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Abstract Menwhohave sexwithmen (MSM) in India are a

hidden and largelyunderstudied population, andhave anHIV

prevalence 17 times higher than that of the general Indian pop-

ulation. Experiences of social marginalization and negative

psychosocial conditions occur concurrent to HIV risk among

Indian MSM. To better understand the contextual variables

driving HIV risk and inform intervention development, five

focus groups (n= 46) and nine key informant interviewswere

conducted with 55MSM in Chennai in 2010. NVivo software

was used to code the transcripts, and datawere analyzed using

qualitative descriptive analysis methodology. Participants

described sources of psychological distress and low self-

worth related to gender non-conformity and sexual minority

status.These includedstigma fromsociety, pressure tomarry,

lack of familial acceptance, childhood sexual abuse, and the

imperativetokeepsexualminority statusasecret.Participants’

personal evaluations revealed that self-acceptance may be an

important resilience factor that can shield these psychosocial

and HIV risk factors. In promoting health-seeking behavioral

changes for Indian MSM at an individual level, our findings

point to the potential strength of strategies that focus on self-

acceptance of one’s sexual minority identity to foster better

psychosocial and overall health.

Keywords HIV �Menwho have sex with men �Gaymen �
Bisexual men � Sexual orientation � Stigma

Introduction

Withnearly412,000menwhohavesexwithmen(MSM), India

is a country with one of the largest number of sexual minority

men in the world (National AIDS Control Organization of

India,2013a).Sexualbehavior inIndiamayvarywithoutregard

to sexual identity or dominant orientation (Closson et al., 2014;

Dey et al., 2011). Indian MSM have developed a distinct lexi-

con through which they refer to themselves and other male

sexual partners, including terms such as kothi (receptive and
effeminate partner), panthi (insertive and masculine partner),

and double decker (both insertive and receptive partner) (Ag-
garwal, Sharma, & Chhabra, 2000; Asthana & Oostvogels,

2001;Boyce,2007;Chakrapanietal.,2002). Importantly, these

labels do not always predict sexual behavior. Some MSM

define same-sex behavior as masti, or “fun” and may reject

being categorized asMSM (Kumta et al., 2010). Regardless of

howmen label their actions, MSM in India are at high risk for

HIV.
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While there is a declining trend in the number of new HIV

infections among MSM from 2007 to 2011 (National AIDS

ControlOrganization, 2013b), surveillance data show that this

populationcontinues tobedisproportionatelyaffectedbyHIV.

The HIV prevalence for MSM nationally is currently 4.4 %

(range 14.9–0.36), which is 14.8 times higher than that of the

general population (National AIDS Control Organization,

2013b). The HIV prevalence forMSM in the southern state of

Tamil Nadu is higher than the national average. A 2010 study

of 721 sexual minority men across the state detected an HIV

prevalence of 9 % (Solomon et al., 2010).

AmongMSM in India, recent literature points to the exis-

tenceofpsychosocial healthoutcomesassociatedwithunpro-

tected anal sex (Logie, Newman, Chakrapani, & Shunmu-

gam, 2012; Mimiaga et al., 2013; Safren et al., 2009). How-

ever, HIV prevention interventions among MSM in India

have not yet addressed psychosocial factors that occur within

the context ofHIV risk (Thomas et al., 2011). Themajority of

prevention programs do not go beyond condom distribution

and HIV education. Many MSM in Chennai, India, feel that

they have reached saturation and fatigue in terms of these

methods and messages (Thomas et al., 2012). The present

study thereforesought toelucidate thesocialandpersonal factors

that shape the psychological and behavioral profile of MSM in

Chennai, the capital city of Tamil Nadu State in southern India.

Based on our findings, we present a conceptual model (Fig. 1)

which depicts how these psychosocial issues converge andmay

influence HIV acquisition risk among MSM in Chennai. The

model also considers self-acceptance of sexualminority identity

as a tool to promote wellbeing and self-care for MSM in India

through encouraging positive definitions of self and improving

mental health.

Method

Participants and Procedure

In 2010, 55MSM in Chennai, India, were interviewed in five

focus groups (n=46) andnine individual interviewswithkey

informants.Thesedatawere collectedaspart of amulti-phase

study to develop and implement an HIV prevention inter-

vention that addressed the psychosocial outcomes occurring

within thecontextof sexual riskamongMSMinChennai.The

protocol was approved by the Indian National Institute for

Research in Tuberculosis (NIRT) Ethics Committee and the

Fenway Health Institutional Review Board.

The key informants were members of the MSM commu-

nity in Chennai with experience in health promotion or social

advocacy for MSM. All focus group participants were over

the age of 18 and reported sexual behavior with another man

in the last 6 months. Between nine and ten men participated

in each focus group. Because homogeneity is considered

essential for group interactions (Morgan & Krueger, 1993),

four of the five focus groups were restricted to kothis and

double-deckers. From previous experienceworkingwith this

population, we knew that kothis and double-deckers were

generally comfortable interacting together. The two panthi-

identified focus group participants were accompanied by

their long-time kothi partners. Staff ensured that all other

attendants were comfortable before the start of the group

interview.

Both focus group participants and key informants were

recruited by peer outreachworkers fromSahodaran, an Indian

MSMnon-governmentalorganization.Recruitmentcontinued

until interview responses reached redundancy (Miles & Hu-

berman,1994).Studyprocedureswereconducted inTamiland

took place in a private research office ofNIRT inChennai. All

participants completed written informed consent before data

collectioncommenced.They received reimbursement for travel

expenses (approximately $2.20 USD) and a meal voucher.

Measures

Abrief interviewer-administereddemographicquestionnaire

was given to all participants. Key informant interviews and

focus groups were digitally recorded, transcribed in Tamil,

and then translated into English by NIRT staff. The key

informant interviews were approximately 60 min long and

were conducted by doctoral and masters-level interviewers

from the NIRT. Focus group discussions took approximately

80 min to complete. To enhance comfort and encourage par-

ticipants to share freely, focus groupswere co-facilitated by a

doctoral-level behavioral scientist (BT) with expertise in

qualitative interviewing and focus group facilitation, and a

member of the MSM community from Sahodaran. Inter-

viewers and facilitators were trained by study investigators,

and thequalityof thedatawasmonitored locally by the Indian

PI (BT).

The focus groups andkey informant interviewswere semi-

structuredandguidedbypre-specifiedopen-endedquestions.

Responseclarificationwasdirected through theuseofprobes.

Questions were tailored to the individual or group dynamic

per the natural flow of conversation (Lindlof&Taylor, 2002;

Morgan & Krueger, 1993). The content of the guides was

informed by formative qualitative research conducted by the

investigators. Prior to utilization for this study, the key infor-

mant interview and focus group discussion guides were pilot

tested among staff from Sahodaran who identified as MSM.

Thekeyinformant interviewsaddressedthreebroaddomains:

(1) influences on sexual risk taking (e.g., “Who or what influ-

ences sexual behaviors ofMSM?”); (2) issues relevant to sexual

risk taking among MSM in Chennai (e.g., “What are the main

problemsof kothis, panthis, anddouble deckers (respectively) in

Chennai?”); (3) perception of effectiveness of existing HIV
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preventioninterventions(e.g.,“Tellmeaboutanycurrentorprior

HIV prevention programs you are aware of in Chennai.”). The

one-on-one interviewformatwasparticularly appropriate for the

key informants because it is a methodology that allows for in-

depth responses fromindividualswith extensiveknowledgeona

specific topic or population.

The focus group guide included questions on (1) issues

relevant to sexual risk taking among MSM in Chennai (e.g.,

“How does the type of MSM one is (panthi, kothi, double

decker) influence what risks you may take, if at all?”); (2)

perceptionsof effectivenessof existingHIVprevention inter-

ventions (e.g., “What are the least helpful aspects of HIV

prevention programs forMSM inChennai?”). The guide also

included a free-listing brain storm section when participants

were asked to list and briefly describe the main problems

faced by MSM in Chennai. Unlike the key informants, the

MSMwho participated in the focus groupswere not involved

in sexual minority health advocacy and may have been less

familiarwith the interview topics.Agroup formatwas chosen

to enhance the accessibility of the interview questions. Par-

ticipants were encouraged to ask questions, exchange anec-

dotes, and comment on each other’s experiences or points of

view. Social interactions between attendants seemed to spark

discussions that allowed them to clarify and explore their

ideas using their own vocabulary (Krueger, 1988).

In addition to the key informant interviews and focus

groups, four community advisoryboard (CAB)meetingswere

conducted with leaders and advocates from the community

whowere familiarwith theMSMpopulation inChennai. CAB

member input informed the development of the interview and

focus group guides. CAB feedback was also elicited on the

interpretation of the findings during the data analysis phase.

Data Analysis

Data were analyzed using qualitative descriptive analysis

methodology (Sandelowski, 2000). Initial themes related to

the central research questions were based on the qualitative

interview guides. These concepts were used to construct cat-

egories and to develop a code book comprised a label, a defi-

nition, and an illustrative quote from the data (Silverman,

2010). Transcriptswere reviewed for errors and categorically

organized by a single coder and facilitated by NVivo quali-

tative analysis software (version8). For thepurposesof estab-

lishing reliability, several coding stability assessments were

conducted to ensure that the coderwas consistently re-coding

the same data in the same way over a period of time (Weber,

1990).Regulardiscussions between the coder and study inves-

tigators allowed for further revision of the coding schema based

on the interconnections between emergent themes in the data.

Investigators then reviewed coded transcripts and agreed on the

categoricalorganizationofthedataandfinaloverarchingthemes.

Results

Descriptive Characteristics

Forty-six participants and nine key informantswere included

in the study and represented a wide range of demographic

Fig. 1 Conceptual model

depicting the social factors and

distressed experiences that

converge to potentiate negative

individual outcomes and the

potential role of self-acceptance

asaprotective influence forMSM

in Chennai
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characteristics (Table 1). Participants’ mean age was 27

(SD = 6.9) years. The majority (65 %) identified as kothi

(receptive or effeminate partner), 9 % as panthi (insertive or

masculine partner), 22 % double decker (both insertive and

receptivepartner), and4%didnotdisclose their sexualminority

status. Ninety-three percent of participants were employed or

enrolled in school full-time.

Qualitative interviews revealed social and individual-level

sources of stress and negative life experiences for MSM in

Chennai. The results of these qualitative data are presented in

termsof the following themes: (1) stigmafromsociety; (2) lack

of familial acceptance; (3) pressure to marry; (4) childhood

sexual abuse (CSA); (5) imperative to keep sexual minority

status a secret; (6) psychological distress; and (7) self-accep-

tance as a protective factor that shieldsMSM from these types

of psychosocial/contextual issues. Table 2 presents example

quotations representing individual themes.

Stigma from Society

All participants said that they had experienced stigma from

members of their community and society more generally. Par-

ticipants overwhelmingly agreed that same-sex sexual behav-

ior was highly stigmatized by society. They reported experi-

ences of harassment and discrimination from strangers, co-

workers, peers, and teachers. Many said that they felt socially

rejected because same-sex sexual behaviorwas not considered

socially acceptable. Due in large part to the more visible indi-

cations of gender non-conformity, feminine-appearing kothis

were said to have greater difficulty with social assimilation

compared to panthis or double-deckers.

Lack of Familial Acceptance

In addition to feeling stigmatized by society, the majority of

participants said that their parents, siblings, and relatives also

struggled to accept their sexual minority status. At best, most

participants said that their same-sex sexual behavior was

ignored by their families; at worst, participants described

openly hostile relationships or abuse.

Pressure to Marry

The expectation that men and women will marry and pro-

create is a central and defining social norm in Indian culture

(Asthana &Oostvogels, 2001). Many men felt an unyielding

sense of pressure from familymembers to fulfill these gender

and sexuality roles. According to some participants, parents

were afraid of “spoiling” the familynameandvoiced concern

about the potential hostility of their community if their sons

did notmarry.Oneparticipant reported that his unwillingness

to marry was viewed by his family as a violation of the

“natural order.” Another worried that his sister might also be

stigmatized ifpeople foundout that shehadabrotherwhowas

not married.

Childhood Sexual Abuse

Nearlyonequarterofparticipants said that theyhadexperienced

unwanted sexual contact as childrenor adolescents.Participants

cited the particular vulnerability of kothis to CSA. Perpetrators

were adultmale teachers, peers, coaches, employers, neighbors,

uncles,andcousins.Anumberofparticipantsviewedtheseearly

non-consensual sexual encounters as precipitating their current

involvement in same-sex behavior. Two men said that sexual

interactionswithanadultmaleatayoungagehadcausedthemto

be“addicted” tosexwithmen.Whilenotallof theseexperiences

of CSAwere described as negative, some participants said that

Table 1 Sociodemographic characteristics of study participants

(N= 55)

Mean age (SD) 27 (6.9)

n %

Gender

Male 55 100

Sexual orientation identity

Kothis 36 65

Panthis 5 9

Double-decker 12 22

Did not disclose 2 4

Education

Partial completion of secondary school or less 13 24

Secondary school 26 47

Baccalaureate degree 13 24

Post-graduate degree 3 6

Marital status

Unmarried 50 91

Legally married 5 9

Unemployment 4 7

Type of industry/occupation

Non-profit sector 22 40

Administrative or clerical position 20 36

Technical trade 5 9

Transactional sex 2 4

Full-time student 2 4

Living arrangements

Parents and siblings 44 80

Nuclear family 5 9

Alone 3 5

Friends 2 4

Same-sex partner 1 2
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Table 2 Illustrative quotations

Sexual ID Age

Stigma from society

I had a bad experience when I was traveling in a train, I accidentally touched a man and he started verbally

abusingme in suchfilthy language andhe immediatelywashedhis handwithwater as I hadbrushedagainst

him.Thishurtmea lotandIcriedwonderingwhywehadto live like this.Weare likeuntouchablepeople,no

one is thinking that we are also humans.—FG2.1

K 23

Theway they (society) refer toMSMisvery raw- like ‘theychangedaswomen thenwhat thehell happening?’

The stigma is more for MSM than the other men.—FG5.4
DD 31

I would say panthis have no problems as we look like men.Maybe…the kothis have problems, as they are so

visible.—KI5
P 27

Lack of familial acceptance

How do you expect society to accept us when those who were close to me treated me differently when they

came to know my identity?—FG1.3
K 21

Whenwe informour family [of ourMSMstatus], they shout at us.They say that other boys are not getting into

problems. The style ofwalking, talking, and theway you dressmake it very obvious, so change yourself––

then there will be no problems.—FG2.3

K 30

Myfamilyknows [that I have sexwithmen], but I haven’t told them.Theynever talk tomeabout it. Theyhave

not discussed the issue of my sexuality. He was ashamed to tell our relatives about me. The prestige of the

family is affected because of me.—FG1.7

K 26

Pressure to marry

I’mnotmarried. I decided to not go getmarried:my sister has not acceptedme. She has chosen a girl forme to

marry.—FG1.8
DD 25

I have no parents, so my brother said that he was scared that I am changing and all my friends are effeminate

likeme and he tried to hint atmarriage.One day he called allmy close relatives, andmademe sit with them

and said hewantedme to getmarried and I told them that I am not interested in gettingmarried, and if they

forceme to getmarried, I will leave the house. But I toldmy brother that I will do all thework like cooking

and cleaning the house, so that the feminine side in me is satisfied but if he forces me to get married, I will

have to leave. Till today neighbors ask my brother why he has not got me married. But he has not spoken

about it.—FG1.4

K 22

I am panthi, I know a kothi very well from childhood. Earlier we were just friends and my family knows her

very well but after some time we fell in love and started living together and I have a happy life. My family

knows her only as friend, they don’t know about our relationship. Most parents still want their sons to get

married to awoman and have children and lead a happy life. Thiswe can’t change. It is natural in all human

beings. No one will accept any relationship like this.—FG2.2

P 23

Childhood sexual abuse

One kothi who studied with me had a brother who caught him in the sex act with a boy. Later on, the brother

forced the kothi to have sex with him. He threatened the kothi, saying that he will tell [their] parents if he

doesn’t have sex with him.—FG1.5

K 27

Kothis start sexual experiences from the age of 12 because of their friends and neighbors.A kothi seems to be

recognized as “different” froma small age. I still remember aman coming and touchingmeall over against

my will when I was 9 years old.—KI1

K 31

IwasabusedsexuallywhenIwasveryyoungondifferentoccasionsbydifferentmenandboys.Atfirst Iused to

bescaredbutnowIhavebecomeaddicted to sex, I feelbadandashamed. Iblame itonall thosewhosexually

abused me. I feel angry that I am so sexual now. I cannot seem to help it.—FG3.5

DD 24

WhenIwas16yearsoldIwasworking inChennaiandIwentona tourwithsomerelatives. I sharedaroomwith

amale relativewho initiatedme intohomosexual sexand Iwasveryarousedandhad sexwithhim.Hewasa

panthi and I continued to see himwhen he was alone since his wife had gone to her mother’s house for her

delivery.—FG5.1

K 30

When Iwas inVIII standard [grade],my swimming coachmade a pass atme, I felt very uncomfortable andhe

used toharassmea lot, tried to touchmeandkept callingmehomeand tried toget close tome, I avoidedhim

as I felt uncomfortable. I told my friends about it.—FG4.7

K 22

In school we were also sexually harassed by the rowdies in that area. Seniors would take us to the terrace or

outsideandsexuallyharassus justbecauseofoureffeminateways, and theywould forceus tohavesexeven

if we didn’t want to. I had to drop out as I could not bare it. I couldn’t tell this at home also.—FG1.5

K 27
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they felt ashamed and emphasized their discomfort with these

situations. Several said that were abused by teachers and older

students at school. A few said that they dropped out of school

because they were no longer able to take the abuse.

Imperative to Keep Sexual Minority Status a Secret

Participants described behaviors they perceived as being

in conflict with Indian definitions of masculinity, such as

Table 2 continued

Sexual ID Age

Imperative to keep sexual minority status a secret

Ihavea lotof loveformyfamily, soIamnot thinkingofmyownhappiness, Iamthinkingof theirhappiness.So

athomeIamwhat theywantmetobe.Onlywhen Iamoutside, Iweara sari anddowhat Iwant todo.…butat

home my family allows me to do all domestic chores, whatever females do.—FG1.5

K 27

NoFreedom. I cannot live as anMSM. I cannot dress up like anMSM. I havemade a circle aroundmeand live

within it. I feel I am caged.MSMaremore pressurized to getmarried in order to hide their sexuality.—KI1
K 31

Wehave our own code language.We talk to themand by theway they talk,we can find out if theywant sex by

indirect things they say.—KI4
DD 44

Psychological distress and HIV/STI risk

A panthi once pretended to love a kothi but married the kothi’s sister. The kothi attempted suicide. Love and

failure seem to be a part of us.—FG3.4
K 20

MSM lead a double life where their sexual orientation remains a secret for a very long time, and this causes a

terrible stress. I have never told anyone that I am aMSM.Evenmy closest friends do not know, and I don’t

intend telling anyone. I am really scared that someone may come to know about me.—KI8

P 25

ThewholespectrumofMSMsexualbehavior isoutsideofwhat isconsiderednormalandlegitimate.SoI think

that’s the problem. Everybodywho doesn’t fit the bill is not normal. You tend to do it in coveredways, and

that has real psychological implications.—KI3

DD 28

Because of all the stigma and discrimination, kothis begin to dislike themselves, have low self-esteem. I feel

scared [about] theway Iwalk, theway I facemyfamily, andso Ihavea lotofproblems.Mymental burden is

so high. I ask, “Forwhomshould I live?Why should I use condoms?” I don’tmind having sexwith anyone.

My low esteem makes me vulnerable to HIV.—KI2

K 42

When [MSM] are expelled from their house, they have nobody to care for them, and they feel badly about

themselves. Their attitude is “So what if I get infected with HIV?” And hence they practice unsafe sex.—

KI7

DD 34

Self-acceptance as a protective factor

I don’t have a problem, I give them money every month and they have not questioned me about my sexual

orientation.Theyknowthat I crossdressand that I carrya sari inmybag,but it’snot an issue inmyhouseas I

contribute to the family income.—FG5.1

K 30

I told [my family] that that I can’t changemyself for their sake. Now they have accepted.We have to stand up

for our beliefs.We should not changeour sexual identity out of fear of being abusedby the family.—FG4.6
K 21

I have toldmy family about our relationship andmy family knows him [partner].I told them because I cannot

change and it’s natural forme tobe like this. I have takenhim tomyhouse and introducedhimasmypartner

and they have accepted it now. At first they refused, but now they don’t say anything about us living

together. When we both go out, we usually walk together. We are—FG2.4

K 20

There are sensitization programs for the police. I have spoken in one of these programs. I told them aboutmy

personal life. Now the police are becoming more accepting. The main idea behind these programs is for

them to accept us.Wekeep reminding them thatwecould beoneof their familymembers like their brother.

—KI2

K 42

IdentifyingasMSM,it isnotsomehowlegitimateand losescredibility in theeyesofpeople.Thishasan impact

on the livesofMSMas theyfind it difficult to accept their identity andhence also to someextent in their own

eyes.They therefore landupdoingwhateverorwhenever there isasexualactivity––ithas tobe likestealthy,

like under cover Imean just that…So I think that bringswith it guilt…Imean this something I thinkMSMs

anywhere are facing, theproblem that their sexual behavior is not legitimate and then there is the associated

thing of problem of the fear of being found out.—KI3

DD 28

I therefore feel a prevention program should increase self-esteem. This would influence an MSM’s health-

seeking behavior andMSMwould claim rights as an individual. I feel that only then can anHIVprevention

intervention be successful. They would want to abstain from alcohol, look after their STIs, take their

medicine they need, protect themselves from HIV.—KI6

K 25

Table 2 should be positioned closely to the “Results” section

KI key informant, FG focus group discussant; Sexual identity: KKothi, P Panthi,DDDouble-decker
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wearing saris, taking dance lessons, lack of facial hair, or

enjoying house chores. Nearly three-fourths of participants

mentioned the need for some degree of secrecy around same-

sexsexualattractionandbehaviorandtheneed toshiftbehavior

in different contexts to avoid being identified as MSM. Men

said that they were compelled to keep their MSM behaviors

secret for a number of reasons, including the potential negative

effect on their families, embarrassment in front of friends, fear

of violence, and risk of blackmail.

Participants described strategies to avoid being identified

as MSM, including walking or dressing in what would be

perceived as an overtly masculine way and growing a beard.

Given the perceived need for secrecy, participants said that

MSM in Chennai used code words related and secret signals

to communicate with each other about sex. For instance,

participants said that condoms were referred to as caklaṭ
(chocolate), anal sex as ganz, and sex work as danda.

Psychological Distress

Many participants said thatMSMexperienced psychological

distress as a consequence of stigma from society, lack of

familial acceptance, and sexualminority status concealment.

Specifically, they used words such as “psychological impli-

cations,” “high mental health burden,” “terrible stress,”

“scared,” and “anxious” when discussing the effects of these

negative life events. Somemen explained that engagement in

sexual risk behaviors (e.g., multiple casual partners and

unprotected sex)was related to feelings of low self-worth and

mental stress that resulted from adverse experiences related

to being MSM.

Self-Acceptance as a Protective Factor

MSM identified certain factors that helped them to avoid

stressfulexperiencesor limitedtheimpactofnegativelifeevents

on their wellbeing. A few participants reported tolerance from

family members with regard to their sexual minority status.

Specifically, participants said that their mothers were accept-

ing of their sexual minority status. Others said that their fam-

ilieswere tolerant because theywere reliant on them for finan-

cial support or to help with household responsibilities. When

describing how they attempted to garner acceptance from

familymembers, severalMSMsaid that theyhad to assert their

self-identity and self-advocate for themselves. Participants

also underscored the role of self-acceptance in the promotion

of health-seeking behaviors such as abstaining from alcohol

and engaging in health care services. Participants highlighted

examples of positive societal attitudes toward MSM. For

example, one participant perceived that the lower class com-

munities in Chennai were generally more accepting of MSM

compared to members of the upper or middle class. While

many described situations where police in Chennai targeted

MSM, a double-decker participant spoke about the positive

effects of a recently initiated sensitization program for police

officers.

Discussion

The present study examined the way that men experience

sexual minority status in an attempt to gain insight into the

HIV risk environment for MSM in Chennai, India. We were

able to assemble a conceptual model (Fig. 1) based on our

findings. The circles along the arc represent the themes that

adversely affect the psychosocial and risk profile of MSM in

Chennai. Stigma from Society, Lack of Familial Acceptance,
and Pressure to Marry are the broadest layers of influence,
whileChildhoodSexualAbuse and Imperative toKeepSexual
Minority Status a Secret are distressed experiences that are

responsive to these wider social factors. The shield shape

depicts Self-Acceptance as a potentially valuable tool to

protect MSM from Psychological Distress related to these

personal and social factors. Self-identity assertion was an

important theme in narratives about families “accepting”

men’s sexual minority status. Reflections by some of the

participants suggest that positive definitions of self may be a

precursor to personal advocacy. Although it is not directly

articulated by our findings, improving notions of self-worth

and addressing psychological distress could in turn support

reductions in HIV/STI Risk. A number of participants empha-

sized the importance of self-acceptance in supporting health-

seeking behavior, such as engagement in health care and

reductions insexual riskandsubstanceuse.Thesefindingsare in

line with research that underscores self-acceptance as a broad-

spectrum approach for mental health promotion (Mann, Hos-

man, Schaalma, & de Vries, 2004).

Gender non-conformity and sexual minority status were

common threads in discussions about sources of stress and

negative life events experienced by participants. This is con-

sistentwith theoretical constructs that seek to explainmecha-

nisms driving health disparities of sexual minorities (Meyer,

2003; Stall, Friedman, & Catania, 2007). MSM experienced

societal and familial rejection which was often framed in

terms of feeling an unyielding pressure to fulfill social

expectations ofmasculinity such as fatherhood andmarriage.

Social expectations determine the acceptability of particular

modes of self-expression and ways of acting and interacting

in social settings (Williams, Wyatt, Resell, Peterson, & As-

uan-O’Brien, 2000). As Asthana and Oostvogels (2001)

assert the Indian concept of masculinity allows for a range of

sexual behaviors, but minority sexual identities are highly

stigmatized. Research shows that social stigma increases the

susceptibility of a variety of negative outcomes including

family rejection and harassment by peers (Berlan, Corliss,

Field, Goodman, & Austin, 2010; Bontempo & D’Augelli,
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2002;D’Augelli, Grossman,&Starks, 2006; Stall et al., 2007).

Such experiences can have both immediate and long-term

psychosocial health effects that are associatedwith sexual risk-

taking behavior, including traumatic stress and substance use

(Beyrer et al., 2010; Herek, 2007; Parker, Shivananda, & Ag-

gleton, 1998).

In addition, we found that men in this sample described

frequent experiences with CSA. Kothis were said to experi-

encemorephysicaland sexualabuse thanotherboys.Thismay

be explained by their feminine behavior and appearance, as

visible presentations of gender non-conformity are thought

to increase vulnerability of abuse in sexual minority children

in theU.S. (D’Augelli et al., 2006; Roberts, Rosario, Corliss,

Koenen, & Austin, 2012). While participants did not specif-

ically discuss the mental health consequences of CSA, sev-

eral participants described these experiences as unsettling

and uncomfortable. There is evidence to indicate a predictive

relationship betweenCSA and a variety of negative emotional,

cognitive, and interpersonal outcomes later in life, including

sexual risk taking (Gore-Felton et al., 2006; Mimiaga et al.,

2009;Paul,Catania,Pollack,&Stall,2001;Wellesetal.,2009).

Participants used code words and signals to communicate

with men about sex, avoided public displays of attraction to

men and often change their appearance to limit visible indi-

cations of gender non-conformity. Concealment of sexual

minority status is a coping strategy aimed at avoiding the

negativeconsequencesofsocial stigma(Chakrapani,Newman,

Shunmugam, McLuckie, & Melwin, 2007; D’Augelli, Pil-

kington, & Hershberger, 2002; Herek & Capitanio, 1996;

Khan, Bondyopadhyay, & Mulji, 2005). Data from the U.S.

show that efforts to conceal male–male sexual behavior are

linked to adverse mental health outcomes such as depression

and negative self-image (D’Augelli et al., 2002; Herek &

Capitanio, 1996), both of which are associated with risky

sexual behavior.

Psychological distress and low self-worth were largely

attributed to negative life experiences linked to gender non-

conformity, including stigmabysociety, lackof familial accep-

tance, and the imperative to hide same-sex behavior or limit

visible indications of sexualminority status. Logie et al. (2012)

have documented a similar relationship between gender non-

conformityanddepression forMSMinChennai.These adverse

mental health outcomes also aligned with quantitative data

from other work with Indian MSM. Among a sample of 150

MSM inMumbai, 45% screened positive for suicidal ideation,

29 % for symptoms of major depression, and 24 % for anxiety

(Mimiaga et al., 2013). These and other manifestations of psy-

chological distress are strongly associated with increased sex-

ual risk taking among MSM in India (Thomas et al., 2011).

These data also emphasize a connection between sexual risk

behaviors and mental stress/low self-worth. This is consistent

with U.S. studies among MSM, which imply a correlation

betweenHIVrisk andnegativeevaluations of selfwhere sexual

behavior reflects efforts to be accepted by others or to gain

attention (Reston, 1991; Rolf & Johnson, 1993; Somali et al.,

2001). Moreover, existing research on Indian MSM substanti-

ates self-acceptance as a moderator of psychological distress

(Sivasubramanian et al., 2011).

Our findings should be interpreted in light of limitations

inherent to the study. Some potentially sensitive or stigma-

tizing questions were included in the interview, and it is

possible thatparticipantswerenot entirely truthful about their

own experiences. Due to the explanatory aims of the study,

the sample was small and recruited through only one com-

munity site (Sahodaran). Participants may represent a group

that is different from MSM who are not exposed to health

prevention messaging. Given the heterogeneity of Indian

MSM, the extent to which the conceptual model applies to

other sexual minority men in India is not clear. As we further

develop the construct of self-acceptance, expanding on these

factors will be critical.

Despite these limitations, our study presents an opportu-

nity to gain a deeper understanding of the context in which

HIVriskmayoccur for IndianMSM.Ourfindingshave impli-

cations for the development of future interventions that may

bufferMSMfromsomeof the negative life events linkedwith

sexual minority status. Such programs may benefit from

emphasizing the role of personal environments that increase

self-acceptance. Skills that build competencies, emphasize

self-determination, and enhance optimism for the futuremay

increase self-acceptance (Catalano,Berglund,Ryan,Lonczak,

& Hawkins, 2002). Promoting safer ways to meet and forge

supportive relationshipswith otherMSMcould foster broader

social support networks and enhance community engagement

(Meyer, 2003; Spencer & Patrick, 2009). A group-based pro-

grammay givemen the opportunity to identify and share their

own accomplishments while also building connections and

strengthening the capacity of the collective community. The

positive social relationships and enhanced self-acceptance

resulting from this support may be protective against the

adverse mental health outcomes that are known to potentiate

risky sexual behavior and HIV infection. Content for such a

programshouldalsoexplore specific strategies for copingwith

psychosocial stressors and how to problem solve and manage

sexual triggers (mood, substance use, etc.) related to these

stressors. The current public health paradigm tends to empha-

size shortfalls in knowledge or behavioral skills amongMSM

(Herrick et al., 2011; Safren, Reisner, Herrick, Mimiaga, &

Stall, 2010). Existing models of HIV risk can be strengthened

by focusing on and integrating protective factors such as self-

acceptance (Herrick et al., 2011; Herrick, Stall, Goldhammer,

Egan, &Mayer, 2014; Safren et al., 2010). Further research is

needed to identify other resilience factors and protective

resources available to sexual minority men in India. The pro-

posed model, with self-acceptance as a shield for the negative

effects of social, familial, and contextual stress, alsohighlights
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the need for larger societal interventions to decrease stigma

against sexualminority individuals in India. The current polit-

ical climate in India is such that deeper community-level

interventions are going to require intensive and multisectoral

changes. This past year (December 2013), for example, the

Supreme Court in India upheld Indian Penal Code Section

377,making same-sex behavior illegal and punishable by law.

Accordingly, family interventions, community-level interven-

tions, or other structural interventions currently face substantial

barriers, and intervening at the individual level is therefore not

only timely but urgently needed.
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