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Purpose of this handbook 
In our society having sexual relationship with same sex is considered to be abnormal. These behaviors are seen in society as immoral, dirty and unnatural. As a result they tend to be more vulnerable to sexually transmitted infections including HIV/AIDS and a host of psychosexual problems. Counselling therefore becomes an important aspect of any sexual health intervention programme specifically if it is designed for vulnerable groups.

Often health care providers rarely had the opportunity to understand the sexual diversities and to be educated about the health issues of sexual minorities. Keeping that in mind, this handbook has been compiled to provide basic but essential information on men who have sex with men (MSM) in Gujarat. This handbook is expected to increase the knowledge and enhance the skills of doctors/counselors, psychologists and social workers on the Counselling issues of MSM that will ultimately lead to improvement in the quality of services available to MSM in the clinical and counseling settings. 

INTRODUCTION 

It is important for a counselor or psychologist or a social worker to know whether their clients are having any health risks and how to minimize those risks. For example: in helping people reduce their risk for sexually transmitted infections/HIV. In dealing with sexuality, it is important to understand that sexual orientation, sexual behavior, gender expression, and sexual identity are all separate entities, may be fluid over time, and might overlap in different ways for various persons. 

In assessing risk of men for HIV infection it is not enough to ask same-sex behavior in only those men who show some feminine mannerisms. A male who has some feminine mannerisms can have any sexual orientation and also any kind of sexual behavior. Also, those who self-identity as ‘gay’ may have bisexual behavior. Therefore, it is important to discuss the range of behaviors with people of any sexual or gender identity and ask questions about same-sex/bisexual behavior regardless of gender expression. It is equally important to know about the sexual orientation and sexual identity of persons so as to provide holistic and comprehensive care to them. Also, we need to accept the gender identity chosen by some of our clients though their biological sex may not be congruent with their gender identity or gender expression. 

In this handbook, detailed information on the above issues are given to enable counselors psychologists, social workers and other health care providers to provide appropriate and effective risk-reduction counseling for clients who are men who have sex with men (MSM). 

UNDERSTANDING MEN WHO HAVE SEX WITH MEN (MSM) & HIJRAS 
DEFINITIONS OF SEXUALITY-RELATED TERMS 
The definitions of the words given below are not standardized and are used differently by different individuals and in different parts of the world. The meanings of words also change over time. Concepts and attitudes toward gender identity and sexual identity are changing in the society as a whole, as well as within the sexual minority communities. Therefore, the meanings of these words will continue to change as well. (Most of the ‘definitions’ are adapted from the websites - www.siecus.org, www.biresource.org and www.gendertalk.com) 

	Sr. No.
	Terms
	Meaning

	1
	Sex
	1. A term used historically and within the medical field to identify genetic/biological/hormonal/physical characteristics, including genitalia, which are used to classify an individual as female, male, or intersex person. 

2. A person’s biological or anatomical identity as male, female or intersex person. 

3. Activity engaged in by oneself, with another, or others to express physical attractions, satisfy desires, and/or to express love. (also see sexuality, sexual behavior)

	2
	Sexuality
	Human sexuality encompasses the sexual knowledge, beliefs, attitudes, values, and behaviors of individuals. Its dimensions include the anatomy, physiology, and biochemistry of the sexual response system; identity, orientation, roles and personality; thoughts, feelings, and relationships. The expression of sexuality is influenced by ethical, spiritual, cultural, and moral concerns. 



	3
	Sexual Orientation
	One’s erotic, romantic, and affectional attraction. It could be to people of the same sex, to the opposite sex, or to both sexes. 



	4
	Homosexuality
	Erotic, romantic, and affectional attraction to people of the same sex. 

[Neither the term had heterosexuality nor did the term homosexuality exist before 1890. The terms ‘homosexual’ and ‘homosexuality’ may have the connotation that same gender attractions are a mental disorder (medical term: homophilia), and are therefore distasteful to some people.

	5
	Heterosexuality
	Erotic, romantic, and affectional attraction to people of the opposite sex

	6
	Bisexuality
	Erotic, romantic, and affectional attraction to people of both sexes.

	7
	Homosexual (n., adj.)
	Individual with a primary sexual and affectional orientation or emotional attraction toward persons of the same sex. Male homosexuals are often referred to as ‘gay’, where as female homosexuals are referred to as ‘lesbians’. A term often viewed as negative, overly clinical, or disempowering by gays, lesbians, bisexuals and transgender persons. (Note: The word ‘homosexual’ is most often used as a label and it is less often used as an identity. This term is sometimes considered derogatory and not preferred by persons with same-sex behavior) 



	8
	Bisexual (adj., n.)
	One who has significant (to oneself) sexual or romantic attractions to members of both the same gender/sex and opposite gender/sex, or who identifies as a member of the bisexual community. People who are attracted to members of both genders/sexes may still choose to have a single steady partner. 



	9
	Heterosexual or Straight (n., adj.)
	1. Sexual or romantic behavior between a member of one sex and a member of another gender or sex. 
  2. One whose significant (to oneself) sexual or romantic attractions are primarily to members of the opposite gender or sex. 

	10
	Gay
	One who has significant (to oneself) sexual or romantic attractions primarily to members of the same gender or sex, or who identifies as a member of the gay community. One may identify as gay without identifying as a member of the gay community. Though ‘gay’ is a common term for male and female homosexual persons, in India, it is mainly used to denote homosexual man. Self-identified gay men do not necessarily have sex only with men, but occasionally may engage in sex with women. 

	11
	Lesbian/Lesbian woman
	A girl or woman who has significant (to oneself) sexual or romantic attractions primarily to members of the same gender or sex, or who identifies as a member of the lesbian community. In India, this term is sometimes used to indicate bisexual women also. 

	12
	Men who have Sex with Men (MSM)
	This term is used to denote all men who have sex with other men, regardless of their sexual identity. This is because a man may have sex with other men but still considers himself to be a heterosexual or may not have any specific sexual identity at all. This term, coined by public health experts, focuses exclusively on behavior for the purpose of HV/STD prevention.

	13
	Identity
	How one sees and categorizes of oneself, as opposed to what others observe or categorize. 

	14
	Gender n.
	One’s personal, social, and/or legal status as a male or female. Words that describe gender are feminine and masculine.

	15
	Gender identity n.
	Person’s internal, deeply felt sense of being either man or woman, or something other or in between. Gender identity does not always match biological sex; for example, a person may be born biologically male yet identify as a woman. Because gender identity is internal and personally defined, it is not visible to others. In contrast, a person’s “gender expression” is external and socially perceived. 



	16
	Gender role
	How one appears/behaves in relation to social/cultural expectations or perceptions of how a man or woman should look/behave (i.e., how “masculine” or “feminine” an individual should act.) (Also see - Gender-variant). 

	17
	Gender expression or Gender statement
	The public expression/statement of one’s gender identity. Gender expression/statement is external or socially perceived. It refers to all of the external characteristics and behaviors that are socially defined as either masculine or feminine, such as dress, mannerisms, speech patterns and social interactions. 

	18
	Sexual Identity
	An inner sense of oneself as a sexual being, including how one identifies in terms of gender identity and sexual orientation. Thus sexual identities should never be assigned or ascribed, but only self-reported, with meanings determined by the person assuming that identity. 

	19
	Transgender person
	A term used to describe those who transgress social gender norms; often used as an umbrella term to mean those who defy rigid, binary gender constructions, and who express or present a breaking and/or blurring of culturally prevalent/stereotypical gender roles. Transgender persons usually live full or part 
time in the gender role opposite to the one in which they were born. In contemporary usage, “transgender” has become an umbrella term that is used to describe a wide range of identities and experiences, including but not limited to: pre-operative, post-operative and non-operative transsexual people; and male or female cross-dressers (sometimes referred to as “transvestites”, “drag queens”, or “drag kings”). (A male-to-female transgender person is referred to as ‘transgender woman’ and a female-to-male transgender person is referred to as ‘transgender man’).

	20
	Transsexual
	Individual whose gender identity is that of the opposite gender (sex). There are male-to-female and female-to-male transsexuals. A transsexual may or may not have had sex reassignment surgery and thus could be ‘pre-operative’ transsexual, ‘post-operative’ transsexual and ‘non-operative’ transsexual. (A male-to-female transsexual person is referred to as ‘transsexual woman’ and a female-to-male transsexual person is referred to as ‘transsexual man’). 



	21
	Hijras/Kinnar
	Hijras are biological/anatomical males who reject their 'masculine' identity in due course of time to identify either as women, or “not-men”, or “n-between man and woman”, or “neither man nor woman”. There are no valid data to state how many intersex persons ('hermaphrodites') are living in the Hijra community but they are likely to be extremely rare. While some consider Hijras as crossdressed homosexuals, they would be more accurately labeled as transgender/transsexual (male-to-female) persons. 



	22
	Intersex persons

(Formerly called as ‘hermaphrodites’)
	"Intersex" is a general term used for a variety of conditions in which a person is born with a reproductive or sexual anatomy that doesn't seem to fit the typical definitions of female or male. For example, a person might be born appearing to be female on the outside, but having mostly male-typical anatomy on the inside. Or a person may be born with genitals that seem to be in-between the usual male and female types--for example, a girl may be born with a noticeably large clitoris, or lacking a vaginal opening (From http://www.isna.org/faq) 



	23
	Eunuchs
	In India, this term is sometimes, incorrectly, used to denote Hijras (who come under transgender/transsexual category). Originally, this term is supposed to have referred to males who have undergone castration not by choice, but by accident, coercion or as a punishment. Hence it is not technically correct to refer Hijras as ‘Eunuchs’. E.g., In ancient times, some males were castrated to serve as guards in royal harems. Hijras voluntarily remove their male external genitalia (emasculation) – both testes and penis. (Note: Castration refers to removal of testes and not the entire male external genitalia) 

	24
	Koti
	Kotis are a heterogenous group. 'Kotis' can be defined as males who show obvious feminine mannerisms and who are involved mainly, if not only, in receptive anal/oral intercourse with men. A significant proportion of Kotis have bisexual behavior and many also eventually get married to a woman. In addition to these feminine

 homosexual males, most Hijras also primarily identify themselves as ‘Kotis’. 

	25
	Ghadiya
	The term 'Ghadiya' is used in Gujarat by Kotis to refer to those persons whom they consider to be 'real men' - in the sense those who only penetrate. 



	26
	Panthi/Parikh/ Giriya
	In some parts of India the term ' Panthi/Parikh/ Giriya ' is used by Kothis/Hijras to refer to those persons whom they consider to be 'real men' - in the sense those who only penetrate.



	27
	GLBT
	- acronym for Gay, Lesbian, Bisexual and Transgender; sometimes as LGBT

	28
	GLBT community
	This represents the community of Gays, Lesbians, Bisexuals and Transgender/transsexual persons. These groups often jointly fight against discrimination and stigmatization based on one’s sexual orientation and/or gender identity and thus identify as a common community. Also used as a term to denote the entire community of sexual minorities irrespective of identities. These days, the terms ‘GLBT communities’ or ‘GLBT populations’ are used to stress that, these communities or populations are diverse. 



	29
	Homophobia (n.)
	 [Gr. homo (man) + phobia (fear).] 1. An irrational hatred and fear of LGBT people that is produced by institutionalized biases in a society or culture. 

2. A term for all aspects of the oppression of LGBT people. (See heterosexism, biphobia.) 

	30
	Biphobia (n)
	The oppression or mistreatment of bisexuals, either by heterosexuals (often called homophobia if it does not target bisexuals separately from lesbians and gay men), or by lesbians or gay men. 



	31
	Internalized homophobia/biphobia (n.)
	The internalized oppression of LGBT people. This includes the often-conflicting feelings that we are bad at the core; that the entire world is unsafe, that we can only trust other members of our own group; that members of our group are untrustworthy; that for safety we must stay in hiding; that for safety we must not come out everywhere, all the time, that our love is bad, or is not the same as other people's love. 

	32
	Transphobia (also gender phobia)
	The irrational fear or hatred of those who are perceived to break or blur stereotypical gender roles. Expressed as negative feelings, attitudes, actions, and institutional discrimination. Often directed at those perceived as expressing or presenting their gender in a transgressive way, defying stereotypical gender norms, or who are perceived to exhibit “non-heterosexual” characteristics - regardless of individuals’ actual gender identity or sexual orientation. (Also see - homophobia.) 

	33
	Stigma
	When a person or group of persons is looked down upon and ‘marked’ as bad in some way. Self-stigma is the internal feeling of being bad or worthless as a result of being viewed or treated negatively by others. 

	34
	Discrimination ("enacted" stigma)
	Unjustifiable negative behavior toward a group or its members that singles them out because they are believed to be inherently ‘bad’. 



	
	Sexual minorities or Sexuality minorities

	Refers to lesbian, gay, bisexual and transgender/transsexual persons as well as persons with other identities (such as Kothis and Hijras) as a minority group in a predominantly heterosexual total population.

	35
	Stereotype
	A simplistic generalization about the personal attributes of a group of people. Stereotypes lump a diverse group of individuals into one category – thus they are often inaccurate and resist new information. 

	36
	“Come out” (of the closet/“to be out”):
	1. To disclose one's own sexual identity to another person. [“I came out to my mother”] 

2. (come out to oneself) To discover that one's own sexual identity is different than one previously assumed. [“I came out to myself three months ago”.] 

3. To be open about and deal with one's own and others' reactions to the discovery or disclosure of one's sexual identity. [“I am out to my mother”.] [I am out at work.] 

4. Opposite of “to be closeted” (when an individual chooses to keep his/her sexual orientation private) 




SEXUAL IDENTITIES AND SEXUAL BEHAVIOUR OF 
MSM IN GUJARAT:

While it is the behavior that puts people at risk for HIV, one should not overlook the importance of identities like Koti, gay or bisexual among MSM populations and ‘identities’ like Hijras, Aravanis, Jogtas among transgender populations. Sexual health outreach should attempt as far as possible, to respect the identities chosen by individuals. Identities are important in relation to community mobilization, and the psychosocial support provided by the presence of communities. For health interventions, working definitions such as ‘men who have sex with men’is appropriate for outreach as long as these are treated as behavioral categories which may include people with any of the above identities, males who don't identify as any of the above, as well as males who may subscribe to constructs such as gay and bisexual. However, due respect should be given to the sexual identity assumed by any male who has sex with other males. 

Hence prevention and care programs should also be culturally appropriate and respect the identities chosen by MSM and transgender populations. 

The phrase “Men who have Sex with Men” (MSM) refers to those who engage in sexual relationships exclusively with other men (homosexuality) or who engage in sex relations with either men or women (bisexuality). It is a phrase that was coined in the early part of the 1990s when many new HIV infections were identified among those who were behaviourally homosexual in Western & Asian countries. Even though historical evidences of homosexuality existed in many of these countries homosexuality was socially and / or legally not accepted and HIV prevention programmes for this population were not forthcoming.  In the global programme on AIDS conference in Geneva (1992-93) governments accepted the behavioural phrase “men who have sex with men” as a depoliticized euphemism.  The phrase “men who have sex with men” is a collective social identity for all men who have sex with other men irrespective of how they might identify themselves.

Note: The following description of 'identities'/'labels' are based on informal discussions and in-depth interviews with individual persons with different identities, and focus group discussions with persons with different identities (especially those in Baroda, Surat and Rajkot) by the author. Thus, the following discussion represents the current views on some of the "Sexual identities" in Gujarat. If any person feels that a particular identity has been misrepresented or vital things of that identity are not expressed adequately, that is not intentional. 
Men who have sex with other men in India are diverse in their sexual identities.  Some identify with the modern ‘gay’ or ‘bisexual’ identity while others identify with indigenous sexual identities like ‘koti’/ ‘dhurani’ - feminized male, usually a sexually passive partner; or ‘Panthi’/ ‘parikh’ or ‘Giriya’- masculine male and usually a sexually active partner. ‘Double-decker’/dupli (DD) refers to those who penetrate their partners and are penetrated by their partners. ‘Panthi’/ ‘parikh’ or ‘giriya’ and “DD” are labels and usually not ‘identities’.
KOTI: 
Kotis’ are a heterogeneous group. It is unrealistic to expect that a single 'definition' of Koti-identity will fit everyone with that identity. The meanings attached to Koti-identity vary according to the region, language, age group, socioeconomic status, educational status, degree of involvement in Kothi community and even from one Kothi-identified person to another. 

Traditionally, the 'definition' for 'Koti' is - "males who show obvious feminine mannerisms and who are involved mainly, if not only, in receptive anal/oral intercourse with men". However, an unknown but significant proportion of these feminine homo/bisexual males who identify themselves as 'Koti' may penetrate their male partners. A significant proportion of Kotis’ have bisexual behavior and many also eventually get married to a woman. 

Most Koti-identified males show varying degree of feminine mannerisms/behavior. While some also cross-dress when the opportunity arises others do not cross-dress. These persons are akin to "queens"/"drag queens" in western countries. 

The 'simple' Kotis don't cross-dress publicly except sometimes when dancing, soliciting sex. Many are careful not to let their birth families know that they cross-dress. Many don't have an urge to undergo emasculation even though they cross-dress. But some do undergo emasculation and later may cross-dress part-time or full time. They are more likely to be living with their birth families or living with their wives. Some 'simple' Kotis don't socialize well with the Hijras while some may mingle freely with them. Some of these 'simple' Kothis also consider themselves as 'Ackwa Kothi' since they are not emasculated (or don't want emasculation). Others take female hormones for breast development though they don't want emasculation.(Thus, in western terminology, 'simple' Kotis include, but are not limited to, 'drag queens', feminine gay/bisexual men [who might never cross-dress], male-to-female transgender/transsexual persons, pre-operative transsexuals, non-operative transsexuals and male-to-female transsexuals in transition, i.e., taking female hormones) 

Some educated feminine homo/bisexual males who have "Koti' identity also identify themselves as "gay". They have learnt this English term through the organizations that work for Kothis, or through their friends. Likewise, some self-identified gay men prefer mainly (if not only) getting penetrated. Some proportions of them, who socialize with Kotis, thus also identify themselves as "Kotis" because of their behavior. Thus one can see "dual identities". 

It must be understand that even though feminine homo/bisexual males may call themselves "Kotis" many persons are quick to point out that they are not "Hijras". Also, the very act of including "Kotis" under the transgender umbrella is resisted quickly by some educated feminine homo/bisexual males, as they don't consider themselves as 'transgender' (English term). On the other hand, many Hijras consider the term "Hijras" as synonymous with "Kotis" even though they mostly prefer to call themselves "Kotis". 

NGOs/CBOs that work with MSM reach mainly "Kothis' and "Hijras" since they can be easily identified and approached by the outreach workers. Thus these organizations are 'missing' the majority of "men who have sex with men" who look "straight’ (masculine) those who don't have a self-conscious sexual identity, and those who don't cruise. Thus a major segment of MSM remains invisible and hard to reach. 
GHADIYA: 
The term 'Ghadiya' is used in Gujarat by Kotis/Hijras to refer to those persons whom they consider to be 'real men' - in the sense those who only penetrate. There are different terms used in different states for those persons whom they consider to be 'real men' - in the sense those who only penetrate such as “Panthi”, “Parikh” and “Giriya” etc.  Though it may also refer to rough and tough appearing men, a man who shows subtle feminine mannerisms may still be regarded as 'Ghadiya' if he only penetrates and is never the receptive partner. These days, the term  'Ghadiya'  is used more loosely by Kotis/Hijras to denote heterosexual persons as well as any man who is masculine-looking irrespective of whether he has sex with Kotis/Hijras or has sex with women only. This term is also used to denote the ‘husband’ or 'special boy friend' of a Hijra/Koti. Some times the 'husband' or the steady partner is referred to simply as '(your) mard' [means man]. 

The sexual orientation of 'Ghadiya' is usually believed to be 'heterosexual' in orientation but fluid enough to have sex with Kotis/Hijras. There is a belief that 'Ghadiya' basically get attracted only to the feminine nature of Kotis/Hijras and they don't have a homosexual orientation. But it is also possible that 'Ghadiya' have homo/bisexual orientation but prefer to have sex with Kotis/Hijras who are feminine as opposed to masculine-looking men. 

'Ghadiya' is more of a label than an identity since 'Ghadiya' usually come to know of that term only through Kotis/Hijras and they themselves don't take that term seriously. However, sometimes calling oneself a 'Ghadiya' is a matter of prestige since those who penetrate are considered superior. While it is possible that 'Ghadiya' is only a penetrator because he is "lacking interest in experimenting in reciprocal sexual activities" (Asthana and Oostvogels, 2001), it is more likely due to the stigma attached to being a receptive partner. Sometimes even a self-conscious homosexual men (who penetrate as well as receive) prefers the term 'Ghadiya' rather than the term 'Koti'. Thus for sexual role-playing somebody has to take the 'Ghadiya' role (penetrator) and somebody has to take the Koti role (penetratee). Even a self-identified 'gay' man who socializes with Kotis has to say he is a 'Ghadiya' if he wants to have sex with a Koti-identified person. 

'Ghadiya' are either married to a female or eventually will get married to a female. Some of these ‘Ghadiya’ also have sex with other men (of any sexual identity) and may also penetrate as well as get penetrated (oral or anal). Though there is a general assumption that Kotis/Hijras will no longer accept their 'Ghadiya' if they come to know that their 'Ghadiya' have been penetrated as well, in reality, as long as he behaves in a 'masculine' in front of Hijras/Kotis, 'Ghadiya' rarely get rejected. 

"DOUBLE-DECKER" OR ‘DD’ (the exact term used by Kotis/Hijras):

This refers to persons who get penetrated as well as penetrate, and those who may also have sex with women. It is because these persons get penetrated as well as penetrate other, some Kotis classify these persons as a separate category - "Double-deckers". Since the term being an 'English' one, it means that this term has been only recently coined by the Koti/Hijra community. The feminine mannerisms in Double-deckers are often overlooked, as they may be very subtle even though in some it would be obvious to any body. Some of these persons usually identify themselves only as 'Kotis' rather than 'Double-deckers' even though they 'accept' that they are 'Double-deckers'. Thus Koti and Double-decker may not necessarily be mutually exclusive categories. It also may mean that sometimes 'Double-decker' is more of a label than an identity but it could be regarded as a subcategory of 'Kotis'. However, some may not call themselves as 'Kotis' but still accept the label 'Double-decker' (probably because they might think that calling themselves as 'Double-decker' is more prestigious than calling themselves as 'Koti', since the latter means 'effeminate and passive'). Almost all Double-deckers eventually get married to a female. 
GAY IDENTITY:
The term 'gay' essentially has the same meanings as that in Western countries for the educated self-identified homosexual males generally belonging to the middle and upper class. But for some self-identified homosexual males the meaning attached to the word 'gay' may be sometimes quite different. 

While some well-educated persons, regardless of their sexual orientation, may have never heard the term 'gay', other well-educated self-identified homosexual persons eventually do find a name to identify with - the English term 'gay'. They learn this term either while searching the library to find more information about their 'condition' or through other 'gay' friends. Thus the term 'gay' is not a familiar term even for well-educated persons, whereas the terms 'homosexuals', 'homosex' and 'homo' are usually very familiar. 

The less-educated self-identified homosexual persons, who have access to NGOs/CBOs that serve MSM, eventually and inevitably come to know about the English terms - "Gay, Bisexual and Transgender". As these terms are not properly explained to them, these terms are used by these persons with their own personal definitions and they also experiment in equating the western identities with the Indian identities. For example: - the term 'gay' is used to mean all persons who are attracted to same-sex partners regardless of the gender identity of the persons. Thus eventually almost all the Indian identities like - Kotis, Hijra, Ghadiya, Double-decker, etc. comes under this term 'gay'. However the Hijras (especially those who are always in woman's dress irrespective of the castration status) are usually given the label 'transgender' (English term). Koti-identified feminine homo/bisexual males are, however, quick to protest that they are not "Transgender". This is not because they fully understand this term but because it has become synonymous with Hijras. The English term 'gay' has been 'translated' by some Kotis as "English Koti" (Some persons call English-speaking Koti-identified persons as 'English Kotis'). Or alternatively some times 'translation' of Koti results in 'Gay'. A Koti-identified person said, "So what do you call 'Koti' in English - Gay!". 

In the recent past, some men have started identifying themselves as ‘MSM’ in a way that suggests the term MSM is becoming another identity.

SUBPOPULATIONS OF MEN WHO HAVE SEX WITH MEN (MSM) IN GUJARAT:

‘MSM’ is a behavioral term and denotes all men who have sex with other men regardless of their sexual identity. 

For the sake of simplicity, one can classify ‘MSM’ according to their socioeconomic and educational status as follows: 

MSM from lower socioeconomic class with poor literacy: Koti-identified homosexual males are a visible and relatively organized group. One can say that Kothi means feminine homosexual males who are mainly receptive partners. Kotis call their masculine partners as ‘'Ghadiya'. ‘Ghadiya’ are supposed to be “real men who only penetrate”. The term ‘Double-decker’ is used by Kothis to refer to someone who penetrate as well as receive. 

MSM from the ‘middle or upper class’: MSM belonging to ‘middle or upper class’ who are well-educated may have identities like gay or bisexual. 

However, the major subpopulation across any socioeconomic class is likely to be MSM who do not have any conscious homosexual identity.

STIGMA AND DISCRIMINATION OF MSM 
Men who have sex with men (MSM) often face stigma and discrimination by the society and while accessing public or private care offered by health care providers in India. (Venketes,2000)
a. Stigma: 
When a person or group of persons is looked down upon and ‘marked’ as bad in some way. 

Self-stigma is the internal feeling of being bad or worthless as a result of being viewed or treated negatively by others. 

b. Discrimination ("enacted" stigma): 
Unjustifiable negative behavior toward a group or its members that singles them out because they are believed to be inherently ‘bad’. 

c. Overt discrimination: 
Discrimination by ‘act of commission’ (“by doing”) in the health care system. 

- Abuses/Violence – verbal, physical or sexual 

- Denial of care once sexual behavior or orientation is known 

- Provision of suboptimal care after knowing the sexual behavior/orientation or gender identity/expression 

d. Discrimination faced by Hijras: 
- Deliberate use of male pronouns in addressing them 

- Enrolling them as ‘males’ and admitting in male wards 

- Verbal harassment by the hospital staff and co-patients 

- Denial of sex reassignment surgery and hormonal therapy in the public hospitals. 

e. Covert/Hidden Discrimination: 
This is mainly ‘discrimination by omission’ (“not doing”). 

Examples: 

- not asking about same-sex/bisexual behavior in sexual history 

- not involving steady partners in treatment decision-making

List of some common queries: 

• Is Homosexuality a mental illness? 

• Can homosexuality be "cured" by appropriate therapy? 

• Do gay men want to be women and do lesbians want to be men? 

• Can homosexual people be identified by their mannerisms or appearance? 

• Are all homosexual people ‘promiscuous’ and incapable of maintaining long-term relationships? 

• Do homosexual men abuse children and ‘recruit them into their circuit’? 

• Does a male child later become a homosexual because a man had sexually abused that child? 

• Whether lesbians have turned to other women due to bad experiences with men? 

• Whether in most gay or lesbian couples, one partner always plays the man and the other plays the woman? 

• Homosexuality is unnatural 

• Homosexuality is not a mental illness 

• Homosexuality can be cured by appropriate therapy 

• A Hijra has both male and female genitalia (or ambiguous genitalia) 

• Homosexual people can be identified by their mannerisms, or appearance. 

• The majority of child molesters are homosexual men. 

• Gay people could be cured if they have good sex with a person of the opposite sex. 

Why most of the counselors or doctors have difficulty in taking sexual history in detail even in those clients who come specifically with sexual problems or for STD/HIV testing or ‘check-up’. 

In general, sexual history needs to be taken. These basic points can be covered with specific examples for each point. 

Possible ways of asking about the same-sex or bisexual behavior in any male (whether that person is masculine or feminine, young or old, single or heterosexually married). Some possible ‘scripts’ are given in the PowerPoint™ slides but ask them to develop their own scripts that need to be tailored according to individual client characteristics. 

Role play scenarios: 

The following scenarios can be acted upon by the participants. One should act as a doctor/counselor and the other as the client. Note that these role-plays are to train or improve their skills in asking same-sex/bisexual behavior in any male. 

a. A 25-year-old unmarried masculine-looking male comes for HIV testing and the doctor/counselor needs to conduct HIV/STI risk assessment in this person. How the counselor/doctor will proceed to ask sexual behavior of this client? 

b. A 30-year-old married male comes with STD symptoms and was asked to see the counselor first. How the counselor will take sexual history in this client? (If the training is for doctors, ask how they will ask sexual history in this patient?) 

Note: This role-play should focus more on taking sexual history and not STD history. 

c. A 23-year-old male comes for HIV counseling and informs that he has had sex with males in the past. How do you take a comprehensive sexual history? 

Key points to keep in mind: 

- Same-sex or bisexual behavior can be present in males who are masculine or feminine, young or old, single or married. 

- A self-proclaimed homosexual male can also have sex with females. 

- Not all the men who have homosexual orientation have anal sex. 

- Sex between a man and woman may also involve oral or anal sex. 

- A heterosexually married male may also be having sex with males (bisexual behavior). 

- A person with gay or Kothi identity can be heterosexually married. 

- If a male acknowledges same-sex or bisexual behavior enquire about both male and female steady partners to facilitate partner screening and treatment. 

SEXUALLY TRANSMITTED DISEASES (STD) – BASICS 

SEXUAL PRACTICES 

Key points:
- Counsellors should be able to understand that any type of sexual practices, if not limited by the absence of a particular anatomical part, can occur between any one (man and man, man and woman, man and Hijra, woman and woman) except probably the peno-vaginal sex which happens between a man and a woman. 

- Persons of any sexual orientation can practice any of the sexual practices. For example, anal sex can be practiced between a man and a woman. A gay-identified man can have vaginal sex with a woman. 

Unprotected anal sex (whether between two men or between a man and a woman) has highest risk of HIV infection. This is followed by unprotected peno-vaginal sex (medium risk of HIV infection) and unprotected peno-oral sex (low risk of HIV infection). 

SEXUAL HISTORY TAKING, SEXUAL PRACTICES AND HIV RISK-REDUCTION COUNSELING 
ADDRESSING SAME-SEX/BISEXUAL BEHAVIOR IN HIV/STI RISK ASSESSMENT 

Objective: To understand the various risk-reduction options available for the various sexual practices (“risk” here refers to risk of acquiring or transmitting HIV or STI) to provide appropriate risk-reduction information to the clients/patients. 

During STI/HIV risk assessment or in a regular sexual health screening, a significant proportion of doctors and counselors may not take sexual history in detail for a variety of reasons which could be due to: 

• Embarrassment 

• Feeling that they are not adequately trained in asking sex-related questions 

• Fear of the emotions generated by such a discussion 

• Awkwardness with sexual language 

However, when doctors and counselors do not ask about same-sex/bisexual behavior in their male clients, they are losing crucial opportunities to provide HIV/STI prevention education to these persons from marginalized populations. 

Thus, irrespective of whether a person has sex with males, females or both, a detailed sexual history is important for all patients because it provides information that 

• Identifies those at risk for sexually transmitted diseases, including HIV; 

• Directs risk-reduction counseling; and 

• Identifies what anatomic sites are suitable for STD screening. 

Asking about same-sex/bisexual behavior in males 
1. Ask about same-sex behavior/bisexual behavior in all male clients 
Counselor should not limit asking their clients about same-sex behavior only if they appear ‘feminine’. Men who have sex with men can be masculine or feminine and hence one should not consider gender expression (behaving/appearing in a masculine or feminine manner) to be indicative of behavior. 

2. Ask about same-sex behavior even in married men 
There should be no assumptions that heterosexually married men cannot be having sex with men. MSM may or may not be heterosexually married. Thus even in married men, one has to ask about same-sex behavior. 

3. Ask about same-sex behavior across all age groups 
Don’t assume that only male youth will be involved in same-sex behavior, MSM belong to all age groups just like heterosexual men. 

4. Ask about heterosexual behavior in self-identified homosexual men 
Even if a male client openly comes out as that he is having sex with men and/or self-identifies as a homosexual man (‘Kothi’ or ‘gay’), the counselor or doctor needs to ask whether he also has female partners. This is because even self-identified homosexual men often have female partners and eventually may get married heterosexually to fulfill family and societal expectations. Knowing about steady female partners of these men are thus important for referral services and discussing about partner treatment/testing if the client has STI or HIV. 

5. Ask about male steady partners of self-identified homosexual men 
Among those who admit having had same-sex behavior ask whether they have long term steady partners (Kothi-identified MSM may call these steady partners as ‘Panthis’). Again, this has relevance in relation to partner testing/treatment 

Eliciting history of same-sex/bisexual behavior in a male: Some scripts 
There are a variety of ways to make the male client feel comfortable about talking about his same-sex/bisexual behavior. For this, developing an appropriate level of trust and rapport during the initial interactions is of importance. 

One example: 
Counselor/Doctor: When did you last have sex? 

Male Client: About a week ago 

Counselor/Doc: With whom? 

Client: …With a lady in my neighborhood. 

Here the interviewer starts with asking when he had sex and with whom. There were no assumptions about the gender of the sexual partners. Even if the male client tells he has had sex with a female it is important to tactfully ask about same-sex behavior in a nonjudgemental manner. 

Counselor/Doctor: You said you have had sex with many women. Have you ever had sex with men? 

Male Client: (Pauses)….It was about six months ago.. 

Thus, here the interviewer did not assume that the male client was having sex only with females but asked whether he had sex with any men. If the client feels that the counselor is asking the question in a nonjudgmental manner he is more likely to be honest about whether he has sex with other men. 

Now having asked about same-sex/bisexual behavior in your male clients, the next step is to ask about what kind of sexual practices they practice. 

Asking about various sexual practices 
It is important to know the types of sexual practices and condom use associated with them so that one can assess the risk of STI and HIV associated with various sexual practices and also to provide appropriate HIV risk-reduction counseling. 

You can start by saying, “I am going to be more explicit about the kind of sex you have been having over the last three months (can be any relevant time duration) so I understand your risks for STDs and HIV” 

“You said you have had sex with women and men. What kind of sexual practices have you had with men (and women).” [You can either list the important penetrative sexual practices or ask individually one by one] 

“Do you have vaginal sex, meaning “penis in vagina sex”? 
If answer is yes, “Do you use condoms: never, sometimes, most of the time or always for this kind of sex?” 
“Do you have anal sex with men (and women), meaning “penis in rectum/anus sex” If answer is yes, “Do you use condoms: never, sometimes, most of the time, or always 
for this kind of sex?” 
If yes to above: 

When having anal sex, do you insert your penis into your partner or does he insert his penis into you? Or both? 
“Do you have oral sex with men (and women), meaning “mouth on penis/vagina”? 
For condom answers: 

If answer is “never”, then: “Why don’t you use condoms?” 
If answer is “sometimes”, then: “In what situations, or with whom, do you not use condoms?” 
SEXUAL PRACTICES 
(Compiled by: Venkatesan C) 

For simplicity, we can classify sexual practices as penetrative and non-penetrative. 

Penetrative sexual practices 
Penetrative sexual practices usually involve contact with semen or vaginal fluid and may lead to minor abrasions in vaginal or anal mucosal membrane, all of which pose a risk of acquiring or transmitting HIV (or STI). 

Peno-vaginal Intercourse (“Vaginal sex”) 
Insertion of the erect penis into the vagina, followed by rhythmic movement often leading to orgasm. 

Anal intercourse (Anal) sex 
Insertion of the penis into the rectum/anus. This sexual practice can happen between two men or between a man and a woman. The man who inserts the penis is called ‘insertive partner’ and the person (man or woman) who receives is called “receptive partner”. In sex between men, insertive and receptive roles can change with the same partners or with different partners. 

Fellatio (Peno-oral sex, oral sex on a man or simply referred to as “oral sex”) 
Stimulation of the penis using the lips, mouth, or tongue. This can be practiced between two males or between a man and a woman. Practice may or may not be continued to orgasm, and the partner may or may not swallow the ejaculate. 

Cunnilingus (Oro-vaginal sex or “oral sex on a woman” or simply referred to as “oral sex”) 
Stimulation of the external genitals of the woman with lips, mouth, or tongue. This practice may or may not be continued to orgasm. 

Anilingus (Oro-anal sex or “rimming”) 

Oral stimulation of the anal area. 

(Insertion of fingers into the rectum or vagina is called “fingering” and Insertion of hands is termed “fisting.”) 

Non-penetrative Sexual /Erotic practices 
Cybersex 
Sex-related activities involving the Internet. Includes sexual fantasy between individuals or groups through games, chat rooms, bulletin boards, instant messaging services, and other sources. 

Phone-sex: 
Using fantasy and erotic talk on the phone with a partner. 

Body rubbing (“Body sex”) 
Rubbing bodies together, especially sexual organs (“Frottage”), sometimes leading to orgasm. 

Interfemoral intercourse (“Thigh sex”) 
Inserting and moving the penis between the thighs. 

Erotic fantasy 
Reading, watching, imagining, telling, or acting out erotic fantasies with or without a partner. 

Erotic massage 
Sensual and sexually arousing body massage, which sometimes includes stimulation of the sexual organs with hands, body, or mouth. 

Foreplay 
Sexual activity including caressing, touching, stroking, kissing (dry or French), massaging, breast sucking, and other types of bodily contact that promotes sexual excitement (erection or vaginal lubrication). This type of sexual activity may or may not lead to orgasm and does not necessarily lead to sexual intercourse. 

Masturbation (Self/Mutual) 
Manual or other nonpenetrative stimulation of oneself (self-masturbation) or a partner for sexual pleasure (Mutual masturbation). Under some definitions, it may also include penetrative stimulation of oneself. 

Group sex (Orgy) 
Simultaneous sexual activity among more than two people. 

Sex toys 
Objects used for or designed for enhancing sexual pleasure (including dildos, vibrators, and implements used for bondage). 

SAFER SEX/ HIV RISK-REDUCTION OPTIONS 
(Compiled by: Dr. Venkatesan C) 
Relative risk of HIV transmission/acquisition in unprotected anal, vaginal and oral sex: 
Unprotected anal sex whether between two men or between a man and a woman carries the highest risk of transmission or acquisition of HIV if one of the partners is HIV-infected. In anal sex, the efficiency of transmission of HIV from an insertive to receptive partner is more than that from receptive to insertive partner. 

Unprotected vaginal sex, when compared to unprotected anal sex, carries a moderate risk of HIV transmission or acquisition when one of the partners is HIV-infected. 

Unprotected peno-oral sex (“oral sex”) carries a relatively lower risk compared to unprotected anal or vaginal sex. 

Risk-reduction Options 
1. Anal sex 
• To always use male condoms during anal sex together with sufficient quantity of water-based lubricants. 

• Double condoms may lead to slippage and thus are not necessary. Single good-quality condom if properly used is sufficient. 

• Some gay men may try female condoms for anal sex, but they are not widely used. 

(Condom-negotiation skills need to be taught to MSM and Hijras) 

2. Vaginal sex 
• Male condoms to be used correctly and consistently. 

• Female condom can be used by females. (Instructions on how to use to be given) 

• Water-based lubricants can also be used for additional pleasure. 

3. Oral Sex (Fellatio) 
• Flavored condoms (in strawberry, chocolate, vanilla flavors) are available, which can be used 

• If ordinary pre-lubricated condom is available then after wearing the condom the lubrication can be wiped out with a clean cloth and then oral sex can be performed 

• If condoms are not used, then the following are the various options with different degrees of risk: sucking the shaft of the penis only with out touching the glands penis (thus avoiding contact of pre-cum and semen); taking out the mouth before the 

partner ejaculates (but keep in mind there is some risk of HIV through contact with pre-cum); swallowing the ejaculate; and spitting out the ejaculate. 

Note: It is better not to brush teeth immediately before (and after) oral sex since it may lead to minor abrasions in the oral cavity facilitating the entry of HIV. 

4. Anilingus: (“Rimming” or Oro-anal sex) 
Dental Dam or Oral dam can be used. May be available at the dental pharmacies. 

5. Cunnilingus (Oral sex on female) 
Dental Dam or Oral dam can be used. 

6. Fingering 
Finger gloves (“finger cots”) can be used. (Not widely available in India). Some may use thin hand gloves. 

Sexual risk-reduction counseling for HIV-positive persons Safer sex counseling is the same for persons who are HIV-negative or positive (or whose HIV status is unknown). 

Identify and correct misconceptions among HIV-positive persons regarding risk of HIV transmission. 

Convey the following messages: 

• Highly active antiretroviral therapy (HAART) does not eliminate the risk of transmitting HIV to others. 

• A person with undetectable viral load can still transmit HIV infection 

• A person with HIV-2 infection needs to use condoms even though HIV-2 is “less infectious”. 

• “Nonoccupational postexposure prophylaxis” (taking antiretrovirals after an unprotected sex so as to prevent HIV infection) is of uncertain effectiveness for preventing infection in HIV-exposed partners. 

Explain how safer sex practices will help HIV-positive persons 
• Prevention of acquiring new STDs since STDs can accelerate progression to AIDS 

• Prevention of superinfections with other HIV type/strains (virulent and drug-resistant) 

Questions to ponder: 

a. This sexual practice can occur between whom: man and man, man and woman, man and Hijra, woman and woman? 

b. What is the relative risk of HIV through this unprotected sexual practice? (Three stars for highest risk, two stars for medium risk and one star for low risk) 

c. What types of STDs can be transmitted or acquired through this unprotected sexual practice? 

d. How to reduce the risk of acquiring or transmitting HIV or STDs through this sexual practice? 

DO’S AND DON’TS FOR COUNSELORS 
While counseling male clients who report any same-sex behavior 
(Compiled by: Paige Passano, Venkatesan Chakrapani) 

THINGS TO DO 
1. Risk Reduction: 
• Ensure that he understands the difference in risk of acquiring HIV from unprotected anal and oral sex. (High vs. low risk.) 

• If he practices anal sex, explain and demonstrate lubricant use with condom. 

• If he practices anal sex, besides information about consistent condom use and lubricants, also provide information about alternative ways to enjoy sex – like mutual masturbation, thigh sex, and oral sex with condom. 

• Make sure he understands that applying oil on condoms can increase the chances of slippage or breakage. 

• Oral sex: Provide various options - Talk about using ‘ordinary’ condoms (suggest wiping off the lubrication with a cloth); talk about using flavored condoms; if condoms not used - to avoid ingesting semen; and not to brush teeth before having oral sex (if unprotected) 

• Provide all safer sex options, even if the client says he is going to follow abstinence. 

2. Sexual Partners 
• Assume all males are bisexuals and question about bisexual behavior irrespective of whether they first mention about having had sex with same-sex or opposite sex partner. 

• Provide safer sex information for various penetrative practices (at least for vaginal and anal sex) even if the client has mentioned about having had only vaginal or anal sex (Since past sexual practices do not predict future sexual practices and some may hide information about having had anal or vaginal sex) 

• Emphasize that condoms should be used in penetrative sexual practices with male or female even if the client has mentioned about having had sex only with male or female (Since past sexual behavior do not predict future sexual behavior and some may hide information about having had sex with males or females) 

• Find out if he has a primary partner (male or female or both) and discuss condom use and negotiation with those partner(s). 

• Encourage him to refer his partner(s) to a voluntary counseling and testing center. 

3. Comfort Levels of Client 
• Tell him that he doesn’t have to answer questions that make him uncomfortable. 

• If client feels ashamed of his sexual behavior, let him know that it is fine to talk about it, and that having anal/oral sex with a male or female is not abnormal. 

• Talk to him about his support network (family/friends/steady partner) 

4. STIs 
• Tell him STI symptoms can appear on the genitals, around the anal area, or in the back of the throat (from unprotected oral sex) and are sometimes not noticed by the client. Encourage visit to STI doctors. 

• If our doctor is not available, discuss with the client about the importance of seeking STI treatment from a qualified doctor. 

THINGS NOT TO DO 
(Remember ‘counseling’ is about assisting clients in taking decisions and not to take decisions for them. Also, we do ‘risk-reduction’ counseling and not aiming at ‘risk-abolition’.) 
1. DON’T probe too deeply about why he has sex with other men or how he started this behavior. Focus on his current situation and how to reduce his risk. 

2. DON’T ‘recommend’ homosexual men to stop having anal sex since unprotected anal sex is riskier. Note: Whether it is vaginal or anal sex, if unprotected, both carry risk. Hence counsel about safer sex irrespective of the type of sexual practices. 

3. DON’T ‘recommend’ homosexual men to stop having sex with men since ‘it is risky’ and hence asking him to start having sex with females. 

4. DON’T ‘recommend’ to bisexual men that since sex with men is risky, it is better to have sex only with female partners. 

5. DON’T offer ‘getting married to a female’ as one of the risk-reduction options. However, do talk about practicing safer sex with any type of partner even if he gets married to a female. 

6. DON’T make him feel that his sexual behavior is unusual. If he says something that surprises you, respond objectively. 

7. DON’T probe too deeply about the risk behavior of his partners if it is clear that he doesn’t know many details about his partners (i.e., he had anonymous partners) 

SEXUAL RISK-REDUCTION INFORMATION FOR HIV-POSITIVE PERSONS 
Key points: 

Risk-reduction counseling discussed above applies for anyone – whether that person is HIV-negative, positive or of unknown status. Hence, emphasize to the participants that: 

- One should not assume that HIV-positive persons who know their status are not sexually active 

- Many HIV-positive persons who are sexually active may take adequate measures to prevent transmission of HIV to others. However it is important to assist HIV-positive persons in practicing safer sex. 

- The importance of safer-sex practices should be emphasized not only to prevent transmission to others but also to protect their own health (see this topic in the participant resource handbook for details) 

LEGAL ISSUES 
 LEGAL STATUS OF HOMOSEXUALITY IN INDIA 
This section taken from: Venkatesan Chakrapani, Ashok Row Kavi, L Ramki Ramakrishnan, et al. HIV Prevention among Men who have Sex with Men (MSM) in India: Review of Current Scenario and Recommendations. Apr 2002. www.indianGLBThealth.info 
“If a husband and wife have oral or anal sex in their private bed room with mutual consent, whether that would be considered as a criminal act?” Answer: Yes, It is. 

(Proceed to brief about section-377 IPC) 

b. Ask the participants whether they think ‘homosexuality’ is criminal in India? 

Answer: “Homosexuality’ per se is not criminal but any ‘carnal intercourse against the order of nature’ (apparently referring to ‘non-procreative sex’) between two men or between a man and woman is considered criminal. 

(Then brief about Section-377 IPC) 

Indian culture has been familiar with same sex eroticism for centuries. But the former British rulers found this repulsive, and declared it a crime in the Indian Penal Code (IPC), which was enacted in 1861. IPC Section-377, originally drafted by Lord Macauly in the early 1830s, reads: 

“Unnatural offences: Whoever voluntarily has carnal intercourse against the order of nature with either any man, women or animal shall be punished with imprisonment for life, or with imprisonment of either description for a term which may extend to 10 years, and shall also be liable to fine. Explanation - Penetration is sufficient to constitute the carnal intercourse necessary to the offence described in this section" (ABVA, 1991, Lawyers collective, 2000). 

The exact scope of this vague definition - "Carnal intercourse against the order of nature" -has generally been interpreted to include acts of anal sex as well as oral sex between males. The possibility of this definition being extended into heterosexual acts of anal or oral sex also exists but has not been tested. Consent of the other party is completely irrelevant for conviction but it may be a relevant consideration while fixing the quantum of punishment. It must be pointed out that homosexuality per se is not an offence, and an "act" of unnatural intercourse has to be proved. Though the law makes only anal (and possibly oral) intercourse between two individuals a crime, in practice and in effect it criminalizes homosexuality. 

The legal status of homosexuality in the Indian Armed Forces follows the model set by section 377. Section 46 of Chapter VI Offences, of the Army Act, 1950 states: “Any person subject to this act who is guilty of any of the following offences, that is to say - a) is guilty of any disgraceful conduct of a crude, indecent or unnatural kind - shall on conviction by court-martial, be liable to suffer imprisonment for a term which may extend to seven years or such less punishment as is in this Act mentioned.” Similar provisions exist in the Air Force Act, 1950 (ABVA, 1991). 

Sec.377, which criminalizes homosexual behavior, is today responsible for the denial of various fundamental rights like life and liberty, health, privacy, speech, movement, etc., to the sexual minorities. The denial of these fundamental rights to sexual minorities lead to their enhanced vulnerability to HIV/AIDS by making them highly invisible and unreachable for HIV prevention education and for providing sexual health related services. It has also resulted in low self-esteem (which indirectly decreases condom use and increases risky sexual behavior), discrimination in employment, vilification, threats of physical violence, extortion of money from police, etc. 
It is now an accepted postulate that the only way of protecting vulnerable populations from HIV/AIDS is by protection and promoting their rights, so that they are in an empowered position to protect themselves. However, due to S.377 IPC, effective interventions are rendered difficult because dissemination of information on anal and oral sex, distribution of condoms, etc. could be construed as abetment of a criminal act. 

Many countries including the United Kingdom have decriminalized adult consensual homosexual acts. In India, however the same old British law is being followed blindly with out any inclination to reexamine it. Recently, the Law Commission of India (LCI) has examined this issue while reviewing ‘rape laws’ and recommended changes to the existing laws. The LCI 172nd report has included in its recommendation the repeal of section 377 and has expanded the term ‘rape’ i.e., penetration of the vagina, anus or mouth with the penis, to any other part of the body. This report is a mere beginning and has not comprehensively dealt with this issue. Many human rights groups, GLBT groups, Child rights groups, and Women’s groups are debating upon the LCI deliberations. They are trying to find out inadequacies in the LCI recommendations and to propose necessary changes. 

Elimination of sodomy laws and legalization of marriage among gay men and lesbians are considered as one of the environmental structural interventions in HIV prevention (Kim M Blankenship et al, 2000). Hence it is high time that all discriminatory legislations on homosexual behavior be repealed in India in line with many European countries. 

LEGAL STATUS OF TRANSSEXUALISM AND SEX REASSIGNMENT SURGERY IN INDIA (Dr. Venkatesan C, Dec 2004. www.indianGLBThealth.info) 

In 1871, the British enacted the Criminal Tribes Act, 1871, under which certain tribes and communities were considered to be ‘addicted to the systematic commission of non-bailable offences’. These communities and tribes were perceived to be criminals by birth, with criminality being passed on from generation to generation (PUCL-K, 2003). In 1897, the Criminal Tribes Act of 1871 was amended and under the provisions of this statute, a eunuch was ‘deemed to include all members of the male sex who admit themselves or on medical inspection clearly appear, to be impotent’. The local government was required to keep a register of the names and residences of all the eunuchs who are ‘reasonably suspected of kidnapping or castrating children or of committing offences under Section 377 of the Indian Penal Code’. Any eunuch so registered who appeared ‘dressed or ornamented like a woman in a public street…..or who dances or plays music or takes part in any public exhibition, in a public street……[could] be arrested without warrant and punished with imprisonment of up tom two years or with a fine or both’. (PUCL-K, 2003). Even now these archaic laws remain in the Indian Law books. Hijras are also harassed by police by threatening to file a criminal case under Sec- 377 IPC (see above). 

Currently the Indian legal system is silent on the issue of sex change operations. Section 320 of the Indian Penal Code (IPC), ‘emasculating’ (castrating) someone is causing him ‘grievous hurt’ for which one can be punished under Sec 325 of the IPC. Thus technically speaking even if one voluntarily (with consent) chooses to be emasculated, the doctor is liable for punishment under this provision and the person undergoing emasculation could also be punished for ‘abetting’ this offence. However under Sec 88 of IPC an exception is made in case an action is undertaken in good faith and the person gives consent to suffer that harm. The section reads: “Nothing which is not intended to cause death is an offence by reason of any harm which it may cause or intended by the doer to cause any person whose benefit it is done in good faith, and who has given a consent…to suffer that harm, or to take the risk of that harm. 

In reality, however, the legal process is set in motion by someone filing either an FIR in the concerned police station or by filing a private complaint. This does not happen in the case of SRS/castration as both the doctor and patient are consenting parties to the transaction, and it is extremely unlikely that they will activate the criminal law process. Thus there is no documented case in India of doctors and patients having been prosecuted for causing grievous hurt or abetting the causing of grievous hurt through SRS. In the unlikely case that such a process is activated, a qualified doctor who does SRS would be protected by the general exception under the section 88 of the IPC. But emasculation is considered a criminal offence – whether done by oneself or another person and irrespective of the consent. The legal status of sex change surgery should be clarified and this surgery should be offered in government hospitals so that Hijras do not need to go to unqualified medical practitioners for having their sexual organs removed. This can prevent complications because of bad surgical procedures followed by quacks. 

SECTION-D: GUIDELINES FOR AGENCIES PROVIDING CLINICAL OR COUNSELING SERVICES TO MSM 
1. Creating a welcoming environment: 
- Posters suggesting that it is safe to disclose sexual orientation, gender identity and sexual practices of all kinds. 

- Make available brochures and other materials that are also appropriate to MSM and Hijras. 

- Visible non-discrimination statement stating that equal care will be provided to all patients, regardless of age, physical ability, sexual identity, gender identity and sexual practices. 

- Visible statement on confidentiality issues. 

- Positive attitude and warm welcome by the reception staff. 

2. Guidelines for intake forms and client-provider interactions: 
- Have inclusive intake and assessment forms and procedures suitable to meet the needs of MSM. 

- Encourage openness. 

- Developing rapport and trust with some proportion of MSM may take longer and require added sensitivity from the provider. 

- Do not make assumptions about understanding ability of the clients. If in doubt, ask. 

- Reflect clients’ language and terminology about their partners and behaviors. 

- Discuss sexual health issues openly with any clients. 

- Be aware that sexual identity and sexual behavior of a client may or may not correlate. 

- Be aware of possible heterocentric (heterosexist) or discriminatory language when discussing sexual practices and safer sex. 

3. Language: 
- Listen to your clients and how they describe their own identity, partner(s) and relationship(s), and reflect their choice of language. 

- The key if to follow the client’s lead about their self-description (which builds respect and trust) 

- Respect transgender patients by using appropriate pronouns for their gender expression. 

4. Specific issues: 
- Determine the degree to which the client is ‘out’ to their family members, friends employers, etc. 

- Conduct violence screening. 

5. Other: 
- A unisex ‘restroom’ may be beneficial in the clinic or counseling waiting room 

- Having openly gay/Kothi or Hijra staff (of any rank) may be helpful. 

- Have and review written policies, procedures, and forms regularly to ensure that they explicitly address issues of clients and staff who are MSM. 

- All employees need to understand that discrimination against sexual minorities (or any client), whether overt or subtle, is as unacceptable as any other kind of discrimination 

- Provide ongoing training to staff on sexual diversity, harassment and anti-discrimination training as they pertain to an agency’s services. 

DEVELOPING ACTION STEPS TO IMPROVE PROVISION OF QUALITY HEALTH CARE SERVICES TO MSM 

Template to assist the participants in preparing the action plan: 
(Adapted from: Leslie Rae, 2004. www.businessballs.com) 

1. What are the items that you learnt from this training you intend to implement? 

2. By which targets will you measure progress? 

3. What barriers might impede your implementation? 

4. How will you avoid or negate these barriers? 

5. When do you intend to start implementing the item? 

6. By when do you intend to complete the implementation of the item? 

7. What resources (people, extra skills, etc.) will you need to complete the implementation of the item? 

8. What benefits do you hope will result from your actions (to you and your clients)? 

9. When will you and your senior or manager meet a) to discuss the implementation of your plan and b) to review the progress of this action? 

10. Any other comments (continue on a separate sheet if necessary): 

Some examples of action steps: 
- Will routinely ask same-sex/bisexual behavior even among married masculine-looking men 

- Will talk about female partners even with men who have openly announced they have sex with other men or ‘gay’ 

- Will ask my program manager to have pamphlets addressing same-sex behavior in our STI/HIV educational materials 

What the NGOs/CBOs can do to improve access to health care of sexual minorities? 
• Build the capacity of NGO staff to effectively deal with the concerns and issues of MSM. 

• Address same-sex/bisexual behavior in the prevention and care programs of the NGOs. 

• Conduct ongoing documentation of stigma and discrimination and use of that information as an advocacy tool. Documentation of best practices and innovative strategies in decreasing stigma and discrimination. 

• Do advocacy with the local health management team of hospitals – to organize sensitization/training programs and to have non-discriminatory policies 

• Advocate with the state Directorate of Medical Education and Medical University management to include the health issues of sexual minorities in the medical curriculum 

 Advocate with the local branches of professional organizations to conduct sensitization programs for health care providers in their constituencies 

• Educate the health care providers in one-to-one encounters in an appropriate manner 

• Organize sensitization programs for health care providers by themselves or with the help of community-friendly agencies or health care providers. 
• Advocate for the formulation of a national health strategy (especially sexual health/HIV) for the sexual minorities – in consultation with the community

Colloquial/ Vernacular phrases:
	Sr No.
	Farsi Words
	Meaning

	1
	Khariya
	Money.

	2
	Varla
	Police man

	3
	Khobalo
	Non Vegetarian food item

	4
	Ghatti No
	Dirty.

	5
	Kade Kar
	Stop, Caution, Alert.

	6
	Bilu
	Danger, Something wrong.

	7
	Akhwai
	Non- Castrated.

	8
	Narvan
	Castrated.

	9
	Pilvai
	Gold.

	10
	Pag- e - Lagiye
	Greetings, to say Hello.

	11
	Dhoravu
	To have sex.

	12
	Dhaman
	Ass, Butt.

	13
	Nikkam
	Penis.

	14
	Chandravu
	To appeal for Sex, attract person for sex.

	15
	Bili Padi
	To get angry.

	16
	Joban
	Good.

	17
	Lugaro
	To fight.

	18
	Lugi Gayi
	To Die.

	19
	Theekaraa
	To clap hands very hard.

	20
	Lugaru
	To make noise by clapping hands very loudly.

	21
	Khuman
	Oral Sex.

	22
	Vetalu
	Food.

	23
	Bhusko
	Panthi, Ghadiyo, Male partner.

	24
	Fadiya
	Rs. 50/-

	25
	Ek Pothu
	Rs. 100/-

	26
	Ardhu Bharvalu
	Rs. 500/-

	27
	Ek Bharvalu
	Rs. 1000/-

	28
	Khamaliya
	To take money from TG whose partner doesn’t earn.

	29
	Phoe Padi
	To come without prior information, notice.

	30
	Khansavu
	To drive away.

	31
	Natu
	To hide.

	32
	Nagla
	Term used to refer to a Muslim client in public places.

	33
	Cinthol
	Term used to refer a Hindu client in public places.

	34
	Khanu
	Urinal or place to urinate.

	35
	Bhengara
	Marriage

	36
	Lal Ma/ Hijara
	Trans gender, Enoux.

	37
	Dhani
	Term used to refer husband or regular partner.

	38
	Bhaaji/ Bazaar
	Term used to denote a person who has many sexual partners.

	39
	Fuggo/ Chocolate
	Condom.

	40
	Khansee Ja
	To tell a person to go away or leave.

	41
	Nirma
	Fluid or semen secreted after sexual intercourse.

	42
	Chissu
	Nice, good.

	43
	Adial
	Long and good size of Penis.

	44
	Atti- Ghatti
	Tell lies, or useless person.

	45
	Nero/ Neri
	Mad or crack person.

	46
	Bhade
	Some one is very open about one’s sexuality in public.

	47
	Ghar Khaniyo
	WC or wash room.

	48
	Sutak
	 To urinate.

	49
	Bhondu
	Someone who is obese or has large tummy.

	50
	Vasudi/ Shepu/
Rajibai/ pucchi
	Vagina.

	51
	Kulakshini
	Someone with bad character.

	52
	Naspiti
	Someone with bad Omen.

	53
	Khaodi
	Cheating.

	54
	Gumdu
	Someone who sits ideal and just talks on things which make no sense.

	55
	Katthan Loat
	Useless person.

	56
	Lali vetva Javu
	To go to drink tea.

	57
	Vatal
	 Anus.

	58
	Pun 
	To go for sex work.

	59
	Jog 
	Hair.

	60
	Nirko Takvo
	To drink Alcohol.

	61
	Billu
	Punjabi Client.

	62
	Ekdum/ Tikdum
	Term used to refer Marathi client in public places.

	63
	Khudo
	Old man/ client.

	64
	Chinal/ Vaishya
	Prostitue.

	65
	Dabbi/ Mindi/ Meethe Chaval/ Gud/ Leeti/ Aapa Jaan/ Teeri
	Kothi

	66
	Katoees
	Hijara.

	67
	Khanjar
	Used to refer to male partner of Kothi when he has anal sex with Kothi.


COUNSELING MEN WHO HAVE SEX WITH MEN:

                               BACKGROUND
 HISTORY: 

              Sex between men occurs in every society. Despite the recent focus on multiculturalism and diversity within the counseling field, the transgender population has been given insufficient attention in research and in counselor training. Although gay, lesbian, and bisexual issues are beginning to receive much needed attention in multicultural texts and professional journals (e.g., the 1998 special issue in The Counseling Psychologist, the recent publication by the American Psychological Association titled Handbook of Counseling and Psychotherapy With Lesbian, Gay, and Bisexual Clients, by Perez, DeBord, & Bieschke, 2000), discussion of transgender issues is rare in such publications. For the most part, mental health practitioners' views about transsexuals, transvestites or cross-dressers, and others with transgender status have "not been informed by objective empirical research" (Fox, 1996, p. 31). Consequently, counselors are ill-prepared to meet the needs of such clients. The purpose is to inform counselor educators, counselors, and supervisors about the salient clinical issues that arise when working with transgendered clients. Specifically, the following areas are addressed: (a) the emerging and evolving definition of the transgender community, (b) clinical issues and interventions for use with transgendered clients, and (c) the presentation of an actual case that details the progression of personal therapy with a transgendered client. 
EVOLVING DEFINITIONS 

The term transgender was coined in the late 1980s by men who did not find the label transvestite adequate enough to describe their desire to live as women (Prosser, 1997). Alternately, the term transsexual was deemed inappropriate because many nontraditionally gender-identified persons did not necessarily want to reconfigure their bodies surgically and hormonally and did not share the desire to "pass," or to fit into normative gender categories of male and female. Included in the full spectrum of people with nontraditional gender identities are pre- and postoperative transsexuals, cross-dressers or transvestites, intersex persons, and those who are disinterested in passing. Among the many terms used interchangeably to describe this community are transgendered persons, gender-variant persons, and trans persons. 

Today, the continued proliferation of identifying terms within the transgender community, including gender-bender, gender outlaws, gender trash, gender queer, transsexual lesbian, and so forth, reflects the diversity within this community as well as the ongoing struggle for self-definition. Novelist Leslie Feinberg (1998), who is transgendered and an activist for this community, observed that "our lives are proof that sex and gender are much more complex than a delivery room doctor's glance at genitals can determine, more variegated than pink or blue birth caps" (p. 5). 

For many counselors, these variations in terms and identifications within the transgender community are confusing. We have found Eyler and Wright's (1997)"nine-point gender continuum" (p. 6) to be a helpful framework for us to organize our understanding of the multiplicity of gender identifications that exist. Eyler and Wright's continuum depicts possible gender identities ranging from "female-based" identities to "male-based" identities, with "bigendered" identities (defined as alternating between feeling/behaving like a woman and feeling/behaving like a man) in the center. 

Attempts to estimate the prevalence of transgendered persons have been problematic because such efforts have been based on counting persons who request surgical reassignment of their sex and who therefore would very likely be considered transsexuals (Ettner, 1999). Ettner (1999) maintained that the prevalence of persons with "gender dysphoria," defined as psychological discomfort with one's biological sex, is "grossly underreported" (p. 28). She indicated that estimates vary from a range of 3% to 5% to a range of 8% to 10% of the general population. Whatever the figures, it is likely that mental health care providers will encounter at least one transgendered client at some point in their professional career (Ettner, 1999).
As a counselor, it is important to:

· Understand that sex between men is not a ‘new fashion’ that has been brought in from other, western cultures.
· Do some basic research about the history of sex between men in your culture and the words that are currently used by your community.

· Talk to men who are open about having sex with men and find out how they understand themselves as sexual beings. 
WHO ARE MEN WHO HAVE SEX WITH MEN?

Men who have sex with men (MSM) might be young or old, rich or poor, black or white. They might be educated or illiterate, from an ethnic majority or minority.

Some men have sex with men just once or twice, and in very specific circumstances. Others have long-term sexual and emotional relationships that are central to their lives.
Whatever the case, very few men in Indian society admit publicly that they have sex with other men. In particular, very few gay men feel able to freely act out their desires. This is for many reasons, including the social pressures and stigma that they face. However, despite being ‘invisible’, MSM do not live separate lives. They are part of our communities. They are our sons and brothers, fathers and friends, work colleagues and passers-by.
WHY DO MEN HAVE SEX WITH OTHER MEN?

Men have sex with other men for many different reasons. These include:

· Preference: They are attracted to another man and enjoy having sex with them.
·  Circumstances: Some men have sex with men because of their situation. For example, they might need or want rewards, such as the money, gifts or support that such relations can bring.
· Lack of women: Some men have sex with men because no women available and they want to release sexual tension. For example, they might be prisoners or migrant workers living in a single-sex hostel.
· Force: Some are forced to have sex by men who want to release their sexual tension, carry out punishment, or establish power.

As a Counselor it is important to:

· Understand that man might have sex with men for different reasons during stages in his life.

· Recognize that two men might have sex for different reasons. For example, one might do it for pleasure and the other for money.
ARE ALL MEN WHO HAVE SEX WITH MEN ‘GAY’
?
Some MSM consider themselves to be homosexuals or ‘gay’. This means that they are primarily attached to other men. They might be open and proud about their sexual orientation, or secretive and ashamed.
However, the other MSM consider them to be bisexual (attracted to both men and women) or heterosexual (primarily attracted to women). Again, they might have different feelings about their sexual orientation.
The term ‘SEXUAL ORIENTATION’ means the biological sex that a person is attracted to.
‘SEXUALITY’ refers to a person’s sexual identity, sexual orientation, sexual behavior, and sexual preferences.
As a Counselor, it is important to:

· Understand that sexual orientation is an area of uncertainty for many people. While some men are very clear about who they are attracted to and why, many others are not.
·  See sexuality as range of possibilities, rather than fixed labels. People’s sexual identities and behaviors often change, depending on their needs and desires and the situations.
· Understand that there can be big difference between that an MSM does and what he feels. For example, he may appear to be happily married, but may really prefer to have sex with men. 
	Men Who Have Sex with Men

Some MSM are at high risk for HIV infection and other viral and bacterial STDs. Although the frequency of unsafe sexual practices and reported rates of bacterial STDs and incident HIV infection has declined substantially in MSM during the last several decades, increased rates of infectious syphilis, gonorrhea, and Chlamydia infection, largely among HIV-infected MSM, have been recently reported in many cities in the United States and other industrialized countries. Preliminary data also indicate higher frequencies of unsafe sex and suggest that the incidence of HIV infection may be rising among MSM in some cities. The underlying behavioral changes likely are related to effects of improved HIV/AIDS therapy on quality of life and survival, "safer sex burnout," and in some cities, adverse trends in substance abuse.

Clinicians should assess sexual risk for all male patients, which includes routinely inquiring about the sex of patients' sex partners. MSM, including those with HIV infection, should routinely undergo straightforward, nonjudgmental STD/HIV risk assessment and client-centered prevention counseling to reduce the likelihood of acquisition or transmission of HIV and other STDs. In addition, screening for STDs should be considered for many MSM. The following screening recommendations are based on preliminary data; these tests should be performed at least annually for sexually active MSM:

· HIV serology, if HIV-negative or not previously tested; 

· syphilis serology; 

· urethral culture or nucleic acid amplification test for gonorrhea; 

· a urethral or urine test (culture or nucleic acid amplification) for chlamydia in men with oral-genital exposure; 

· pharyngeal culture for gonorrhea in men with oral-genital exposure; and 

· rectal gonorrhea and Chlamydia culture in men who have had receptive anal intercourse. 

In addition, vaccination against hepatitis is the most effective means of preventing sexual transmission of hepatitis A and B. Prevaccination serologic testing may be cost-effective in MSM, among whom the prevalence of hepatitis A and B infection is likely to be high.

More frequent STD screening (e.g., at 3--6-month intervals) may be indicated for MSM at highest risk (e.g., those who acknowledge having multiple anonymous partners or having sex in conjunction with illicit drug use and patients whose sex partners participate in these activities). Screening tests usually are indicated regardless of a patient's history of consistent use of condoms for insertive or receptive anal intercourse. Providers also should be knowledgeable about the common manifestations of symptomatic STDs in MSM (e.g., urethral discharge, dysuria, anorectal symptoms [such as pain, pruritis, discharge, and bleeding], genital or anorectal ulcers, other mucocutaneous lesions, lymphadenopathy, and skin rash). If these symptoms are present, providers should perform appropriate diagnostic tests. 

HIV Infection: Detection, Counseling, and Referral
Infection with HIV produces a spectrum of disease that progresses from a clinically latent or asymptomatic state to AIDS as a late manifestation. The pace of disease progression varies. In untreated patients, the time between infection with HIV and the development of AIDS ranges from a few months to as long as 17 years (median: 10 years). Most adults and adolescents infected with HIV remain symptom-free for extended periods, but viral replication is active during all stages of infection, increasing substantially as the immune system deteriorates. In the absence of treatment, AIDS eventually develops in almost all HIV-infected persons; in one study of HIV-infected adults, AIDS developed in 87% within 17 years of infection. Additional cases are expected to occur among those who have remained AIDS-free for longer periods of time.

Greater awareness among both patients and health-care providers of the risk factors associated with HIV transmission has led to increased testing for HIV and earlier diagnosis of the infection, often before symptoms develop. Prompt diagnosis of HIV infection is important for several reasons. Treatments are available that slow the decline of immune system function; use of these therapies has been associated with substantial declines in HIV-associated morbidity and mortality in recent years. HIV-infected persons who have altered immune function are at increased risk for infections for which preventive measures are available (e.g., Pneumocystis carinii pneumonia [PCP], toxoplasmic encephalitis [TE], disseminated Mycobacterium avium complex [MAC] disease, tuberculosis [TB], and bacterial pneumonia). Because of its effect on the immune system, HIV affects the diagnosis, evaluation, treatment, and follow-up of many other diseases and may affect the efficacy of antimicrobial therapy for some STDs. Finally, the early diagnosis of HIV enables health-care providers to counsel such patients, refer them to various support services, and help prevent HIV transmission to others.

Proper management of HIV infection involves a complex array of behavioral, psychosocial, and medical services. Although some of these services may be available in the STD treatment facility, many services are often unavailable in this setting. Therefore, referral to a health-care provider or facility experienced in caring for HIV-infected patients is advised. Staff in STD treatment facilities should be knowledgeable about the options for referral available in their communities. While in STD treatment facilities, HIV-infected patients should be educated about HIV infection and the various options for available support services and HIV care.

Because multiple, complex services are required for management of HIV infection, detailed information (particularly regarding medical care) is beyond the scope of this section and can be found elsewhere.This report provides information regarding diagnostic testing for HIV infection, counseling patients who have HIV infection, and referral of patients to support services (including medical care). Information also is provided regarding the management of sex partners, because such services can and should be provided in STD treatment facilities. In addition, the topics of HIV infection during pregnancy and in infants and children are addressed. 

Detection of HIV Infection: Diagnostic Testing

Testing for HIV is recommended and should be offered to all persons who seek evaluation and treatment for STDs. Counseling before and after testing (i.e., pretest and posttest counseling) is an integral part of the testing procedure. Informed consent must be obtained before an HIV test is performed. Some states require written consent.

HIV infection usually is diagnosed by tests for antibodies against HIV-1 and HIV-2 (HIV-1/2). Antibody testing begins with a sensitive screening test (e.g., the enzyme immunoassay [EIA]). Reactive screening tests must be confirmed by supplemental test (e.g., the Western blot [WB]) or an immunofluorescence assay (IFA). If confirmed by a supplemental test, a positive antibody test result indicates that a person is infected with HIV and is capable of transmitting the virus to others. HIV antibody is detectable in at least 95% of patients within 3 months after infection. Although a negative antibody test result usually indicates that a person is not infected, antibody tests cannot exclude recent infection.

Most HIV infections in the United States are caused by HIV-1; <100 cases of HIV-2 infection have been documented. However, HIV-2 infection should be suspected in persons who have epidemiologic risk factors for HIV-2. Examples of these risk factors include persons with sex partners from West Africa (where HIV-2 is endemic), those with sex partners known to be infected with HIV-2, and persons who received a blood transfusion or a non-sterile injection in a West African country. HIV-2 testing is also indicated when clinical evidence of HIV exists but tests for antibodies to HIV-1 are not positive, or when HIV-1 Western blot results include the unusual indeterminate pattern of gag plus pol bands in the absence of env bands.

Health-care providers should be knowledgeable about the symptoms and signs of acute retroviral syndrome, which is characterized by fever, malaise, lymphadenopathy, and skin rash. This syndrome frequently occurs in the first few weeks after HIV infection, before antibody test results become positive. Suspicion of acute retroviral syndrome should prompt nucleic acid testing (HIV plasma RNA [i.e., viral load]) to detect the presence of HIV, although this test is not approved for diagnostic purposes; a positive test should be confirmed by another HIV test. Current guidelines suggest that persons with recently acquired HIV infection might benefit from antiretroviral drugs, and such patients may be candidates for clinical trials. Therefore, patients with acute HIV infection should be referred immediately to an HIV clinical care provider.

Detection of HIV infection should prompt efforts to reduce the risk behavior that resulted in HIV infection and could result in transmission of HIV to others. Early counseling and education are particularly important for persons with recently acquired infection, because HIV plasma RNA levels are characteristically high during this phase of infection and likely constitute a risk factor for HIV transmission.

The following are specific recommendations for diagnostic testing for HIV infection.

· HIV testing is recommended and should be offered to all persons who seek evaluation and treatment for STDs. 

· Informed consent must be obtained before an HIV test is performed; some states require written consent. 

· Positive screening tests for HIV antibody must be confirmed by a more specific confirmatory test (either WB or IFA) before being considered diagnostic of HIV infection. 

· Patients who have positive HIV test results must receive initial counseling on-site and should either a) receive behavioral, psychosocial, and medical evaluation and monitoring services or b) be referred for these services. 

· Providers should be alert to the possibility of acute retroviral syndrome and should perform nucleic acid testing for HIV, if indicated. Patients suspected of having recently acquired HIV infection should be referred for immediate consultation with a specialist. 

Counseling for Patients with HIV Infection and Referral to Support Services

Patients can be expected to be distressed when first informed of a positive HIV test result. Such patients face several major adaptive challenges, including a) accepting the possibility of a shortened life span, b) coping with others' reactions to a stigmatizing illness, c) developing and adopting strategies for maintaining physical and emotional health, and d) initiating changes in behavior to prevent HIV transmission to others. Many patients also require assistance with making reproductive choices, gaining access to health services, and confronting possible employment or housing discrimination. Therefore, in addition to medical care, behavioral and psychosocial services are an integral part of health care for HIV-infected patients. Such services should be available on site or through referral when HIV infection is diagnosed. A comprehensive discussion of specific recommendations is available in the Guidelines for HIV Counseling, Testing, and Referral.

Practice settings for offering HIV care differ depending on local resources and needs. Primary-care providers and outpatient facilities must ensure that appropriate resources are available for each patient to avoid fragmentation of care. Although a single source that is capable of providing comprehensive care for all stages of HIV infection is preferred, the limited availability of such resources often results in the need to coordinate care among medical and social service providers in different locations. Providers should avoid long delays between diagnosis of HIV infection and access to additional medical and psychosocial services.

Recently identified HIV infection may not have been recently acquired. Persons newly diagnosed with HIV may be at any stage of infection. Therefore, health-care providers should be alert for symptoms or signs that suggest advanced HIV infection (e.g., fever, weight loss, diarrhea, cough, shortness of breath, and oral candidiasis). The presence of any of these symptoms should prompt urgent referral for medical care. Similarly, providers should be alert for signs of psychologic distress and be prepared to refer patients accordingly.

Diagnosis of HIV infection reinforces the need to counsel patients regarding high risk behaviors, because the consequences of such behaviors include the risk for acquiring additional STDs and for transmitting HIV (and other STDs) to other persons. Such attention to behaviors in HIV-infected persons is consistent with national strategies for HIV prevention. Providers should be able to refer patients for prevention counseling and risk reduction support concerning high risk behaviors (e.g., substance abuse and high risk sexual behavior).

HIV-infected patients in the STD treatment setting should be educated about what to expect as they enter medical care for HIV infection. In non-emergent situations, the initial evaluation of HIV-positive patients usually includes a) a detailed medical history, including sexual and substance-abuse history, previous STDs, and specific HIV-related symptoms or diagnoses; b) a physical examination (including a gynecologic examination for women); c) testing for N. gonorrhoeae and C. trachomatis (and for women, a Pap test and wet mount examination of vaginal secretions); d) complete blood and platelet counts and blood chemistry profile; e) toxoplasma antibody test; f) tests for hepatitis B, C, and for MSM, hepatitis A; g) syphilis serology; h) a CD4+ T-lymphocyte analysis and determination of HIV plasma RNA (i.e., HIV viral load); i) a tuberculin skin test (TST) (sometimes referred to as a purified protein derivative [PPD]); j) a urinalysis; and k) a chest radiograph.

In subsequent visits, once the results of laboratory and skin tests are available, the patient may be offered antiretroviral therapy, if indicated, as well as specific medications to reduce the incidence of opportunistic infections (e.g., PCP, TE, disseminated MAC infection, and TB, Hepatitis B vaccination should be offered to patients who lack hepatitis B serologic markers. Hepatitis A vaccination should be given to persons at increased risk for hepatitis A infection (e.g., MSM and illegal drug users) and to patients with chronic hepatitis B or hepatitis C who lack antibodies to hepatitis A. Influenza vaccination should be offered annually, and pneumococcal vaccination should be administered if not given in the previous 5 years.

Providers must be alert to the possibility of new or recurrent STDs and treat such conditions aggressively. Occurrence of an STD in an HIV-infected person is an indication of high-risk behavior and should prompt referral for counseling. Because many STDs are asymptomatic, routine screening for curable STDs (e.g., syphilis, gonorrhea, and Chlamydia) should be performed at least yearly for sexually active persons. More frequent screening may be appropriate depending on individual risk behaviors, the local epidemiology of STDs, and whether incident STDs are detected by screening or by the presence of symptoms.

Patients should receive, or be referred for, a thorough psychosocial evaluation, including ascertainment of behavioral factors indicating risk for transmitting HIV. Patients may require referral for specific behavioral intervention (e.g., a substance abuse program), for mental health disorders (e.g., depression), or for emotional distress. They may require assistance with securing and maintaining employment and housing. Women should be counseled or appropriately referred regarding reproductive choices and contraceptive options. Patients with multiple psychosocial problems may be candidates for prevention case management.

The following are specific recommendations for counseling and referral.

· Persons who test positive for HIV antibody should be counseled, either on site or through referral, about the behavioral, psychosocial, and medical implications of HIV infection. 

· Health-care providers should be alert for medical or psychosocial conditions that require immediate attention. 

· Providers should assess persons for immediate care and support needs and link them to services in which health-care personnel are experienced in providing care for HIV-infected patients, including services for medical care, substance abuse, mental health disorders, emotional distress, reproductive counseling, risk-reduction counseling, and prevention management. HIV-infected persons should be referred to these services as needed and followed up to ensure that referrals have been completed. 

· Patients should be educated about what to expect in follow-up medical care. 

Management of Sex Partners and Injection-Drug Partners

Clinicians evaluating HIV-infected persons should collect information to determine whether any partners should be notified about possible exposure to HIV, When referring to persons who are infected with HIV, the term "partner" includes not only sex partners but also injection-drug users who share syringes or other injection equipment. The rationale for partner notification is that the early diagnosis and treatment of HIV infection in these partners possibly reduces morbidity and provides the opportunity to encourage risk-reducing behaviors. Partner notification for HIV infection must be confidential and depends on the voluntary cooperation of the patient.

Two complementary notification processes, patient referral and provider referral, can be used to identify partners. With patient referral, patients directly inform their partners of their exposure to HIV infection. With provider referral, trained health department personnel locate partners on the basis of the names, descriptions, and addresses provided by the patient. During the notification process, the confidentiality of patients is protected; their names are not revealed to partners who are notified. Many state health departments provide assistance, if requested, with provider-referral partner notification.

The following are specific recommendations for implementing partner-notification procedures.

· HIV-infected patients should be encouraged to notify their partners and to refer them for counseling and testing. If requested by the patient, health-care providers should assist in this process, either directly or by referral to health department partner-notification programs. 

· If patients are unwilling to notify their partners, or if they cannot ensure that their partners will seek counseling, physicians or health department personnel should use confidential procedures to notify partners. 

Special Considerations

Pregnancy
Counseling should be offered routinely to all pregnant women as early in pregnancy as possible. For women who decline these services, providers should continue to strongly encourage testing and to address concerns that pose obstacles to testing. Providing pregnant women with counseling and testing is particularly important not only to maintain the health of the patient, but also because interventions (antiretroviral and obstetrical) are available that can reduce perinatal transmission of HIV.

Once identified as being HIV-infected, pregnant women should be informed specifically about the risk for perinatal infection. Current evidence indicates that, in the absence of antiretroviral and other interventions, 15%--25% of infants born to HIV-infected mothers will become infected with HIV; such evidence also indicates that an additional 12%--14% are infected during breastfeeding in resource-limited settings where HIV-infected women breastfeed their infants into the second year of life. However, the risk of HIV transmission can be reduced substantially to <2% through antiretroviral regimens and obstetrical interventions (i.e., AZT or nevirapine and elective c-section at 38 weeks of pregnancy) and by avoiding breastfeeding. Pregnant women who are HIV-infected should be counseled about their options (either on-site or by referral), given appropriate antenatal treatment, and (for women living in the United States, where infant formula is readily available and can be safely prepared) advised not to breastfeed their infants.

HIV Infection Among Infants and Children
Diagnosis of HIV infection in a pregnant woman indicates the need to consider whether additional children are infected. Infants and young children with HIV infection differ from adults and adolescents with respect to the diagnosis, clinical presentation, and management of HIV disease. For example, because maternal HIV antibody passes through the placenta, antibody tests for HIV are expected to be positive in the sera of both infected and uninfected infants born to seropositive mothers. A definitive determination of HIV infection for an infant aged <18 months should be based on laboratory evidence of HIV in blood or tissues by culture, nucleic acid, or antigen detection. Management of infants, children, and adolescents who are known or suspected to be infected with HIV requires referral to physicians familiar with the manifestations and treatment of pediatric HIV infection.


