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HIV Prevention in India: Focus on Men, 
Alcohol Use and Social Networks 
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MD, and David D. Celentano, ScD

The first case of HIV in India was 
detected in 1986.1  Since then, 
over five million adults in India 

have been infected with HIV.2  While 
this number in a population of over a bil-
lion individuals translates to a low overall 
prevalence rate, the epidemiology of HIV 
infection suggests the need for focused 
prevention interventions that can avert 
large numbers of new infections.  India is a 
country with a population of 1.02 billion 
individuals residing in thirty-five states and 
union territories.3  Of these residents, 82% 
reside in rural areas.  HIV infections have 
been reported in all states and territories, 

with the highest numbers reported from 
the southern states of Tamil Nadu and 
Karnataka and from the western state of 
Maharashtra.  Heterosexual transmission 
is the dominant mode of transmission, 
accounting for 85% of infections.2  Het-
erosexual risk is reported from all Indian 
states, and data from sexually transmitted 
disease (STD) clinics in the community 
suggest an increasing prevalence of HIV 
among STD patients.  National HIV pre-
vention campaigns focus on messages ap-
pealing to individuals to adopt safe sexual 
behaviors. 2% of infections nation-wide 
are attributed to injecting drug use.2  While 
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earlier reports focused on the transmission 
of HIV among injecting drug users (IDUs) 
in the northeastern states, recent reports 
from southern India show that prevalence 
among IDUs there is 19%, emphasizing 
the need for interventions that prevent 
HIV transmission while promoting harm 
reduction in this population.4  Men who 
have sex with men (MSM) are also receiv-
ing increased attention as a HIV risk group 
in the country.  Among MSM surveyed 
from reporting sites nationwide, 8.7% 
are HIV positive.4  Recent efforts by ad-
vocates to highlight the prevention needs 
of gay men mark an important beginning 
in addressing needs of this group.5  In this 
paper, we will focus on the prevention of 
HIV transmitted through heterosexual in-
tercourse and draw on lessons from the on-
going NIMH HIV/STD Prevention Trial, 
a community-based prevention interven-
tion being implemented in Chennai city 
in southern India among patrons of bars 
or wine shops. 

Heterosexual HIV 
Transmission in India:  The 
Case for Focusing on Men

The risk factors surrounding hetero-
sexual transmission are well known.  Per-
haps the most important factor is failure 
to use condoms during sexual intercourse.  
Condom use has been promoted as a male 
barrier contraceptive in India as part of 
the government’s national family plan-
ning program since 1952.  While the con-
dom brand marketed by the government 
(nirodh, meaning “to prevent”) is now a 
household name, India’s family planning 
program has suffered many setbacks due to 

poor management, excessive focus on ster-
ilization and improper targets for family 
planning.6  Furthermore, the association 
of nirodh with the failed family planning 
program and the gradual shift in the onus 
of family planning from men to women 
have diluted or even entirely negated any 
previous progress in habituating men to 
regular condom usage.  Thus, for HIV 
prevention, new approaches and motiva-
tors are needed in order to help men adopt 
and sustain condom use. 

In the 2001 National HIV Behavior Sur-
veillance Study,7 while over 76% of those 
surveyed were aware of HIV/AIDS, only 
46% reported that condoms can prevent 
HIV and only 49% of men reported using 
condoms with a recent, non-regular part-
ner.  Other community-based behavioral 
risk factor surveys among married women8 
and among adults in the community9 re-
port that among sexually active men, 74% 
to 98% have never used condoms.  While 
these studies have worked with diverse 
populations who consequently may not 
bear the same burden of risk behaviors, 
they nevertheless illustrate that increasing 
condom use among men needs to remain a 
priority among prevention efforts in India.  
Recent community-based interventions 
in India have repeatedly shown that when 
condom-use messages are effectively deliv-
ered, condom usage increases and becomes 
more consistent.10,11  However, studies 
have also shown that men face many dif-
ficulties in adopting safe sex behaviors, 
ranging from situational constraints such 
as the unavailability of condoms when 
needed to personal obstacles such as a pref-
erence for sex without physical barriers.12,13  
These personal barriers are reinforced by 
social and gender norms that deempha-
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size sexual communication and value fe-
male acquiescence to male partner’s sexual 
wishes, often under the threat of physical 
and sexual violence.14   Traditional norms 
also confer upon men unique powers in 
sexual relationships.  By expecting men 
to be more experienced in sex and by sup-
porting men’s need for frequent sexual re-
lease, these norms support another sexual 
behavior that fuels HIV risk—having mul-
tiple sexual partners.15  High prevalence 
of pre-marital sex and reports that young 
men account for a disproportionately high 
percentage of STDs suggest that levels of 
unsafe sex are high in this population.16,17  

Similar findings have been reported among 
married men.  A study of middle-class pro-
fessionals found that 15% of men reported 
having extra-marital relationships.18   In-
deed, recent reports indicate that the pri-
mary and, often times only, risk factor for 
HIV acquisition among married, monoga-
mous women is the husband’s risky sexual 
behavior.  This further suggests that male 
sexual behavior is an important target for 
HIV prevention.19 

Female Sex Workers (FSWs) have been 
an important focus for HIV prevention ef-
forts.  FSWs are women who offer sexual 
services in exchange for cash or durable 
goods and who typically take up sex work 
either through coercion or because of their 
poor economic circumstances.  A recent 
study estimated that there are between 1 
and 16 million FSWs in India, and aver-
age HIV prevalence rates among Indian 
FSWs are projected at 15%.20  Another 
recent study posited that the elimination 
of HIV transmission through FSWs in 
India would essentially eliminate the In-
dian epidemic,21 a contention that further 
highlighted the magnitude of HIV spread 

through male contact with FSWs.  Inter-
ventions with FSWs that have been suc-
cessful to date have focused not only on 
disease prevention and control, but also on 
larger contextual factors such as the need 
for social support, skills to address issues of 
abuse and violence that women face from 
clients and brothel owners, and access to 
needed health care services.22  These inter-
ventions have resulted in reduced HIV and 
STD incidence rates, in large by motivat-
ing women to consistently ask clients to 
use condoms and empowering them to re-
fuse services if condom use is not realized. 
Additionally, they have also succeeded in 
highlighting male risk behaviors, such as 
physical abuse, sexual coercion, and the 
role of alcohol use in increasing vulnerabil-
ity to unsafe sexual situations23 that must 
be addressed if sustained risk reduction is 
to be achieved.  

Alcohol abuse has long been reported 
as a scourge to public health interventions 
in India, given its role in fueling spousal 
abuse and other instances of domestic vio-
lence, its negative community impact in 
forcing women to take action against alco-
hol service outlets, and the debilitating and 
often fatal results of alcohol dependence, 
particularly with regards to homemade 
brews commonly reported in both popu-
lar and scientific literature in India.24,25 
Alcohol use prior to sexual intercourse has 
also been associated with high prevalence 
of STDs and extra-marital relationships 
among men.26,27 

Men’s Alcohol Use

As behavioral factors influencing HIV 
risk in India are examined, the role of alco-
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hol in sexual risk is gaining attention.  In 
India, more men than women consume 
alcohol, and alcohol can be easily obtained 
from wine shops, bars, discotheques and 
pubs.  These locations are often spread out 
in a given geographical area, and as such 
are not specific to any socio-economic 
class.  Alcoholic beverages are available 
in three categories: Indian-made foreign 
liquor (IMFL), country liquor and illicit 
liquor.28  IMFL has a maximum alcohol 
content of 42.8% and includes whisky, 
rum and brandy.  Country liquor has an 
alcohol content of about 40% and is a dis-
tilled beverage made from grain and crops 
such as rice, palm and sugarcane.  Popular 
among poorer populations are illicit, home-
brewed liquors where the alcohol content 
varies up to 56%.  According to the World 
Health Organization, such brews account 
for more than half the alcohol consumed in 
terms of quantity.  With recent economic 
liberalization policies, alcohol has become 
more available, with more varieties and 
outlets.29  This ease of access is reflected 
in surveys that assess alcohol sales and 
prevalence in India.  6% to 75% of those 
surveyed in Indian states report using alco-
hol, and studies investigating dependence 
report reliably that approximately 50% of 
those who drink alcohol are dependent on 
it.30  Calling for more attention to social 
and health impacts of alcohol use, qualita-
tive studies report that heavy drinking re-
sults in a high burden of domestic discord 
and violence in India.31 

However, the relationship between al-
cohol and HIV risk is only beginning to 
be explored in India.  International stud-
ies suggest that alcohol use may increase 

risk for unsafe sex32 by impairing cognitive 
reasoning and condom use during sex33 
and by aggravating individual differences 
in particular sexual situations.34  However, 
while it is plausible and recognized that 
alcohol use impacts unsafe sexual activity, 
the precise mechanisms of this association 
are still being researched. 

In our work in southern India, we con-
ducted open-ended interviews with pa-
trons of community-based alcohol outlets 
or wine shops in Chennai city in southern 
India.  Analysis of these interviews sug-
gests four factors that might influence this 
mechanism.12   First is the role of dis-in-
hibition and increased bravado in encour-
aging risky sexual behavior that wine shop 
patrons attribute to alcohol consumption.  
For example, interviewed men frequently 
reported that alcohol made them more 
self-assured in soliciting sex from a sex 
worker. Second is the role of the individ-
ual’s social background in driving both al-
cohol dependence and risky sex following 
alcohol use.  Mental health status and so-
cio-economic factors interact in complex 
ways in pushing people toward alcohol de-
pendency.  For example, in our interviews, 
one young man reported that the pressure 
to maintain his family financially and the 
frustration of his own single marital status 
drove him to drink and seek sex workers 
afterward.  During the planning stage of 
this study, a community leader comment-
ed that in order to save and build an eco-
nomic foundation, there must be a steady 
flow of income.  He observed that among 
the poor in his community reliant upon 
the irregular flow of income, discourage-
ment over income uncertainty often drove 
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individuals to spend their daily wages on 
alcohol and sex workers due to a mentality 
of “being jolly” when one could.35  A third 
factor is the absence of sexual communica-
tion between men and their regular part-
ners.  In our interviews, we often heard 
from both wine shop patrons and from 
female sex workers in our study area that 
men who seek risky sex and sexual experi-
mentation want to get what they do not 
get at home.  In fact, a common lament 
among sex workers is that male clients, 
when asked to use condoms, often remark 
that if they wanted to use a condom, they 
would be with their partners and would 
not have to seek out a sex worker. This 
implied that an inability to communicate 
with regular sexual partners is a key barrier 
to HIV prevention efforts.14  

The fourth factor is the role of per-
sonal and social networks.   A social net-
work refers to a group of individuals who 
are linked together by common interests 
or activities.36  Network members can be 
close friends, colleagues at work, mem-
bers of an organization or participants in 
a sports team.  HIV prevention efforts led 
by key members of social networks, such 
as opinion leaders, offer replicable models 
for community-based prevention efforts.37 

Another network crucial to understand-
ing needs for HIV prevention activities 
are individual sexual networks, which are 
comprised of individuals who inform, 
mediate and provide sexual companion-
ship.38  Network members may influence 
each other’s behavior through modeling of 
group norms on alcohol use and sexual be-
haviors and by facilitating opportunities to 
meet sexual partners.39,40  

Value of Social Networks 
in Interventions for 
Heterosexual Men in India

HIV prevention interventions that 
rely on social networks are not new in the 
literature.  In fact, those that have been 
implemented with gay men and minority 
women in United States cities have been 
particularly efficacious in reducing risky 
sexual behavior.41,42  Social network based 
interventions assume that behavior change 
is facilitated by interaction and communi-
cation among network members.  Stud-
ies have shown, for instance, that among 
communities of gay men and minority 
women, network members relied upon 
popular opinion leaders—friends who are 
well-respected, liked and whose opinions 
are valued—to effect change.  In designing 
HIV prevention programs, opinion lead-
ers are identified through methods such 
as observation and interviews among the 
population; once identified, opinion lead-
ers can be trained to communicate relevant 
prevention messages to their peers.  

Social network approaches to HIV 
prevention are very relevant in India for 
three reasons.  First, communication 
about sex and sexual health often occurs 
among friends and members of close so-
cial networks.14  In our studies, we found 
that male friends gather to drink alcohol, 
discuss women and then seek the services 
of sex workers.  Men refer each other to 
women who will provide certain sex ser-
vices, and men also discuss HIV preven-
tion methods in detail.  Incorrect beliefs 
about sexual behaviors are also shared.  We 
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ized epidemic, the opportunity to easily 
target men within their social networks is 
one that should not be overlooked. 

Thirdly, social networks may provide 
unique access to sexually active men in In-
dia.  Few HIV prevention activities in In-
dia to date have focused entirely on men, 
save for those working with select risk 
groups such as long distance truck driv-
ers.44  Conversely, public health activities, 
such as those related to family planning, 
education, nutrition promotion and im-
munization, have traditionally addressed 
women and their gender-based social net-
works.45  Women work at home more often 
than men, are relatively easy to approach 
and have vested interests in seeing positive 
outcomes from these activities.  However, 
HIV prevention is different.  Here, wom-
en’s interests or motivations may remain 
concealed given the real threat of violence 
or coercion by their sexual partners.  In 
order to more effectively produce sexual 
behavior change, involving men is essen-
tial, and an approach targeting men based 
on social and communication networks 
allows desired sexual behavioral outcomes 
to be addressed from male perspectives.  
By tailoring prevention messages so that 
they address the context and determinants 
of risky male behavior and by employing 
individuals that men respect in delivering 
such messages, HIV prevention programs 
are much more likely to succeed in facili-
tating behavior change.  

Planning Future HIV 
Prevention Programs 

It is noteworthy that the current Indian 
Health Minister, Dr. Anbumani Rama-

found, for instance, that misinformation 
about post-coital prevention measures fol-
lowing unprotected sex was often discussed 
and circulated in male networks.12  These 
measures include using herbal or other 
topical disinfectants on male genitalia and 
taking medications perceived to prevent 
HIV.  Other information communicated 
in networks includes motivation to have 
sex, sharing the same women, particularly 
sex workers, and sharing the contact in-
formation of previous female sexual part-
ners.  The personal nature of information 
flows and the trust shared between close 
network members imply that if trained ap-
propriately, network members may share 
accurate prevention message in a natural 
manner of conversation in a way that they 
deem most appropriate. 

The second reason motivating us to fo-
cus on these social networks is ease by which 
network-based prevention programs can 
be developed and evaluated.  For example, 
recent research has shown that, in addi-
tion to content, the location of prevention 
programs is very important.43  Venue, or 
location-focused, HIV prevention begins 
to address the contextual factors that affect 
the behavior of men.  Chennai wine shops 
offer men a private space to enjoy conver-
sation and socialization.  Furthermore, 
wine shops are often located in easily ac-
cessible public areas, as are the locations 
frequently patronized by individuals who 
mediate access to sex workers, leading to a 
convergence of social and sexual networks.  
This convergence offers a unique opportu-
nity to target HIV prevention messages to 
these networks.   In the light of findings 
that suggest that the HIV epidemic re-
mains concentrated within key risk groups 
and has not yet transitioned to a general-
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doss, recently declared the promotion of 
condom use among men as an important 
focus area.46  Outside of India as well, this 
emphasis on involving men in HIV pre-
vention is being encouraged by funding 
agencies.47  As prevention efforts gather 
momentum in India, we present some 
considerations for program planners.  Spe-
cifically, our presentation is focused on 
the relevance of a social network approach 
to work with men and alcohol users.  We 
outline four areas relevant to program de-
sign—choosing a venue, program plan-
ning and logistics, implementation and 
evaluation and collaboration with the pri-
vate sector—as points to consider while 
planning an intervention.  

Program Location.  The term “commu-
nity-based prevention” is used widely in 
HIV prevention. However, the community 
is a dynamic and heterogeneous entity.  So, 
while mass media campaigns deliver pre-
vention messages that might reach all resi-
dents in a given community, their impact 
can vary based on how the information 
is processed.  Future programs, therefore, 
might consider identifying venues within 
a community where men and social net-
works interact.  Our research shows that in 
a random sample of residents in commu-
nities where wine shops are located, HIV 
prevalence was 0.9%, which was close to 
the national prevalence rate.  However, 
when we explored factors associated with 
sexually transmitted infections, we found 
that alcohol users had a higher probability 
of infection.48  This suggests that in Chen-
nai, HIV prevention may yield the most 
benefit if directed at specific behaviors and 
risk groups.  Identifying specific locations 
or venues where risky behaviors may be 
facilitated is an important consideration 

when selecting locations for interventions.  
Privacy, the opportunity to communicate 
and discuss HIV prevention and the rela-
tive permanence of a venue are some crite-
ria to consider while identifying a program 
location.  There are several groups in com-
munities in India that meet these criteria; 
youth groups, sports clubs and movie star 
fan clubs are some examples where close 
networks of men may interact.  

Program Planning. Once a venue is 
identified, our experience suggests that it 
is important to understand specific risk 
behaviors and their enablers among venue 
residents.  This involves using techniques 
of anthropology and surveillance to mea-
sure the range and nature of risk behaviors.  
Leading up to our work with wine shop 
patrons, we learned through extensive in-
terviews that alcohol use and the location 
of alcohol use both play important roles 
in risk behaviors.  We also investigated 
patterns of communication among men.  
How men discuss sex and sexual health, 
how these topics can be incorporated to 
HIV prevention while maintaining men’s 
interest and where these discussions might 
naturally take place were some questions we 
answered using ethnographic techniques.  
We then tailored our training protocol for 
opinion leaders to include messages about 
alcohol use.  Future initiatives and policies 
on HIV prevention need to be prepared to 
encounter venue-specific enablers of risk, 
such as alcohol, and include them in their 
prevention messages. 

Program Implementation and Evalua-
tion.  Once risk behaviors are identified, 
planners need to   brainstorm appropriate 
mechanisms and protocols for message de-
livery.  For instance, in working with men, 
there are several logistical and program de-
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Conclusion

HIV prevention must be prioritized 
in order to achieve current health and 
development goals in India, where even 
small percentage increases in infection 
will translate into very large increases in 
absolute infection numbers.  Designing 
prevention interventions through social 
networks offers a unique opportunity to 
deliver appropriate prevention messages 
to groups in the community, as well as to 
promote discourse on prevention in every-
day conversations between friends. More 
importantly, this approach offers promise 
in targeting male needs for HIV preven-
tion, because in-depth communication of 
sex and sexual health takes place in male 
social networks. 
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