee, is comprised of HIV care providers (i.e., nurse practitioners, registered 

nurses, physicians, case managers, and pharmacists), who meet monthly with guest speakers to 

discuss current topics in HIV. The advantage of recruiting participants from the HIV Treaters’ 

Group was to enroll providers outside of the Ryan White Program and to include providers 

offering HIV primary care to a more diverse patient population. HIV PCPs recruited from the 

Ryan White Programs as well as from the HIV Treaters’ Group of Memphis, Tennessee, were 

then asked to refer other HIV PCP acquaintances in the area to participate in a survey that 

examined knowledge, confidence, and attitudes about addressing anal cancer risk factors in HIV 

primary care (Walker & Likes, 2015).  

 Inclusion criteria for participation in the study included practicing as an HIV primary 

care provider (i.e., nurse practitioner; physician, including post-graduate-trainee; or physician 

assistant), with 1 or more years of experience in HIV primary care, and licensed to practice 

health care in at least one of the states of Arkansas, Mississippi, or Tennessee. Ten of the 20 

survey participants were randomly selected to participate in brief semi-structured individual 

interviews to better understand the barriers and facilitators to addressing anal health in the HIV 

primary care setting. Nine consented to participate in the interviews.   

The institutional review board at the University of Tennessee Health Science Center 
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approved the research project. Interviews were approved to be conducted at the University of 

Tennessee Health Science Center’s College of Nursing by telephone or face-to-face at a mutually 

convenient time and place. The informed consent for individual interviews was sent to each 

randomly selected participant by e-mail and, if consented, was returned by e-mail, fax, mail, or 

submitted face-to-face prior to the interview. The principal investigator (PI), who was trained in 

qualitative data collection methods, conducted all of the individual interviews. Interviews began 

with questions regarding the perception of anal health: What is the meaning of anal health in the 

HIV primary care setting, and how do health care providers approach the topic of anal health 

with PLWH? Then more specific questions were asked: What are the barriers to addressing or 

discussing anal health? What are some things that prevent you from addressing or discussing 

anal health? What are the facilitators to addressing or discussing anal health? What are some 

things that help you address or discuss anal health? A final question asked: What aspects of the 

patient-provider relationship need improvement in addressing anal health? All interviews were 

tape-recorded and were transcribed verbatim by an experienced transcriptionist.  

Analysis 

 Descriptive statistics were gathered from the survey data and were used to summarize the 

demographic characteristics of the sample. Characteristics included gender, age range, number of 

years working with PLWH, practice location by state, and clinician type. The PI read and 

analyzed all transcripts individually, and preliminary notes were made regarding inferred 

categories: barriers and facilitators of addressing anal health. Transcripts were then uploaded into 

QDA Miner®, a qualitative data analysis software program, and the data were coded broadly into 

two categories: barriers and facilitators of addressing anal health. Prior to examining the data, a 

priori  codes were developed. Due to the lack of data on barriers and facilitators specific to 
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addressing anal health in HIV primary care, a priori codes were developed from a review of 

literature on the barriers and facilitators of addressing sexual health in the primary care setting 

given the overlap between the two constructs (Rosa-Cunha et al., 2010). The data were then 

examined for presence of a priori codes and, upon further examination of the data, additional 

inductive codes were identified. A priori and inductive codes were collapsed based on their 

similarities. The PI was primarily responsible for analyzing the data. Co-investigators were 

involved in the process of peer validation to confirm the codes and appropriate interpretation of 

the data.  

Results 

 The respondents included 2 males and 7 females whose ages ranged from 25 to 65+ 

years. The sample consisted of five physicians and four nurse practitioners; one practiced in 

Arkansas and the remaining eight in Tennessee at four different HIV primary care clinics. 

Because of the random selection of HIV PCPs from survey participants, there were no 

participants from Mississippi. The average number of years working with PLWH was 10.7 ± 6.2, 

with a range of 1-19 years (Table 1). Each interview lasted approximately 15 minutes.  

Table 1 
 
Demographic Information 
 
Participant Gender Age 

range 
Number of years 

working with PLWH 
Practice location 

by state 
Clinician type 

1 Female 25-34 6 Tennessee Physician 
2 Female 55-64 12 Tennessee Physician 
3 Male 25-34 3 Tennessee Physician 
4 Female 35-44 1 Tennessee Nurse Practitioner 
5 Female 45-54 17 Tennessee Nurse Practitioner 
6 Female 65+ 9 Tennessee Nurse Practitioner 
7 Female 45-54 10 Arkansas Nurse Practitioner 
8 Male 45-54 19 Tennessee Physician 
9 Female 35-44 13 Tennessee Physician 
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A Priori Codes  

 Given the limited literature on specific barriers and facilitators toward addressing anal 

health, the investigators developed a priori codes from the literature related to barriers and 

facilitators for addressing sexual health. Barriers included time constraints, the demand of other 

priorities, provider embarrassment, provider comfort level, and provider lack of content 

knowledge (Gott, Galena, Hinchliff, & Elford, 2004; Hinchliff, Gott, & Galena, 2005; Humphery 

& Nazareth, 2001; Stokes & Mears, 2000). The major facilitator was the patient-provider 

relationship (Rosa-Cunha et al., 2010). These barriers and facilitators served as a priori codes for 

the data analysis.   

Inductive Codes  

 Additional barriers derived from the data set included external issues such as electronic 

charting, the perception of patient embarrassment, gender discordance, lack of resources, and 

lack of anal complaints. Additional facilitators included awareness and advantageous 

circumstances.  

Final Codes  

 After determining the a priori and inductive codes, some codes were collapsed based on 

their similarities. For example, time constraints were merged into external issues because a 

limited amount of time with patients is commonly related to an external issue such as a fixed 

visit schedule. Personal barriers of the health care provider such as provider embarrassment, 

provider comfort level, and provider lack of content knowledge were all merged into a code that 

was more representative of the text segments: provider embarrassment. Final codes are shown in 

Table 2.  
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Table 2 
 
Final Codes and Categories 
 
Final Categories Final Codes 
Barriers Perception of patient embarrassment 

Provider embarrassment 
External issues 
Demands of other priorities 
Lack of anal complaints  
Lack of resources 
Gender discordance  

Facilitators Advantageous circumstances  
The patient-provider relationship 
Awareness 

 

Based on the participants’ descriptions of barriers and facilitators, each code is explained and 

presented below with representative examples of quotes from the transcribed data. 

Barriers 

 Perception of patient embarrassment. Several HIV PCPs perceived a feeling of shame, 

discomfort, or awkwardness on the part of the patient as a barrier to addressing anal health or 

sexual practices. One provider stated,  

It is hard to get somebody that is shy to be very open about his or her sexual practices. 

They won’t even tell you that they had anal sex even though they do because they think 

that it is a bad thing. (Participant 6) 

Other providers agreed: “They get embarrassed when you ask very private questions about a part 

of their body they don’t often want to talk about” (Participant 1). “I have to be the one to bring it 

up because like I said earlier, some patients are embarrassed or fear judgment so they won’t 

discuss it” (Participant 7).  

 Provider embarrassment. Provider embarrassment consisted of a personal feeling of 

shame, discomfort, or awkwardness that served as a barrier to addressing anal health with 
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patients. Participant 1 shared: 

One barrier to anal health is embarrassment on my part. I don’t like to talk about it with 

someone I don’t know or someone I don’t feel that comfortable with. I’m still not that 

comfortable with what all conditions I need to be worried about or looking for or even 

screening recommendations. If your preceptor or supervisor doesn’t teach you to ask 

about anal health or talk about anal health, then you’re not going to remember and you’re 

not going to feel comfortable.  

 External issues. External issues included factors outside of providers’ control in 

addressing anal health. These were primarily related to time constraints because patients were 

commonly scheduled for fixed visit slots. When asked about the additional barriers to addressing 

anal health, one provider said: “I would say time. The time I have to see my patients; do all the 

charting with the EHR (Electronic Health Record). You know I’m supposed to get these people 

in and out in 15 minutes” (Participant 2). Another one stated,  

I want to improve anal health by educating my patients, but we don’t have a lot of time 

for that. I do think that time is limited with each patient, so you do what is the most 

important, which is take care of the HIV. (Participant 6)  

 Demand of other priorities. Providers also gave examples of how the demand of other 

priorities limited their time and served as a barrier to addressing anal health. One provider 

labeled it as firefighting:  

There is a lot of firefighting, and this is a big barrier. Someone comes in with a CD4 

count of 50 and a fever. Well you’re not going to address anal health that visit. I have 

several, many patients that there is always something going on, and it sort of takes 

priority: uncontrolled diabetes, hypertension, oh I just had a heart attack - that kind of 
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stuff. (Participant 1) 

Another provider agreed:  

They may be stressed out due to family matters, relationship problems. Sometimes they 

are just so high strung when they come in here, it’s hard to get them to settle down and 

say your T-cell is 10 and you need to take your medicine. Like one of my patient’s today, 

her diastolic blood pressure was 114. So, you’ve got to take care of that because that’s the 

most pressing issue today. (Participant 6)  

 Lack of anal complaints. Providers said that if patients did not present with an anal 

complaint, anal health was not addressed. One provider talked about her physical assessment 

during a complaint-based visit:  

If they don’t complain, I don’t check it. I look at anal health like I look at other disease 

processes. It’s just like if you come in and told me that you had a sore throat, I would do 

a head and neck assessment, I would listen to your lungs. I probably wouldn’t check your 

toes. If they don’t complain, I don’t fool with it. (Participant 5) 

Participant 1 mentioned a complaint or anal symptoms as a way to talk about anal health: “When 

we talk about anal health, it’s usually problem-related. They notice warts or have pain or 

bleeding. We don’t talk about anal health unless they have a problem.”  

 Lack of resources. Resources were explained as any external source of information or 

expertise that enhanced care for anal health in the primary care setting. One provider explained 

that there were limited resources to make referrals: “I don’t do it routinely because we don’t have 

resources for referral for abnormal disease. We have limited resources to refer abnormal, 

therefore anal Paps are limited” (Participant 7). Another provider explained that the lack of 

screening guidelines was a barrier to care:  
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There is no real consensus in terms of guidelines. In order for something to really be 

accepted as a screening program, you’ve got to have firm data that show reduction of 

morbidity and mortality as a result of that screening. That’s the part that I don’t think is 

solely there yet. (Participant 8) 

 Gender discordance. Gender discordance was explained as gender differences between 

the provider and patient that were perceived by the HIV PCP as a barrier to addressing anal 

health. Two providers mentioned gender differences as a barrier: A female provider shared, “I 

need to get rid of some of my feelings about me being shy with some of the male patients when 

asking about anal health” (Participant 6). A male provider shared, “I find with my female 

patients, it’s harder for them to discuss anal health with me because I’m a man, whereas my male 

patients will tell me just about anything” (Participant 3).  

Facilitators 

 Advantageous circumstances. Providers said the co-location of anal health discussions 

with relevant portions of the physical exam or with a specific topic aided in the discussion of 

anal health. That is, it was easier to discuss anal health when providers were already addressing 

sexual health, and it was easier to discuss anal health with women who were already undergoing 

a cervical exam. When providers were asked how they address anal health with their patients, 

Participant 1 used the topic of sexual health to segue into the discussion of anal health:  

I usually start with the discussion of just sexual behaviors in general, and then I move to 

how many partners do you have, do you use protection, what kind of intercourse do you 

have? Again it’s always tied to sexual activity or a diagnosis of STDs.  

Other providers considered anal health as a component of sexual health as they used discussions 

about sexual health to transition into anal health. One provider said, “The condoms that we give 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

 11

away for free, I use that as a segue sometimes. ‘Do you need any condoms?’ Then, we start 

talking about what they’re doing” (Participant 2). Participant 4 stated, “If patients identify 

themselves as homosexual, especially as a homosexual male, we then talk about intercourse or 

sexual practices. I will explain to them the risk for HPV and this segues into an anal Pap.” 

Another provider mentioned that discussions about high-risk behaviors lead to discussions about 

anal health:  

So whenever I get to the social history aspect of new patients or whenever I’m doing the 

preventive health maintenance portion with my established patients, I first go over sexual 

health and ask if there have been any changes. Those who are new, I just ask them 

directly if their intercourse is vaginally, anally, both, none… things like that. Then, if 

they screen positive for high-risk behaviors, we talk about the long-term effects of HPV 

and the chance for carcinoma. It’s like a stepwise process. (Participant 3)  

 It was also advantageous to discuss anal health when performing a cervical Pap smear. 

Because women were already prepared for the exam, and most had some familiarity with the Pap 

smear process, the HIV PCPs reported greater ease in this situation for addressing the importance 

of anal health and anal Pap smears:  

For my female patients, I think it’s a little bit easier because I’m doing a Pap smear on 

them, and it’s easier for them to understand. When I do their cervical vaginal Pap, I also 

let them know that I will be doing an anal Pap at the same time and I explain the reasons 

why. I explain, “That’s why I’m Papping your anal area because HPV can get there too.” 

It has helped them understand that HPV can be a precursor for cancer. My women, I will 

bring them back for a cervical only visit and then I can address the anus, but I haven’t 

done that with the men—to bring them back. For women, it’s a part of their vaginal and 
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pelvic exams annually when we Pap them. For men, anal health is a little different. I’m 

interested in his prostate most of the time. (Participant 5) 

Another provider discussed anal health as it was included in the cervical exam: “With women, I 

include it in their cervical screening and so it’s just another thing that we do” (Participant 2).  

 The patient-provider relationship. In our study, the patient-provider relationship was 

defined as connectedness between patient and provider that helped to ease into the discussion of 

anal health. When asked about factors that facilitated addressing anal health, providers noted the 

impact of the patient-provider relationship:  

I find it much easier in a patient that I have seen several times, who I have known over a 

few years. I have a lot of trouble asking on the first visit. I try not to get too detailed until 

somebody is comfortable with me. It is hard on the first visit to say, “Nice to meet you, 

why don’t you take your clothes off and tell me everything you do and who you do it 

with?” (Participant 1)  

Another provider even mentioned that with his new patients, he could still build a relationship 

with patients and talk about sensitive topics like anal health:  

What I found was if I move anal health to one of the very last things that I talk about in 

the visit, and I’ve gotten to know them, and they’ve become friendly with me, it really 

helps to be the last thing we talk about. I stress to them how important it is and they really 

feel my sincerity. (Participant 3) 

Another provider gave an example of the impact of the patient-provider relationship in 

discussing anal health:  

I start off with a relationship. For example, yesterday I had a young man, 19 years old 

and bitter. I began to ask the intake questions and he threw out some information that I 
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took advantage of. I got next to him and got friendly with him and let him know that I 

understood his dilemma and we talked. He went on to tell me that he was same gender 

loving, had been itching around his anus and thought he had hemorrhoids. I said let me 

check back there. He had early HPV back there, and I was able to explain it to him and 

make a referral on his first visit. He let me see his whole body because of the relationship 

that I initiated. I think that’s so important to do because if you have a relationship with 

the patient, and the patient feels cared about, he will be more likely to let you do things 

that you need to do that may be uncomfortable at times. (Participant 5) 

 Awareness. Being more aware or more knowledgeable about information related to anal 

health also aided in the discussion of anal health. One provider mentioned a referral center in 

particular:  

I can discuss anal health now because of the fact that we can do something about it. We 

have someone who can do an anoscopy, so the patients have good follow-ups. Our 

referral center has made all the difference in the world. We have gone from nothing to 

something, and I’m happy with that something right now. (Participant 2)  

Another provider mentioned seminars and talks as a source of knowledge that aided in the 

discussion of anal health:  

I go to talks from content experts because I always pick up something that I didn’t hear 

before. I take that back with me, and that kind of gives me the tools and the confidence to 

discuss anal health, especially with men. (Participant 7)  

Discussion 

 Our study makes novel contributions and is different from previous studies as it focused 

on factors associated with addressing the issue of anal health rather than specifics related to anal 
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cancer screening and treatment programs. We clearly demonstrated that there are personal level 

barriers both at the provider and patient levels along with logistical constraints to addressing anal 

health in this most vulnerable population. At the same time, certain mechanisms provide 

opportunities for health care providers to engage patients when addressing these issues, 

especially by educating themselves and developing trusting relationships in order to provide 

more information to patients. Moran, Barkley, and Hughes (2010) emphasized the need for 

practitioners to not only educate patients about the rationale for anal cancer screening, but also 

the importance of educating high-risk patients about signs and symptoms of anal cancer as a few 

studies have found a lack of knowledge related to HPV-related outcomes for men who have sex 

with men (MSM; Pitts, Fox, Willis, & Anderson, 2007; Sanchez, Pathela, Niccolai, & 

Schillinger, 2012). Patient education is the key to addressing anal health in HIV primary care. A 

recent study showed the benefit of an education program on HPV and anal disease as there was 

an overall increase in knowledge related to HPV, anal cancer, and anal cancer screening in a 

group of HIV-infected men after an education program (Fenkl, Schochet, Jones, & da Costa, 

2015).  

 Addressing sexual health is one way for the provider to transition into a discussion about 

anal health and to educate about anal health. The problem is that sexual health is poorly 

discussed in primary care settings because of providers’ limited knowledge and expertise, lack of 

time, and overall discomfort with the topic (Gott et al., 2004; Hinchliff et al., 2005; Humphery & 

Nazareth, 2001; Stokes & Mears, 2000). Similarly, we found that anal health was embarrassing 

to discuss, time constraints made it difficult to bring up, and the lack of training and education 

contributed to discomfort with addressing the topic. Rosa-Cunha et al. (2010) were the first to 

indicate similarities between the lack of discussions about sexual health and anal health in 
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primary care settings. Anal health should be considered a component of sexual health, especially 

in high-risk populations, as providers in our study used sexual health as a way to segue into anal 

health. One participant referred to it as a “stepwise process.” If it is indeed a “stepwise process,” 

providers must start the management of anal health by first addressing sexual health. That is, in 

order for anal health to become a priority, sexual health must also be a priority in HIV primary 

care.  

 In prioritizing sexual health and anal health in HIV primary care settings, more attention 

should be directed toward providers’ personal issues, such as embarrassment. This can begin 

with improved sexual health education for providers. Currently, a few medical training programs 

offer sexual health courses, but there is no standardized curriculum (Coleman et al., 2013). 

Providers are usually taught in training programs to initiate basic sexual health discussions by 

asking questions such as, “Do you have sex with men, women, or both?”, but they may lack 

training to converse fully on the topic (Obedin-Maliver et al., 2011). Medical students have 

expressed dissatisfaction with their sexual health education and training (Wittenberg & Gerber, 

2009), and one study even showed that over the course of 4 years only 3-10 hours of sexual 

health-related education was provided in medical school curricula in the United States and 

Canada (Solursh et al., 2003). Limited education and training have been identified as barriers to 

addressing sexual health (Gott et al., 2004; Hinchliff et al., 2005; Humphery & Nazareth, 2001; 

Stokes & Mears, 2000), which is congruent to a finding in our study that the lack of anal health 

training contributed to HCP discomfort with the topic. Miguez, Burbano-Levy, Rosenberg, and 

Malow (2011) suggested that all groups, including HIV-infected MSM, HIV-uninfected MSM, 

HIV-infected women, and HIV-at-risk women, be carefully examined in order to tailor health 

prevention programs related to anal health. For example, providers should be able to ask patients 
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about their sexual orientation, identify HIV-infected MSM at high risk, and tailor prevention 

programs specific to this group. Education materials, such as Schochet’s (2011) Guide to the 

Anal Pap Smear Before, During, and After, could be used as part of a tailored prevention 

program. All of these steps would require the provider to be comfortable discussing sexual health 

and anal health with patients, and this continues to put emphasis on the importance of educating 

providers and increasing their comfort levels discussing sexual health and anal health.  

  Ford, Barnes, Rompalo, and Hook (2013) thought that sexual health should become a 

priority in undergraduate clinical education, postgraduate residency training, and continuing 

education. Providing courses similar to the online Sexual Health Leadership course provided by 

the American Medical Student Association (n.d.)  is one way to integrate sexual health into the 

curricula of health professions’ training programs and as continuing education opportunities. In 

the first direct survey of sexual health education in North America, findings indicated that some 

medical school programs offered little training, while most did not provide any continuing 

education opportunities for providers (Solursh et al., 2003). It is likely that training programs for 

nurse practitioners and physician assistants also lack training and continuing education 

opportunities for sexual health education; therefore, future studies should explore sexual health 

education in other clinical disciplines in order to address this gap across all health care training 

programs.  

 Based on the findings from our study, objectives of sexual health and anal health training 

programs for students and providers, especially for those interested in HIV primary care, should 

include sexual health as a segue to anal health and should focus on reducing personal 

embarrassment. Training programs should consider creative ways to disseminate information 

such as discussions about sexual health and anal health in simulated environments and mock 
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experiences with volunteers from diverse patient backgrounds. The importance of the patient-

provider relationship should also be highlighted in training programs. In a study that examined 

anal health in HIV primary care settings, patient-provider engagement was related to the 

frequency of anal health discussions (Rosa-Cunha et al., 2010), indicating the importance of the 

relationship, as noted by several providers in our study. The patient-provider relationship plays a 

major role in addressing anal health in HIV primary care and should be included as a component 

of sexual and anal health education and training. Graduate health care training programs as well 

as agencies such as the National Network of STD/HIV Prevention Training Centers and AIDS 

Education and Training Centers should be encouraged to develop sexual health training 

programs that include information about anal health for HIV PCPs and students interested in 

HIV primary care.  

 Because providers identified issues such as time constraints and the demand of other 

priorities as barriers to addressing anal health, one recommendation is to consider implementing 

a separate preventive health visit in HIV primary care. It is important to address anal health as 

part of prevention health care rather than waiting for a patient to present with symptoms, which 

may indicate advanced disease. Three providers in our study mentioned that anal health was not 

discussed unless the patient presented with a complaint. This finding was an eye opener, as the 

model of prevention care does not rely on symptom management. The prioritization of anal 

health in high-risk populations should include education about risk factors for anal disease. In a 

case study by Ferron et al. (2011), a 49-year-old woman with HIV presented with pain and 

bleeding, and was diagnosed with anal cancer, the most advanced level of anal disease. The case 

study showed the importance of addressing anal health in high-risk populations and of 

integrating anal health in the HIV primary care setting before a patient presents with symptoms. 
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Preventive health visits would create an opportunity for providers to educate about anal health so 

patients are more knowledgeable about their risk factors and their options for screening and 

treatment. It would also create an equal opportunity for men to have anal health addressed 

because the cervical exam was identified as a facilitator to address anal health with female 

patients in our study. Rosa-Cunha et al. (2010) recommended that meeting with PLWH six times 

per year would create an opportunity to address issues related to anal health. We suggest that at 

least one of these six primary care visits be dedicated to preventive health. HIV PCPs should 

thus consider the positive impact of separate preventive health visits to address a range of health 

care concerns in this population, including anal cancer. Anal health could be addressed in 

conjunction with other prevention topics such as smoking cessation, depression screening, and 

weight loss.  

 One provider mentioned that the lack of resources, especially not having guidelines for an 

anal health-screening program, was a barrier to managing anal health. This statement should not 

go unnoticed. There are no randomized controlled trials to indicate the effectiveness of a 

screening program, improvements are needed with the anal Pap smear as a screening tool, and 

more experienced providers are needed to perform advanced anal exams (Darragh & Winkler, 

2011). These issues contribute to the lack of anal cancer screening and treatment programs, but, 

in a population in which the rate of disease is disproportionately higher than the general 

population, there is a sense of urgency to make the anal health of PLWH a priority. Roark (2011) 

even identified the need for randomized control studies for routine anal cancer screening as a 

narrow perspective, especially with the reduction in cervical cancer rates due to cervical cancer 

screening. In the meantime, improving sexual health and anal health education and training are 

key steps to consider. By the time a formal anal cancer-screening program is recommended, 
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providers may be more knowledgeable, confident, and comfortable addressing anal health.  

 There are obvious limitations in our exploratory qualitative study. One factor that limits 

utility of the results is a small sample size from only two Mid-Southern states. The majority of 

interviews were conducted during work hours and, as a result, time was limited to answer 

questions in-depth. However, the exploratory nature of the study was appropriate to develop 

preliminary insights into ways to improve anal health in HIV primary care. Future studies should 

be conducted in a larger sample from multiple regions of the United States in order to better 

understand problems with implementing anal health care in HIV primary care clinics.  

Conclusion 

 Concerted efforts should be made to increase sexual health and anal health courses in 

health professions training programs and continuing education opportunities, especially for 

providers in HIV primary care. More research is needed, however, to determine the ability of 

sexual health and anal health education to improve anal health care in HIV primary care. 

Clinically, providers should consider implementing preventive health visits as part of HIV 

primary care. Such visits might help reduce issues such as time constraints and the demands of 

other priorities. Preventive health visits could also create an equal opportunity for men and 

women to have anal health addressed. Additional research is needed to understand the impact of 

separate preventive health visits when addressing sensitive topics such as sexual health and anal 

health and to examine a cost-benefit analysis of such an intervention for the health care system.  
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Key Considerations 

• Anal health should be considered a component of sexual health in HIV primary care.   

• Improving anal health in HIV primary care may require improved sexual health and anal 

health education in training programs and continuing education opportunities.  

• Greater exposure to sexual health and anal health education could increase knowledge about 

these topics, improve patient-provider relationships, and reduce personal barriers associated 

with addressing anal health in HIV primary care. 

• HIV primary care centers should consider separate preventive health visits for anal health 

management as a standard of care to reduce barriers such as time constraints and the 

demands of other priorities. Preventive health visits could also create an equal opportunity 

for primary care providers to address anal health for men and women.  

 
 
 
 
 
 
 
 
 
 
 


