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a b s t r a c t

Marginalization and stigmatization heighten the vulnerability of sexual minorities to inequitable mental
health outcomes. There is a dearth of information regarding stigma and mental health among men who
have sex with men (MSM) in India. We adapted Meyer’s minority stress model to explore associations
between stigma and depression among MSM in South India. The study objective was to examine the
influence of sexual stigma, gender non-conformity stigma (GNS) and HIV-related stigma (HIV-S) on
depression among MSM in South India. A cross-sectional survey was administered to MSM in urban
(Chennai) (n¼ 100) and semi-urban (Kumbakonam) (n¼ 100) locations in Tamil Nadu. The majority of
participants reported moderate/severe depression scores. Participants in Chennai reported significantly
higher levels of GNS, social support and resilient coping, and lower levels of HIV-S and depression, than
participants in Kumbakonam. Hierarchical block regression analyses were conducted to measure asso-
ciations between independent (GNS, HIV-S), moderator (social support, resilient coping) and dependent
(depression) variables. Sexual stigma was not included in regression analyses due to multicollinearity
with GNS. The first regression analyses assessed associations between depression and stigma subtypes.
In Chennai, perceived GNS was associated with depression; in Kumbakonam enacted/perceived GNS and
vicarious HIV-S were associated with depression. In the moderation analyses, overall GNS and HIV-S
scores (subtypes combined) accounted for a significant amount of variability in depression in both
locations, although HIV-S was only a significant predictor in Kumbakonam. Social support and resilient
coping were associated with lower depression but did not moderate the influence of HIV-S or GNS on
depression. Differences in stigma, coping, social support and depression between locations highlight the
salience of considering geographical context in stigma analyses. Associations between HIV-S and
depression among HIV-negative MSM emphasize the significance of symbolic stigma. Findings may
inform multi-level stigma reduction and health promotion interventions with MSM in South India.

� 2012 Elsevier Ltd. All rights reserved.

Introduction

Globally, sexual minority populations experience significantly
poorer mental health in comparison with heterosexual people
(King et al., 2008). Extensive evidence demonstrates that sexual
minorities are disproportionately affected by stigma and discrimi-
nation (e.g. Frisell, Lichenstein, Rahman, & Langstrom, 2010; Frost &
Meyer, 2009; Hatzenbuehler, Nolen-Hoeksema, & Erickson, 2008;

Wohl et al., 2011). The minority stress model posits that chronic
stress resulting from sexual stigma contributes to mental health
problems among sexual minorities (Meyer, 1995, 2003). Sexual
stigma refers to devaluing of sexual minorities, negative attitudes
and lower levels of status afforded to non-heterosexual sexual
behaviors, identities, relationships and communities (Herek, 2007).
There is a scarcity of research, however, measuring sexual stigma
and its mental health effects among sexual minorities in developing
countries (Caceres, Aggleton, & Galea, 2008; Parker, 2001).

The minority stress model describes that chronic stressors in the
lives of sexual minorities include: internalized stigma, in which
a stigmatized individual accepts negative beliefs, views and feelings
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toward the stigmatized group and oneself; perceived or felt-norma-
tive stigma, meaning awareness of negative societal attitudes, fear
and expectations of rejection; and enacted stigma referring to overt
acts of discrimination (Herek, 2007; Meyer, 1995). Stigma and
discrimination have been associated with higher rates of depression
(e.g. Hatzenbuehler et al., 2008), psychological distress (Bontempo&
D’Augelli, 2002; Diaz, Ayala, Bein, Henne, & Marin, 2001), substance
use (McCabe, Bostwick, Huges, West, & Boyd, 2010), and post-
traumatic stress disorder (Roberts, Austin, Corliss, Vandermorris, &
Koenen, 2010) among sexual minorities in North America.

This paper focuses on South India as an important global context
to test the cross-cultural applicability of the minority stress model.
Discrimination, violence and stigmatization of men who have sex
with men (MSM) have been reported in social, legal and health care
systems in India (Chakrapani, Newman, & Shunmugam, 2008;
Chakrapani, Newman, Shunmugam, & Dubrow, 2011; Chakrapani,
Newman, Shunmugam, McLuckie, & Melwin, 2007; Chatterjee,
2006). Limited investigations indicate that the rate of depression
among MSM in South India is three times higher than that reported
among the general population (Safren et al., 2009; Thomas et al.,
2009). Mental health practitioners in India have called for research
regarding the specific mental health needs of sexual minorities
(Chandra, 2009; Parekh,2006). India’s recentdecriminalizationof sex
betweenconsenting same-sexadults in July2009has implications for
health care providers to provide services for sexual minorities.

Conceptualizations of stigma, sexuality, and gender differ
between contexts, cultures and countries, presenting challenges in
cross-cultural measurements of stigma (Herek, 2007; Parker, 2001).
Previous scales to assess stigma directed toward sexual minorities
include the “Homophobia Scale” (Diaz et al., 2001) and the “China
MSM Stigma Scale” (Neilands, Steward, & Choi, 2008); these scales
examine sexual stigma in relation to being a “homosexual”. As
homosexual is not a common term adopted by self-identified MSM
in Tamil Nadu, these scales may not be appropriate for MSM who
adopt indigenous identities (Chakrapani et al., 2007). Indigenous
identities for MSM in Tamil Nadu include kothi, referring to males
who have feminine characteristics and are usually receptive part-
ners in anal sex; panthi, masculine males who may not identify as
homosexual, are mainly insertive partners for anal sex with kothis;
and double-decker, males who are both insertive and receptive
partners in anal sex (Chakrapani et al., 2007; Safren et al., 2009).
Constructions of same-sex sexualities within India that differ from
Western models suggest a need for approaches that address the
cross-cultural complexity of stigma experienced by sexual minor-
ities (Asthana & Oostvogels, 2001; Khan, 2001).

Theoretical approach

Conceptualizations of stigma have evolved from focusing
predominately on Goffman’s (1963) description of the social
processes of labeling and exclusion implicated in stigma, to socio-
cognitive approaches that center on the psychological impacts of
stigma (e.g. Herek, 2007; Meyer, 2003), to structural analyses of
systems of power involved in (re)producing inequity (e.g. Mahajan
et al., 2008; Parker & Aggleton, 2003). Goffman’s (1963) work
described physical (e.g. illness) and character (e.g. sexual minority)
‘abnormalities’ that have historically been conceptualized as retri-
butions for previous sins and associated with moral transgressions
(Goffman,1963). By focusing on how stigma impacts well being, the
minority stress model extends and complements Goffman’s focus
on why and how a particular phenomenon is stigmatized (Herek,
2007; Meyer, 1995, 2003). The minority stress model posits that
sexual stigma is a predictor of mental health challenges, and that
social support and coping moderate the impact of sexual stigma on
mental health outcomes (Meyer, 2003).

The minority stress model has been applied to sexual minority
mental health (Meyer, 1995, 2003). In focusing predominately on
sexual stigma, however, it may fail to capture the effects of inter-
secting forms of stigma based on other factors such as gender non-
conformity and HIV-positive serostatus. Gender non-conformity,
displaying characteristics usually associated with the opposite
gender, may underlie and exacerbate sexual stigma but is largely
overlooked in sexual stigma analyses (Sandfort, Melendez, & Diaz,
2007; Gordon & Meyer, 2007; Parker, 2001). This is a particularly
salient concept in India, where effeminate MSM experience stigma
and discrimination based on gender non-conformity (Narrain &
Bhan, 2005). In fact, gender non-conformity in part defines the
kothi identity, as kothis may display feminine mannerisms, speech
patterns and behavior, and occasionally wear female clothes
(Chakrapani et al., 2007).

HIV-related stigma, the devaluing of people living or associated
with HIV, also negatively affects mental health (Logie & Gadalla,
2009; UNAIDS, 2007). In South India, HIV-related stigma was
correlated with higher rates of depression among heterosexual
people living with HIV (PLHIV) (Steward et al., 2008). HIV-related
stigma may be exacerbated for marginalized populations such as
MSM (Campbell & Deacon, 2006; Parker & Aggleton, 2003) due to
symbolic stigma, the blaming and shaming of a marginalized group
(e.g. PLHIV) and people associatedwith a stigmatized group (e.g. sex
workers, MSM) (Herek & Capitanio, 1999). Yet most HIV-related
stigma research in India has focused on heterosexuals, resulting in
underrepresentation of sexual minority experiences (Newman,
Chakrapani, Cook, Shunmugam, & Kakinami, 2008). Further atten-
tion should be afforded to exploring the impacts of HIV-related
stigma on both HIV-negative and HIV-positive sexual minorities.

We propose the adapted minority stress model as a theoretical
framework for understanding the influence of stigma on MSM in
South India (Fig.1). Our adaptedminority stressmodel incorporates
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Fig. 1. Hypothesized adapted minority stress model linking sexual stigma, gender non-
conformity stigma and HIV-related stigma with depression among men who have sex
with men in South India. Variables enclosed in solid lines are included in Meyer’s
minority stress model, whereas those enclosed in dotted lines are incorporated in our
proposed adapted minority stress model for use in South India. The arrows represent
a predicted relationship, where stigma (sexual, gender non-conformity, HIV-related) is
hypothesized to predict depression. The arrow from the moderators intersects with the
arrows between the independent variables and depression to indicate a predicted
interaction effect.
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Meyer’s (2003) analyses of the associations between independent
(sexual stigma), moderator (social support, coping) and dependent
(depression) variables. The addition of HIV-related stigma to the
model was informed by Goffman’s (1963) conceptualization of
disease as punishment and Herek and Capitanio’s (1999) discussion
of symbolic stigma.Gender non-conformity stigmawas added to the
model in response to community consultations in India and in line
with recommendations from several stigma researchers (e.g.
Sandfort, Melendez, & Diaz, 2007; Gordon & Meyer, 2007; Parker,
2001) The adapted minority stress model contributes to under-
standing the complexity of stigma experienced by diverse MSM in
South India and may support evidence-informed interventions to
promote mental health.

Methods

This study aimed to test the adapted minority stress model for use
with MSM in South India. The study hypotheses included: 1) higher
levels of sexual stigma, gender non-conformity stigma, and HIV-
related stigma (HIV-S) would predict higher levels of depression;
2) higher levels of social support and resilient coping would predict
lower levels of depression; 3) social support and resilient coping
would interact with sexual stigma, gender non-conformity stigma
and HIV-S to reduce the strength of the relationship between
stigma (sexual stigma, gender non-conformity stigma, HIV-S) and
depression.

A cross-sectional survey was implemented between October
2009 and January 2010 in Tamil Nadu, India, with the Indian
Network of People Living with HIV/AIDS, a national network and
a social movement with the objective of promoting health and
human rights for PLHIV in India. Research Ethics Board approvalwas
attained from the University of Toronto and the Indian Network.

Data collection was undertaken in collaboration with the Indian
Network and three community-based organizations that offer
services (e.g. drop-in centre, support groups, HIV prevention) to
sexualminorities in two locations inTamilNadu, South India, namely
Chennai andKumbakonam. Chennai, the capital of TamilNadu, is the
fifth most populated city in India with a population of over 4.2
million people (Tamil Nadu Government, 2010). Kumbakonam is
a large town in southern Tamil Nadu with a population of approxi-
mately 140,000 people (Kumbakonam Municipality, 2005). Two of
the community organizations were in Chennai (SWAM, Sahodaran)
and one was in Kumbakonam (Lotus Sangam). Separate analyses
were conducted to develop aprofile of stigmaanddepression among
MSM in urban (Chennai) and semi-urban (Kumbakonam) locations.

A convenience sample of MSM was recruited by peer research
assistants. The assistants recruited participants at the organiza-
tions, by word of mouth, and visited areas where MSM socialized
(e.g. beaches, parks) to promote study participation. The recruit-
ment strategy aimed to include 100 participants in each location.
The maximum number of predictors for each outcome in each
location is 9 (moderation analyses: 2 independent, 2 moderator, 5
2-way interaction terms); 10 people per predictor is an appropriate
sample size to predictor ratio for multivariate analyses (Field,
2009). Two MSM assistants, fluent in Tamil and English, were
hired in each location and trained to recruit participants and
conduct the survey.

Inclusion criteria for survey participants were adults aged 18
years and over, capable of providing informed consent, who self-
identified as being kothi, panthi, double-decker, gay, bisexual, or
MSM. A survey was developed to collect information on socio-
demographic variables (age, income, education), sexual stigma,
gender non-conformity stigma, HIV-S, social support, resilient
coping and depression. Pilot testing and attaining extensive feed-
back throughout the survey development process from key

informants at the Indian Network, MSM outreach workers at orga-
nizations, and the research assistants was undertaken to enhance
the survey’s content validity and ensure accessible survey language.
The surveywasdeveloped in English, translated intoTamil andback-
translated into English to ensure semantic equivalence. Surveys
were administered in Tamil by the assistants under the supervision
of the Network research coordinator.

Measures

Sexual stigma
The sexual stigma scale used in this study was based on the

China MSM Stigma Scale (Neilands et al., 2008), adapted from the
Homophobia Scale (Diaz et al., 2001). These scales include dimen-
sions of enacted stigma and perceived stigma and had acceptable
reliability in studies with MSM in China (Neilands et al., 2008) and
the U.S. (Diaz et al., 2001).

Four changes were made to the sexual stigma scale. We retained
the police harassment item from the Homophobia Scale used in the
U.S. but not in China as experiences of police violence targeting
MSM in South India have been reported (e.g. Chakrapani et al.,
2007). Second, the phrase ‘because of your homosexuality’ was
replaced with ‘because you have sex with men’ to enhance the
relevance for the South Indian context. Third, the police harassment
item was divided into three questions to ascertain if participants
experienced verbal, physical and/or sexual harassment by police.
Fourth, blackmail has been reported among MSM in South India
(e.g. Chakrapani et al., 2007), therefore the following question was
added: Have you been blackmailed for money because you have sex
with men? Overall Cronbach’s a was 0.83; enacted subscale 0.86;
perceived subscale 0.51.

Gender non-conformity stigma
No scales were found that measured this construct. Therefore

the ‘Gender Non-Conformity Stigma Scale’ (GNCSS) was developed
by modifying items from the China MSM Stigma Scale (Neilands
et al., 2008). The GNCSS used items from the China scale replac-
ing the phrase ‘because of your homosexuality’ with ‘because of your
feminine mannerisms and/or behavior’. The GNCSS includes dimen-
sions of enacted and perceived stigma, including police harassment
items to assess verbal, physical and/or sexual harassment. Feedback
from key informants and pilot testing indicated high content val-
idity of this scale. Overall Cronbach’s a was 0.84; enacted subscale
0.82; perceived subscale 0.50.

HIV-related stigma
The HIV-related Stigma Assessment Scale (Steward et al., 2008)

was used to measure HIV-S. This scale was developed from a study
that assessed HIV-S among heterosexual PLHIV in South India
(Steward et al., 2008). This instrument demonstrated high reli-
ability and validity and measures four dimensions of HIV-S (enac-
ted, felt-normative, internalized, vicarious). Vicarious stigma,
hearing stories about enacted stigma, emerged as a construct in
Steward et al.’s (2008) study.

Two modifications were implemented to make Steward et al.’s
(2008) scale appropriate for HIV-positive and HIV-negative MSM.
First, one item was added to the felt-normative subscale to assess
symbolic HIV-related stigma: How many people think that men
who have sex with men deserve to get HIV? Second, assistants
administered the felt-normative and vicarious subscales to all
participants, and the enacted and internalized subscales to HIV-
positive participants. We only include responses to felt-normative
and vicarious HIV-S subscales in analyses as a very small propor-
tion (10.5%; n¼ 20) of the sample self-reported an HIV-positive
serostatus and completed the internalized/enacted subscales.

C.H. Logie et al. / Social Science & Medicine 74 (2012) 1261e1268 1263
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Overall Cronbach’s a was 0.92; vicarious subscale 0.87; felt-
normative subscale 0.90.

Social support
TheMulti-dimensional Scale of Perceived Social Support (MSPSS

or social support) (Zimet, Dahlem, Zimet, & Farley,1988)was used to
assess the perceived adequacy of support from family, friends and
a significant other. The scale has demonstrated high reliability and
validity across numerous studies andwhile not tested in India it has
been used cross-culturally (e.g. Husain et al., 2006). Cronbach’s
a was 0.95.

Resilient coping
The Brief Resilient Coping Scale (BRCS) was used to measure

resilient coping, a process of positive adaptations to high stress
(Sinclair & Wallston, 2004). This scale assesses both dispositional
(e.g. self-confidence, optimism) and situational (e.g. active problem
solving) dimensions of coping and has demonstrated high reli-
ability and validity among adults with chronic illness in the U.S.
(Sinclair & Wallston, 2004). Cronbach’s a was 0.91.

Depression
The Beck Depression Inventory Fast-Screen (BDI-FS) was used to

measure depression. The BDI-FS was developed to provide a quick
assessment of affective components of depression (Beck, Guth,
Steer, & Ball, 1997). It is based on the same constructs from the
original Beck Depression Inventory that has been utilized in India
with PLHIV (e.g. Steward et al., 2008). The BDI-FS also includes one
item on suicidality that was not included in this survey as the
assistants were not trained to provide crisis management. Golden,
Conroy, and O’Dwyer (2007) reported that omitting the suicidality
item did not affect the BDI-FS reliability. Cronbach’s a was 0.91.

Procedures and analysis

The structured survey was approximately one hour in duration
and verbally administered by assistants to participants in a private
room at one of the organizations involved in the study. Informed
consent was obtained from participants before the survey was
administered. No identifying information was collected. Partici-
pants received 300 Indian Rupees (IR) (approximately 7 USD) as an
honorarium to compensate for time and travel costs. Following
survey completion participants were offered an informational
pamphlet of resources for MSM/PLHIV.

Descriptive analyses were conducted among variables to calcu-
late frequencies, means and standard deviations (SD). Independent
sample t-tests examined differences in the outcome variable based
on categorical socio-demographic variables. As socio-demographic
variables (age, income, education) were not significantly associ-
atedwith depression theywere not included in regression analyses.

Bivariate correlational analyses (not shown) indicated multi-
collinearity between overall sexual stigma and gender non-
conformity stigma scores (Chennai: r¼ 0.74, p< 0.001; Kumbako-
nam: r¼ 0.89, p< 0.001). Multicollinearity presents potential
problems for multiple regression. So, a forward stepwise regression
analysis was conducted for each location to determine the stronger
predictor of depression. Gender non-conformity stigma was
a stronger predictor of depression than sexual stigma in both
locations, so it was used in regression analyses.

Hierarchical (blockwise entry) regression was based on the
adapted minority stress model that posits gender non-conformity
stigma and HIV-S are important predictors of depression, and
social support and resilient coping are potential moderators. In the
first regression analyses, subtypes of HIV-S (vicarious, felt-
normative) and gender non-conformity stigma (perceived,

enacted) were entered as predictors in block 1; in block 2 social
support and resilient coping were entered as predictors.

The purpose of the moderation analysis was to test if support
and coping changed the strength or relationship between the
independent and dependent variables. The interaction terms were
calculated by mean centering the independent and moderator
variable total scores before multiplying them together. There was
insufficient sample size to conduct moderation analyses using each
subscale as a predictor. Therefore gender non-conformity stigma
subscales (perceived, enacted) and HIV-S subscales (vicarious, felt-
normative) were combined to create two overall scores. In block 1,
the gender non-conformity stigma overall score and the HIV-S
overall score were entered as predictors; in block 2, social support
and resilient coping total scoreswere entered as predictors; in block
3, the 2-way interaction terms were entered as predictors.

Results

Socio-demographic characteristics of participants (n¼ 200) are
described in Table 1. Half of participants were from Chennai
(n¼ 100) and half from Kumbakonam (n¼ 100). The mean partic-
ipant age was 31.0 years (SD 8.1). The median monthly income was
3500 INR (SE 199) (78 USD). The majority of participants (74.0%;
n¼ 148) identified as kothi. Almost two-thirds (65.2%; n¼ 129) of
participants reported being paid for sex in the last 3 months.

Geographical differences

There were significant differences across variables between
participants in Chennai and Kumbakonam. Participants in Chennai
experienced significantly higher overall gender non-conformity
stigma scores t(198)¼ 2.35, p< 0.05, and perceived stigma scores
t(198)¼ 2.84, p< 0.01, than in Kumbakonam. Participants in
Chennai reported significantly lower overall HIV-S scores

Table 1
Socio-demographic characteristics of participants (n¼ 200).

% N

Highest level of education completed
No formal education 8.5% 16
Primary education 14.5% 29
Elementary education (8th standard) 18.0% 36
High school 39.0% 78
College degree/diploma 20.5% 41

HIV serostatus
HIV-negative 62.5% 125
HIV-positive 10.5% 21
Don’t know status 24.0% 48
Don’t want to report 3.0% 6

Marital status
Not married 70.0% 140
Married 30.0% 60

Current living situation
Parents 51.5% 103
Spouse 22.0% 44
Alone 15.0% 30
Friends 8.0% 16
In laws 2.5% 5
Male sexual partner 0.5% 1
Extended family 0.5% 1

Sexual attraction
Men only 83.0% 166
Men and women 17.0% 34

Been paid for sex in last 3 months
Yes 65.2% 129
No 34.8% 69

Note. Percentages are calculated from non-missing responses.
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t(196)¼�3.72, p< 0.001, vicarious HIV-S t(198)¼�3.16, p< 0.01,
and felt-normative HIV-S t(198)¼�2.87, p< 0.01 in comparison
with Kumbakonam. There were no significant differences in sexual
stigma (overall, enacted, perceived) scores between locations.

Participants in Chennai reported significantly higher levels of
resilient coping t(198)¼ 5.06, p< 0.001 and social support t(197)¼
4.50, p< 0.01 than in Kumbakonam. There were also significantly
lower depression scores t(198)¼�3.02, p< 0.01 in Chennai than in
Kumbakonam. In Chennai, almost one-third (30.0%; n¼ 30) of
participants reported severe depression, one-quarter (25.0%;
n¼ 25) moderate depression, one-quarter mild depression (24.0%;
n¼ 24), and one-fifth (21.0%; n¼ 21) no depressive symptoms. In
Kumbakonam, almost half (n¼ 47; 47.0%) of participants reported
severe depression, one-fifth (n¼ 19; 19.0%) moderate depression,
one-tenth mild depression (n¼ 11; 11.0%), and almost one-quarter
(n¼ 23; 23.0%) no depressive symptoms.

Subtypes of stigma as predictors of depression

Chennai
Regression analyses (Table 2) revealed that enacted non-

conformity stigma, perceived gender non-conformity stigma,
vicarious HIV-S and felt-normative HIV-S accounted for a signifi-
cant amount of variability in depression scores, adjusted R2¼ 0.06,
F(4, 95)¼ 2.50, p< 0.05. Perceived gender non-conformity stigma
was amarginally significant predictor. In block 2, social support and
resilient coping accounted for a significant proportion of depres-
sion variance after controlling for the effects of the stigma variables,
adjusted R2 change¼ 0.19, F (2, 93)¼ 13.50, p< 0.001. Social
support and resilient coping were both significant predictors.

Kumbakonam
Regression analyses (Table 3) indicated that the four subtypes of

stigma accounted for a significant variation in depression scores,
adjusted R2¼ 0.48, F(4, 94)¼ 23.53, p< 0.001. In particular, enacted

gender non-conformity stigma and vicarious HIV-S were significant
predictors. In block 2, social support and resilient coping accounted
for a significant proportion of depression variance after controlling
for the effects of stigma, adjusted R2 change¼ 0.28, F (2, 92)¼
57.65, p< 0.001. Social support, resilient coping and perceived GNS
were significant predictors.

Support and coping as moderators of stigma

Regression analyses for the Chennai data (Table 4) indicated
that, after entering the four main predictor variables separately, the
interaction terms did not account for variance in depression,
adjusted R2 change¼ 0.03, F (5, 88)¼ 0.93, p¼ 0.47. No interaction
terms were significant. Similarly, the interaction terms were not
predictive of the Kumbakonam data (see Table 5).

Discussion

Findings support the adapted minority stress model’s inclusion
of gender non-conformity stigma andHIV-related stigma as chronic
stressors that may be associated with depression among MSM.
Gender non-conformity stigma (overall, perceived, and enacted
subscales) was associated with higher depression among partici-
pants. In Kumbakonam, HIV-S (overall and vicarious) was also
associated with higher depression. Associations between gender
non-conformity stigma and depression corroborate research in the
U.S. that has highlighted associations between perceived gender
non-conformity and deleterious mental health outcomes among
sexual minorities (Sandfort, Melendez, & Diaz, 2007; Gordon &
Meyer, 2007). Prior research has not explored HIV-related stigma
as a predictor of depression amongHIV-negativeMSM, yet over half
of all participants, most HIV-negative, reported moderate or severe
depression. This finding corroborates previous research on depres-
sionamongMSMinChennai (Safrenet al., 2009;Thomaset al., 2009)
and suggests the depression rate among this sample of MSM is

Table 2
Regression analyses of predictors of depression in Chennai participants (n¼ 100).

Model R2 Adj. R2 Std. error
estimate

R2 change F change Df1 p

1 0.10 0.06 4.25 0.10 2.50 4, 95 0.047
2 0.30 0.25 3.78 0.20 13.50 2, 93 <0.001

Model Unstandardized
coefficients

Standardized
coefficients

t p

B Std. error Beta

1 Constant 1.86 1.86
Enacted gender
non-conformity
stigma (GNS)

0.09 0.08 0.13 1.13 0.262

Perceived GNS 0.40 0.21 0.23 1.94 0.050
Vicarious
HIV-related
stigma

�0.02 0.07 �0.03 �0.22 0.824

Felt-normative
HIV-related
stigma

0.02 0.07 0.03 0.25 0.805

2 Constant 14.24 2.90
Enacted GNS 0.10 0.07 0.14 1.42 0.158
Perceived GNS 0.27 0.19 0.15 1.47 0.144
Vicarious
HIV-related
stigma

0.07 0.07 0.11 1.01 0.316

Felt-normative
HIV-related
stigma

�0.01 0.06 �0.02 �0.18 0.854

Resilient coping �0.72 0.19 �0.36 �3.85 <0.001
Social support �0.10 0.04 �0.24 �2.58 0.011

Table 3
Regression analyses of predictors of depression in Kumbakonam participants
(n¼ 100).

Model R2 Adj. R2 Std. error
estimate

R2 change F change Df1 p

1 0.50 0.48 3.94 0.50 23.53 4, 94 <0.001
2 0.78 0.76 2.65 0.28 57.65 2, 92 <0.001

Model Unstandardized
coefficients

Standardized
coefficients

t p

B Std. error Beta

1 Constant 2.50 1.75
Enacted gender
non-conformity
stigma (GNS)

0.76 0.09 0.76 8.18 <0.001

Perceived GNS �0.10 0.25 �0.41 �0.42 0.674
Vicarious
HIV-related
stigma

0.31 0.09 0.34 3.46 0.001

Felt-normative
HIV-related stigma

0.02 0.09 0.17 0.18 0.862

2 Constant 21.01 2.10
Enacted GNS 0.05 0.09 0.05 0.51 0.614
Perceived GNS 0.35 0.17 0.14 2.02 0.047
Vicarious
HIV-related
stigma

0.23 0.06 0.25 3.70 <0.001

Felt-normative
HIV-related stigma

0.01 0.06 0.01 0.21 0.832

Resilient coping �0.70 0.16 �0.41 �4.31 <0.001
Social support �0.20 0.04 �0.43 �4.66 <0.001
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three-fold higher than the rate of depression in Chennai’s general
population (Poongothai, Pradeepa, Ganesan, & Mohan, 2009).

Regression by stigma subtype revealed important differences
between urban Chennai and semi-urban Kumbakonam. Results
suggest that perceived/enacted gender non-conformity stigma and
vicarious HIV-related stigma play a larger role in predicting
depression in the semi-urban than in the urban area. Vicarious
stigma predicted depression only in Kumbakonam, which may be
due to the higher levels of HIV-related stigma in Kumbakonam in
comparison with Chennai. Qualitative studies with heterosexual
PLHIV in India posit that HIV-related stigma may be higher in rural
vs. urban areas due to reduced access to HIV prevention, education
and testing in rural areas (Pallikadavath, Garda, Apte, Freedman, &
Stones, 2005; VanRompay et al., 2008). In Kumbakonam vicarious
HIV-related stigma emerged as a predictor in regression modeling
but was not correlated with depression in bivariate analyses (not
shown). The influence of vicarious HIV-related stigma on depres-
sion may therefore be unreliable and warrants further exploration.

Social support and resilient coping did not moderate the impact
of gender non-conformity stigma or HIV-S on depression. The high
rate of depression among MSMdprimarily recruited from organi-
zations that provide psychosocial supportdsuggests that social
support may be insufficient in reducing depression in hostile social
environments. Although the minority stress model posits social
support and coping moderate the effects of sexual stigma on
mental health, there has been limited assessment of these
moderators and inconsistent findings (Davis, Saltzburg, & Locke,

2009). Social support has been described as both a mediator
(Kertzner, Meyer, Frost, & Stirratt, 2009) and moderator (Spencer &
Patrick, 2009) in the relationship between sexual stigma and well
being in the U.S. The literature is also inconclusive as to whether
coping styles moderate or mediate the impact of stigma on mental
health outcomes among MSM (Sandfort, Bakker, Schellevis, &
Vanwesenbeeck, 2009; Yi, Sandfort, & Shidlo, 2010). However,
this study in South India provided no evidence to support the
moderator hypothesis.

Geographical differences across variables corroborate Meyer’s
(1995, 2003) discussion of the salience of context in stigma anal-
yses. Participants in Chennai reported significantly higher social
support and resilient coping, and lower rates of depression, than in
Kumbakonam. Findings are congruent with North American
research thathighlights increasedmental health concerns and lower
social support among sexual minorities in rural vs. urban areas due
to rural areas’ more conservative perspectives on sexuality/gender
norms (e.g. Drumheller & McQuay, 2010). Social support may have
a stronger relationshipwith reduced sexual/gender non-conformity
stigma in contexts such as Kumbakonam that have less access to
MSM support services and social networks than in urban areas such
as Chennai. Although there were no significant differences in
enacted gender non-conformity stigma, there were stronger corre-
lations between enacted gender non-conformity stigma and coping
in Kumbakonam than in Chennai. Copingmay play a stronger role in
managing stigma in semi-urban contexts with limited access to
social support/services than in urban centers.

Table 5
Regression analyses of predictors and moderators of depression in Kumbakonam
participants (n¼ 100).

Model R2 Adj. R2 Std. error
estimate

R2 change F change Df1 p

1 0.43 0.42 4.16 0.43 36.23 2, 96 <0.001
2 0.78 0.77 2.61 0.35 74.85 2, 94 <0.001
3 0.79 0.78 2.58 0.02 1.51 5, 89 0.194

Model Unstandardized
coefficients

Standardized
coefficients

t p

B Std. error Beta

1 Constant 3.18 1.72
Gender
non-conformity
stigmaa (GNS)

0.53 0.06 0.69 8.32 <0.001

HIV-related
stigmab (HIVS)

0.09 0.02 0.38 4.63 <0.001

2 Constant 21.46 1.85
GNSa 0.12 0.05 0.15 2.25 0.027
HIVSb 0.05 0.01 0.20 3.68 <0.001
Resilient coping �0.61 0.14 �0.43 �4.49 <0.001
Social support �0.18 0.04 �0.38 �4.22 <0.001

3 Constant 18.74 4.25
GNSa 0.15 0.06 0.19 2.43 0.017
HIVSb 0.05 0.01 �0.21 3.93 <0.001
Resilient coping �0.65 0.50 �0.46 �1.30 0.198
Social support �0.09 0.18 �0.18 �0.47 0.637
GNSa� resilient
coping

0.01 0.02 0.04 0.36 0.721

GNSb� social
support

0.00 0.01 0.05 0.39 0.697

HIVSb� resilient
coping

�0.00 0.01 �0.04 �0.10 0.919

HIVSb� social
support

0.00 0.00 0.25 0.69 0.493

Social support�
resilient coping

�0.01 0.01 �0.08 �1.02 0.311

a Overall gender non-conformity stigma score (enacted and perceived subscales
combined).

b Overall HIV-related stigma score (vicarious and felt-normative subscales
combined).

Table 4
Regression analyses of predictors and moderators of depression in Chennai
participants (n¼ 100).

Model R2 Adj. R2 Std. error
estimate

R2 change F change Df p Change

1 0.07 0.05 4.18 0.07 3.60 2, 95 0.031
2 0.27 0.24 3.74 0.20 12.75 2, 93 <0.001
3 0.31 0.24 3.75 0.04 0.93 5, 88 0.464

Model Unstandardized
coefficients

Standardized
coefficients

t p

B Std. error Beta

1 Constant 2.54 1.63
Gender
non-conformity
stigmaa (GNS)

0.15 0.06 0.25 2.49 0.013

HIV-related
stigmab (HIVS)

0.01 0.32 0.04 0.35 0.727

2 Constant 14.53 2.80
GNSa 0.11 0.05 0.20 2.11 0.038
HIVSb �0.02 0.03 �0.05 �0.50 0.618
Resilient coping �0.52 0.14 �0.33 �3.58 0.001
Social support �0.10 0.04 �0.24 �2.56 0.012

3 Constant 16.23 2.93
GNSa 0.07 0.06 0.11 1.07 0.288
HIVSb �0.00 0.03 �0.01 �0.07 0.944
Resilient coping �0.54 0.15 �0.34 �3.60 0.001
Social support �0.12 0.04 �0.28 �2.85 0.005
GNSa� resilient
coping

0.02 0.02 0.12 1.12 0.265

GNSa� social
support

0.01 0.01 0.15 1.33 0.189

HIVSb� resilient
coping

�0.01 0.01 �0.05 �0.46 0.645

HIVSb� social
support

0.00 0.00 0.00 0.04 0.971

Social support�
resilient coping

0.01 0.01 0.10 0.99 0.326

a Overall gender non-conformity stigma (GNS) score (enacted and perceived
subscales combined).

b Overall HIV-related stigma score (vicarious and felt-normative subscales
combined).
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The study design has several limitations. First, the small sample
size, non-probability sample and cross-sectional design reduce the
generalizability of findings. Scales were scored in a positive direc-
tion and may have resulted in a response bias and over-estimation
of the parameters for each variable, evidenced in the high R-
squared (Austin, Criqui, Barrett-Connor, & Holdbrook, 1981). Mul-
ticollinearity between sexual stigma and gender non-conformity
stigma suggests a lack of conceptual clarity between these
constructs. As both scales were adapted from the China MSM Scale
they included common items and this could also account for the
high correlation. As our sample largely included kothis, their
femininemannerisms/behaviors could act as amarker for same-sex
sexual behavior and render differences in sexual stigma and gender
non-conformity stigma difficult to distinguish. For some samples
such as this, the scales may be combined. Due to the small
proportion of HIV-positive participants, enacted and internalized
stigma were omitted, precluding understanding experiences of
HIV-positive MSM. We combined gender non-conformity stigma
subtypes and HIV-S subtypes into overall scores in moderation
analyses due to low sample size and therefore could not assess if
support/copingmoderated effects of stigma subtypes. Although the
sample size was adequate for the multivariate analyses, it may have
been too small to detect interaction effects that often have low
statistical power (Aiken & West, 1991).

Despite these limitations, our study has several strengths. First,
this study contributes to theoretical development by assessing the
inclusion of GNS andHIV-S as stressors in the adaptedminority stress
model. Gender non-conformity stigma has not been explored as
a predictor of depression; our findings therefore contribute to
understanding the importanceof addressinggendernon-conformity
in stigma research. Second, findings highlight the salience of
examining urban-rural differences in depression, social support and
coping among MSM in South India. Third, sexual minorities are
underrepresented in HIV research in India and the current study
revealed higher rates of HIV-related stigma among semi-urban than
urban MSM. Furthermore, this analysis moves beyond the approach
of most HIV-related stigma research that focuses on HIV-related
stigma among PLHIV to highlight the impact of vicarious HIV-
related stigma on depression among HIV-negative MSM.

Enhanced understanding of stigma and discrimination targeting
sexual minorities can guide the development and evaluation of
multi-level interventions to promote health and well being. Micro-
level interventions could address depression and build coping skills
(Charnley & Langley, 2007). Meso-level interventions could
promote social support, challenge stigma, and build partnerships
between organizations serving MSM and mental health agencies
(e.g. Hill, 2009). Sexual minorities and PLHIV have no legal protec-
tion from discrimination in India. There have been delays tabling
the HIV/AIDS Bill (2007) in Parliament to protect PLHIV from
discrimination. Implementing a legal framework to protect human
rights among sexualminorities and PLHIV is therefore a key priority.
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