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ABSTRACT
Current law in Zambia criminalises same-sex sexual contact while
strong socio-cultural values drive a profoundly negative view of
the moral status of gender and sexual minorities. Despite this,
Zambia’s national HIV programme has recently identified the pre-
dominantly young population of men who have sex with men as
a priority group for HIV and other sexual health programming.
Research in other African settings has shown how the sexual
health of these young men is affected by mental health. This
mixed-methods study, which drew on the minority stress model
as an analytical framework, sought to explore mental health as an
initial step towards understanding its influence on other health
domains. Findings describe the tension, and its psychological
effects, surrounding the trajectory of discovering and affirming
same-sex sexuality in an environment replete with social, physical
and emotional risks, but one in which young men must neverthe-
less seek to create and maintain a meaningful, if precarious, social
existence. To achieve this, in the absence of supportive mental
health services or other programmatic responses, they adopt
numerous risk-mitigation or coping strategies to attempt to build
resiliency and to preserve their psychological and emotional
well-being.
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Introduction

Current laws in Zambia criminalise same-sex sexual contact between men or women
while strong socio-cultural and religious values – the country’s Constitution declares it
to be a ’Christian Nation’ – assign a negative moral status to all gender and sexual
minorities (NASTAD 2015; Phiri 2017). Although different sources attest to the pres-
ence of men who have sex with men and other sexual minorities in the country,
almost no research about these groups has taken place (Armstrong and Zulu 2019).
This is changing, however, as part of the country’s effort to address the HIV epidemic.
The guiding policy document for this work has, since 2017, recognised Zambia’s
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predominantly young adult men who have sex with men as a priority group for tail-
ored sexual health programming (NAC 2017).

Research in other African settings demonstrates how mental health is an important
factor to address in the design of such programmes. Studies from Cameroon, Kenya,
Lesotho, Nigeria and Tanzania, where the legal and social context regarding gender and
sexual minorities is similar to Zambia’s, have found significant correlations between the
experience of psycho-social adversity (in the form of stigma, discrimination or violence);
mental health conditions (depression, anxiety and suicidality); higher-risk sexual behav-
iours (low condom use and multiple partners); and lower intentions to use HIV services
(Ulanja et al. 2019; Secor et al. 2015; Stahlman et al. 2015; Oginni et al. 2019, 169;
Ahaneku et al. 2016). However, given the limitations of their mostly quantitative designs,
these studies are unable to illuminate how individuals understand or address their men-
tal health needs. Aside from recommending integrating mental health support with HIV
services, for example, this work only marginally considers other options, such as improv-
ing social support or strengthening mechanisms for coping and resilience. This may be
important in settings such as Zambia where mental health resources are limited for all
population groups (Mayeya et al. 2004).

Some researchers, including in South Africa and Nigeria, have drawn on the minor-
ity stress model to develop more nuanced explorations of the mental health of young
sexual minorities, including men who have sex with men (McAdams-Mahmoud et al.
2014; Makanjuola, Folayan, and Oginni 2018; Hatzenbuehler and Pachankis 2016;
Goldbach and Gibbs 2017). This model proposes that the mental health disparities
which affect these populations largely emanate from negative social influences and
how they are experienced and internalised. The stress these influences generate can
lead to mental health challenges (including depression, anxiety and suicidality), often
with enduring consequences. These, in turn, can affect physical or sexual health
through coping behaviours, such as problematic alcohol or drug use, self-harm, or
high-risk sexual behaviour. At this sensitive life stage, individual, social or institutional
resources upon which to draw for assistance may be limited, especially where there is
inadequate recognition or support for sexually diverse youth (Saewyc 2011).

How does this apply in a setting like Zambia where the environment in which
young men who have sex with men discover and explore their sexuality is unduly
harsh, and where opportunities for mental health support are few or non-existent?
The study sought to explore this question using the minority stress model as a con-
ceptual framework. The researchers aimed to complement the measurement of poten-
tial mental health burdens across the study sample (using rapid screening tools) with
an in-depth exploration (an emic approach) of how mental health vulnerabilities (such
as depression or anxiety) arise for these young men, and the strategies they use to
address their mental health needs.

Methodology

Study design and sample

The study employed a mixed-methods design. The qualitative component involved
semi-structured interviews, and the quantitative component a self-administered,
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anonymous survey. Using the two approaches allowed for a multi-faceted view of poten-
tial mental health burdens, their sources and effects. It also allowed participants to poten-
tially disclose information in an anonymous survey (drug use or sexual practice, for
example, or the presence of active mental distress) which they may have been reluctant
to discuss during face-to-face interviews given the Zambian context. The study population
comprised young men aged 18–24years with self-expressed, same-sex emotional and sex-
ual attraction, regardless of their chosen social identity. Snow-ball sampling was used to
engage participants in five locations (Chipata, Kapiri Mposhi, Livingstone, Lusaka and
Solwezi). A mobiliser and members of the peer interview team (who were all part of the
young adult gender and sexual minority community in Zambia) promoted the study
through their local social networks. Fifty-six individuals (16 from Lusaka; 10 each from
other locations) initially agreed to participate and completed the survey. Two (both in
Lusaka) subsequently declined to be interviewed.

Data collection

Trained peer interviewers collected data in secure, confidential settings. After providing
verbal consent (including for the audio-recording of interviews), participants completed the
survey in English (the official language of Zambia) and, afterwards, sat for a 30–40min semi-
structured interview. The interviews were conducted in English, Nyanja or Bemba, at the
participant’s preference. At no time were names or other potentially identifying information
collected. Instead, participant codes were assigned by the researchers derived from the time
and place of the interview and the peer interviewer conducting the session.

The survey addressed socio-economic characteristics, sexuality, experiences of phys-
ical or sexual violence, drug or alcohol use, and mental health. Measures included the
Alcohol Use Disorders Identification Test (AUDIT), the Drug Use Disorders Identification
Test (DUDIT), the Center for Epidemiological Studies-Depression (CES-D)-10 scale, the
General Anxiety Disorder (GAD)-7 scale, and the Suicide Behaviors Questionnaire-
Revised (SBQ-R) (WHO 2001; Berman et al. 2003; Irwin, Artin, and Oxman 1999; Spitzer
et al. 2006; Osman et al. 2001). With the exception of the DUDIT, all scales had been
previously validated as screening tools in non-clinical settings in Zambia, or a similar
African setting, although not specifically with men who have sex with men (Chishinga
et al. 2011; Kilburn et al. 2018; Barthel et al. 2014; Aloba, Ojeleye, and Aloba 2017).
The interviews explored sexuality; positive and negative sexuality-related social experi-
ences; mental health status; positive and negative mental health influences; coping
and resilience; and experiences seeking mental health support.

The instrumentation (survey and interview guide) was piloted in Lusaka. Some sec-
tions of the interview guide were subsequently adjusted for locally relevant termin-
ology (adding a prompt to explain ’mental health’) and for logical flow (clearer ’skips’
between questions for the interviewers). During data collection, research supervisors
were available (on-site or remotely) to assist interviewers to respond to unforeseen
adverse reactions or other study risks (none occurred). All participants were offered
100 Zambian Kwacha (US$8) at the end of the research encounter. Referral information
for psycho-social support (provided as a component of some sexual health services in
Zambia) was provided by interviewers at the request of the participant.
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Data preparation and analysis

Recordings were transcribed by trained transcribers who also provided English transla-
tions where needed. Regular checks for transcription and translation quality were per-
formed by members of the research team. For interview data, researchers used thematic
analysis based on structural coding aligned to the minority stress model (Salda~na 2015).
For example, the model suggests a range of external or internal sources of sexuality-
related stress–’name-calling’ in public spaces. On this basis, the researchers developed
codes for the types and sources of stress found in the participants’ accounts. After provi-
sionally coding four transcripts, the researchers prepared a coding manual. This work
was reviewed by an external colleague for clarity and consistency. Subsequently, tran-
scripts were independently coded using Nvivo 12 Pro, with periodic internal checks for
quality and consistency between coders using this functionality of the programme
(Woolf and Silver 2017). Survey results were entered into Excel and analysed using stand-
ard statistical techniques. Finally, a dialogic approach to triangulation was employed to
build complementary, reflexive links between the two types of data (Flick 2017).

Ethics

The study was approved by the Biomedical Health Research Ethics Committees of the
University of KwaZulu-Natal and the University of Zambia, as well as by the National
Health Research Authority in Zambia.

Findings

Findings on selected characteristics of the study participants are shown in Table 1.
The median age of participants was 22 years; all were Zambian citizens. While all were
born male, five participants selected a different gender identity from that assigned at
birth (transgender, female or ’other’). All participants indicated a sexual attraction to
other men, and almost all (95%) selected ’gay’ or ’bisexual’ as their sexual orientation
(others selected ’heterosexual’ or ’not sure’). More than two-thirds (68%) were
unemployed. The median monthly income for the 48% of participants receiving any
was ZMW1000 (US$80). Almost half the participants (48%) were living with their fami-
lies describe irrespective of their source of income.

Sexuality and sexual identity

During interviews, participants were asked to explain their personal view of their sexu-
ality. Most described themselves as ’gay’ or ’bisexual’, as ’men who have sex with
men’, or as someone who ’loves their fellow man’, either in English or using a related
term in their local language. Many spoke with confidence and assurance, as does
Mubanga below (pseudonyms are used for interview extracts).

Hmmm… the way I would describe my sexuality is I am a proud gay person, very proud.
I was born like this and there is absolutely nothing I can do about it. It’s something that
is natural. [… ] I would like people to see me like a normal person the way other people
are… (Mubanga, 20 years, gay, Solwezi)
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Participants referred to their same-sex sexuality as innate (’This lives in me…’); origi-
nating at birth (as above); God-given (’[S]ince God created me, He has something He
wants me to do’); immutable (’I cannot change myself…’); and as a source of pride and
joy (’I embrace it, I love it.’). Remarkably, there were no direct expressions of discontent
with sexuality, nor were there any strong statements of ambivalence. Some participants
were simply more muted in how they expressed their degree of personal acceptance.

In recalling early experiences of sexuality, participants described a variety of events and set-
tings. Making an effort to counter negative social conceptions of homosexuality as learned
behaviour (that could be changed); as a perverse, individual choice that should be punished
(rather than an innate characteristic); as deviance or criminality (rather than as being ’natural’
or ’normal’); or finding a compromise between religious faith and sexuality (’balancing up’ as
one participant described) were important steps towards reaching a point of self-understand-
ing and acceptance. However, this pathway was fraught with risks and difficult experiences,
often with enduringly negative emotional and psychological consequences.

Mental health

Between the two types of data, there were fewer participants who described experien-
ces of mental health difficulties in their interviews than those indicating the potential
presence of these challenges in their survey responses. According to standard interpre-
tations of the CESD-10 and GAD-7 scales, 50% of participants indicated signs of mod-
erate to severe depression (score >10); 43% signs of moderate to severe anxiety
(score >10); and 35% signs for both. With respect to the SBQ-R, 52% had harboured
suicidal thoughts at least once in their lives, 48% in the past year. Less than half (41%)
of those having such thoughts had disclosed them to anyone. Finally, six participants
were still contemplating taking their lives in the future.

During interview, when asked to describe their mental health, many participants
stated that they were ’of sound mind’, ’stable’, or ’normal’, sometimes in

Table 1. Characteristics of study participants.

Characteristic
Total N(%)/Median

(SD/range) Characteristic
Total N(%)/Median

(SD/range)

Total 56
Age 22 (1.71, 18–24) Employment

Gender (at birth) Employed (FT/PT/self) 13 (23%)
Male 56 (100%) Not employed 36 (64%)

Gender (self-defined) Student 7 (13%)
Male 51 (91%) Monthly income
Female 2 (4%) Any 27 (48%)
Transgender 2 (4%) Amount (ZMK) 1000 (1781, 100–8000)
Other 1 (1%) Social status

Sexual orientation Single 28 (50%)
Gay/homosexual 40 (72%) Relationship 28 (50%)
Bisexual 13 (23%) Housing status
Heterosexual 2 (4%) Family 27 (48%)
Not sure 1 (1%) Rent/own/share 28 (51%)

Education Homeless 1 (1%)
Primary 2 (4%)
Secondary 38 (68%)
Post-secondary 16 (28%)

FT¼ full-time; PT¼ part-time; self¼ self-employed; SD¼ standard deviation; ZMW¼ Zambian Kwacha.
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contradistinction to their survey scores. For example, this participant, Mwako, with a
CESD equal to 24 (meaning potentially symptomatic for major depression) stated:

Everything about me is okay. I don’t. I don’t see any disability in me or within me
mentally, let me say so. (Mwako, 22 years, gay, Lusaka)

Others were more descriptive:

My mental health at the moment? I’ve come to that state of mind where you don’t care
what people say. I am always happy, jovial, confident no matter what negative thing you
can say. I will just let it slide. (Kabwe, 22 years, bisexual, Lusaka)

As interviews continued, accounts of mental health difficulties emerged irrespective of
participants’ initial statements or their survey results. In a number of cases, however, this
took places after interviewers had made efforts to clarify the concept of mental health in
simpler terms (what can make a person happy or unhappy from one day to the next, for
example). Some participants described periods of what they termed depression:

There are times when you get depressed, but I don’t know if its depression because I am
not a psychiatrist. You don’t want to eat anymore. [… ] You don’t enjoy your life
anymore, nothing feels right. (Musonda, 21 years, other, Kapiri Mposhi)

Others described problems with anxiety and insomnia.

I just have that insomnia. I just can’t. I might be looking okay right now but I am dying
inside. I don’t know why but I just can’t sleep. (Mulenga, 22 years, gay, Livingstone)

Finally, some participants described suicidal thoughts and attempts (far fewer than
those in the survey) as Mulenga’s story illustrates:

The time I wanted to kill myself I used to have a lot of negative thoughts. So my thinking
was, like, why am I like this while everyone in the word is different, yes? I am a male,
now why do I have sexual feelings for my fellow guy who has feelings for girls?[… ] So I
thought instead of loading myself and overthinking, it’s better if I go and kill myself,
yeah. But thank God I am still alive, and I have come up with this solution to say there is
a purpose, that’s why I am here. (Mulenga, 22 years, gay, Kapiri Mposhi)

Isolation and self-doubt led to despair for Mulenga, but there is an important turn
in his account of finding a reason, linked to religious faith, for overcoming and moving
beyond considering suicide.

For other participants, fear of discovery of sexuality and of compromising family or
community ties or reputations; relentless bullying or verbal abuse; and perceptions of no
future release from these pressures led to suicidal thoughts. Few had sought professional
support for fear of having to disclose their sexuality to health workers (those who did
seek assistance gave other explanations, such as stress from schoolwork or from family
conflicts). Most had been persuaded to move forward by friends, people in their social
networks or, as in Mulenga’s account, through their own self-determination and healing.

Mental health influences

As the participants worked towards understanding and accepting their sexuality, they
also learned through harmful experiences of the need to adopt ways to protect them-
selves mentally, physically and emotionally. These experiences or stressors fell into
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two broad categories, those in the external environment and those that were intern-
ally generated.

External stressors – stigma and discrimination
External sources of stress included verbal stigma or abuse, discrimination or exclusion,
and physical or sexual violence. Negative verbal stigma was the most frequently men-
tioned source of mental distress in the interviews. This ranged from gossip by school
friends or family members to more overt shaming in public places. As Dalitso explained:

They don’t like me [people in the community] because of the association I don’t have
with women. So, they don’t like me. Every time I pass by them, they always say, ’Oh,
that’s a boy-girl! That’s a boy-girl!’ or something. It’s something that troubles me a lot in
my heart. (Dalitso, 22 years, gay, Kapiri Mposhi)

For others, verbal stigmatisation also occurred in family settings, churches and
schools. For Dalisto, his school experiences were highly demoralising:

At school, you. you [are] always be[ing] the one that [is] always picked on, the one that
always gets nasty comments. [… ] You go back home and then you sit on your bed and
starting thinking of those same things. It. it just breaks you down. It just. . it makes you
feel worthless, like a disappointment, you know, like you are not human. It makes you
feel like you can’t achieve anything in life because of the way that you are. yeah.

’Worthless’ and ’not human’ are terms that became internalised, negatively affecting
Dalitso’s self-esteem. Perhaps not surprisingly, he also stated: ’The first time that I
thought of committing suicide was in high school because I just couldn’t take the bul-
lying anymore. I couldn’t take it.’

Like Dalitso, other participants struggled on their own to contend with the emo-
tional consequences of such experiences without support from school authorities,
parents, other family members or friends. This was due to their reluctance to disclose
or confirm their sexuality to others from whom they might seek help. Such disclosure,
in their view, risked making the situation worse.

Other types of discrimination or social isolation caused mental distress as
Lutha explains:

So, people [at school] started suspecting me, like, ’You are gay!’ That was the bad thing. I
lost many friends [… ] because most of my friends stopped visiting my place, stopped
coming over for a sleep over. Because they were, like, ’No, he’s gay and we are men also.
So, he can maybe try to rape us.’ So that was so bad. It really affected me. (Lutha, 19
years, bisexual, Lusaka)

Loss of social ties reinforced a fear of rejection and isolation for Lutha. Other partic-
ipants described being ’denounced’ in church settings in front of families or the com-
munity; or of being suspected of homosexuality in schools and being confronted or
disciplined in front of classmates, teachers and parents. They described the acute emo-
tional distress these experiences caused, which could last for a long time and, for
some, was still visibly felt during their interview.

External stressors – physical and sexual violence
In the survey, participants disclosed important information regarding physical and
sexual violence (Table 2)

CULTURE, HEALTH & SEXUALITY 7



Three-quarters (75%) of participants had ever experienced violence. Of this group, 57%
believed the violence was related to their sexuality. One third (31%) had experienced
violence from a boyfriend or sexual partner. Almost half (48%) disclosed ever themselves
having physically hurt someone, including a boyfriend or sexual partner. With respect to
sexual violence, half (52%) of the participants indicated ever having been forced to have
sex, 36% of this group more than once. Few individuals had sought assistance, mostly by
telling friends only (including participants indicating it had occurred ’more than 10 times’).
Just over one-third (36%) of participants had ever forced another person, mostly a friend
or boyfriend, to have sex, 25% of the group in the past year.

During interviews, most participants were reluctant to discuss experiences
of violence, either by declining to answer the specific interview question (’Have you
ever had any bad experiences because of your sexuality… ?’) or by stating that
they did not wish to revisit troubling memories. For the few who did discuss their
experiences, such incidents were highly disturbing, as Christopher explained.

There was a time I went to a club with someone I was at school with. [… ] And so I met
him, I saw him after a long time so hugged him and we even started dancing. So those
guys, when the guy went to the toilet, to the bathroom, those guys approached me and
started asking me, like, ’Why are you hugging our friend like that? Are you gay?’ So then
I tried to confront them, also just protect myself. Someone even slapped me. [… ] When
I went back home and I started thinking about it. This person doesn’t even know if I was
gay. He just asked, ’Are you gay?’ When I tried to defend myself [he was], like, no, I was
hiding. I mean, it’s a night club and he slapped me! What if he found me with someone.
[… ] I am sure they would kill us. So I was, like, let me just leave this world. (Christopher,
22 years, gay, Solwezi)

This experience of unprovoked violence stokes a fear of more violence for
Christopher, even to the point of fear of losing his life because of his sexuality. This
led him to consider suicide rather than to carry this fear indefinitely. Other participants
described similar experiences linked to being physically assaulted by family members
(mothers, uncles, fathers and brothers) and/or being threatened with assault, usually
upon the discovery of their sexuality, or because of strong but unconfirmed
suspicions.

Table 2. Experiences of physical and sexual violence.

Physical violence
Total N(%)/Median

(SD/range) Sexual violence
Total N(%)/Median

(SD/range)

Experienced violence Forced to have sex
Ever 42 (75%) Ever 29 (52%)
Age 17.5 (3.92,2–23) Age 18 (3.43, 9–24)
Past year 32 (57%) More than once 20 (36%)
Because of sexuality (n¼ 42) 24 (57%) Boyfriend/sexual partner (n¼ 29) 13 (45%)
Boyfriend/sexual partner (n¼ 42) 13 (31%) Friend (n¼ 29) 11 (20%)
Told someone? 24 (57%) Relative (n¼ 29) 1 (1%)

Hurt someone Other (n¼ 29) 3 (10%)
Ever 27 (48%) Told someone? (n¼ 29) 6 (20%)
Past year 21 (38%) Forced someone to have sex
Boyfriend/sexual partner (n¼ 27) 11 (41%) Ever 20 (36%)

Past year 14 (25%)
Boyfriend/sexual partner (n¼ 20) 8 (40%)
Friend 12 (60%)
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Internal stressors
Internal stressors included fears and anxieties related to the need to conceal sexuality
and to socially conform in order to avoid a risk of experiencing stigma, discrimination
or violence. They also involved doubts about self-worth prompted by these fears.
Secrecy or ’acting straight’ was the predominant strategy for risk avoidance:

I just keep it.it’s my secret, though sometimes they wonder why I don’t like women. I just
say, ’No, it’s not my time.’ But they don’t know what I am doing, they don’t know who I
am. (Tabo, 22 years, gay, Chipata)

For Lutha, quoted previously, there was a very pre-occupied self-vigilance: ’I try my
best to act straight. I always tell myself to act more straight so that no one ever
notices.’ While some participants expressed ambivalence regarding the need for such
constant concealment, others felt more burdened:

It [needing to conceal sexuality] doesn’t make me feel good. [… ] I don’t feel happy, you
know, more especially that I am proud of who I am, and then I should be hiding. [… ] I
feel like I am in prison. (Chitambo, 23 years, gay, Kapiri Mposhi)

A tension was evident for Chitambo between his confidence in himself and the
need to continually keep his sexuality secret to avoid risks. Fears of negative conse-
quences following discovery of one’s sexuality were numerous, including of being
arrested. Other concerns were more conflictual, particular in relation to family ties as
Kambani describes:

With my mother it feels really a hard thing to do [to explain his sexuality] because [… ] I
just don’t want to bring her anything that will disappoint her and the greatest
disappointment she can have is finding out that I’m gay. (Kambani, 23 years, gay,
Livingstone)

He went on to explain what the consequences could be of his mother or other
family members discovering his sexuality, further amplifying his reluctance to disclose
it and the mental stress this caused.

If I’m known to be gay, then my family instantly doesn’t want to attach itself with
anything that has to do with me. So, to show the community that they wouldn’t want to
associate with me and they do not accept the way my life is, they would throw me out in
the streets and the society would say okay they did that to discipline the person.

Loneliness and isolation, due to not having romantic or sexual partners, or being
rejected in relationships, also influenced mental well-being, as Jacob described.

I was reaching to an extent to say, in this world, maybe I am the only person. So that
was making me feel very lonely, to say. ahhh. So I was more, like, I can’t be with anyone
because of the way I am. It’s, like, against the law. Yeah, so I was feeling very lonely on
that one. (Jacob, 22 years, not sure about sexual orientation, Kapiri Mposhi)

Coping with mental health, recovery and resilience

Participants described the strategies they used to cope with the mental health conse-
quences of their experiences, including their efforts to build personal strength and
resilience. These ranged from seeking support from friends or (less often) family
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members, or drawing on religious faith, to more problematic actions, such as high
alcohol consumption. For Kabwe, talking to a cousin helped him recover his mental
well-being:

After sitting alone and figuring out the bad mental health, I usually go to my cousin. We
have a talk. She makes me laugh and I get back on track. (Kabwe, 22 years, bisexual, Lusaka)

Another coping strategy was self-care, including playing sports, listening to music
or spending time with friends on social media. Avoidance, or not interacting with peo-
ple or participating in activities that caused mental distress, was another.

When things trouble me and I start having negative thoughts [… ] I don’t associate with
friends that will make me get to such a place. [… ]I would leave them and stick to my
studies. (Dalitso, 22 years, gay, Kapiri Mposhi)

Participants like Mbuyi described how they worked to maintain a positive outlook,
despite their day-to-day experiences.

Me, I’m a strong person, yes, and I believe in myself because I’ve got hope for tomorrow.
So I know tomorrow, tomorrow I’ll be someone. And I don’t want to let my family down
because of, because of the way I am. I know my family has got a lot of hope for me, yah.
(Mbuyi, 22 years, gay, Chipata)

For Mwako, religious faith was an important source of strength for coping and recovery:

I feel if it’s a heavy load for me to.ahhh.talk to someone, or for me to handle it myself,
[… ] I will always make it as my last and first resort to take it to the Lord in prayer…And
I always make sure that by the time I am done praying, just taking it to God, it has to go,
that bad mental health has to go. (Mwako, 22 years, gay, Lusaka)

Finally, self-introspection, resulting in a stronger determination to deal with mental
health effects, was another strategy.

Some participants reported other, less positive ways of coping with mental health
challenges. According to the survey results, three-quarters of participants (74%) con-
sumed alcohol in various amounts or frequencies. An AUDIT score of >10 is considered
indicative of problematic (potentially addictive) levels of alcohol consumption and two-
thirds of participants (67%) exceeded this parameter. In the interviews, participants
spoke about using alcohol as a release from mental stress. Lutha gave this account:

I am hurting inside because I can’t get a straight person and tell them that I have been
denied by my boyfriend. How will they see me? And also it’s a disgrace to my family.
Maybe they can even report me. That’s why I like keeping my pressures and stress to
myself. I manage on my own to sort it out. That’s why I said I just get drunk and forget.
That’s all. (Lutha, 22 years, gay, Solwezi)

The mental tension between the need for concealment, or the burden of hiding, and the
impossibility to discuss his romantic problems with others, built to the point where ’getting
drunk to forget’ was the only release mechanism he found available in his social context.

Use of mental health services

Among the strategies used to cope with or recover from mental distress, participants
rarely if ever sought support from health services. Kabwe, for example, did not view
his mental difficulties as a health concern:
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I think depression is one emotion whereby it comes and goes. People get depressed and
they get over it. Then they get depressed, and then they get over it. So, I thought there
was no point of me trying to go get diagnosed. (Kabwe, 22 years, bisexual, Lusaka)

Wongani’s view was that appropriate mental health services were not available:

So, it’s one of the things where, even if I feel depressed there’s no… there’s nothing, no
therapy for depression in most of our clinics and most of our facilities. And so, with the
depression part, you just need to make sure you pick things that will make you happy.
(Wongani, 23 years, gay, Livingstone)

For Mubanga, there was a fear of encountering stigma or further psychological harm:

That comes again, the fear of the society stigma. You feel like, if I ask for help, or ask people
here and there, they would say something bad to me. So, I end up putting the problems
upon myself. Maybe I can come up with solutions, yes? (Mubanga, 20 years, gay, Solwezi)

Participants consistently relied on their own strategies and resources to address their
mental health needs rather than risk further distress by seeking support where none
was perceived to be available, or out of concern for being further stigmatised by the
health workers they might encounter.

Discussion

The study offers an in-depth account of the degree of mental suffering that young
adult gay, bisexual and other men who have sex with men experience in Zambia, and
the different ways they work to manage this distress in order to remain confident
about their sexual identities. Criminalisation and an intolerant socio-cultural and reli-
gious environment cause significant mental-health-related stresses for these young
men as they strive to understand and accept themselves as diverse but nevertheless
’normal’ young people in their context. Using the minority stress framework helped to
shape the analysis of these experiences and to trace how the social environment is
the major source of the external and internal stresses that negatively influence mental
well-being. Very little of the distress appeared to be generated through self-doubt or
other internal dissonances regarding their sexual minority status.

The framework also foregrounded how these young men cope with and attempt to
resolve their mental distress. In the absence of other opportunities for relief, including
supportive mental health services, they use a number of strategies to mange or diffuse
what leads them towards mental distress, and to ’pull themselves out’ or recover from
these challenges. These strategies provided both immediate relief to stressful events
and traumas (confiding in friends or focussing on self-care); and, to the extent that
they built resilience, functioned as ways to either avoid such stresses moving forward,
or to significantly reduce their negative potency (engaging in personal reflection and
self-affirmation, or through prayer and deepening of religious faith, for example).
Some coping behaviours and negative mental health effects raised concern, however,
particularly high levels of alcohol consumption and the frequency of physical and sex-
ual violence between partners or friends. This latter phenomenon could not be
explored in more depth given the reluctance of most participants to discuss such
experiences during interviews. More effort is needed, then, to work through this reluc-
tance in order to inform ways to intervene to prevent these harmful behaviours.
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Taken on its own, the survey data identified a range of potential mental health con-
cerns for an important proportion of the participants, including markers of major
depression or anxiety, and more serious evidence regarding suicidality. However,
when placed in the context of the personal accounts of the participants, additional
aspects of the meaning of these results emerged. The understanding of the term men-
tal health itself was not straightforward for many of them, and appeared to be associ-
ated with prevailing cultural prejudices in Zambia which characterise it as ’madness’
or ’demon possession’ (Aidoo and Harpham 2001; Kapungwe et al. 2010). There could
also have been other sensitivities with the concept in a country where homosexuality
itself is still considered a mental health pathology (ASSA 2015). This may explain why
it was important for participants to assert their mental fitness during interviews even
though most also described with some poignancy the amount of mental distress they
experienced. There may indeed be a need for more intensive support for these young
men, clinical psychological counselling, for example, or even pharmacological interven-
tions, but the perceived relevance or acceptability of this support, and whether or not
it is used, will be influenced by what mental health signifies individually and socially.
Amongst other implications, this aspect of the study’s findings highlights the need to
observe issues of mental distress in their specific contexts and to pay attention to
such local understandings in seeking to identify potential solutions.

What, then, can be done to assist young gay, bisexual and other men who have sex
with men in Zambia to alleviate their mental distress? The findings point towards needing
a multi-faceted approach, inclusive of, but broader than, mental health services alone.
There may be value to adopting a socio-ecological lens which would take into account
mental-health-related needs across different social domains for young people, including at
the personal level, in family environments, within communities and institutions, and at the
national or societal level (Mutumba and Harper 2015). In the immediate term, it would be
important to find ways to support and strengthen personal level coping, recovery and
resilience strategies, as they are the main resources upon which these young men draw to
mediate and overcome the emotional and psychological tensions they experience.
Interventions are also needed to deal with community and institutional level challenges,
such as stigma, discrimination and violence in families and communities, and bullying and
shaming in schools. The development of mental health services that are responsive to the
needs of the full spectrum of diverse young people in Zambia is also required, although
with due considerations for relevance and acceptability as noted. Finally, there is a further
need, albeit more complex and longer term, to address broader societal factors, such as
the Zambian legal environment, and the entrenched social-cultural and religious norms
which, collectively, appear to drive much of the sexual minority stress and consequent
mental distress the study has explored.

Limitations

The study had some important limitations. As it used a small, non-representative sam-
ple, its findings and conclusions are not generalisable beyond the specific group of
study participants who were connected to local social networks and may not reflect
the experiences and needs of others not in this situation. The use of peer interviewers
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had both benefits and risks. On the one hand, it was important in creating an atmos-
phere of confidentiality and safety for participants to candidly disclose experiences
which in some instances count as criminal acts in Zambia. However, some participants
may have been reluctant to disclose to peers feelings such as ambivalence about
sexuality, internalised homophobia and problematic coping behaviours. There was no
exploration of geographic differences in the findings, which was made impractical by
the relatively small number of participants from each location. Finally, mental health,
alcohol or drug use screening tools are liable to cultural bias, even after validation,
particularly when terms like ’feeling sad’ or ’depressed’ are used, or efforts are made
to assess high levels of alcohol consumption, all of which may have shifting, socially
situated meanings (Sweetland, Belkin, and Verdeli 2014).

Conclusion

Living with, and finding ways to mitigate and overcome significant amounts of mental
distress are daily concerns for young adult gay, bisexual and other men who have sex
with men in Zambia. Much of this distress directly emanates from the steps they take
to understand and accept their sexuality within a social context that is replete with
physical and emotional risks of significant magnitudes. While this distress showed ele-
ments of potentially serious mental health concerns, how these young men under-
stand and respond to this challenge in the Zambian context only partially takes into
account a specific need for mental health services. They rely to a much greater degree
on personal and social resources for coping, healing and developing resilience. For
many young men, these strategies appear to work and should form the basis for
efforts to strengthen and improve mental health support, on its own or as part of
broader physical, sexual and emotional health interventions.
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