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Abstract The HIV/AIDS epidemic in South Africa has

largely focused on the needs of heterosexual men and women.

However, little is known about the sexual risk histories of

men who have sex with both men and women (MSMW).

Furthermore, we know very little about the psychosocial

health needs or of the possibility of a syndemic (numerous

interrelated epidemics) among MSMW. We surveyed 1,203

men attending drinking establishments in a township located

in Cape Town, South Africa. We compared the behaviors and

experiences of MSMW to men reporting only having sex with

women (MSW). Twelve percent of the sample reported

having sex with both men and women in the past 4 months.

MSMW were twice as likely as MSW to report being HIV

positive (10.5 vs. 4.6 %). MSW were more likely to be mar-

ried than MSMW but reported similar numbers of female

sex partners. MSMW were more likely to report a history of

childhood sexual abuse, recent experienced and perpetrated

physical and sexual partner violence, both receiving and giv-

ing sex for money, drugs, or shelter, and a recent STI. These

factors were found to be interrelated among MSW but not

MSMW. Although MSMW demonstrate considerable risk

taking and report higher rates of HIV infection than MSW,

their needs are largely unmet and underemphasized. Findings

suggest the need to better understand factors contributing to

sexual risk taking among MSMW. HIV prevention interven-

tions should consider psychosocial health problems unique to

MSMW residing in South African townships.

Keywords MSMW � Syndemic � South Africa �HIV �
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Introduction

Efforts to end the HIV/AIDS epidemic in South Africa have

generally focused on addressing the needs of heterosexual

men and women. This approach has overlooked the psycho-

social health needs of gay and bisexual men. As presented in

South Africa’s HIV/AIDS and STI Strategic Plan (Rispel &

Metcalf, 2009; SANAC, 2007), efforts have concentrated on

prevention among heterosexual men and women, mother-to-

child transmission, and health care workers (Burrell, Mark,

Grant, Wood, & Bekker, 2010; Lane et al., 2011; Rispel,

Metcalf, Cloete, Reddy, & Lombard, 2011). This framework

for understanding the generalized HIV/AIDS epidemic in

South Africa has led to prioritizing prevention efforts that

overlook the needs of men who have sex with both men and

women (MSMW) (Smith, Tapsoba, Peshu, Sanders, & Jaffe,

2009; van Griensven, de Lind van Wijngaarden, Baral, &

Grulich, 2009). As such, in South Africa, there is a lack of

information regarding basic data on MSMW, including the

prevalence of MSMW and how their HIV transmission risk

behaviors and sexual risk histories compare to men who only

report female partners (MSW). Given the high HIV preva-

lence among men who report male sex partners (Bengtsson &

Thorson, 2010; Beyrer et al., 2012; Chapman et al., 2011; Gebr-

eyesus& Mariam, 2009;Geibel,Tun, Tapsoba, & Kellerman,
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2010; Lane, Shade, McIntyre, & Morin, 2008; Merrigan et al.,

2011) in sub-Saharan Africa, it is likely that HIV prevalence

is elevated among MSMW as well. Although little is known

about MSMW, they are likely a critical population to inter-

vene with as they bridge HIV epidemics between gay men

and heterosexual women. However, the majority of available

research on MSMW has been conducted in developed coun-

tries (Hightow et al., 2006; Lyons et al., 2012; Malebranche,

Arriola, Jenkins,Dauria,&Patel,2010;Mercer,Hart, Johnson,

& Cassell, 2009; Operario, Smith, Arnold, & Kegeles, 2011;

Parsons, Grov, & Golub, 2012; Siegel, Schrimshaw, Lekas, &

Parsons, 2008; Weatherburn, Hickson, Reid, Davies, & Crosier,

1998; Wolitski & Fenton, 2011) with limited data on MSMW

within Africa (Beyrer et al., 2010; Raymond et al., 2009; Wold

et al., 1998).

Some studies investigating the psychosocial needs of men

and women at risk for HIV suggest the presence of a syndemic

or numerous interconnected epidemics operating together

to fuel the HIV/AIDS epidemic (Gonzalez-Guarda, Florom-

Smith, & Thomas, 2011a; Meyer, Springer, & Altice, 2011;

Singer, 2009). This theoretical perspective holds that in the

presence of multiple health afflictions, negative outcomes are

exacerbated, and inorder to effectively reverse theseoutcomes

the multiple epidemics need to be addressed. The syndemic

framework has been applied to understanding HIV risk among

marginalized groups including urban men who have sex with

men(MSM)(Mustanski,Garofalo,Herrick,&Donenberg,2007;

Parsons et al., 2012; Stall et al., 2003), Latinas (Gonzalez-Gu-

arda, McCabe, Florom-Smith, Cianelli, & Peragallo, 2011b),

Hispanics (Gonzalez-Guarda et al., 2011a) and women

(Meyer et al., 2011). In this research there is consistent evi-

dence that co-occurring psychosocial health problems, like

childhood sexual abuse, depression, and substance use, com-

pound the risk of HIV transmission. For example, recently

Parsons,Grov,andGolub(2012)haveshownthat, amongMSM

in New York City, experiencing sexual compulsivity, depres-

sion,childhoodsexualabuse, intimatepartnerviolence,anddrug

use have an additive effect on contracting HIV and engaging in

high-risk sexual behavior.

There is limited research on the psychosocial health needs

of MSMW (King et al., 2008; McLaughlin, Hatzenbuehler, &

Keyes, 2010; Parsons et al., 2012) Much of the available liter-

ature on MSMW is limited to sub-analyses of small sam-

ples of MSM who also report female partners. However, con-

sistent with what is known of syndemics theory, sexual risk

taking among MSMW insamples outside ofAfrica has shown

that these men tend to engage in higher risk taking. For exam-

ple, they report more anal sex partners, higher rates of unpro-

tected sex acts and are more likely to test HIV positive than

MSW (Zule, Bobashev, Wechsberg, Costenbader, & Coomes,

2009). MSMW also demonstrate lifetime sexual risk histories

that include higher frequencies of unprotected anal inter-

course, and a greater likelihood of reporting sex partners who

use drugs and trade sex for drugs/money, when compared to

other populations of sexually active men (Gorbach, Murphy,

Weiss,Hucks-Ortiz,&Shoptaw,2009;RohdeBowers, Branson,

Fletcher,& Reback,2011; Washington & Brocato,2010). Fur-

thermore, research has also documented an increased likeli-

hood of childhood sexual abuse among individuals reporting

elevatedsexual riskbehaviors, includingamongMSMW(Bren-

nan, Hellerstedt, Ross, & Welles, 2007). However, these asso-

ciations have yet to be studied among MSMW in South

Africa, and they have not been studied from a syndemics

approach.

For the current study, we used cross-sectional surveys to

assess sexual risk taking and sexual risk histories among men

attending informal drinking establishments or shebeens and

taverns in Cape Town, South Africa. The aim of the current

study was to analyze sexual, substance using, and violence

risk histories-syndemics-amongMSW andMSMW.Wehypoth-

esized that partner violence, forced sex, childhood sexual and

physical abuse, substance abuse, and sexual risk taking would

be elevated among MSMW relative to MSW and that these

psychosocial health factors would be associated with each

other among both MSMW and MSW. To our knowledge, this

is the first study to examine the psychosocial needs of MSMW

living in South African townships and the first study to inves-

tigate for the presence of a syndemic among these men.

Method

Participants

Participants were men and women attending shebeens in a

peri-urban township in Cape Town, South Africa. However,

in order to analyze the behaviors of MSMW relative to MSW,

only surveys from men were included in the current report.

The township is located within 20 km of Cape Town’s central

business district and consists of both people of mixed race

(i.e., Coloureds) and Black Africans. A relatively new town-

ship, the community was established in 1990 and is one of the

first townships in South Africa to racially integrate. Large

numbers of indigenous Black Africans started settling in and

around the township during the 1990s after government

policies of racial segregation during Apartheid ended. The

township sampled for this study, therefore, offers the oppor-

tunity to survey men of varying cultures residing within one

South African community. All men present at the shebeens

were eligible to participate in the study and, therefore, no

screening exclusions were made based on sexual behaviors.

Using an adaptation of the Priorities for Local AIDS Con-

trol Efforts (PLACE) community mapping methodology

(Weir et al., 2003), we located and defined alcohol serving

establishments in the township for the current study. Alcohol

serving venues were systematically identified by approaching
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a total of 210 members of the community at public places such

as bus stands and markets, and asking them to identify places

where people go to drink alcohol. Venues were eligible if they

had space for patrons to sit and drink, reported[50 unique

patrons per week, had[10 % female patrons, and were willing

to have a research team visit over the course of a year.

Procedure

Anonymous surveys were collected between October 2009

and April 2011 from patrons at a total of 10 alcohol-serving

venues. Individuals inside the venue were approached by

field workers to complete a self-administered 9-page survey

questionnaire, which took, on average, 10–15 min to com-

plete. Research evaluating survey administration styles has

identified self-administration as an appropriate and effective

data collection method with good reliability and acceptabil-

ity (Cook et al., 1993; Puhan, Ahuja, Van Natta, Ackatz, &

Meinert, 2011). Black African field workers spoke Xhosa and

English, and Coloured field workers spoke Afrikaans and

English. Surveys were administered in participants’ preferred

language. Participants were given a small token of appreci-

ation for completing surveys, such as a keychain or coffee

mug. Surveys were repeated four times over a 1-year period.

A total of 3,642 individuals were approached to participate

and 3,350 (92 %) agreed. Surveys were data scanned and

manual checks were completed to identify errors. All study

procedures were approved by the ethical review boards in the

U.S. and in South Africa.

Participants were approached at 10 different shebeens and

3,350 agreed to fill out a survey assessment. Of these partic-

ipants, 718 (21.4 %) had previously filled out a survey on a

prior occasion (information based on question included in

survey), and 1,185 (35.4 %) surveys were completed by women.

Duplicatesurveys (firstcompletedsurveywasretained)and sur-

veys from women were removed. Of the remaining partici-

pants, 20 (\.01 %) reported only having sex with men (MSM)

and 224 (7.1 %) reported no sex partners or behaviors. These

surveyswereremoved,leaving1,203maleparticipants(MSW =

1,060andMSMW=143)inallfurtheranalyses.Thesmallnumber

of MSM precluded data analyses focusing specifically on these

men.

Measures

Measures were adapted from previous research conducted in

South Africa (Kalichman, Cain, Eaton, Jooste, & Simbayi,

2011a; Kalichman, Pinkerton et al., 2011b; Pitpitan et al., 2012;

Scott-Sheldon etal., 2011;Sikkemaetal., 2011)andwere admin-

istered in the three languages spoken throughout the town-

ship: English, Xhosa, and Afrikaans. All of the measures were

translated and back-translated to produce parallel forms.

Demographics

Participants were asked to report gender, age, education, eth-

nicity, employment, marriage, and whether their house had

electricity and running water.

HIV Testing and Status and STI Diagnosis

Participants were asked to report if they had ever tested for

HIV and their HIV status. HIV status was dichotomized

between those who reported being HIV positive and those

who reported being HIV negative/unknown. Participants were

asked to report on whether they had been diagnosed with a

sexually transmitted infection (STI) in the past 4 months.

Drug and Alcohol Use

Participants were asked to report whether they used the fol-

lowing drugs in the past 4 months: ‘‘marijuana (dagga),’’

‘‘glue, petrol or sprits,’’ ‘‘tik (methamphetamine),’’ and

‘‘injected a drug with a needle.’’ Responses were coded into

two categories: reporting any druguse ornot.Alcohol use was

assessed using two measures each capturing unique compo-

nents of alcohol intake (Saunders, Aasland, Babor, de la Fuente,

& Grant, 1993). For alcohol frequency, participants were asked

to report how often they have a drink containing alcohol. Res-

ponses ranged from never to more than 4 times a week. For

alcohol consumption, participants reported how many drinks

containing alcohol they had on a typical day when they were

drinking. Responses ranged from‘‘I don’t drink’’to 10 or more.

Physical and Sexual Abuse

Participants were asked to report if they had ever been hit by a

sex partner (experienced violence), if they had ever hit a sex

partner (perpetrated violence), if they had ever been forced to

have sex, and if they had ever forced someone to have sex.

These four items were each repeated except were framed

within in the past 4 months. Participants were asked if they

had exchanged money, alcohol, drugs, or a place to stay for

sex, or exchanged sex for money, drugs, or a place to stay in

the past 4 months. Participants were also asked whether they

had experienced physical abuse as a child by a parent or

guardian and whether they had experienced sexual abuse as a

child. For each of these questions, participants gave a dichot-

omous yes/no response.

Sex Partners and Behaviors

Participants were asked about the number of male and female

sex partners they had in the past 4 months. For sex behav-
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iors, participants reported the number of unprotected and

protected sex acts they had in the past 4 months (Napper,

Fisher, Reynolds, & Johnson, 2010). The sex behavior ques-

tions did not specify if the sex act was with a male or female

partner. A percent protected variable was calculated based on

the number of condom protected sex acts divided by the total

number of sex acts. Participants reporting no unprotected sex

acts were coded as 100 % protected.

Data Analyses

We conducted descriptive analyses for sample demographic

characteristics, lifetime physical and sexual risk histories,

recent physical and sexual risk histories, and sex partners and

behaviors. Chi square analyses for categorical variables and

risk ratios for continuous variables were conducted to assess

similarities and differences between MSW and MSMW. Next,

we used generalized linear modeling (GZLM) to examine

potential differences between MSW and MSMW on variables

that were significant in univariate models. This multivariate

model allowed us to identify variables uniquely associated

with MSMW/MSW while controllingfor all relevantvariables

from univariate analyses. Due to our outcome variable being

dichotomous (MSWorMSMW),wespecifiedabinary logistic

model. Results for this model are reported in odds ratios (OR).

For our tests of bivariate associations among psychosocial

health factors,we used a binary logistic model. There were less

than 5 % missing data for any given variable. For all analyses,

we used p\.05 to define statistical significance. PASW Sta-

tistics version 18.0 (SPSS Inc., Chicago, IL) was used for all

analyses.

Results

Fordemographic variables, MSWandMSMW reportedsimi-

lar levels of education with most participants reporting 12 years

of schooling. MSW were significantly older and more likely

to be married; however, there were no significant differences

inethnicity,employment,orhousingbetweengroups(seeTable 1).

MSW and MSMW reported similar likelihoods of ever

having been tested for HIV (63 %) and MSMW were twice as

likely to report HIV positive status compared to MSW (see

Table 2). MSMW were significantly more likely than MSW to

report having been diagnosed with an STI. Drug and alcohol

use were similar for both groups. One in four men reported

recent drug use and half of the sample reported high rates of

alcohol use.

In regards to lifetimesexual riskhistories,MSWandMSMW

reported similar experiences of having ever been hit by a sex

partner, hitting a sex partner, having been forced to have sex,

and childhood physical abuse with around a quarter to a third

of the sample on the whole reporting these experiences.

MSMW were significantly more likely to report having forced

someone to have sex and that as a child they had experienced

sexual abuse. For recent sexual risk histories, MSMW were

more likely to have hit a sex partner, been hit by a sex partner,

and to have forced someone to have sex in the past 4 months.

Similarly, MSMW were significantly more likely to report

exchanging sex for money, goods, or a place to stay and to report

exchanging money, goods, or a place to stay in exchange for

sex than MSW in the past 4 months (see Table 3).

No significant differences were observed in regards to the

numbers of female sex partners, unprotected vaginal/anal sex

acts, protected vaginal/anal sex acts, and percent protected

Table 1 Demographic

characteristics among MSW and

MSMW

a Means correspond to

approximately 12 years of

schooling

*** p\.001, ** p\.01, * p\.05

MSW (n = 1,060) MSMW (n = 143)

M SD M SD t

Age 30.92 9.37 28.51 8.28 3.21**

Education 2.67a .92 2.69 .96 \1

n % n % v2

Ethnicity

Black 705 67.1 102 73.9 2.61

Coloured 346 32.9 36 26.1

Employed

Yes 663 62.6 79 55.6 2.58

Married

Yes 236 22.4 18 12.8 6.88**

House has electricity?

Yes 988 93.6 133 93.7 \1

House has indoor water?

Yes 939 88.9 120 84.5 2.38
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Table 2 HIV/STI status and

substance use among MSW and

MSMW

*** p\.001, ** p\.01, * p\.05

MSW (n = 1,060) MSMW (n = 143)

n % n % v2

Ever HIV tested?

Yes 677 64.4 89 62.7 \1

HIV status

Positive 47 4.6 14 9.9 7.14**

Negative/unknown 978 95.4 127 90.1

Have you been diagnosed with an STI in the past 4 months?

Yes 57 5.4 19 13.4 13.28***

Drug use in past 4 months

Yes 258 24.4 38 27.0 \1

Alcohol frequency

How often do you have a drink containing alcohol?

C2–3 times a week 518 49.1 67 47.2

\2–3 times a week 537 50.9 75 52.8 1.32

Alcohol consumption

How many drinks containing alcohol do you have on a typical day when you are drinking?

C5 551 52.2 71 49.7

\5 501 47.8 72 50.3 1.57

Table 3 Lifetime and recent

sexual riskhistoriesamongMSW

and MSMW

*** p\.001, ** p\.01, * p\.05

MSW (n = 1,060) MSMW (n = 143) v2

n % n %

Has a sex partner ever hit you?

Yes 222 21.1 37 26.1 1.82

Have you ever hit a sex partner?

Yes 294 29.8 50 37.3 3.17

Has someone ever forced you to have sex when you didn’t want to?

Yes 212 20.2 36 25.4 2.06

Have you ever forced someone to have sex when they didn’t want to?

Yes 168 16.0 32 22.7 4.03*

In the past 4 months, has a sex partner hit you?

Yes 90 8.6 24 16.9 10.06***

In the past 4 months, have you hit a sex partner?

Yes 127 12.1 33 23.1 13.19***

In the past 4 months, has someone forced you to have sex when you didn’t want to?

Yes 117 11.1 23 16.2 3.10

In the past 4 months, have you forced someone to have sex when they didn’t want to?

Yes 102 9.7 25 17.6 8.24**

In the past 4 months, has someone given you money, alcohol, drugs, or a place to stay in exchange for sex?

Yes 86 8.2 25 17.6 13.23***

In the past 4 months, have you given anyone money, drugs, or a place to stay in exchange for sex?

Yes 96 9.1 26 18.2 11.30**

As a child were you ever badly beaten by your parents or the people who raised you?

Yes 220 20.9 36 25.7 1.72

As a child, were you ever sexually abused (that is, forced to have some kind of sexual contact, like touching, oral

sex or intercourse)?

Yes 74 7.0 26 18.3 20.81***
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acts reported by MSMW and MSW in the past 4 months. Both

groups reported around 2.5 female sex partners and around 5

unprotected sex acts on average in the past 4 months. Simi-

larly, MSMW reported around 3.5 male sex partners in the

past 4 months (see Table 4).

Using a multivariate binary logistic model, we identified

factors that were uniquely associated with MSW or MSMW

behaviors and experiences in the past 4 months (see Table 5).

This model included all significant variables from bivariate

analyses. For this model, HIV status and sexual abuse as a

child emerged as being significantly associated with MSMW

behaviors, controlling for other factors in the model, with HIV

positive status (OR = 2.00; 95 % CI = 1.02–4.00) and experi-

encing childhood sexual abuse (OR = 2.17; 95 % CI = 1.19–

3.85) were associated with higher odds of being MSMW.

Using logistic regressions we examined the bivariate asso-

ciations between numerous psychosocial health factors inc-

luding recent partner violence, recent forced sex, childhood

Table 4 Number and percentage

of male and female sex partners,

and protected and unprotected

sex acts among MSW and

MSMW

*** p\.001, ** p\.01, * p\.05

In the past 4 months MSW (n = 1,060) MSMW (n = 143) OR (95 % CI)

M SD M SD

Number of female sex partners 2.62 3.49 2.54 3.98 1.01 (.99–1.03)

Percent reporting at least

Two female sex partners 44.2 % 41.3 %

Five female sex partners 12.8 % 11.2 %

Number of male sex partners 0 0 3.42 7.01 n/a

Percent reporting at least

Two male sex partners 0 % 46.9 %

Five male sex partners 0 % 15.4 %

Number of unprotected sex acts 6.30 15.51 5.20 14.49 1.00 (.98–1.01)

Percent reporting at least

Two unprotected sex acts 44.9 % 51 %

Five unprotected sex acts 25.5 % 26.6 %

Number of protected sex acts 4.95 8.39 4.97 7.80 1.00 (.98–1.02)

Percent reporting at least

Two unprotected sex acts 51.5 % 63.6 %

Five unprotected sex acts 31.3 % 35.8 %

Percent of sex acts protected 63 41 61 36 .90 (.59–1.40)

Table 5 Multivariate logistic

model identifying unique

variables associated with

MSMW/MSW

*** p\.001

MSMW = 0 MSW = 1 Model

fit v2

OR 95 % CI p

Age 1.02 .99, 1.43 ns 40.19***

Married .63 .36, 1.13 ns

HIV status .50 .25, .98 \.05

Have you ever forced someone to have sex

when they didn’t want to?

.99 .57,1.72 ns

As a child, were you ever sexually abused (that is,

forced to have some kind of sexual contact,

like touching, oral sex or intercourse)?

.46 .26, .84 \.001

In the past 4 months,

Have you been diagnosed with an STD? .63 .33, 1.21 ns

Has a sex partner hit you? .85 .46, 1.26 ns

Have you hit a sex partner? .67 .38, 1.18 ns

Have you forced someone to have sex when they

didn’t want to?

1.33 .66, 2.67 ns

Has someone given you money, alcohol, drugs,

or a place to stay in exchange for sex?

.69 .38, 1.27 ns

Have you given anyone money, drugs, or a place

to stay in exchange for sex?

.86 .46, 1.60 ns
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sexual abuse, drug use, alcohol use and high risk sex behavior

(Table 6). We examined these relationships separately for

both MSW and MSMW. Among MSW, all psychosocial health

factorswere significantly related toeach otherwith the excep-

tion of alcohol use and drug use. Alcohol use and drug use

were positively associated, yet the relationship failed to reach

significance. Among MSMW, we found significant relation-

ships between recent partner violence, recent forced sex, and

childhood abuse. However, there was no relationship between

drug use and any other factors, or alcohol use and any other

factors. Likewise, high risk sexual behavior was only found to

be associated with recent partner violence.

Discussion

Our study was among the first to shed light on an existing HIV

epidemic, outside of heterosexual transmission, among indi-

viduals living in a South African township. MSMW were

more than twiceas likely to report an HIV positive status com-

pared to MSW. Furthermore, MSMW comprised a small but

significant number of sexually active men attending shebeens,

making up 12 % of this subpopulation. Therefore, MSMW

likely play a critical role in understanding how HIV has been

transmitted through various sexual networks. However, more

research is needed to understand how sexual risk taking varies

among MSMW and MSW.

Our findings were consistent with other studies that dem-

onstrated that MSMW experience a relatively higher frequency

of negative health outcomes than MSW. Specifically, these

men reported sexual and physical violence at elevated rates,

i.e., compared to MSW, MSMW reported higher rates of

recent episodes of partner violence, perpetrated forced sex,

transactional sex, and childhood sexual abuse, which sug-

gests that these men should be targeted in prevention efforts

that include addressing needs relating to mental health and

partner violence. However, our research diverged from prior

findings regarding syndemics in that, among MSMW, we did

not observe overwhelming evidence for the presence of a

syndemic. Although psychosocial factors relating to violence

were associated with each other, substance use was not asso-

ciated with other psychosocial health factors. For high risk

sex, we did observe a relationship between it and recent part-

ner violence, yet not with other factors. Therefore, although

many MSMW reported having multiple, recent, male and

female sex partners and their percent of unprotected sex acts

was elevated, we cannot conclude that these findings were

related to the presence of multiple, co-occurring psychoso-

cial health factors. However, among MSW, we observed

significant associations across psychosocial health factors,

demonstrating that these factors likely contribute to a syn-

demic.

It is unclear why the relationships between psychosocial

factors varied between MSMW and MSW. It is possible that

Table 6 Bivariate associations among partner violence, forced sex, childhood abuse, drug use, alcohol use, and high risk sex behaviors among MSW

and MSMW

Recent partner 
violence

Recent forced 
sex

Childhood 
abuse

Drug Use Alcohol Use High Risk Sex

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Recent partner 
violencea

MSMW  
MSW

8.82 (3.77-
20.63)***

7.34 (3.32-
16.25)***

1.84 (.84-4.02) 1.25 (.60-2.62) 2.48 (1.13-
5.46)*

Recent forced 
sexb

12.1 (7.97-
18.38)***

MSMW  
MSW

6.93 (3.06-
15.72)***

1.44 (.64-3.27) .77 (.35-1.70) 1.63 (.74-3.57)

Childhood 
abusec

3.58 (2.53-
5.06)***

5.30 (3.77-
7.47)***

MSMW  
MSW

.79 (.36-1.74) .73 (.35-1.51) 1.76 (.87-3.61)

Drug Used 2.25 (1.59-
3.20)***

2.24 (1.59-
3.16)***

1.69 (1.24-
2.31)**

MSMW  
MSW

1.62 (.76-3.46) 1.98 (.90-
4.42)†

Alcohol Usee 1.44 (1.03-2.02)* 1.77 (1.28-
2.46)**

1.36 (1.02-
1.81)*

1.19 (.89-1.58) MSMW  
MSW

1.21 (.60-2.44)

High Risk Sexf 2.17 (1.54-
3.07)***

2.77 (1.99-
3.87)***

1.51 (1.11-
2.04)**

1.93 (1.43-
2.60)***

1.58 (1.21-
2.08)**

*** p\.001, ** p\.01, * p\.05, � p\.10
a Experiencing or perpetrating partner violence in the past 4 months
b Experiencing or perpetrating forced sex in the past 4 months
c Experiencing childhood physical or sexual abuse
d Reporting any drug use
e Alcohol use was dichotomized by using a median split
f Reporting more than two sex partners and unprotected sex was considered as engaging in high risk sex
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other factors more closely related to the experiences ofhaving

same sex partners play a stronger role in contributing to high

risk sex than those observed. For example sexual orientation

discrimination (King et al., 2008; McCabe, Bostwick,

Hughes, West, & Boyd, 2010; McLaughlin, Hatzenbuehler,

& Keyes, 2010), sexual compulsivity (Parsons et al., 2012),

and internalized homophobia (Newcomb & Mustanski,

2010; Ross et al., 2010) may be more salient and a stronger

driving force in sexual decision making than factors assessed

in the current study. However, our findings should also be

considered in light of what is currently understood regarding

the development of a syndemic. Although the literature is

limited, within this field there is growing acknowledgement

that syndemics can be slow to emerge (Singer, 2009). There-

fore, based on the correlations that we observed, what we may

have identified is the emergence of a syndemic. On the con-

trary, there is also evidence of resiliency among populations

generally considered marginalized by society (e.g., MSMW);

this resiliency can serveas aprotective factor againstnegative

psychosocial health factors (Herrick et al., 2011). Therefore,

among some populations who have experienced considerable

stigma, syndemics may be less likely to develop. However,

further research is needed to understand why syndemics emerge

among some populations but not others.

Providing services for MSMW have been stymied by a

lack of understanding sexual risk taking and social barriers.

Although elevated rates of HIV among middle and upper class

MSM and MSMW living in Cape Town have been documented

since the beginning of the epidemic (Ras, Simson, Anderson,

Prozesky,&Hamersma,1983),virtuallynodataexist on MSMW

of Black African and Coloured ancestry living in townships.

Due to their cultural beliefs, Black Africans and Coloureds

tend to hold strict views about sex, gender and familial roles.

Unbending views of same-sex behaviors have a lengthy his-

tory in townships, particularly during the apartheid era. Many

Black Africans living in townships partake in traditions largely

based on gender and marriage and, therefore, view same-sex

relationships as violating long standing cultural practices that

need to be preserved.

Reports of verbal and physical assault (including death and

‘‘corrective’’ rape) against individuals who engage in same-

sex behavior in townships have emerged which document the

harsh environment that exists for MSMW. These beliefs are

in contrast to South Africa’s general characterization as a

nation that has progressed in regards to LGBT rights–LGBT

anti-discrimination laws exist and same-sex marriage is per-

mitted. The distinction between acts of acceptance and rejec-

tion of same-sex behavior within South Africa has been lar-

gely driven, in part, by local customs. Urban areas harbor com-

munities supporting LGBT rights; in stark contrast, townships

lack safe environments for individuals engaging in same-sex

behavior. It is possible that the larger social environment,

wherein men from the current study reside, may contribute to

the elevated rates of experiencing and perpetrating partner

violence. MSMW living in townships would likely benefit

greatly from a sense of safety in their community and social

support from their peers.

Future studies should further investigate the needs of

MSMW, including those directly relevant to sexual risk nego-

tiationskillsandperceptionsof risk takingforHIVtransmission.

In particular, it would be beneficial to gain an understanding of

the attitudes, beliefs, and knowledge of condom use with both

casual and regular partners, and how these behaviors are affected

by HIV status and HIV status disclosure. Moreover, the extent to

which MSMW engage in concurrent sexual partnerships is an

unknown but important factor to assess in HIV transmis-

sion. Relatedly, a substantial number of both MSW and

MSMW reported being married and having more than one

recent sex partner. However, it is unclear as to whether the part-

ners of these men were aware of the sexual partnerships that

wereoccurringoutsideof theirmarriage.Althoughtherearecriti

cal ethical considerations to address, research focusing on the

socialenvironmentsofMSMWis likelyessential forbestunder-

standing how risk taking among these men can be reduced.

Studies investigating the extent to which wives, or other com-

mitted female partners are aware of outside partners must be

conducted and data garnered from this work will be critical for

informing prevention efforts.

Findings from the current study should be viewed in light of

their limitations. Results were limited to men attending sheb-

eens and cannot be generalized to the larger population.

Findings may vary between people who do and do not attend

shebeens. Data were cross sectional, which prevents reporting

on causal findings. We also relied on self-report of poten-

tially stigmatizing information, which could potentially bias

responses. Our measure of risk histories was limited to phys-

ical and sexual violence, which does not encompass other

forms of violence such as verbal and emotional abuse or neg-

lect. Further information on sex behaviors examined sepa-

rately by partner were not included in the current assess-

ment and, therefore, we were unable to assess individual part-

ner level data that may inform our findings. Finally, the small

numbers of MSM we observed in the current study pro-

hibited us from analyzing the sexual risk histories of these

men.

In order to enact an effective HIV prevention strategy for

individuals living in townships in South Africa, we must first

acknowledge and understand the HIV-risk behaviors in

which people are engaging. Based on findings from the cur-

rent study, MSMW are a critical population to address when

establishing targeted prevention efforts. Given the high levels

of sexual and physical violence, and sexual risk taking in

general, these efforts will likely need to address issues around

experiencing multiple past traumas, accessing adequate health

care, and providing MSMW with the necessary skills for engag-

ing in sexual risk reduction behaviors.
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