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Abstract

HIV preventive counseling is a difficult task since very few context specific resources on sexuality issues of sexual minority are available to counselors in India. An improved understanding of the sexuality experiences of Men who have Sex with Men (MSM), and an appropriate therapeutic approach is crucial for creating a scientific reference base for effective counseling in targeted HIV prevention interventions. This paper discusses developmental and sexuality issues of Men who have Sex with Men (MSM) and highlights the need for a shift from stereotyped counseling practices to strength based counselling within targeted HIV prevention interventions to make therapeutic alliance more holistic. Counseling in targeted HIV prevention interventions, specifically designed for MSM population, needs to be redefined and thus should not be just restricted to HIV/AIDS and STIs.
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Sexuality issues of Men who have Sex with Men (MSM) and strengths based counseling 
Introduction

In Indian society, having sexual relationships with people of the same sex is considered abnormal. Homosexual behaviors are seen in society as immoral, dirty, and unnatural. As a result, these behaviors are secretly practiced without adequate knowledge about safe sexual practices; hence, Men who have sex with men (MSM) tend to be more vulnerable to sexually transmitted infections (STIs) including HIV/AIDS and mental health problems. Counseling therefore becomes an important aspect of any sexual health intervention programme specifically designed for MSM population. 
Men who have Sex with Men in India: A brief Overview

The phrase “men who have sex with men” is a collective social identity1 for all men who have sex with other men irrespective of how they might identify themselves. This phrase 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. It was a challenge for public health experts to design comprehensive HIV prevention programs that include people who indulge in homosexual activities irrespective of their sexual identity and sexual orientation.
________________________________________ 

1. It refers to identity of a group. This term used by Khan Shivananda in  Report of the male reproductive and sexual health and HIV/AIDS in South Asia- A South Asian consultation meeting for men who have sex with men, The Naz Foundation, London, 1999. 

In the global programme on AIDS conference in Geneva (1992-93)2  governments accepted the behavioural phrase “men who have sex with men”-as a depoliticized euphemism. Since then, MSM HIV prevention interventions targeting self-identified homosexual or bisexual men and behaviourally homosexual men have come into existence.  
Diverse sexual identities in MSM population and HIV counseling in India

Men who have sex with other men in India are diverse in their sexual identities (Joseph, 2005) in relation to sexual behavior.  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’/ ‘ghadiya’- masculine male and usually a sexually active partner. ‘Double-decker’ (DD)/ ‘dupli’ refer to those who penetrate their partners and are penetrated by their partners. ‘Panthi’/ ‘parikh’ or ‘giriya’/ ‘ghadiya’ and “DD” are labels and usually not ‘identities’. Research in last decade discovered that some men have started identifying themselves as ‘MSM’ and the term MSM is adopted as an identity (Chakrapani et al, 2002; Khan, 2004; Joseph, 2005 and Pandya, 2010). Along with these, other men who have sex with men in different contexts and social environments, including truck drivers, migrant workers, ‘maliswala’ - massage boys, gym boys, film extras indulge in homosexual activities but do not necessarily identify themselves with homosexual identities (Humsafar Trust, 2005). MSM population thus consists of both men who identify with homosexuality as well as other men who indulge in homosexual activities but identify themselves with heterosexual norm, as homosexuality is considered a criminal offence at the Indian Penal Code, Act377 of the Indian constitution. 
_________________________

2. 1992-93 Progress report, Global programme on AIDS, Geneva, viii, 178 p, WHO, 1995.
The National AIDS Control Organization (NACO) 3 in India implements 1,271 Targeted 

Intervention projects to prevent HIV among High Risk Groups such as Men who have Sex with Men (MSM), Female Sex Workers (FSW); Injecting Drug Users (IDUs) in 32 States/Union Territories.4 Targeted Interventions emphasize counseling as one of the major components of the projects. Counseling principles and methods, are standard for people with any sexuality, however sensitivity to the specific concerns of MSM is a pre requisite to establish an effective and sustainable therapeutic alliance (Humsafar Trust, 2005). While dealing with sexuality, it is important to understand that sexual orientation, sexual behavior, gender identity, & sexual identity are all separate entities, may be fluid over time, and might overlap in different ways for various persons, which influences their health behaviors. Most homosexual and bisexual men find it difficult to find a comfortable fit between their psychological and emotional needs and the demands of their social environment may lead to different stresses in the life course, which demand specific coping strategies.  

Research on counseling MSM population has long been absent in Indian scientific literature which essentially precludes professionals from receiving adequate and scientific understanding of homosexuality and bisexuality.  Counseling practices in targeted HIV prevention intervention lack research based counselors’ training programs to strengthen and equip counselors with an adequate understanding of sexuality issues, appropriate counseling 
_________________________

3. NACO is autonomous body established by government of India and responsible body working 
   on prevention and control of HIV and care and support to HIV positive people. 

4. See for more details, Annual  report of National AIDS Control Programme (NACP)-III, New Delhi, 2008-09 and Estimation of HIV prevalence, 2006, NACO, New Delhi
-approach to provide more holistic, effective therapeutic alliance to reduce high-risk sexual behaviors of MSM population and encourage them to adopt healthy coping strategies. Counselors’ unfamiliarity with typical issues of sexual identity formation process may minimize or ignore the significance of behaviors or situations, which create genuine danger for homosexual and bisexual men (Coleman & Remafedi, 1989; Gonsiorek, 1988). It is critical that the impact of adaptation processes to sexual identities and adjustment to the environment should be differentiated from other (presenting) issues and addressed during counseling to ensure a therapeutic alliance make sustainable behavior changes. MSM Targeted HIV prevention intervention will be more sustainable in risk reduction and behaviour changes if sexuality issues are addressed appropriately. This study has explored sexuality issues and the strengths-based counseling approach within targeted HIV prevention interventions.
Methods

This study was conducted in Vadodara city also known as Baroda in the Gujarat State of India. The city has a population of approximately 20, 000, 00 and  4,000 MSM populations are being covered by Lakshya Trust, Vadodara-a Community Based Organization working in three cities of the Gujarat State. Multiple Case designs (Stake, 1995; Yin, 1993) were adopted as research methodology for the study. A hundred (100) case studies of self-identified homosexual and bisexual men with differing sexual identities and one Focused Group Interview (Morgan & Spanish, 1984) were analysed.  Participants were from low socio economic status (SES) 5 of Vadodara and their ages ranged from 21 to 51 years. 
Data were transcribed, translated and organized into assigned categories (Bogdan & Biklen, 1992) immediately after completion of each counseling interview and Focus Group Interview. After getting a broad feel for the data, open coding, followed by axial coding, (Strauss and Corbin, 1990) of the text was done.                    
Results and Discussion 
This section presents the demographic profile of the participants, the developmental struggles of homosexual and bisexual men, linkages of sexuality with high-risk behaviors and strengths based counseling intervention. 

Demographic profile of participants
Amongst 100 men, 60 percent self-identified  themselves as “Koti”-feminized men usually passive partners, 30 percent identified as “bisexual” and 10 percent were those men who accepted themselves as “ghadiya- active partners.” From the total sample population, 27 percent ranged between 18-23 years of age, 42 percent ranged from 24 to 27 years of age. 11 percent were 30 years old, 16 per cent were in between 31 to 45 years of age; and 4 percent of the participants were 51 years old. 

About 3 percent of the participants were non-literate, almost  one quarter (22 per cent) of the participants were amongst those who had done 7 years of schooling and then were drop-outs, 51 percent had 9 years and  21percent  had done 12 years of schooling. The remaining 3 percent had an undergraduate degree (12 years of schooling plus 3 years of college education). Almost half the number of participants (55 percent) were doing jobs in companies, 
Municipal corporations, Non Governmental Organizations; more than a quarter -37 percent of the total participants, were engaged in Daily Wages Work and 6 per cent were unemployed and 2 percent of the total participant population were those who were engaged in sex work as a source 
of income but did not identify themselves as Sex Workers. India has strong traditional joint -family system, which is quite evident from the data as -90 percent participants were living with ________________________________

5. Low socioeconomic status (SES) according to Indian context is yearly income below 20,000 INR.
-their joint family. 79 percent of participants were heterosexually married and the rest were unmarried. Two participants were in cohabitation with their male partner and reported to have estranged relations with their respective families, as their families did not accept these cohabitations.  

Sexual Identity                                                                                                                              Sexual identity is a construct used to describe the ways in which an individual, living in a particular cultural and historical context, experiences and identifies himself in terms of sexual orientation6, particular sexual behavior, and gender identity7. In this study, 80 percent of participants (40 out of 60 Koti, 20 out of 30 bisexual and 10 ghadiya who refer them as MSM) accepted their sexuality but never disclosed their sexuality in public. Thus, a major proportion of the study participants, self-identified as homosexuals and/or bisexuals at a personal level, while maintaining a heterosexual public identity. This further explains why MSM are a hidden population. 
Identity development
This study supports the existing evidence that “the self- identification occurs over a long period characterized by extreme emotional turmoil” (Fontaine & Hammond, 1996 p. 818).They traverse through series of traumatic experiences before they achieve adulthood. __________________________

6. Sexual orientation embraces physical, interpersonal, and intra-psychic factors. A person’s sexual orientation can be assessed based on the sexual attraction, sexual behavior, sexual fantasies, and self-identification
7. Gender identity is individual’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. 
There are several models explain the process of sexual identity development (Cass, 1979; Lewis, 1984; and Troiden, 1989), which can assist counselors or psychologists to understand the sequence of self-labeling, identity conflicts, or the coming-out process. All have in common progression from each stage toward an increasing level of acceptance of a sexual identity, from confusion, conflicts through exploration, to integration. In the most well known of these models, Cass (1979) identifies six stages of identity formation which are confusion, comparison, tolerance, acceptance, pride, and synthesis. Author adopts Cass (1979) model to understand development of homosexual and bisexual identity in the Indian context. In the first stage, identity confusion, homosexual identity is characterized by questions such as "Could I be homosexual?" and “Why am I attracted to both sexes?”, or “Who could I be?” in the case of bisexual persons. At the same time, a same sex peer group, and homosexual or bisexual informations and sexual network become personally relevant, and the heterosexual assumption begins to be undermined. At this stage, confusion is great and a person may seek information on homosexuality to get informations but resources for correct information are not often available to them. In this study, such confusion is experienced at the average age of 13 but confusion is never resolved and thus intensely experience of sexual identity conflicts even at the average age of 21. Most of the participants (80 percent), were still in dilemma or unsure about their sexuality. The task of differentiating and providing meaning to sexual feelings and experiences becomes confusing (to understand same sex attraction for both homosexually and bisexually oriented men). Fontaine & Hammond (1996) mentioned that compared to the "development" of a heterosexual identity, a norm requiring little conscious thought or effort, the attempt to develop a healthy and viable bi-sexual or homosexual identity is a draining, secretive, anxiety producing and lonely task for adolescents (p.819). Hetrick and Martin (1987) found that the primary presenting problem for gay and lesbian adolescents was one of both social and emotional isolation and loneliness, which, at times, initiated sexual involvement with same sex adults simply from a need for some type of social contact. One of the participants, in this study, expressed, “…when I was young [16 years], I felt I am different and abnormal. People tease me and no one likes to be my friend…why am I so? …when my peers were talking about sex…I was feeling left out and also very curious about exploring same sex relations…but challenging my own sexuality…am I right?….was giving  great discomfort”
In this study, the age for first sexual contact ranged from 9 to 16 years amongst the participants. An average age of first sexual contact is found to be 13 years. Due to the lack of a supportive discernment process, many participants (68 percent) believed that they have to experience a same-sex relationship characterized by sex to cope with their feeling of isolation and sexual curiosity. Such beliefs expose them at a considerable risk for inappropriate (early and unsafe) sexual contact. Two third participants reported to have experienced forced sex by close relatives- a cousin, neighbor or an elder family member. Participants (47 percent) reported to have reacted/responded with mixed feelings of anxiety, fear, and pleasure post the said experience. Such first experience makes them curious about same sex contact and later enjoys same sex relations, which is echoed in following statement:
“I was terrified after first sexual experience with him [elder cousin] though I liked oral sex. I was that time 11 years and he had oral sex with me many times, as I could not say anything. One day he taught me anal sex and I enjoyed.” 

This increases their unsafe relations and associate unsafe sex relation with pleasure. Many participants expressed satisfaction from a sexual act when indulged in to without condom use. One participant mentioned during In-depth interview, “…I feel satisfied only when my partner ejaculates in my anus and I can feel the semen within my body.”Another expressed, during FGI, “…condom is like a plastic cover on ice cream. You cannot eat or taste an ice cream with a plastic cover on it. Similarly, we do not get to taste or feel the skin of  penis with a condom on it, during oral sex and …touch of penis during anal sex.”
Belief that sex is only pleasurable without condom put them at considerable risk of transmission of STIs including HIV. Sexual taboo often leads to secretive sexual activities and keep them away from discussions or informations on safe sexual practices. Many participants (77 percent) mentioned that they did not know safe sexual practices during those times. Unavailable of peer support and safe space to discuss sexuality and related confusions and anxieties further put them at sexual health risk. 
This stage-identity confusion- is characterized by anxieties, feelings of isolation, confusion related to sexuality secretive and unsafe sexual activities. Counseling intervention here can assist them to redefine differentness, discourage premature labeling, and attempt to normalize feelings (Fontaine & Hammond, 1996) and address anxieties, feelings of isolation. Person may attempt to prematurely foreclose on the development process if not provided an accepting environment in which to explore the possibility of homosexual or bisexual identity. Denial is a primary defense at this stage (Cass, 1979) and counselor should address denial by non-judgmental attitude, unconditional acceptance and provide informations & appropriate resources to explore sexuality, safe sexual activities. In addition, it is important to discuss HIV/AIDS risk reduction strategies with clients when appropriate opportunity is found, hence authors call it “opportunistic information” sharing.                                                                        

Identity comparison, Stage 2, begins with accepting the potential that homosexual or bi-sexual feelings are a part of the self. The realization that "I might be homosexual" or “I might be bisexual” may cross their minds. The idea that "I may be bisexual" (which permits the potential for heterosexuality) can also be a manifestation of heterosexuality. The task at this stage of identity comparison, according to Cass (1979), is to deal with social alienation as a person becomes aware of his or her difference from larger society, experiences a sense of not belonging and perceiving himself or herself as an isolated case; that is, the only one "like this" and lead to emotional turmoil. One participant has stated which underlines sexuality related confusion leading to the emotional turmoil, "I don't understand what is happening with me . . . I want to kill myself. I am, really scared of who I am and no one likes me. I am not normal.” Alternately, a re-framing of same-sex sexual attractions as a special case (it just happens to be this one person I am attracted) may occur. It is also at this level that "This is a 'phase' I'm going through" may surface. For some men, there is a personal responsibility void where the cognitive stance is just "being born" that way (Cass, 1979). These strategies reduce the incongruence between same-sex attractions and a view of one's self as heterosexual. 
There is a pressure to comply with social norms and peer-group. One participant mentioned, “…I want to be respected in the family and society…my attraction towards same sex and same sex activities is abnormal…and unacceptable in the society…my friends are sober, not like me and they are respected in the society. I want to change my bad habits [homosexual activities with multiple partners].” Another participant said that everyone needs to follow social norm. Society will not change for one person. One person has to change for the society. He gave an example that “...in series of triangle line if one triangle is upside down then line would look uneven. In order to make line even, it is wise to remove or modify upside down triangle rather making all other triangle upside down!” Hence, homosexual men start, at this stage, “self stigmatize” their sexuality, “criminalize” their sexual behavior and consider heterosexuality as normal. They clarify and consolidate this particular sense of self through several processes such as comparisons, societal confirmation, and peer affirmation. 
This stage is characterized by a sense of undefined "differentness,” self-stigmatization and criminalization of sexual activities; and often resources for addressing these issues are frequently unavailable at best even in existing targeted intervention project set up. Counselors dealing with clients at this developmental level can explore their emotional disturbances, sense of “differentness,” identify role models and, where possible, locate healthy and appropriate support systems such as peer educators, self -help groups or group activities at drop-in centers (DIC) within targeted HIV prevention interventions. Here, role of peer educators, self -help groups, and drop-in centre become more relevant to bring personal well-being and change health risk behaviors.
"I am probably a homosexual" or “I am probably a bisexual” are statements characterize Stage 3, Identity tolerance. In this stage, an individual moves further toward a homosexual identity from a heterosexual one. This may include seeking out the company of homosexuals to meet their psychosocial needs. At the time, homosexual or bisexual person is forced to scrutinize every action to maintain his secret. Contacting other homosexual or bisexual people becomes a more pressing issue to alleviate a sense of isolation and alienation. However, sense of being different and feeling of guilt associated with same sex activities remains unresolved as many participants (57 percent) associate “homosexuality” and “bisexuality” as something painful, a curse by God for sin in last birth. Homosexual and bisexual men attempting to dissipate the dissonance of identities may adopt an asexual role or practice covert homosexual behavior, later being particularly dangerous given the impulsive nature of sexual contacts and the high incidence of STIs including HIV infection.
Many participants-Koti (30 percent) have reported being discriminated by labeling them. In Indian society, people routinely apply the words "Bailo," "gay," "halwa," to feminine men and anyone they dislike for any reason, highlighting the devaluing of anything associated with being homosexual. In family, particularly father and brother tend to taunt feminized behavior and suggest them to become a “man,” “Don’t behave like a woman,” and “If you continue to be such, no one would marry you and defame our status in the society.” Support cannot be expected from family and friends since it is likely that they express antagonistic attitudes toward homosexuality. 
This stage consists of negative experiences, fear of society, homophobia, indecisive on ones sexuality and coming out, and inappropriate information on sexuality and healthy sexual activities. A person attempts to identify role models, search for people with similar interests and sexuality, and overly involve into sexual activities. Person, in this stage may runaway, involve in substance abuse, join transgender community, and/or male sex work. Counseling interventions at this stage can assist in interpreting negative experiences, identifying strengths, developing interpersonal skills, addressing fears(of homosexuality, social exclusion) and offering insight on the identity formation process as well as resource informations.
Stage 4, identity acceptance, involves increasing contact with other homosexual men and developing a more clearly delineated homosexual or bisexual identity. One participant mentioned, “…after joining a community, I met many people like me. I, then realized my sexual identity as koti, made new family members from community. Now I feel, I have my family, not alone”. They realize and re-affirm themselves as homosexual or bisexual and adopt indigenous sexual identities. Their involvement with support groups and participation in community events often heighten their feeling of not being alone. Support group provide an opportunity to build alternate family system i.e. “family of choice” particularly among “Koti.” Families of choice often include community members (i.e. “Koti”) and select family members. In this context, creation of a family of choice plays an important role in the emotional and sometimes social support of homosexual and bisexual men. One participant identified as Koti reported, “I am very grateful to my new mother (another koti whom he accepted as mother), and my two daughters (adopted “kotis”) become my family when no one else was around me to help. They had helped me in every way from emotional to social and financial support. I am very happy to be part of this community.” Another reported, “My grand-mother (adopted elder “Koti”) helped me getting job and provided safe sex education.” They identify and maintain dual lifestyle, being heterosexual publicly and bi-sexual or homosexual privately and accept it as an alternative to deal with fear of being "discovered” but accept their sexuality identity. This is the stage where in many homosexual men feel homosexual relationship more satisfying and find difficulties in maintaining romantic relationship with their heterosexual partners (wives) which is clear from  statement expressed by one participant. “I have my boyfriend and have very good relationship but I know we can both stay together as couple. Society does not accept and I am married…many times my wife ask me that I am not romantic but how can I say that I am interested in other man and have my male partner…”Another said, I am not comfortable with relationship with my wife…I do not feel satisfied as I feel from my[male] partner.” Bisexual men find same-sex and opposite sex relationships satisfying that is reflected by one bisexual man, “I am happy with my wife, I love her and she too loves me but homosexual relationship is special. The issues of "who am I?" and "how do I fit in?", however, have begun to be addressed (Cass, 1979).  

Table 1Cass (1979) model of Sexual identity development in Indian context

	Sexual identity development
Cass (1979)
	Homosexual men
	Bisexual men

	Stage 1
	Identity confusion
	“Why am I attracted to same sex? “

“Am I homosexual?”

Confusion with one’s same-sex attraction
	“Why am I attracted to both sexes? “

“Am I homosexual or bisexual?”

Confusion with one’s same -sex and opposite sex attraction

	Stage 2
	Identity comparison
	“I might be homosexual”
Reframe same sex attraction to a special case or incident.
Consider one’s sexuality as abnormal and criminalize sexual activities
	“Who am I?” “Why am I the way I am?” “I might be bisexual.”

Reframe same sex attraction to a special case or incident.
Consider one’s sexuality as abnormal and criminalize sexual activities

	Stage 3
	Identity tolerance
	“I probably am homosexual”

Seek company of other homosexual men
Affiliate with homosexual community
Maintain dual life
	“I probably am bisexual”

Seek company of other homosexual men
Affiliate with homosexual community

Maintain dual life

	Stage 4
	Identity acceptance
	“I am homosexual”
Acceptance of one’s identity

Increased contacts with homosexual men and involvement in community

Locate role models and adopt indigenous sexual identities

Creating “families of choice”

Build long term romantic same sex relationship and find difficulties to maintain heterosexual relationship
	“I am bisexual”

Acceptance of one’s identity

Increased contacts with homosexual men and involvement in community

Locate role models and adopt indigenous sexual identities

Creating “families of choice”

Build long term romantic same sex relationship maintain heterosexual relationship

	Stage 5
	Identity pride
	“I am proud  to be homosexual”

Initiate “coming out” process

Prepare to live as homosexual 
	“I am bisexual probably due to last birth’s curse’

Initiate “coming out” process

Maintain both lives

Creates stress and anxieties to be bisexual

	Stage 6
	Identity synthesis
	Comfortable with one’s sexuality and encourage homosexual affirmations among other community members

Strong sense of community

Try to contribute to their community
	Does not find comfort with one’s bi-sexuality but accept duality 

Strong sense of community

Try to contribute to their community 


In this stage, homosexual and bisexual accept their sexuality as healthy and maintain dual life. They come very close to community members and create “families of choice.” Counseling, at this stage, can address issues of duality and use “family of choice” practice as a strategy to impart informations on sexuality and safe sex behaviors by empowering (with correct knowledge about sexuality and sexual health) influencing members within “family of choice” such as grandmother, mother, and elder sister 
In stages 5 characterizes identity pride, homosexual men take pride in one’s sexual identity. They become more comfortable to same-sex romantic relationship and initiate self-disclosure to non-homosexual person/s. 

In stage 6, identity synthesis, they consider identification with homosexuality or bisexuality as part of self. Strong identification with the MSM subculture gives way to less rigid, polarizing views and more inclusive and cooperative behavior to one’s sexual identity. Four participants realized and accepted their sexuality and expressed satisfaction with own sexuality identity but rests have struggles confronting strong heterosexual norm. 

These two stages, pride and synthesis, are particularly difficult to achieve, given the basic reality of their life circumstances. Counseling at this stage should focus on “coming out issues,” interpersonal (homosexual as well as heterosexual) relationships and unresolved guilt, anxieties related to sexuality and sexual identity.  

Linking sexuality with High Risks Behavior

It is very important to note that sexuality is linked with high risks behavior (See Figure 1). Existing heterosexist norm pressurizes MSM to display traits that are considered to be masculine and to be heterosexual in their sexual orientation. Those who are not acting out normative masculinity find themselves socially excluded and marginalized, creating a negative impact on their psychological, emotional and social wellbeing (Pandya, 2010). Homosexual and bisexual men internalized homophobia/biphobia and start hating themselves for their sexuality. Often homosexual and bisexual relationships (58 percent) are considered as passing phase and believe it would be cured and all right after heterosexual marriage. It is expected in Indian society that all people should get married heterosexually and start a family in order to be considered “complete adults.” Understanding of homosexuality and bisexuality, in general among MSM as well as in 
           Figure 1 Sexuality and high-risk behavior among homosexual and bisexual men
                                                                    





-society, is reduced to only same sexual activities and undermine possible emotional, romantic and erotic same sex relationships. Unsafe sexual practices among homosexual and bisexual men are influenced by multiple factors such as lack of knowledge, cultural, socio-economic, relationships, and psychological and emotional factors. The study revealed that factors such as lack of knowledge and incorrect knowledge (about sexuality and sexual health), and prevalent misconceptions regarding condom use, sexually transmitted infections (STIs), and sexual practices put them and their partners (male as well as female) at risk of STIs including HIV. Various common misconceptions such as, anal sex is not high-risk behavior (55 percent); masturbation weakens sexual power and lead to impotency (53 percent); homosexual men have excessive sexual drive then others (45 percent); sexual acts between men is masti or khel (in English fun or play) (39 percent); and homosexuality is chosen by an individual (30 percent) were identified among MSM population. More than half (53 percent) mentioned that alcohol consumption before sex gives more power and increases the duration of pleasure. Misconceptions, such as those mentioned above, need to be identified and clarified during individual or group counseling sessions.
This study has highlighted concepts as “family of choice”, cultural practice among Koti community, which poses greater questions to patriarchal system. As discussed earlier, families of choice can be use as strategy to impart behavior change messages. Other factors such as culture of multiple sexual partners, prevalent group (unsafe) sex activities, and alcohol use before sexual act increase risk of transmission of STIs including HIV. Socioeconomic factors pave way for sex work, need for money triggers indulgence into high-risk behaviors. Relationship factors such as maintaining homosexual relationship, fear of losing a partner, marriage pressure, relationship break-off and heterosexual relationship (wife, girlfriends, or female sex workers) and sexual abuse also contribute to high-risk behaviors. In such life events, homosexual and bisexual men often try to cope with depressive feelings by multiple sexual relationships (34 percent), self-destructive acts (27 percent), substance abuse (24 percent), and sense of revenge (15 percent).  Many participants (48 percent) had low self-esteem. High-risk behaviors, in this context is regulated by these micro factors that operate unconsciously (often person themselves are not aware of). Counseling should help client to recognize these micro factors and provide assistance and support in finding appropriate resources and strategies to find comfortable fit between self and environment, reduce high-risk behaviors, and improve psychological and emotional wellbeing.
Strengths based counseling intervention                                                                                  
Strengths based counseling (Seligman and Csikszentmihalyi, 2000) mainly focuses on client’s strength and emphasizes clients’ assets rather than their deficits or problems (Burt, Resnick, & Novick, 1998). Strength-based counseling is significant because it represents a dramatic paradigm shift in psychology, from the medical model that focused on pathology to a model that stresses developing assets (Seligman, 1991, 1998, 1999; Walsh, 2004). Smith (2006) mentioned that various contributory streams (positive psychology, social work, narrative therapy, etc.) led to the gradual emergence of core philosophical and theoretical concepts for the strength-based model of counseling (p.24).Table 2 provides detailed description of strengths based counseling intervention with MSM population. As noted earlier, sexual identity development includes experiences such as sense of differentness, confusion between sexual and gender identity and sexual abusive experiences and interpersonal relationship issues (homosexual as well as heterosexual). Such unresolved experiences create inner tension and anxieties, which are not, addressed with professional help. These probably result into lower self-esteem, self-hatred, feelings of depression, and multiple sexual partners and influence their decision to use condom 

-correctly and consistently. While counseling, above-mentioned factors needs to take into consideration and strength based approach should be adopted during counseling. 
Counseling practice with MSM population suggest five steps - Explore, Normalize, Clarify, Reconstruct, and Action plan-(ENCRA). Figure 2 depicts ENCRA model. Explore- explore their experiences, here, information about the client is gathered. This process includes general information to specific information such as sexual history. Normalize- normalize their traumatic/abusive experiences and assess clients’ risk to sexual and mental health. In this step counselor need to inform client about sexual and mental health risk. Clarify- clarify misconceptions regarding sexuality, sexual health, and HIV/AIDS and provide necessary correct information (Opportunistic Informations) about them when appropriate. Opportunistic Information sharing means providing necessary information that client can utilize immediately when clients are receptive. Reconstruct- reconstructs clients’ sense of worth, self-esteem, sexual and gender identity. Here, alternatives are discussed such as how self worth, self-esteem can be improved or sexual, and gender identity is restored and risk reduction alternatives. Last step is Action plan- develop a plan with clients to utilize strategies in everyday life and how behavior will be modified.
Figure 2 Steps of strengths based counseling with MSM population

  
[image: image1]
Counseling techniques such as here and now experience, sensitization, questionings, normalization, reframing, reflections of feeling and content, ventilation and catharsis, summarizing, paraphrase encouraging body gesture, showing unconditional acceptance, and providing accurate information (opportunistic informations) and appropriate resources are useful. 
Conclusions                                                                                                                                    
Counseling MSM, within targeted HIV prevention intervention, is just not restricted to provide informations about STIs and HIV and its prevention strategies. While counseling MSM, an awareness of the typical stresses of sexual identity development and sexual behaviors is vital. Without such awareness, behaviors that are normal within the "sexuality" context can be viewed inaccurately as indicators of problems that are more serious or psychopathology (Coleman & Remafedi, 1989; Gonsiorek, 1988; Slater, 1988). Clients’ sexuality issues are essential in determining sexual behavior, psychological and emotional wellbeing and healthy sexual behavior. 
Implications                                                                                                                              Counseling, in targeted HIV prevention intervention should not just remain separate component limited to STIs and HIV specific service but address range of sexuality issues in order to bring sustainable change in their high-risk behavior. Strengths based counseling approach can be included in existing HRG counseling training module developed by National AIDS Control Organization (NACO), Government of India. Further in-depth study is required to develop strengths based counseling model for at risk adult population.
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	Sr. No.
	Issues                           
	Strength based counseling approach                  
	counseling techniques                                 

	1
	Sense of difference


	Explore strengths in "differentness”

 Discourage premature self-labeling
Normalize their feelings of being different
	Questioning

Encouraging body gesture

Showing unconditional acceptance 

	2
	Confusion between sexual and gender identity
	Explore fears, anxieties, shame and guilt related to confusion

Identify and locate positive role models for them (Peer Educators, Community members etc.)
Explore strengths to deal with fears, anxieties, shame and guilt

Clarify misconceptions related to sexuality
Reconstruct and restore their sexual and gender identity
	Sensitization 

Reflections

Focusing on Strengths

Opportunistic information sharing about sexuality

	3
	Negative sexual experience

(Sexual abuse)
	Normalize emotions, feelings, and trauma; Decrease intense negative feelings/emotions and constructing positive mindset; Identify client’s strengths and utilize strength to deal with trauma and provide opportunistic information about safe sexual practices.

Explore sense of revenge and self destructive feelings and behavior
	Normalization

Reflections

Focusing on Strengths

Opportunistic information sharing

	4
	Duality
	Explore experiences related with dual life

Explore fears, anxieties, shame and guilt related to dual life

Explore coping strategies used to deal with duality and encourage positive strategies

Explore how personal strengths can be used to deal and encourage  to come-out

Locate appropriate peer support resources
	Empathy

Strength to cope with duality

Reflections



	5
	Denial of sexuality
	Explore conceptions of sexuality

Clarify misconceptions

Provide opportunistic information on safe sexual practices and HIV/AIDS risk reduction steps.
	Sensitization

Showing unconditional acceptance

Opportunistic information sharing about sexuality

	6
	Unsafe sexual practices
	Provide opportunistic information on safe sexual practices and HIV/AIDS risk reduction steps.
	Opportunistic information sharing

	7
	Multiple sexual partners
	Explore reasons for multiple partners and irregular condom use

Explore alternatives to decrease multiple casual sexual partners                                      

Decreasing frequency unsafe sexual activities             

Identify client’s strengths and provide adequate coping strategies to utilize strength to follow plan to reduce partners, regular condom use. 
	Providing appropriate information and resources

	8
	Relationship issues
	Explore power-dynamics within relationship

Explore communication pattern between partners

Explore positive strengths to  manage relationships

Explore sense of revenge and self destructive feelings and behavior
	Assertive skills

Here and now experience

	9
	Depression
	Explore depressive feeling and its causal factors

Asses suicidal ideation

Explore destructive beliefs 

Explore personal positive strengths and appreciate

Discuss strategies to deal with depressive feelings and build positive self-image, and self worth.
	Reframing

Questioning

Role play

Here and now experience

Ventilation and catharsis

	10
	Low self-esteem
	Explore & build self-esteem

Affirm basic self-worth
Reconstruct and restore self-esteem and self-worth
	Questioning

Role play 

Reflections


Table 2 Strength based counseling approach within Targeted HIV prevention intervention
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Stigma  


Discrimination 


Societal homophobia/biphobia                 








Internalized homophobia/biphobia  


Fear of being judged and social exclusion      


Self-hatred     





Gender conformatory behavior


Heterosexual marriage





Secretive homosexual relationships and homosexual activities








High Risk Behavior


Unsafe sexual practices


Multiple sexual partners








Lack of knowledge about sexuality and sexual health  


Incorrect knowledge about sexuality and sexual health  


Misconceptions





Relationship factors








Psychological and emotional factors








Socioeconomic factors





Knowledge factors








Multiple sexual partners


Group sex


“Families of choice”


Use of alcohol before sexual act








Cultural factors





Sex work


Need for money





Action-plan





Depression


Low self-esteem


Anxiety


Guilt 


Sense of revenge and self -destructive feelings





Need to maintain relationship


Fear of losing relationship


Relationship break-off


Heterosexual relationship     


Sexual abuse











       Explore








Reconstruct











    Clarify











    Normalize





















































