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Introduction: This study aimed to explore the multidimensional social determinants 

influencing HIV vulnerability among men who have sex with men (MSM) within the context 

of stigma and exclusion in Palu, Indonesia. With high HIV prevalence among men who have 

sex with men and persistent social discrimination, the study examined how social, economic, 

and structural factors contribute to health risks and hinder access to HIV prevention and care 

services. 

Methods: This qualitative study employed a phenomenological approach conducted in Palu, 

Central Sulawesi, Indonesia, over a three-month period. A total of 15 participants were 

recruited through purposive sampling, and data were collected via in-depth semi-structured 

interviews. Thematic analysis was applied using Braun and Clarke’s six-phase framework, 

guided by the social-ecological model and syndemic theory, both of which describe how 

multiple social and structural factors intersect to shape health vulnerability.  

Results: The study identified multiple structural and psychosocial barriers shaping HIV 

vulnerability among men who have sex with men, including fear of discrimination, familial 

rejection, and economic precarity. Additionally, digital platform engagement and inconsistent 

condom use emerged as significant behavioral determinants. A thematic analysis produced five 

intersecting themes structured around individual, interpersonal, community, institutional, and 

policy levels, in alignment with the social-ecological model and syndemic theory. 

Conclusion: This study enhances understanding of HIV vulnerability among men who have 

sex with men in Palu, Indonesia, by highlighting the intersecting impacts of stigma, poverty, 

and systemic exclusion. The findings underscore the importance of community-led, culturally 

responsive, and stigma-free interventions, including economic empowerment and digital 

outreach initiatives tailored to local contexts. These insights advance the international public 

health discourse by challenging urban-centric paradigms and emphasizing the value of 

localized, inclusive strategies 
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INTRODUCTION  
The global HIV/AIDS epidemic remains one of the most pressing public health challenges of the 21st century, 

persisting not only as a biomedical crisis but also as a social, cultural, and structural phenomenon. Since its 

identification in the early 1980s, HIV/AIDS has disproportionately affected specific key populations, with men who 

have sex with men (MSM) among the most impacted worldwide. By the end of 2023, the World Health Organization 

(WHO) reported that approximately 39 million people were living with HIV and 630,000 AIDS-related deaths 

occurred globally (1). These figures highlight the urgent need for inclusive, equity-based, and context-sensitive 

responses to the epidemic. 

One of the defining features of the HIV epidemic is its unequal distribution across populations. While HIV 

affects individuals across diverse social strata, men who have sex with men face an especially high risk due to 

intersecting biological, behavioral, and structural determinants. According to UNAIDS (2023), men who have sex 

with men are 22 times more likely to acquire HIV than the general population (2). In several countries, they account 

for more than 50% of new infections, driven by high transmission efficiency, social exclusion, and violence that 

perpetuate the epidemic among this community. (3,4). 

Globally, men who have sex with men remain at the epicenter of the epidemic. In Southeast Asia, the burden 

is compounded by socio-cultural stigma, restrictive norms, and limited access to prevention and care. In Indonesia, 

national data from the Ministry of Health (2022) indicate that men who have sex with men account for a significant 

share of new HIV cases, with same-sex behavior representing 27.2% of known transmission risks. The national 

prevalence among this group has increased from 5.3% (2007) to 17.9% (2019), reflecting a concerning trajectory 

driven by stigma, service gaps, and inadequate sexual health education (5). 

Particularly in urban centers such as Palu, Central Sulawesi, HIV incidence among men who have sex with 

men has increased sharply in the past five years. According to the Provincial Health Office (2024), Palu recorded the 

highest number of HIV cases in Central Sulawesi, with 326 cases attributed to this group. (6). Most were young males 

aged 15–29, reflecting active social and digital networks. The Central Sulawesi Commission on AIDS estimates that 

men who have sex with men constitute 5.2–7.5% of the HIV-positive population, though many remain hidden due to 

stigma and fear of rejection. 

This trend reflects more than a biomedical crisis—it exposes a deeply entrenched social inequity. Men who 

have sex with men in Indonesia, especially in Palu, face multiple layers of stigma intersecting with religious, cultural, 

and legal frameworks. Although the government promotes condom use and provides free antiretroviral therapy, these 

programs often fail to reach key populations due to fear of discrimination and the lack of culturally safe, confidential 

healthcare spaces (7). As a result, individuals often seek healthcare in secrecy or avoid it altogether, delaying 

diagnosis and compromising adherence. 

Empirical evidence consistently identifies stigma as a central barrier to HIV-related healthcare among men 

who have sex with men. Internalized stigma (self-blame and shame), enacted stigma (discrimination by others), and 

institutional stigma (biased systems or policies) collectively discourage testing and treatment engagement (8,9). 

Structural barriers—such as criminalization, inadequate outreach, and policy neglect—further marginalize this 

community (10,11). These forces perpetuate the epidemic despite the availability of biomedical tools such as Pre-

Exposure Prophylaxis (PrEP) and antiretroviral therapy (ART) (12). 

Cultural and familial dynamics—including heteronormative expectations, patriarchal values, and religious 

condemnation—intensify the exclusion of men who have sex with men. Many experience familial rejection and social 

isolation, leading to psychological distress and high-risk coping behaviors (13,14). In the absence of support, online 

platforms become vital for identity affirmation and peer connection. Yet, these digital spaces also facilitate 

misinformation and risky encounters, underscoring the need for digital literacy and evidence-based interventions 

(15,16). 

The local dynamics in Palu further complicate this situation. Men who have sex with men often report 

isolation and exclusion from both family and health institutions. Access to HIV services is constrained not only by 

infrastructure limitations but also by untrained, judgmental, or heteronormative healthcare providers. Economic 

precarity drives some individuals toward transactional sex, heightening exposure to infection (17,18). These realities 

emphasize the importance of addressing the entire continuum of social determinants—economic, familial, digital, 

and institutional—in local HIV programming. 
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Furthermore, Indonesia’s current HIV strategies often neglect the unique needs of men who have sex with 

men in smaller cities such as Palu. While metropolitan centers like Jakarta have adopted community-led outreach 

programs, these models are rarely localized or culturally adapted. Consequently, there remains limited evidence on 

effective interventions for smaller, conservative, or resource-limited regions (15,19). Addressing this urban-centric 

research bias is essential for developing contextually grounded public health responses. 

To address these limitations, this study provides a multidimensional analysis of the social determinants 

shaping HIV vulnerability among men who have sex with men in Palu, Indonesia. Drawing on qualitative interviews 

with participants, healthcare workers, and community advocates, it explores how stigma, knowledge, economic 

conditions, family rejection, and digital behaviors intersect to influence risk. The study’s bottom-up, 

phenomenological design offers empirical grounding beyond urban-centric theory, representing a marginalized 

population often excluded from national discourse. 

This study advances scholarship by integrating micro-level experiences (stigma, family rejection), meso-

level factors (healthcare and community systems), and macro-level structures (policy and economy) into a holistic 

model of HIV vulnerability among men who have sex with men in Indonesia. In doing so, it challenges dominant 

urban frameworks and provides actionable guidance for designing inclusive, culturally sensitive, and community-led 

interventions that align with current national and UNAIDS (2023–2024) policy frameworks. 

 

METHODOLOGY 

Research Design 

This study adopted a phenomenologically informed qualitative design with reflexive thematic analysis, to 

understand the lived experiences of men who have sex with men (MSM) in Palu, Indonesia, regarding HIV 

vulnerability. Phenomenological approaches are well-suited to capture subjective meanings attached to health 

behaviors among marginalized groups (20,21). Positioning phenomenology as the epistemic lens and reflexive 

thematic analysis as the analytic method enabled exploration of both external determinants (e.g., healthcare access, 

policies) and internal dimensions (e.g., stigma, fear, self-perception) (22). The study followed COREQ-aligned 

reporting and reflexive memoing throughout. 

The primary objective was to explore multidimensional social determinants—including stigma, economic 

conditions, knowledge, family influence, policy environment, and digital behavior—that shape MSM’s HIV 

vulnerability. To enhance interdisciplinary clarity, we operationalized stigma along three axes: internalized, enacted, 

and institutional. By using a phenomenological lens, the study centered participants’ narratives and constructed a 

grounded understanding of their realities, explicitly situating Palu as a non-metropolitan context to advance and 

critique urban-centric paradigms in HIV scholarship, thereby informing culturally responsive public health 

interventions. 

 

Conceptual Framework and Operational Definitions 

The conceptual framework draws on the social-ecological model (SEM)—individual, interpersonal, 

community, institutional, and policy levels—and syndemic theory—co-occurring social/health conditions that 

interact to exacerbate vulnerability. We mapped domains relevant to men who have sex with men: (1) Stigma and 

discrimination (internalized, enacted, institutional); (2) Knowledge (HIV transmission, condom/PrEP use, ART 

adherence); (3) Policy (local health regulations and implementation quality); (4) Economic factors (precarity, 

employment, access to resources); (5) Family dynamics (acceptance/rejection, emotional support, disclosure); and 

(6) Media and technology (social media, dating apps, telehealth/mHealth engagement). These constructs guided the 

interview protocol and subsequent coding. 

These categories served as guiding constructs for coding and analysis, organized within a framework matrix 

(domains × SEM levels) and depicted in a coding tree diagram to substantiate theme development and analytic rigor. 

We report theme prevalence qualifiers (e.g., “most,” “several,” “a few”) and provide counts where informative to 

strengthen interpretive validity. 
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Study Site and Participants 

The study was conducted in Palu (Central Sulawesi, Indonesia), a non-metropolitan urban center 

experiencing a recent increase in HIV cases among men who have sex with men. Palu’s socio-cultural conservatism 

and resource constraints create a distinctive setting where MSM are both visible and stigmatized, offering a critical 

counterpoint to Jakarta-centric evidence. 

Participants were selected purposively based on inclusion criteria: adult (≥18 years), biologically male, 

identifying as men who have sex with men, residing in Palu, and providing informed consent. The sample also 

included healthcare providers, public health officials, and NGO representatives to triangulate perspectives. 

Recruitment used snowball sampling via trusted community networks—effective for hidden populations 

(23,24). Community-based organizations facilitated rapport and safe contact. Ethical approval was obtained from the 

relevant institutional review board; all participants provided written informed consent. Given the sensitivity of sexual 

identity disclosure in high-stigma settings, procedures prioritized confidentiality (pseudonyms, secure data storage), 

voluntary participation, and safety protocols throughout fieldwork. 

 

Data Collection Procedures 

Primary data were collected via in-depth, semi-structured interviews in confidential settings. The guide 

probed stigma (internalized/enacted/institutional), healthcare access/quality, sexual health practices, socio-economic 

challenges, and digital engagement (social media, dating apps, telehealth/mHealth use). Interviews lasted ~60–90 

minutes, were conducted primarily in Bahasa Indonesia, and were audio-recorded with consent. 

Supplementary data included participant observation and institutional documents from NGOs and the local 

health department. Field notes and analytic memos captured non-verbal/contextual cues. Given participant 

vulnerabilities, anonymity and confidentiality were ensured (de-identification, password-protected files); 

participation was voluntary with the right to withdraw. On-site referral information for psychosocial support was 

provided where needed (25,26). 

 

Data Analysis Techniques 

Data were transcribed verbatim and analyzed using NVivo 12 Plus with reflexive thematic analysis. The 

process followed Braun and Clarke’s six-phase framework: (1) Familiarization; (2) Generating initial codes; (3) 

Constructing themes; (4) Reviewing themes; (5) Defining and naming themes; and (6) Producing the report. Coding 

combined inductive insights with sensitizing concepts from SEM and syndemic theory; stigma was coded as 

internalized, enacted, and institutional. 

This systematic process identified key themes—e.g., fear of disclosure, economic constraints, family 

rejection, digital risk/affordances—that shape HIV risk. NVivo enhanced analytic rigor and auditability (27). To 

strengthen credibility, a subset of transcripts was double-coded; discrepancies were resolved through consensus 

meetings and peer debriefing. We also generated a coding tree diagram and a framework matrix (themes × SEM 

levels), and we report prevalence qualifiers (and counts where informative) to convey the breadth of perspectives. 

Triangulation integrated interview narratives with documentary and observational data to enhance 

trustworthiness. Credibility and dependability were reinforced via peer debriefing, member reflections on preliminary 

themes, reflexive memoing, and an audit trail of analytic decisions, consistent with qualitative best practices (28,29). 

 

RESULTS 

Stigma and Discrimination 

The findings revealed that three forms of stigma—internalized, enacted, and institutional— significantly 

influenced men who have sex with men (MSM) participants’ willingness to engage with HIV-related healthcare 

services in Palu. Internalized stigma manifested as self-blame, fear of judgment, and reluctance to disclose sexual 

identity, leading to delayed testing and irregular treatment adherence. As one respondent noted, “I felt ashamed to go 

to the clinic because people there might recognize me and judge me.” This fear was compounded by enacted stigma, 

including derogatory labeling, gossip, and exclusion from family or community events, which intensified 

psychological distress. Approximately two-thirds of participants described these experiences as barriers to accessing 

care. 
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A recurring narrative highlighted institutional stigma within the healthcare system. Participants recounted 

that nurses or doctors sometimes displayed judgmental attitudes, refused care, or breached confidentiality. One 

participant shared, “When I tested positive, the nurse whispered about me to another staff member. I never went 

back.” Such experiences discouraged repeat visits and reinforced perceptions of public clinics as unsafe spaces. 

**This pattern—reported by the majority of participants—**underscored how social discrimination and medical 

mistrust intersect to drive health avoidance behaviors, heightening vulnerability to late-stage HIV diagnosis and 

transmission (30,31). 

 

Knowledge and HIV/AIDS Risk 

Although most participants demonstrated basic HIV prevention knowledge, significant knowledge–behavior 

gaps persisted. While familiar with transmission routes and the protective role of condoms, many reported 

inconsistent condom use—particularly in casual or emotionally driven encounters arranged through dating apps. 

“Sometimes I trust my partner too much,” explained one respondent, “so I don’t use condoms every time.” Factors 

such as alcohol use, partner persuasion, and the desire for intimacy frequently overrode risk-conscious decision-

making. 

NGO-led educational initiatives were valued but described as “too generic” and lacking contextual sensitivity 

to the lived realities of men who have sex with men. Only a few participants (approximately one-fourth) had accessed 

peer-led or structured health programs, and these individuals showed higher testing frequency and consistent condom 

use. These findings reinforce the value of community-based, peer-supported, and culturally tailored interventions 

(32,33). 

 

Policy and Service System 

At the policy level, participants highlighted systemic neglect of men who have sex with men in Indonesia’s 

HIV strategies. Most respondents viewed national and regional policies as “heteronormative” and “punitive.” MSM-

specific services were often described as symbolic rather than substantive, lacking confidentiality and trained, 

empathetic personnel. This reflects institutional stigma embedded in the policy environment. 

Healthcare workers often lacked training in inclusive, culturally sensitive practice, and public clinics were 

rarely perceived as safe or affirming. Policies mandating testing and treatment were weakened by inconsistent 

enforcement, underfunding, and lack of MSM community collaboration. These **structural gaps—identified by 

nearly all key informants—**reinforce alienation from formal care systems and echo national-level disparities (21). 

 

Economic Constraints 

Economic precarity was identified as a key driver of HIV vulnerability. Over half of participants reported 

engaging in transactional or survival-based sexual relationships to meet basic needs after facing family rejection or 

unemployment. As one participant shared, “I had to choose between eating and saying no to a partner who refused 

condoms.” Financial dependence often limited condom negotiation, while short-term survival needs outweighed 

long-term health concerns. 

Even participants with stable employment cited economic instability and indirect costs—such as 

transportation, lost wages, and lack of affordable lubricants—as obstacles to consistent care. Several emphasized the 

importance of integrated HIV–livelihood programs offering vocational training or small grants alongside health 

services, aligning with evidence from similar low-resource settings (34,35). 

 

Family Acceptance or Rejection 

Family rejection emerged as one of the most emotionally devastating experiences, shaping both mental health 

and HIV vulnerability. Nearly three-quarters of respondents who disclosed their identity faced eviction, emotional 

abuse, or forced estrangement. “My father told me I was no longer his son,” one participant recalled. This trauma 

often resulted in depression, withdrawal, and maladaptive coping, including substance use and unprotected sex. 

Conversely, a small minority (three participants) who experienced familial acceptance demonstrated higher 

engagement in testing and treatment adherence. Family support served as a protective factor, buffering against social 
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stigma and promoting sustained health-seeking behaviors. These contrasting pathways highlight the critical role of 

family dynamics in shaping HIV-related outcomes among men who have sex with men (36,37). 

 

Role of Social Media 

Digital platforms played a dual and complex role in participants’ experiences. Most participants (around two-

thirds) described social media and dating apps as vital for connection, identity exploration, and accessing HIV 

information discreetly. One participant shared, “Through WhatsApp groups, I found others like me and learned where 

to get tested safely.” Such platforms also facilitated community support networks that encouraged condom use and 

testing. 

However, the same platforms also amplified risk exposure. Easy access to anonymous sexual encounters and 

limited digital literacy contributed to misinformation and unsafe sexual practices. “We talk about sex but not 

protection,” one respondent explained. These findings highlight the need for culturally grounded digital interventions 

and e-health literacy initiatives, consistent with recent 2022–2024 studies on digital HIV outreach in high-stigma 

settings (38,39). 

 

DISCUSSION 

This study investigated the multidimensional experiences of men who have sex with men (MSM) in Palu, 

Indonesia, within the broader context of HIV vulnerability. Through a phenomenological approach, the findings 

elucidate intersecting individual, interpersonal, community, institutional, and policy determinants shaping health 

behaviors—explicitly organized using the social-ecological model (SEM)—and compounded by syndemic 

interactions (co-occurring social and health stressors that worsen outcomes). By centering a non-metropolitan site, 

the analysis advances and critiques urban-centric paradigms by demonstrating how resource constraints, local 

conservatism, and service fragmentation in Palu condition HIV risk differently than in large cities. 

Stigma was among the most pervasive barriers to prevention and treatment. Three distinct forms were 

salient—internalized (self-stigma), enacted (discrimination by others), and institutional (policies/practices that 

disadvantage MSM)—each suppressing health-seeking behaviors for most participants (40,41). Reports of breached 

confidentiality and judgmental clinical encounters reinforced distrust in the health system. This pattern aligns with 

Baral et al. (2013) and SEM-based analyses that demonstrate multi-level drivers of HIV risk among MSM (42). 

The observed knowledge–behavior gap supports syndemic theory, wherein co-occurring psychosocial 

stressors (e.g., family rejection, poverty, depression) interact to undermine risk reduction despite adequate knowledge 

(43). Alcohol use, partner persuasion, and intimacy needs frequently overrode condom intentions. Accordingly, 

single-channel information campaigns are insufficient; multi-level strategies that integrate psychosocial support, 

economic assistance, and confidential service pathways are required. 

The healthcare–policy environment was a decisive structural determinant. Respondents described systemic 

neglect and limited cultural competence, with heteronormative or punitive framings reducing trust and engagement—

a pattern reported by the majority of participants. These findings echo Greenwood et al. (2021) that public-sector 

marginalization of MSM reflects broader political and social inequalities (29). 

Economic precarity and survival-based partnerships intensified vulnerability, restricting access to care and 

constraining condom negotiation. This mirrors Fabian et al. (2019) and Weiser et al. (2016)  (11,35). 

Family rejection was repeatedly linked to depression, isolation, and maladaptive coping, whereas acceptance 

buffered stigma and improved testing and ART adherence—consistent with Tam et al. (2023) and Wouters et al. 

(2016) (39,17). 

Digital platforms were double-edged: they enabled discreet access to information/support yet also amplified 

anonymous high-risk encounters and misinformation. Beyond Closson (2017) and Ireland (2015) (19,27). 

SEM and syndemic theory jointly elucidate how stigma (internalized/enacted/institutional), economic 

hardship, family dynamics, and policy failures interact to produce inequities. Practical translation: use SEM to assign 

intervention responsibilities (individual: mental health and safer-sex coaching; interpersonal: peer networks/family 

counseling; community: safe-space clinics; institutional: confidentiality and non-discrimination protocols; policy: 

rights-based guidelines, financing). Syndemic mapping should inform co-delivered packages (HIV, mental health, 

livelihoods). This approach aligns with calls for multi-level, intersectional interventions (9, 22). 
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Community-based participatory research (CBPR) can reduce mistrust and increase uptake by co-designing 

services with MSM. Concrete steps: establish a local MSM advisory panel; conduct co-creation workshops for tele-

PrEP workflows and peer-navigator protocols; and pilot test materials with rapid feedback cycles (18,40). 

Translational recommendations for Palu: (1) Provider training with confidentiality drills and stigma-

reduction modules; (2) Community-led safe-space clinics with after-hours services; (3) Tele-PrEP and ART refill via 

community pickup or courier; (4) HIV–livelihood integration (vocational training, micro-grants); (5) Moderated 

digital groups with e-health literacy. These contextually grounded examples align with evidence from high-stigma 

settings (26,35) and address structural barriers identified in this study. 

This qualitative study is limited by its single-city focus (Palu), small sample size, and potential social 

desirability bias in interviews. Snowball recruitment may over-represent connected networks. Although we used 

triangulation, peer debriefing, and member reflections, findings are analytically (not statistically) generalizable. 

Future research should include multi-site designs and longitudinal follow-up. 

This study contributes empirical evidence from a non-metropolitan Indonesian context, a setting under-

represented in global HIV scholarship. The analysis both affirms prior findings and extends them by demonstrating 

how localized sociocultural and service ecologies in Palu modulate HIV risk and care engagement among MSM. All 

eligible references will include DOIs to enhance transparency and retrieval. 

 

CONCLUSION 

This study of men who have sex with men in Palu, Indonesia reveals how stigma (internalized, enacted, 

institutional), economic precarity, family dynamics, and digital ecosystems intersect to shape HIV vulnerability and 

care access. Knowledge alone is insufficient in the face of these multi-level pressures. Actionable priorities include: 

provider stigma-reduction and confidentiality protocols; community-led safe-space services and after-hours access; 

tele-PrEP initiation and ART refills; integration of livelihood support (micro-grants/vocational training) with HIV 

services; and moderated digital groups with e-health literacy. Grounded in SEM and syndemic theory and 

strengthened by CBPR approaches, these localized, stigma-free strategies can empower MSM, foster resilience, and 

narrow persistent prevention-and-care gaps. 
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