CHAPTERYV

SUMMARY AND CONCLUSION

The present chapter deals on summary and conclusion of the study. It
summaries the findings of the study that include profile of respondents, problems
encountered by respondents that affect their psycho-social well-being, focus group
discussion, case studies. It discusses the important conclusion of the study, future
research areas, social work theory and its implications towards MSM,

recommendations and model of the study.
V.1 The Study in Retrospect

The present study is undertaken to understand the psycho-social problems of
Men who have Sex with Men (MSM) in Imphal East and Imphal West districts of
Manipur. In Indian society, sexuality is taken as secrecy. Society doesn’t accept
homosexual practice and it is regarded as social inferior or abnormal, or criminals,
etc. In a predominant heterosexual society, MSM sexuality is always confronted with
issues. They have encountered stigma and discriminations at various levels that
include family, society, and institutions. Their life is not free from problems and
issues like homophobia, heterosexism (prejudice), heterocentrism (bias), and
compulsory heterosexuality (pressured or coerced for homosexual behaviour). Such
situations affect their psycho-social well-being leading to depression, anxiety,
feeling of guilty, suicidal thoughts and low self-esteem. Besides of facing social

stigma and discrimination, there are also laws such as Section 377 of Indian Penal
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Code which are against homosexuality in India. Such laws made them more insecure
which often offended to come out openly in society and enjoy their rights like other
straight man. This further hampers their status socially, economically and politically
at various forms. The available services provided by GO and NGOs are focused only
on HIV/AIDS related problems which does not touch upon the psycho-social well-
being of MSM. As such, there are no particular programs and services for MSM apart
from HIV/AIDS under the study area. Review of literature has revealed that there
are little studies done on psycho-social issues of MSM under the study area of
Imphal East and Imphal West districts of Manipur. Thus, in the present study,
researcher has tried to describe the psycho-social problems and related issues that
affect MSM under the study area. The study also made afford to understand the
available GOs and NGOs services for MSM population.

As justified in methodology chapter, a descriptive research design is used
in the present study. The present study was conducted in four phases. In the first
phase, secondary data was gathered to understand the different factors that impact
on psycho-social problems of MSM such as sexual orientation, sexual identity, socio-
cultural factors, risk behavior, coping mechanism; and available services of MSM
provided by GOs and NGOs. In the second phase, pilot study was done in two
districts of the study area i.e. Imphal East and Imphal West districts of Manipur.
Testing of interview schedules were done through pilot study. The data were
collected from respondents and key informants through snowball sampling and
purposive sampling. In the third phase, interviews were conducted from 150 MSMs

and 50 family members with the help of interview schedule. The researcher
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conducted and studied four focus group discussions and 15 cases. In the fourth
phase, stakeholders/ key informants were interviewed from Awaken Artisan Shelter
Association (AASHA) and Social Awareness Service Organization (SASO) and
Manipur AIDS Control Society (MACS).

V.2 Major findings of the study

V.2.1 Profile of MSM under the study area

The profile of the respondents showed that majority with 42.7 percent of
respondents belong to the age group of 21-30 followed by 26.7 percent in 11-20 and
only 4.0 percent are above 50 years. The study found that majority of respondents
expressed their MSM behavior during the stage of young adulthood. It is further
seen that majority with 58 percent of respondents belong to Hindu religion followed
by Meitei religion (one of the indigenous religion of Manipur) with 28 percent,
Muslim with 9.3 percent and Christian with 4.7 percent respectively. Thus, the
maximum of respondents are from Hindu religion. 33.3 percent of the respondents
attained higher secondary followed by 32 percent at secondary level and 20.7
percent with graduation and only 5.3 percent were found to be illiterate. 45.3
percent of respondents fell under the categories of daily wages. Out of these 45.3
percent, 20.7 percent of respondents were having income between Rs.1001 to 5000.
The finding revealed that their occupations were limited and unstable. Further, 40.7
percent of respondents engaged in self-employed where 18.7 percent of them were
having income between Rs.5001-10000. It is also seen that only few with 2 percent
of respondents engaged in government jobs. The data further indicated that very

few MSM were engaged in white collar job in Manipur. 61.3 percent of respondents
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were from nuclear family followed by joint family with 22percent. The finding
suggested that the family structure and character of parents may make difference in
child socialization. It is also seen that 6 percent of respondents got married and the
remaining 94 percent were unmarried at the time of the study. It further revealed
that out of (9)6 percent of married MSM, (5) 3.3 percent of respondents were living
with spouses and (3) 2 percent were separated and (1) 0.7 percent was divorced at
the time of the study. Further, the finding revealed that respondents got married at
late adulthood (34-42 age group) which indicated that respondents might not
consider marriage as important aspects of their life.
V.2.2. Sexual orientation and sexual identity of MSM that affects their psycho-
social aspects well-being of MSM
a. Sexual orientation and sexual identity domain

The finding of the study revealed that 93.3 percent of respondents were
having sexual relationship with only male partners where 6.7 percent were with
both male and female. Further, 92.7 percent of respondents expressed of having
more emotional attachment with male. 83.3 percent of them felt more comfortable
in spending time with male than female. The study found that the respondents had
their fantasies and sexual attraction towards male than female. Majority of
respondents with 68 percent were regarded as MSM B followed by 26.7 percent as
Transgender (TG) and 5.3percent, bisexual. The findings revealed that there were
different categories of homosexuality in Manipur and were categorized according to
their respective roles played during sexual intercourse. 68 percent of respondents

were aware of their same sex attraction at the age of 11-20 years i.e., during the
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adolescence period, followed by 32 percent, below 10 years of age. Maximum with
71.3 percent of them had experienced of first time sex as sexual abused. Out of 71.3
percent, they revealed that 35.3 percent of abusers were from their friend circles
and partners, and 26 percent were local goonda/ local elder/ relatives. The finding
noticed that sexual abused is done by near and dear ones whom they were well
acquainted with the client. Ninety two percent of respondents had disclosed their
sexual orientation and identity at the age of 11-20 years followed by 1.3 percent at
the age group of 31-40 years. The study found that majority of the respondents
came out during adolescent periods. It is seen that 40.7 percent of respondents
disclosed of their sexual orientation and identity to their mothers, 28 percent to
peer groups followed by 20 percent to MSM community, 8.7 percent to relatives and
4.6 percent to siblings respectively. The study found that majority of respondents

expressed their sexual identity and behaviour to their mothers.

b. Problems encountered in living with MSM identity

The finding of the study showed that 85.3 percent of respondents faced
problems in living with MSM identity whereas14.7 percent of them did not face
problems. It is also seen that 42.6 percent of respondents had experienced of verbal
abuse, 36 percent physical abuse followed by 6.7 percent with sexual abuse, 10
percent with physical and sexual abuse, 10.7 percent with physical and verbal abuse
and 8.7 percent with physical, verbal and sexual abuse. The finding revealed that the
problems faced by MSM are because of their sexual orientation and sexual

behaviour.
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> Problems encountered at Individual level

The study found that 59.3 percent of respondents did not agree that
there were certain gender roles in accordance with gender identities whereas 24
percent of them agreed to it but 8.7 percent were neither agree or disagree with the
statement. The findings revealed that majority of respondents were in favour of
taking roles of female identity. 87 percent of parents expected their sons to behave
and act like man because they believed that their sons will carry forward their
names in next generation. However, 22 percent of parents did not reveal their
expectations of their sons’ behaviours. It may indicate that parents are not aware of
their sons’ sexual behavior and identity as most of MSM have kept hidden of their
sexual identity from family members. 80 percent of respondents had reported of
having gender role conflicts and 20 percent did not experience of it. The finding
revealed that respondents found difficulties in taking up or performing their roles
and responsibilities in family as well as in society. Maximum of respondents with
76.7 percent expressed that family members did not allow them to do household
work at home. The finding of the study suggested that the concept of masculinity in
gender role affects effeminate MSM in various forms. 80 percent of respondents had
experienced of harassment and blackmail whereas 20 percent did not experience of
it. 62 percent of respondents expressed of not feeling comfortable in meeting police,
local goonda and sometimes insurgency group. The respondents revealed that there

were physically and sexually abused by police and local goonda.
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> At family level

The study found that 84 percent of respondents had experienced of threatening by
family members. Out of 84 percent, 69.3 percent experienced of threatening by
family members due to their role conflicts. The respondents experienced
threatening by family members because of not performing or taking their roles and
responsibilities like a man in family. The finding suggested that the nature of
threatening and violence may elevate risk behaviour like suicidal ideation and
suicidal attempt, leaving home, engaging in sex work, depression, drug use, etc.
Majority with 62.7 percent of respondents’ family members wanted their sons to get
married whereas 37.3 percent did not comment. The study found that maximum
family members suggested them to get settle by getting married as they believed
and expected that marriage would bring a change to their sons’ behavour.
> Society level

The finding showed that 80 percent of respondents faced negative attitudes from
neighbours whereas 20 percent of them did not experience of it. The finding
revealed that MSM experienced of some form of negative attitudes from neighbours
such as teasing, putting down, prejudice, angry, verbal abuse, disconnect
communication, etc. 86 percent of respondents reported of experiencing societal
homophobia. The study revealed that there is prevalence of homophobia in various
forms such as homophobic jokes, malicious gossip, and name-calling, intimidating
looks, internet bullying rejection and sexual assault, physical attacks leading to

discrimination.
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> Experience at work place/school/college

74 percent of respondents had experienced of unfairly treatment at school/college
and 26 percent did not experience of such problems. The finding revealed that some
of the common negative attitudes that they experienced at educational places were
bullying, teasing, stigma, discrimination and homophobic. 75.3 percent of
respondents experienced of negative treatment at work place whereas 24.7 percent
of them did not face of such experiences. The finding revealed that MSM had
encountered stigma and discrimination at work place.

V.2.3 Risk behavior and coping mechanism of MSM

a) Sexual partner’s domain

The finding of the study showed that 98 percent of respondents had male sexual
partners and 2 percent did not have at the time of the study. The finding revealed
that the culture of keeping male partner relationship is prevalent among MSM
community. 62 percent of respondents were having multiple sexual partners
followed by 24.7 percent with monogamous and 13.3 percent with bigamous sexual
partners during the last three months. The finding noticed that the main reasons for
keeping multiple sexual partners were due to unsteady partner-relationship. It is
seen that 62.6 percent of respondents regretted after having sexual act with
partners. Out of these 62.6 percent, 42 percent were having multiple sexual
partners. Moreover, the finding further revealed that they were afraid of getting
sexually transmitted diseases such as HIV/AIDS and STI due to their sexual
relationship with multiple partners. It is further seen that bigamous relationship is a

serious threat as it spreads sexually transmitted disease to general population.
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Majority with 59.3 percent of respondents were able to keep relationship for more
than a week but less than a month and 15.3 percent had only less than a week.
There is only 7.3 percent who lasted their relationship more than a year which
showed their commitment in relationship. Thus, the finding highlighted that the
nature of partnership pattern among MSM is unstable and unsteady in nature. It is
seen that 72.7 percent of respondents did not feel their partners as faithful whereas
27.3 percent of them experienced of faithful partners. The finding noticed that
maximum of partners have come for only sex which may help in reducing their
tiredness, stress, and for time past, etc. The respondents reported that they had
experienced of disappointment and painful relationship. 71.3 percent of
respondents expressed of suspicious to their partners of being maintaining sexual
relationship with others. The finding indicated that among MSM who are in
relationship, they are not free from tensions. Living in such stressful relationships
lead them frustrated, disappointment, painful, guilty, regret, tension, anxiety which
may increase in risk behaviours. 83.3 percent of respondents did not receive money
or gift for sex whereas 16.7 percent of them received money or gifts from partners.
The finding showed that respondents had sexual relationship only for satisfaction,
pleasure and enjoyment. Such sexual relationship may lead them to have more
partners and engaged in risk behaviours. 36 percent of respondents did not use
condom during last three months and majority with 64 percent use condoms for at
least 0-10 times (16 percent), 11-20 times (21 percent), 21-30 times (10.7 percent),
31-40 times (7.3 percent) 41-50 times (8 percent) and Above 50 (0.7 percent). It

further seen that out of these 36 percent who did not use condom, 24 percent were
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having multiple sexual partners. Likewise in case of bigamous, only 4 percent did
not use condom. Thus, the study found that the rates of condom used among the
respondents who have multiple sexual partners were very low. The finding revealed
that safer sex is inconsistent and not considered as important as they were
prevented from using condoms due to refusal by partners, lack of condom
availability, unable to access condom, sub-standard and lack of awareness, etc. 86
percent of respondents did not face problems of searching place for sexual act
whereas 14 percent had experienced of it. The finding revealed that respondents
were aware of places where they can get partners. Thus, the easy availability of
place for sexual act may lead them to engage more in risk behaviour. Further, 39.3
percent of respondents had sexual act at hotels/venders, 28 percent of them had sex
at public places such as parks, woods, streets or car, 20.7 percent at their own house
or partner’s house and 12 percent at other places such as parlour, programme or
function place, shop, school/college, or restaurants, etc. It is interesting to note that
respondents had revealed that they preferred having sex at own or partner’ house
as they did not face much problems from family members because family members
were not aware of their homosexual act.
b. Intoxicated Substance abuse

The finding of the study found that 84 percent of respondents used intoxicated
substances. Out of these 84 percent, 57.4 percent of them belonged to the age group
of 11-30 years. There are few respondents in the age group of above 50 years who
consumed intoxicated substance with 3.3 percent. Thus, the study found that there

is prevalence of used of intoxicated substances among adolescent and young
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adulthood. The finding of the study noticed that during this stage they may have
experienced of partner problems, problems of coming out in family and society,
tensions for their career, lack of opportunities and problems of employment.
Majority of respondents with 84 percent used intoxicated substances that include
tobacco, alcohol, beri, ganja, etc. Only 16 percent of respondents did not use any
kinds of intoxicated substances. Out of 84 percent, 46.7 percent of respondents used
more than one substances (tobacco, alcohol, drug etc.) followed by 23.3 percent
with only tobacco and 7.3 percent with alcohol. Very few respondents with 0.7
percent consume others that include beri, cigarette, ganja, etc. The finding revealed
that used of multiple substances is prevalent among MSM in Manipur. 46 percent of
respondents used substances to cope up from depression/stress followed by 20
percent and 8 percent of the respondents used substance due to peer group
pressure and for enjoyment and fun respectively. Thus, the finding indicated that
psychological disturbances and pressure from peer group made MSM used of
intoxicated substances. They used substances as a means of coping mechanism from
stress, depression, painful relations, family threatening, societal stigma and
discrimination, homophobia, prejudices, etc. 54 percent of respondents were having
habits of drinking before/after sex with partners while 46 percent of respondents
did not have such habits. It is noted that such situations may lead to increase risk
behaviour such as sex without condom, substance use, gift sex, etc.
c. HIV/AIDS
The study found that 100 percent of respondents had heard of HIV/AIDS. All the

respondents were aware of HIV/AIDS, its causes, transmission, etc. Maximum of
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respondents got information of HIV/AIDS from newspaper, TV/radio,
advertisement, health care providers, partners, friends and public meeting. The
finding indicated that GOs and NGOs who are working for MSM and mass media
have taken the vital roles in prevention and control of HIV/AIDS by spreading
information and knowledge especially among MSM community in Manipur. 82.7
percent of respondents did HIV test during last six months whereby 17.3 percent of
them did not. The finding noticed that the rate of HIV test is high in the study area.
The reasons for high rate of HIV test may be due to high awareness level of
HIV/AIDS among MSM and out of fear of having HIV/AIDS infection after they
indulged sexual act with unknown partners. It is seen that 75.3 percent of
respondents conducted HIV test through NGOs followed by 6 percent in private
hospital and 0.7 percent in public hospital whereby 17.3 percent did not undergo for
HIV test at the time of study. The data revealed that maximum of respondents
underwent HIV test through NGOs because they felt free, approachable and easy in
accessing the services. They were also provided test at free of cost. 80 percent of
respondents found to be HIV negative whereas 2 percent reported of HIV positive.
The study noticed that 2 percent of MSM were infected by HIV against 11.6percentof
total HIV infection person among MSM in Manipur. The finding of the study
suggested that government and non-government organizations need to work and
re-formulate the programme and services based on the issues of MSM to reduce HIV
infection among MSM. Majority of respondents with 95.3 percent did not have
sexually transmitted diseases whereas 4.7 percent of them had revealed of suffering

from STDs. It can be noted that they may have not revealed at the time of data
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collection due to ashamed of, fear of stigma and discrimination or did not visit to
STD clinic for diagnosing the disease.
V.2.4 Perceptions of MSM towards the available services of NGOs and GOs

The study found that 100 percent of respondents had heard of HIV/AIDS
programme and policy where 61.3 percent of respondents did not satisfy of services
of GOs and NGOs while 22.7 percent found satisfied, 8.7 percent were slightly
unsatisfied and 7.3 percent with slightly satisfied. It is noted that almost all the
respondents were aware of the services provided by GOs and NGOs. In other ways,
mass media, GOs and NGOs who are working for MSM population take vital roles in
controlling or halting HIV infection among MSM. Maximum respondents mentioned
that they came to know about health services through NGOs. The respondents
reported that they had accessed to NGO’s services such as condoms and lube, health
checkup, free HIV test, medicines, etc. It is seen that 90 percent of respondents had
heard of fundamental rights while 10 percent did not. It is also seen that 68 percent
of respondents were not able to enjoy their rights whereas 24 percent agreed that
they could enjoy their rights. Furthermore, the finding indicated that MSM
experienced of disparity in accessing their rights such as health care treatment in
private and public hospitals. 58.7 percent of respondents heard of Section 377
Indian Penal Code while 41.3 percent of respondents did not hear of it. Out of 58.7
percent respondents, 41.3 percent of respondents wanted to withdraw the Section
from the IPC and 17.3 percent of them expressed of amending the Section because
they perceived that the said Section is one of the reasons of hiding their identities.

The finding noted that the Section is violating Article 21 of the Indian Constitution
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i.e. Right to live with dignity and Right to privacy. 98 percent of respondents
expressed of needs of networking, advocacy and sensitization with different levels
that include government officials, civil society, local elected persons or leaders,
police, local goonda, health service providers and masses, etc. It is also noted that
stigma and discrimination at family, society, institutional places, and health care
setting made them delay in ‘coming out’ process. Thus, social advocacy/sensitization
is an important tool in reducing social stigma and discrimination against MSM so
that they can come out in society and can able to enjoy their rights.

V.3 Important Conclusion of the Study

1. Sexual orientation of an individual can influence one’s sexual identity.

2. Childhood socialization played a vital role in shaping one’s sexual identity in
later life.

3. Childhood negative experience can have negative effects such as depression,
stress, anxiety and low self-esteem, feeling of worthlessness, etc.

4. Adolescent period is the important stage to develop one’s sexual orientation
and sexual identity. In this period, the sexual information sought from peer,
books, magazines, internets, mass media, etc. are culminating in sexual
maturity.

5. MSM had experienced of role conflicts because of their sexual orientation.
Such situations made victims of abuse, harassment, hostility that may affect
their psycho-social well-being by experiencing of distress, low self-esteem,
and internalized homophobia, guilty, loss of interest, irritable, loss of

attentions, upset, etc.
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6.

10.

Disclose or coming out of one’s homosexual identity is a crucial and big
challenge. Those MSM who had come out might have unique consequence in
later life in compared to those who had not disclosed of their sexual identity.
Therefore, ‘coming out’ on time in family and society helps in psychological
well-being of MSM people.

Delaying disclosure or none disclosure of homosexual identity among MSM
may lead to frustration, upset, anxious, stress, shame, self-hatred, self-
worthlessness, low self-esteem, etc.

MSM people feel comfortable in expressing their feelings to mother. At the
time of coming out MSM people needed adequate social and emotional
support about their sexual orientation. Those who do not receive such social
and emotional support felt upset, guilty, isolation, etc.

Physical, verbal and sexual abuses are the common experiences encountered
by MSM people after coming out as homosexual identity. Those MSM with
effeminate behaviour have more chances of encountering sexual abuse from
friends, partners, local goonda, local elders and relatives. Mainly sexual abuse
is done by near and dear ones whom they were well acquainted. Such
situations made them more vulnerable in society leading to develop low self-
esteem and low self-confidence.

The concept of ideal traditional masculine man made married MSM in fear of
expressing their sexual identity and orientation. Such negative societal
attitudes affect their self-image and make insecure, inadequacy and

inferiority.
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11.

12.

13.

MSM people had experienced of threatening by family members due to their
role conflicts. Within family level, they were humiliated, isolated, threatened,
intimidated, denied and blamed, discriminated in education, property, etc.
Such conditions made MSM involved in risk behaviours like suicidal ideation
and suicidal attempt, leaving home, engaging in sex work, use of intoxicate
substances, etc.

Family members of MSM believed that their sons’ sexual behaviour might
change after marriage. Therefore, they pressurized their sons to get married.
Those who cannot escape from parents’ pressure are living with stress which
affects their psycho-social well-being.

It is evident that family is a place where an individual can get care, support
and security. Negative attitudes of family members made them developed

psychological disturbance in their daily life.

14.MSM people had experienced of some form of negative attitudes from

neighbours such as teasing, verbal abuse, prejudices, angry, disconnect of
communications, etc. Such negative attitude made them sad, guilty, upset,

feelings of different and shy in front of others.

15. They had experienced of homophobia in various forms such as homophobic

jokes, malicious gossip, and name-calling, intimidating looks, internet
bullying, rejection and sexual assault, physical attacks leading to
discrimination. Such negative attitudes of people affected MSM and led to

develop psychological problems such as feeling of guilty, shame, self-
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loathing, low self-esteem, self-hatred, feeling of worthlessness and feeling of
being abnormal.

16. Experienced of common negative attitudes at educational places such as
bullying, teasing, stigma, discrimination and homophobic, physical,
emotional and sexual assault in school/college by class mates and even by
staffs affect the psycho-social well-being of MSM.

17. Experienced of stigma and discrimination at work place lead to frustration,
dissatisfaction, poor mental and physical health.

18. Experienced of physical and sexual abused by police and local goonda made
them more insecure. Living in such stressful and anxiety might lead to affect
psychological well-being among MSM community.

19. The culture of having partnership (male partner) is prevalent among MSM
community. Those who have partners (MSM B - MSM A) played a positive
and an important role in psychological well-being of MSM.

20. Keeping of multiple sexual partners due to unsteady partner-relationship can
affect the psycho-social well-being of MSM. Therefore, they had mixed-
feelings of emotions like anger, hurt, hatred, frustrated, guilty, regret,
tension, anxiety and revenge.

21. The rates of condom used among the respondents who have multiple sexual
partners were very low because of refusal by partners, lack of condom
availability, unable to access condom, sub-standard and lack of awareness,
etc. Involving in unsafe sexual relationship made them worried and anxiety

which directly and indirectly affect the psycho-social well being of MSM.
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22.Involving in risk behaviours such as used of multiple intoxicated substances
among adolescent and young adulthood MSM, having multiple sexual
partners due to partner problems, family and societal problems, tensions for
their career, lack of opportunities and problems of employment have affected
the psycho-social well-being of MSM.

23. Psychological disturbances and pressure from peer group made MSM used of
intoxicated substances. They used substances as a means of coping
mechanism from stress, depression, painful relations, family threatening,
societal stigma and discrimination, homophobia, prejudices, etc.

24.The high rates of HIV test among MSM are due to high awareness level of
HIV/AIDS and also for fear of having HIV/AIDS infection because of their
sexual acts with multiple unknown partners. Such situation made them more
tensed, worried, anxious, upset, guilty etc.

25. Attitudes of health care providers play an important role among MSM in
accessing health care treatment both in private and public hospitals that may
affect their psycho-social well-being.

26. The law enforcement of [PC Section 377 made MSM people hide their sexual
orientation and identity that lead to affect their psycho-social well-being.

27.There are no specific programmes and services available for MSM
community from government and NGOs except HIV/AIDS programme. This

double standard of the policy may affect the psycho-social well-being of MSM.
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28. The status of homosexual identity and HIV/AIDS leveled MSM with double

stigma by society at large. This double stigma made MSM suffer from psycho-

social problems under the study area.

29. There are needs of networking, advocacy and sensitization with different

levels that include government officials, civil society, local elected persons or
leaders, police, local goonda, health service providers and masses which will
help in reducing stigma and discrimination against MSM that may bring a

positive well-being of MSM community.

V.4 Suggested recommendation of the study

Ensure greater involvement of vulnerable communities including MSM in
policy formulation and program development.

Adopt a human rights based approach in tackling social discrimination.
Repeal of criminalization of same sex acts i.e. Section 377 of Indian Penal
Code.

National government, policy makers and civil society to create enabling
environment and advocate for safe spaces of MSM.

Update of code of conduct related to sexual minority and make free from
discrimination in family, society, institutional setting, and healthcare setting.
Inclusion of income source programs for MSM

Expand public and private fund and increase investment in MSM and HIV-
related and anti-stigma activities.

Extend services to sexual partner and promotion of mental health services of

MSM and family.
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Open rehabilitation centre and short stay home for homeless MSM and
substance abuse.

Encourage education among MSM and introduce topics of sexuality in
academic syllabus and formulation of anti-bullying and safe school
legislation.

Selection of professional and knowledgeable person who have knowledge of
MSM for service delivery.

Provide education and sensitization programme for service providers in
accessing the services among MSM at regular basis with care, seek
information and obtain treatment without fear of discrimination or
harassment.

Encourage for formation of self-help group among MSM.

Well evaluation of intervention programme and transparency of funds for

MSM programs.

V.5 Suggested recommendation for further research from the study

Further research can be done on the following:

1.

Role of GO and NGO/CBO partnership in providing services for the welfare of
MSM.

Issues of human development and social security of MSM.

Role of MSM A in the midst of lifestyle of MSM B and HIV/AIDS.

Shumang Lila (Courtyard play) and its influence to MSM identity in Manipur.
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V.6 Social work theory and interventions

V.6.1 Social work theory

The finding and observation of the present study reflects a need to apply for
“Structural Social Work” for the well-being of MSM people. The life of MSM can only
be enhanced when structural exploitation are reduced and applied for equal
opportunities to everyone.

The findings of the study suggested a holistic approach of social work. The
study showed that MSM are a group of people who are deprived in every aspects of
life due to their sexual orientation and sexual behaviour. They are oppressed or
suppressed within or outside the family. In family, family members neglected and
rejected due to their sexual behaviour and identity and often underestimated their
capacities and potentials leading to deprivation. In society, people don’t look them
in positive ways. They suffered from social stigma, discrimination, prejudice,
homophobia, heterocentrism and heterosexism in society. Therefore, structural
social work is important to empower and enhance the quality of MSM life. Structural
social work talks from two perspectives. First, it discussed about the negative
consequence of structural exploitation of people. The inequalities which are
expressed through a social order in terms of different class, gender, race, sexual
orientation, age, disability and geographical region that allow people with economic
and social power to define one aspect of these features of society as valid and to
oppress those who do not possess this features. Those people who oppressed are
excluded from opportunities, participation and a good quality of life. Secondly, it

discussed the transformation through social reform and social change. Thus, it seeks
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changes in the society, rather than simply dealing with the consequences of it. This
approach will move from social relations based on inequality to social relations
based on equality with a collective, participatory ideology and support from social
institutions.

Thus, successful application of Structural Social Work at family, society and
institutional places will help in empowering and developing the life of MSM people.
Structural Social Work will help social workers and civil society to inspire in taking
up strategies for reducing stigma and discrimination against MSM community. It will
help in solving the problems by highlighting the issues of injustice and also by
developing a specific programme and policies for MSM. So, Structural Social Work
becomes one of the important areas to discuss in social work education. The
following are the area of interventions that suggested from the study:

V.6.2. Social Work Interventions

Some social workers have noted that the profession has not been at the
forefront of advocacy for gay and lesbian rights even in the United states in the
earlier period (Di Nitoo and McNeece, 1990;343) but in the last two to three
decades, social workers has clearly moved towards a position in support of their
rights. Social worker has taken up many actions to commit towards homosexual
individuals. The council of Social Work Education (CSWE) recognized the need of
putting homosexual issues in Social Work Education which will help in changing the
relationships between social values and homosexuals. Thus, there was an evolution

of anti-discriminatory social work practice with homosexuals.
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There are difference levels of social work intervention for homosexual
people. Michael Shernoff (1998) explains the different aspects of individual practice
with gays that include issues of identity development, substance abuse, domestic
violence, anti-gay violence, ageing, living with HIV and AIDS and death and dying.
Homosexual people encounter vast issues in compared to other groups of people. In
order to deal with the issues of homosexual people, social worker need to have skills
in various field such as case work, counseling, group work, community mobilization,
and crisis situation and existential conditions as they are part of an array of much
needed social work services that aim at fuller integration of gays into the society.
According to Prasad (1979), psychiatric social worker can foster social action for the
rights of the clients, and as a therapy to solve the problems of patients with
reference to their needs to achieve self-actualization, a sense of identity and
interdependence and as a means to correct the social system that causes
maladjustment.

Following are the some of the areas where a social work can intervene:

a) Individual level interventions

e Counseling can be given at the time of coming out from family members.
Usually at the time of coming out, family feel shock and sad.

e Social worker can help MSM to control and handle internalized homophobia.

e Social worker can become negotiator and mediator to re-emergence of
feeling of attachment.

e Social worker can give assistant to those MSM who are facing violence.
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e Social worker can channelize the local available resources such as support
group and network, policies and programme for MSM and to show the
direction for accessing it.

b. Group level interventions

e Social worker can help in forming support groups/collectives for MSM.
Support group will help MSM for mutual aid and assistance among each
other.

e Social worker can foster a group cohesion and interdependence among the
group members of MSM.

e Social worker can provide psycho-educational counseling to MSM at the time
of crisis such as family, partner, friends and society

c.Community level interventions

Social worker can intervene in community from two dimensions:

i.  Within the MSM community
e Social worker can sensitize the MSM community member to acknowledge the
diversity among them. He can develop a sense of mutual respects among
community members.
e Social worker can motivate community members to fight against
discrimination, prejudice and disempowerment.
e Social worker also intervenes in project planning to design programs for

addressing the issues of MSM.
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e Social worker can educate peer educator and Outreach worker for effective

and collaborative work with community members.
ii. With the dominant heterosexual community

e Social worker can create awareness on the nature of homosexuality to
change the perception by public on same sex behavior, identities and
lifestyles.

e He/she can advocate regarding the rights of MSM to access power for them.

e He/she can sensitize and mobilize other human rights and civil rights
organizations to include the homosexual issues in their work.

e Advocate to the police station and court of justice.

d. Asservice Provider

e Awareness program on the issues of MSM/same sex relationship through
mass media.

¢ Government needs to focus on human rights of MSM community.

¢ NGO needs to do advocacy and sensitization progamme on MSM issues.

e Government needs to develop welfare schemes for MSM community.

V.7 Suggested Model by the Researcher

From the finding of the study researcher has developed a model of
psychosocial problems of MSM. Stigma is a dynamic process of devaluation that
significantly discredits an individual in the eyes of others (Goffman, 1963). Social
discrimination is a mean, unfair, or unequal treatment (including acts of verbal or

physical violence) intended to marginalize or subordinate individuals or
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communities based on their real or perceived affiliation with socially constructed
stigmatized attributes (Ayala, 2010).

Stigma and
discrimination

7

Psychological
problems

HIV infection

Low self-
esteem

Engagein high
risk behaviour

Poor
performance
]
school/college
and work
place

Figure 5.1 Psycho-social Model of MSM
Stigma and discrimination can lead to have psychological problems which affect the
mental well-being of MSM. MSM is one of the sexual minority groups in society due
to their sexual orientation and behaviour. Stigma and discrimination exhibit
hopelessness, chronic worry, and hyper-vigilance. Moreover, it is also leading to
elevate risk behaviour such as self-harm, suicidal thoughts, risky sexual practices
and excessive substance abuse among MSM. Some of the mental health problems of
MSM people are depression, suicidal tendencies, isolation, etc. such condition made
them to loss self-image, self- respect, competency and worthlessness. Thus, the

consequence of poor mental health leads MSM to have low self-esteem.
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Self-esteem is the overall emotional evaluation of his or her own worth. It is a
judgment of oneself as well as an attitude towards the self. Self-esteem encompasses
beliefs and emotions such as triumph, despair, pride and shame. It is also one of the
evaluative dimensions of the self that includes feelings of worthiness, pride and
discouragement. It exists as a consequence of the implicit judgment that every
person has the ability to face life’s challenges, to understand and solve problems,
and their right to achieve happiness and be given respect (Nathaniel, 1987). Life
experience is the major source of self-esteem development. The negative and
positive life experience will show the person of positive feeling of self-worth or
negative feeling of self-worth. Most of the MSM people have experienced of
unfavourable environment inside or outside since their childhood. Those who had
negative experienced during their childhood will impact on later life. Lack of
parental and societal emotional support, love and care can lead to develop low self-

esteem in later life.

Self-esteem plays a vital role in performing one’s role and responsibilities in
family and society. It gives significant contribution to academic performance and
work achievement. An individual’s consistent achievement and success or failures
are strongly affected by their self-esteem. MSM had experienced of unfair treatment
in school/ college and at work place. They did not feel free and safe at the place
where they can get knowledge, skill and personal development. They did not feel
free to express their ability in any field. They were insecure in compared to others.
Their performances and achievements were comparatively low in school/college or

work place due to lack of knowledge and opportunities, etc. The consequences of
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such problems are due to lack of proper socialization, self-stigmatization, loss of
family and social support, loss of employment, etc. Such conditions made them
deprive from their opportunities in family and society as their involvement in
decision making are less, and often neglected in family. They are discriminated and
neglected from educational institutions, work place, public places and health care
setting due to their sexual orientation and behaviour. They are often denied from
their rights like Right to equality and Right to life, etc. Such conditions made them
suffer from psychological problems such as tension, stress, upset, isolation,
worthlessness, lack of self-respect and self-image, etc. In order to cope up from the
situation, they engaged in high risk behaviour such as substance abuse, multiple
sexual partners, engage sex without safer ways, sex work, gift sex etc. Finally, they
are infected by HIV/AIDS leading them to face double stigma of HIV positive and
living with MSM identity. Double-stigma against MSM who are living with HIV can
hamper in involvement of preventive efforts, decrease opportunities for early

intervention, and potentially reduce overall quality of life (Mahalingam et al., 2004).

V.8 Conclusion

MSM are always looked down upon and oppressed them by other sections of
people. Their sexuality made them more vulnerable and has a little space in society.
Stigma and discrimination diminish their efficiency of being human and made them
psychologically impaired. With the advancement of science and technology, society
needs to see them as an individual rather than their sexual behaviour. Such group of

people requires empowerment and moral support so that they can contribute their
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roles to family and society. It is expected that the major findings of the present study
will help MSM to get social and family acceptance which is much needed for
improving the living conditions of MSM and also for enhancing their quality of life.
GO and NGOs in collaboration with family and society at large need to provide
special attention, supports, care and love to protect and prevent MSM community
from risk behaviours which will further help in reducing HIV/AIDS, STIs, STDs, and

other psycho-social problems.
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