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Men who have sex with men, or MSM as they have come to be known, are a 
deeply misunderstood group.

There is a distinction between sexual identity and sexual activity which Kinsey’s 
sexual orientation scale reveals in some way. This area between what we have 
come to accept as exclusive heterosexuality and exclusive homosexuality is 
where the MSM category is best identi�ed.

 MSM refers to those men who fall within a range of sexual activities along the 
sexual orientation scale and who engage in sexual activity with other males, 
regardless of how they identify themselves. The single most important factor for 
this categorisation is sexual contact with another male person.

As the AIDS response developed it became necessary to create a catch-all 
category to re�ect the varieties of male same-sex intimacy while not focusing 
on how the men chose to identify themselves. It was felt that documenting the 
sexual activities of at-risk men was of more scienti�c importance to 
understanding the disease than determining their sexual identities. The MSM 
category was therefore created to essentially encompass all male same-sex 
intimacy along the continuum from incidental to predominant to exclusive.

This was necessary especially since intense stigma and discrimination made it 
dif�cult for many men who have sex with men to come out and identify as gay 
or bisexual for fear of rejection, abuse, or even prosecution in some countries.
The main issues affecting MSM revolve around high-risk sexual activity, 
insuf�cient health education catered speci�cally to their needs, skewed 
perception of risk, and harsh socio-cultural prejudices against 
non-heterosexuality. These factors, among others, combine to result in a 
disproportionately high HIV prevalence among MSM as revealed by global 
health surveys and also those coming out of Jamaica.
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Over the years MSM have consistently been depicted as the most affected 
population in the Jamaican AIDS response with a higher burden of HIV 
prevalence, disproportionately high incidence of new infections, and 
projections for future rates being similarly disproportionately high.

This poses a public health crisis that requires urgent attention. However due to 
structural barriers such as the enforcement of the anti-buggery law and cultural 
resistance to the idea of social equality for sexual and gender minorities, there 
have not been suf�cient comprehensive targeted interventions for MSM. 

With an estimated population 
size of 33,0002  and an 
estimated HIV prevalence rate 
of 32% compared to 1.7% for 
the adult general population, 
MSM not only have a higher 
HIV burden but their risk for 
infection is also about 20 
times higher than the general 
population.

1  http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_JM_Narrative_Report[1].pdf
2  http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_JM_Narrative_Report[1].pdf

Source: UNAIDS1

Furthermore, health professionals are not suf�ciently sensitized in training 
curricula on the topics of sexual and gender diversity and, as such, they 
generally do not possess the skills required to meaningfully intervene with MSM 
once they encounter them in practice.

As a result the number of MSM-friendly sites in existence is inadequate and this 
social exclusion is believed to contribute to the continued high rate of HIV 
infection among the MSM population. The kind of sustained programmatic 
interventions that are required for MSM and that take place in other parts of the 
world have not been developed or implemented in Jamaica and this is thought 
to contribute to the high rates of HIV infection which have not decreased 
despite efforts to curb the concentrated epidemics among key populations 
such as MSM.

This repressive anti-gay cultural environment, lack of discussion around issues 
speci�cally affecting MSM, and the existence of a legal environment that is 
hostile to MSM and other sexual and gender minorities perpetuate the risks 
MSM face by supporting their social exclusion and forcing them to shy away 
from engagement with formal institutions such as the public health system and 
the justice system.

In the absence of accurate information that is targeted and speci�cally 
designed to in�uence the behaviour of key populations, general messaging will 
have little impact. It is seen especially in countries where same-sex relation-
ships are taboo and unspoken that prevention messages simply do not reach 

MSM effectively and this is re�ected in prevalence rates which are many times 
higher than that of the general population.
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3 http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_TechBrief_MSM_Caribbean_0.pdf

Furthermore, health professionals are not suf�ciently sensitized in training 
curricula on the topics of sexual and gender diversity and, as such, they 
generally do not possess the skills required to meaningfully intervene with MSM 
once they encounter them in practice.

As a result the number of MSM-friendly sites in existence is inadequate and this 
social exclusion is believed to contribute to the continued high rate of HIV 
infection among the MSM population. The kind of sustained programmatic 
interventions that are required for MSM and that take place in other parts of the 
world have not been developed or implemented in Jamaica and this is thought 
to contribute to the high rates of HIV infection which have not decreased 
despite efforts to curb the concentrated epidemics among key populations 
such as MSM.

This repressive anti-gay cultural environment, lack of discussion around issues 
speci�cally affecting MSM, and the existence of a legal environment that is 
hostile to MSM and other sexual and gender minorities perpetuate the risks 
MSM face by supporting their social exclusion and forcing them to shy away 
from engagement with formal institutions such as the public health system and 
the justice system.

In the absence of accurate information that is targeted and speci�cally 
designed to in�uence the behaviour of key populations, general messaging will 
have little impact. It is seen especially in countries where same-sex relation-
ships are taboo and unspoken that prevention messages simply do not reach 

It should be recognized that 
the countries in the region 
with the highest prevalence 
of HIV among MSM are the 
countries that have 
restrictive social and cultural 
environments as well as 
laws which criminalize 
same-sex intimacy among 
males. These countries are 
Guyana, Trinidad & Tobago, 
and Jamaica but it should 
also be noted that with the 
exception of the Bahamas, 
all English-speaking 
Caribbean territories outlaw 
male same-sex intimacy 
and all have varying degrees 
of cultural hostility toward 
male homosexuality.
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The lives of MSM cannot be improved until the value of these lives is recognized 
by coordinating programmes and designing interventions to assist in the 
creation of an environment that is enabling to the dignity of all human beings 
irrespective of sexual orientation or gender identity.

Key Advocacy Actions for Civil Society and 
other Stakeholders on behalf of MSM in 
Jamaica:
 1. Create HIV prevention strategies designed  
 speci�cally for MSM and that speak   
 speci�cally to their sexual health needs.

 2. Agitate for more research to be generated  
 to better understand the sexual health of  
 MSM.

 3. Lobby for the modi�cation of the   
 anti-buggery law to no longer criminalize the  
 sexual acts of consenting adults in private.

 4. Push for protection from discrimination  
 through the inclusion of ‘sexual orientation’ as  
 a protected category in the Charter of  
 Fundamental Rights & Freedoms.

Key issues affecting MSM in Jamaica:

 1. Cultural pressures to perform   
 heterosexuality.
 
 2. Skewed risk-perception about   
 vulnerability to HIV.

 3. Absence of community support systems.

 4. Knowledge de�cit among service   
 providers.

 5. Limited number of MSM-friendly sites.

 6. Insuf�cient coordinated programmatic  
 response.

Af�rmation and acceptance of identity 
are very important for the development 
of values promoting self-preservation. 
Feelings of unworthiness and shame 
are therefore unfavourable to health 
seeking practices and this certainly 
applies to MSM4.

It is therefore of critical importance for 
MSM to be knowledgeable and 
empowered to disclose their risk 
factors to their similarly knowledgeable 
health care providers in a social, 
cultural and legal environment that is 
supportive of their inherent human 
dignity, their right to self-determination, 
and the realization of their full 
citizenship.
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Jamaica AIDS Support for Life (JASL) is a non-pro�t, non-governmental 
organization that envisions “a Jamaican society which celebrates human 
diversity, preserves the rights and dignity of all and provides services to 
all based on Love, Action and Support”. JASL aims to be a world class 
leader creating and utilizing best practices in the delivery of services to 
persons living with and affected by HIV and AIDS in Jamaica and 
participating in the �ght against the spread of HIV and AIDS in Jamaica in 
an enabling environment. 

Address: 3 Hendon Drive, Kingston 20
Phone:  (876) 925-0021/2
Fax:  (876) 925-0012
E-mail:  infojasl2010@gmail.com
Website: http://www.jasforlife.org
Facebook: Jamaicaaidssupportforlife


