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Abstract: Introduction: South Asian communities comprise one of the fastest-growing populations
in Canada, but there is a paucity of research on if and how immigrant men use sexual health
services. Objectives: Our study aimed to understand factors influencing sexual health service use by
South Asian immigrant men living in Ontario, Canada. Methods: An interpretive description (ID)
research methodology was used, followed by Braun and Clarke’s thematic guidelines to collect and
analyze data. Altogether, 18 semi-structured interviews were conducted between May and July 2021
with South Asian immigrant men between 20 and 45 years of age in Ontario. Results: We found
that culture shaped the overall perception and use of sexual health services, while the perceived
severity of sexual illness also affected the utilization of preventative care. Moreover, there are taboos
about sexual health, and while sex positivity and sex negativity exist, sexual health information is
shared with trusted sources. We also found South Asian men shared sexual health more openly by
following a lifestyle that normalizes sexual health discussions rather than South Asian cultural norms.
Conclusions: This study provides a comprehensive understanding of the individual, structural and
cultural determinants of health influencing sexual health service use to strengthen existing health
communication strategies to improve service utilization for diverse communities in Canada.

Keywords: sexual health service; South Asian immigrant men; sexual health service use; immigrant
men; use of sexual health services; men’s health in Ontario; Canada

1. Introduction

Over the years, migration patterns in high-income countries have changed consider-
ably, and in recent years, a greater proportion of migrants have been from Asia, particularly
South Asia [1–3]. The term ‘South Asian’ is an individual who self-identifies as hav-
ing ancestry relations and/or that originates in South Asia, (e.g., having an origin as a
Bangladeshi, Gujrati, Pakistani, Punjabi, Nepali, Sinhalese, Sri Lankan, Tamil) [4]. It is
projected that by 2031, 55% of Canada’s foreign-born population will report origins in
South Asia [5].

However, among many healthcare services that are available for new immigrants,
sexual health remains less prioritized [6–8]. Sexual health services include primary and sec-
ondary preventative care, health promotion on sexual health, screening, testing, treatment,
and follow-up for sexually transmitted infections (STIs) [9]. However, a paucity of research
has focused particularly on South Asian immigrant men’s health and consequently, how to
develop effective services for these populations [8]. Indeed, most sexual health programs
prioritize women and overlook the sexual healthcare needs of men, and despite a steady
rise in cases of sexual illness in Canada, there is little data available to explain the infection
rates among South Asian men [10]. Instead, studies have found that men do not prioritize
their health and wellbeing and often delay in accessing health care services, particularly for
STI illnesses [11–14].

Sexual health services in Canada range from birth control counselling; free confiden-
tial sexually transmitted infections (STI) testing and treatment; anonymous HIV testing
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and HIV/AIDS programs; immunizations for hepatitis A and B and HPV vaccine; pap
testing; urine pregnancy testing; low-cost birth control; needle exchange programs [15].
Furthermore, sexual health services can be accessed through public health units, vari-
ous community health services, or through university campuses [15]. Apart from the
clinical services, Canada also focuses heavily on sexual health promotion and health ed-
ucation, such as on sexually transmitted and blood-borne infection (STBBI) prevention
guides (e.g., prophylaxis, antimicrobial resistance treatment, co-infection management and
follow-ups) [16–18]. Besides, a comprehensive sexual health education guide also considers
physiological, emotional, social, and cultural dimensions of health [19,20]. However, sexu-
ally transmitted infections (STIs) continue to be a significant and ever-increasing public
health concern in Canada [21]. There also remains an alarming gap in the sexual health
knowledge among diverse populations in Canada [22].

Insofar, we have found that there are differences in the way sexual health services are
used by South Asian men in high-income economy countries (e.g., in terms of screening,
diagnosis, treatment and preventative care) [23,24]. Also, there is limited research to
understand if and how new immigrants utilize sexual healthcare services in Canada [25].
Moreover, studies found that in comparison to the non-immigrant populations, South Asian
immigrant men’s use of sexual health services is often hindered by cultural stigma, provider
attitude, lack of information about service availability, language barriers, time constraints,
unavailability of viable transport options, and length of stay in a community [26–30].
Likewise, culture can further shape how South Asian immigrant men discuss and perceive
sexual health, and conflicts between the cultural and traditional values regarding sexual
health often remain within South Asian communities [28,31]. Also, literature found that
ethnicity and socioeconomic status may affect some South Asian men psychologically and
emotionally, which may further hinder their use of healthcare services [32]. Furthermore, it
has been found that there is reported variability in terms of sexual health service use by
South Asian immigrant men and that the uptake remains low, that is, while some men are
accessing sexual healthcare services (e.g., testing regularly for STIs and HIV), others are
not accessing sexual healthcare services due to lack of awareness of sexual health and poor
health literacy [24].

Reports also suggest that due to this misinformation and lack of knowledge, South
Asian men are not aware of the sexual healthcare services available in their vicinity [21,23].
Additionally, illness stigma related to sexual health and patient confidentiality issues are
also concerning factors that result in poor sexual health service use [26]. For example,
privacy concerns, inaccessible clinic hours, and perceived homophobia were also found to
further act as factors that decrease the uptake of sexual healthcare services for men [33,34].
In addition, study reports related to social support networks, sexual orientation, health
beliefs, and personal health practices all act as barriers to the use of sexual healthcare
services among culturally diverse communities [35]. Furthermore, findings suggest that
South Asian men or women do not want to follow the prescribed Western biomedicine or
access healthcare services in general since they perceive their lives are shaped by entirely
different social and cultural norms [36]. Therefore, more attention is needed to understand
factors that can influence South Asian men’s utilization of sexual health services to improve
service uptake strategies.

Likewise, in many study contexts, gender, which is defined as a social and cultural
construct that shapes relationships, behaviours, relative power, and other traits that societies
ascribe to men or women, is also an important indicator that may influence overall health-
seeking behavior [37–41]. Gender can also affect the sexual behaviour of men that is also
influenced by all other social and cultural factors [42,43]. For example, studies found that
immigrants from culturally diverse backgrounds often undergo the process of adaptation
to the cultures and traditions of the high-income societies in their host country while they
also try to retain their own cultural beliefs and practices [44–46]. However, the South
Asian community is often represented more collectively as national markers [47]. Also, the
term South Asian should not be used as a collective identifier considering the diversity of
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experiences captured under the term ‘South Asian’, and it is important to be mindful of
the social and spatial complexities embedded within South Asian communities [47]. For
example, the patriarchal roles within certain South Asian communities, such as Nepalese
communities, may have specific gender roles that influence Nepalese men’s overall sexual
health decisions [48]. Likewise, this may relate to various ethnic traditions (e.g., Dali, Terai,
Chhetri/Brahmin, Janajati) and the religion of South Asian men that may define their
gender roles and sexual behaviour through cultural beliefs and practices [48,49]. What we
know from other documented findings are the unique aspects of South Asians that include
their ethnic identity, religious status (e.g., South Asians vary in religious practices as Sikh,
Hindu, Muslims, Buddhists), social cohesion, familial ties, regional and class-based group
interactions—all of which may further influence overall gender roles [47].

The aforementioned contexts suggest that a lack of sexual health knowledge and
education among some immigrant South Asian men and a lack of support and uncertainty
experienced in interactions with service providers may play a role in South Asian men’s
access and utilization of sexual health services, though this remains an understudied area
of focus. While the South Asian population is growing, we know little about if and how
South Asian men use sexual healthcare services in Canada. Therefore, it is important to
learn more about the overall sexual health service use by South Asian men, particularly
those who identify as immigrants/newcomers to Canada. As a result, this study aimed to
explore the factors influencing sexual health service use by South Asian immigrant men in
Canada. Beyond what is documented above, our study originality lies in understanding
the healthcare needs of South Asian immigrant men and in doing so, we identify the factors
that influence sexual health service uptake by South Asian men in Canada to recommend
more robust and improved sexual healthcare services for this population.

2. Methods
2.1. Study Context and Participant Selection

This study was conducted between May and July 2021 in Ontario, Canada, where most
immigrants of South Asian origin reside [50,51]. Even though in Canada it is recommended
that sexually active men and women should go for regular sexual health check-ups, South
Asian sexually active men between the age ranges of 20–45 years old have been cited
in Canada to have high rates of STIs [52]. Participants were selected according to the
immigration status defined by Immigration, Refugees and Citizenship Canada (IRCC) [53].
Inclusion criteria included: (1) South Asian immigrant men living in Canada (2) living in
Canada for at least one year and currently residing in Ontario (3) users of independent
practice clinics (e.g., independent family doctor clinics), community health centers, and
other healthcare facilities in Ontario. Men who had engaged with these services were
included as participants. We wanted to understand their perspectives or experiences on
the challenges in access to and utilization of healthcare services and identify the factors
that enabled them to use services. This would allow us to identify barriers and means to
overcome these barriers and increase service uptake by men in Canada.

Additionally, non-users of sexual healthcare services were included as a part of the
sample characteristics to gain further insights into their perspectives about access to and
utilization of sexual healthcare services. However, no discernable differences related to
the study aim were noted in the participant groups. Participants were recruited through
ads on social media platforms, non-government websites, organization e-newsletters, and
poster distribution within several non-government organizations. Interested participants
contacted the first author by email, and screening was conducted by email or telephone.

2.2. Data Collection and Analysis

In total, 18 semi-structured telephone interviews were conducted, and the interview
guide was tailored to elicit insights related to the use of sexual health services. Some of the
key questions to our participants included practices or beliefs about sexual health; South
Asian men’s education (formal or otherwise) about sexual health, sexual practices, and
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related changes in beliefs about sexual health after coming to Canada; if participants have
had experiences in Canada with programs, services or services providers related to sexual
health issues; and concerning factor for men’s sexual health and any recommendations
or suggestions they had to share about Canadian sexual health service system. Detailed
field notes were made for each interview, and the research team coded verbatim transcripts.
Interviews and discussions were facilitated in English and for the nature of the interview,
participants provided informed consent verbally that has been recorded, while each partici-
pant transcript was de-identified, and pseudonyms were provided to ensure the anonymity
of the data obtained.

Our analytic approach was informed by interpretive description (ID) [54], which
formed the foundation for data analysis in this qualitative research. ID is used for construc-
tivist and naturalistic orientation of inquiry by adopting an inductive, constant-comparative
approach to analyzing qualitative data [55,56]. As this methodology provides a structure
for qualitative studies of clinical phenomena of interest for health professions, it fits our
study aim. In addition, to enact an ID that is potentially applicable in the practical science
of the discipline, our research also made use of the Braun and Clarke (2006) [57] guidelines
for thematic analysis. The adequate density of data was reached when no new significant
data were emerging to deepen the understanding of the phenomenon [56,58]. Following
Braun and Clarke’s (2006) thematic summary guidelines [57], an analytic exercise guided
the thematic statements relevant to the aim of our study that was organized by conceptually
relevant categories using NVivo Pro software 12 [57,59].

3. Results

Drawing on the ecological model [60,61], our data represent the cultural, social and
psychological domains that often have overlapped, as illustrated in Figure 1. However, we
parse them out here and speak to the psychological, social and cultural factors influencing
sexual health service use. In addition, the sociodemographic characteristics of the partici-
pants, including age, country of origin, length of time in Ontario, education, occupation,
and religion, are presented in Table 1.
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Figure 1. A proposed diagram representing the factors influencing access to and utilization of
healthcare services by South Asian men.
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Table 1. Sociodemographic characteristics of all respondents.

Characteristics Participants (n)

Age (years)
20–22
23–25
>25

2
2

14

Length of time in Ontario (years)
1–2
3–4

13
5

Education Level
Master’s Degree

Undergraduate Degree
6

12

Country of Origin
Bangladesh

India
Pakistan

Nepal

5
9
2
2

Occupation
Full-time employment
Part-time employment

Self-employment

8
7
3

Religion
Islam
Hindu

7
11

3.1. Cultural Factors
3.1.1. Culture Influences Perceptions about Sexual Health

From our in-depth interviews, we found that culture shapes overall perceptions
about sexual health and wellbeing. Our participants believe that South Asian culture may
influence perceptions from an early age, which eventually shapes their various aspects of
life, including sexual health and wellbeing and perceptions about overall healthcare needs
(e.g., how to value health in general or access to health services). We highlight the views of
a 22-year-old Anand from India, who mentioned that culture can influence sexual health
perceptions in certain ways, such as how people would use sexual healthcare services. He
explained as follows,

“Yes! I would say so [culture does influence sexual health use], because the culture like
within different states or a different part of the country, I could experience that, some
people follow their culture strictly, because of the way they were brought up, so your
culture has a particular influence on you, and also it shapes your overall understanding
about health in general and also about using sexual health information and using these
services.”

—(Anand, an immigrant from India)

We also learned from our participants that culture often formed the foundation for how
sexual health would be perceived in a particular South Asian society. These perceptions are
valued and retained even after migrating to a new country. Hence, considering the use of
sexual health services, such perceptions about culture as mentioned by our participants are
more related to individual factors rather than health system-level factors and can influence
the use of sexual health services in Canada. Therefore, it is important to address these
aspects of cultural dominance to ensure improved utilization of sexual health services
within the South Asian communities.
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3.1.2. Prescriptive Gender Stereotypes about South Asian Men

Our participants mentioned prescriptive gender stereotypes that often exist in South
Asian communities that can also influence overall sexual health service use. For example,
some of our participants mentioned South Asian men being reluctant to use services as
they have certain cultural views or due to the issue of gender stereotypes. Participants
mentioned that men are often concerned about visiting a provider as familiarity within the
South Asian communities can influence how people would interact with the healthcare
provider (e.g., if they are South Asian). The extract from a 33-year-old Sriram of Indian
origin explains how gender stereotypes play an integral role in both South Asian men’s use
of sexual health services.

“I think men and women from South Asian origin would be reluctant to use [sexual]
health clinics or feel uncomfortable or insecure [in using services]. [The reason being] the
set cultural views and opinions you may have. Like, you may go to a clinic, and you might
see somebody or, you know, the clinic is located [nearby], and you feel uncomfortable
going there because somebody from your community might also see you there. So, you
know, it’s quite common that people talk about people, and, if someone sees you, then they
can tell your family or others about your visit [to the sexual health clinic]. There are some
prescriptive gender stereotypes about sexual health in our society. People [men] will be
stereotyped as not worthy [as a man in the society]. Yeah, culture can play a big part in
not letting people use these [sexual health] services.”

—(Sriram, an immigrant from India)

From these interviews, we have learned that the social scripts on gender roles play an
important part and that prescriptive gender stereotypes may hinder access to sexual health
services for some South Asian men.

3.2. Psychological Factors
3.2.1. Perceived Severity of Illness

We learned from our interviews that there are facets that can influence an individual
psychologically and/or socially and how these domains overlap in influencing the use of
sexual health services. For example, from our participants’ perspectives, the perceived
severity of sexual illness plays a role in their health-seeking decisions. For instance, our
participant Zaiyan, a 20-year-old man from Bangladesh who is unmarried and working a
full-time job in Ontario, said,

“Yes, [the choice of using sexual health services] depends on the severity of the [sexual]
illness as well and the level of my tolerance. If this [the sexual complication/illness] is
something that gets cured easily like with medication and stuff, then I think I wouldn’t
bother to use services [ . . . ].”

—(Zaiyan, an immigrant from Bangladesh)

Our participants mentioned they would prefer to continue with their everyday life
and not be concerned about their sexual health. While for some of our participants like
23-year old Ezaan, who did not visit any sexual health service for a long time in Canada,
and others like Hossain, a 23-year old unmarried man working in a part-time job from a
Pakistani ethnic background in Canada, said that even though he is sexually active, he
would only consider using a sexual health service once there is something that is bothering
him daily and only then would seek for a doctor consultation, otherwise not.

“I mean, if you ask me, ‘oh, do you know, this [sexual health services] does exist? I would
say probably, but I wouldn’t tell you [ . . . ] I don’t think . . . I would probably not inquire.
I probably not go for it [sexual health service]. I see it [sexual health check-ups] not to
be so important, and just go for it when I need to, yeah. But, yeah, so, I guess I would
probably seek help if something [sexual health complications/illness] happened.”

—(Hossain, an immigrant from Pakistan)
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These extracts illustrate that our young, unmarried South Asian participants see sexual
health as not deemed to be an important service for their health and wellbeing. Moreover,
men only prefer to go for sexual health services when the perceived severity of sexual
illness crosses their tolerance threshold. Otherwise, they may ignore these services in their
everyday lives.

3.2.2. Attitude towards Sexual Health

We found that sexual health and health services are considered as optional services
by some of our unmarried South Asian participants. For example, some participants said
South Asians would opt for sexual health services as a matter of personal choice, and many
prefer to get screened occasionally. Some of these participants also mentioned that the way
South Asian men culturally have grown up, they do not feel a need to access sexual health
services. As mentioned by our 21-year old participant Ikram as follows,

“Generally, you don’t need them [sexual health services]. So it can be important. But
it’s largely a personal thing where you choose to go, and it [availing services] can be
considered as an optional choice for a check-up. And I guess going to the doctor for the
right reasons it’s more of a tool, I would say. And they can be used, or you don’t need it
all the time.”

—(Ikram, an immigrant from Bangladesh)

We learned from our interviews that some of our unmarried South Asian participants are
quite reluctant about their sexual health status and see the existing services as a needs-based
service, and they would often see utilizing these services as a personal choice. Hence, it
was interesting to learn from our data that some of our participants’ attitude toward sexual
health in their everyday lives is related to making personal choices for using these services.

3.2.3. Sexual Health Considered Negatively by Some South Asian Men

From our in-depth interviews with immigrant participants, we found that seeking
information about sexual health could be perceived negatively by some men in the South
Asian communities. For example, some men would personally think that learning about
sexual health or accessing sexual health education resources is a way of getting derailed
from academics and other life lessons. Furthermore, some men are concerned about privacy
or confidentiality when it comes to talking about sexual health. We provide an extract from
Hossain, a 23-year-old man from Pakistan and living in Ontario for 3 years,

“Oh, boy, I mean, my family, my parents, they never taught me anything [about sexual
health]. You know, my dad was a strong, silent type. But I have found on many
occasions that some of the [sexual health] things you know what it is [meaning sexual
illness/complications], to discuss about them is kind of prohibited as some see these things
negatively, you know, people look at it as something that’s kind of a bad thing. Or even
learning about it is seen as a bad thing to do.”

—(Hossain, an immigrant from Pakistan)

In addition, some of our participants said the overall lack of information about sexual
health from an early stage of life could also affect some South Asian me to delay in seeking
treatment and face consequences when conditions are more symptomatic. For example, our
23-year-old unmarried participant Ezaan from Bangladesh, shared that South Asian men
often have limited knowledge about sexual health from their early childhood, which may
hinder the proper use of sexual health services as men may not fully understand service
options. This, Ezaan believed, is both cultural (e.g., how sex education is taught or not) and
psychological factors, and it influences overall negativity about sexual health. He explained
as follows,

“But I think society takes the wrong ideas and like makes these implications [about sexual
health] and there remains limited access to information in South Asian communities, like
from childhood or school days. And it’s been a tradition, and it has been passed down
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from like generations. And I think part of it is cultural and the other part could be how
people take sexual health negatively [the mentality].”

—(Ezaan, an immigrant from Bangladesh)

Therefore, while there remains uncertainty about privacy and confidentiality among
some South Asian men to discuss sexual health matters, often cultural and psychological
factors may overlap for South Asian communities in terms of how South Asians receive
health education, or the lack of education resources can influence service use.

3.3. Social Factors
3.3.1. Sexual Health as Taboo

Sexual health has been considered a taboo by our South Asian participants. To eluci-
date, as mentioned by 24-year-old immigrant Mizaan from Bangladesh, beliefs about sex
and sexual health are often left upspoken within families or communities and sexual health
is often seen by many as tied to the religion. He further mentioned that discussing sexual
health is strictly prohibited within the family sphere. Mizaan explained as follows,

“Well, really, in my house, usually this [sexual health] was a really taboo subject, so no
one really spoke about it [sexual health], and we didn’t have any sort of like sexual health
or sex ed at school. But so, when I was coming of age, like during puberty, my dad kind of
told me how to, like, get through that stage. But I wouldn’t really call it like, being made
aware of sexual health. It was more of being made aware of what I might be going through
[as a teenager] like during that time. Yeah, I definitely think there’s this sort of stigma or
taboo associated with it [sexual health], or there is the religion that is tied to it [in not
discussing sexual health] as well in the South Asian communities, like, oh, it’s something
you shouldn’t talk about within the family and it is prohibited.”

—(Mizaan, an immigrant from Bangladesh)

Therefore, sexual health taboos and discussion of sexual matters and the implications
of beliefs on sexual health are significant in sexual health choices among some South Asian
immigrant men.

3.3.2. Issues Related to Sex Positivity and Sex Negativity

From our in-depth interviews, our participants emphasized the notions of sex positiv-
ity or sex negativity existing within the South Asian social environment. Some participants
related sex positivity to learning about the various aspects of sexual health and well-being.
Such education would allow sexual health more of a general topic in South Asian commu-
nities for discussions, minimize any illness stigma attached to sexual health, and improve
access and use of sexual health services. In addition, we learned from our participants
that being sex-positive could be a way for the South Asian youth to be more educated and
proactively seek regular check-ups. Ezaan further explained as follows,

“I think being sex positive is really important, as it helps you to be educated and become
proactive to get like sexual health check-ups regularly because like, you never know when
you might be infected with some type of disease or even if it’s not a disease, it’s some . . .
like some sort of like dysfunction. Like because if you do not have proper [sex] education,
you don’t have the mindset and maybe never went for a check-up, so you wouldn’t know
what’s wrong with you unless, like, sometimes it [illness] might even be hidden and you
wouldn’t know until you’re like in a situation where you find it out, and it’s like, it’s
affecting you.”

—(Ezaan, an immigrant from Bangladesh)

On the contrary, some of our participants described the existence of sex negativity in
South Asian social circles. One of our participants, 22-year-old Rohan from India, explained
that some South Asian men think there is nothing important to learn about sexual health
and that all efforts should be given to other aspects of life, such as improving life skills. He
mentioned as follows,



Sexes 2022, 3 275

“The culture we grew up in is more directed towards academics, so, for some South Asian
men, they would be very sex negative and would be like, ‘hey, you should be focused
more on studies. This [sexual health education] is stuff you should not be getting into
because we know what the . . . what this stuff can get you to end’, that you’ll be stuck
there [thinking about sexual health] because that’s a lot of people who grew up, they,
when they’re exposed to these things [sexual health education] and when they get a lot of
knowledge about it, they get stuck there. And like that’s the belief that we had. Like, ‘hey,
they got stuck there.’ But these South Asian men think people should focus more on other
stuff, like improving life skills, etc., and not on sexual health.”

—(Rohan, an immigrant from India)

These extracts above explain that sex positivity and sex negativity exist within the
South Asian communities, while there may be varied explanations for each term. However,
it is important to consider if and how sexual health education and discussions about sexual
health and wellbeing are shared in South Asian communities as it may provide more
insight into how South Asian men understand the terms sex positivity and sex negatively
more comprehensively.

3.3.3. Sexual Health Discussion with Trusted Sources and Following the Western
Lifestyle Approach

From our in-depth interviews, we learned that some participants discuss sexual health
only with their trusted sources (e.g., friends, family, or relatives). For example, friends and
family of similar age range would be more easily approached to discuss sexual health, and
as explained by our participant Rashed,

“It [sexual health discussion] went relatively well, especially like it depends also on the
type of friendship that we have and also if I can confide in a particular family member
to talk to. And so, I think based on the type of friendship that I had with my friends, or
family bonding like that was the main factor that led to a very open conversation [about
sexual health]. But like, if I were to discuss this just about like someone who I just met or
like who I’ve been talking to for a few days, and it wouldn’t go so well. So that’s kind of
the environment that you were in. Also, similar age range matters in an open discussion.”

—(Rashed, an immigrant from Bangladesh)

Furthermore, our participants highlighted that a South Asian family would openly
discuss sexual health if they get accustomed to sharing sexual health information more
openly by adapting to the lifestyle where sexual health discussions are more normalized
(i.e., as our participants said by being more ‘Canadian’) and by being less conservative
to discuss sexual health. According to some participants, adapting to Canadian life and
the norms and cultures of the host country may influence their liberal views about sexual
health. For example, even though sexual health is not proactively discussed in Canadian
society, it is still a normalized topic and people can have discussions when necessary. As
explained by our participants Ahmed and Zaiyan,

“Like for someone who is purely Canadian or Canadianized [following a lifestyle that
participants understand as relate to being open-minded in Canada], they’re going to think
in the Western-lifestyle way, and they’re gonna assume that everyone or they would want
their significant other to have that mindset and discuss sexual health more openly.”

—(Ahmed, an immigrant from Pakistan)

“In my family, we are quite ‘Canadianized’ [following a lifestyle that participants under-
stand as related to being open-minded in Canada] and can talk about it [sexual health].
We do not have any issues within our family as we can share openly. You know we are
more Canadian than South Asian in our culture, and we are less conservative.”

—(Zaiyan, an immigrant from Bangladesh)

These extracts illustrate that as some South Asian men get more accustomed to the host
country’s culture and norms, they may feel less conservative, unlike others who follow the
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South Asian values and traditions and would prefer a more normalized discussion about
sexual health within their social environment.

4. Discussion

The findings from our study in the cultural, social, and psychological domains coincide
with the literature as perceptions towards sexual health are often shaped by various cultural,
social, educational, and psychosocial factors and behaviours for men [62]. Since Canada
passed the Canada Health Act in 1984, the country has been committed to health promotion
activities, and although it is situated mainly in the realm of primary healthcare, there
remain many under-served populations that continue to experience considerable barriers in
accessing and utilizing necessary health services (e.g., treatment and preventative care) in
Canada including, Aboriginal people, people with alternate sexual orientation, immigrants,
refugees, ethnically or racially diverse populations [63]. Likewise, it has been found from
a survey in Canada that only 13% of sexually active youth populations visit the family
physicians while only 6% of the youth mainly use sexual healthcare services [33]. While
perceived severity of sexual illness plays an important role in health-seeking behaviour
from our findings, men in our study often do not want to access services, and they view it
as a personal choice and not deemed important. Our findings were consistent with other
studies that found men to be less compliant with STI treatments, and they only access
services when they needed them [64–66]. While this approach of delay in treatment-seeking
behaviour may be related to a sense of masculinized stigma, men often would knowingly or
unknowingly show a sense of patriarchal views about sexual health illness. Such behaviour
also stems from constructed masculine practice behaviour of men who would often also
hide their emotions and fears about STIs and delay in seeking care [67,68].

Furthermore, we found that poor use of preventative services might relate to sexual
health taboos and concerns about confidentiality. We found similarities with one study
where taboos related to sexual health, cultural issues, and stigma may shape the use of
sexual health services by South Asian communities [69]. As there is a lack of disaggregated
data on South Asian communities, it is challenging to identify major health concerns and
strategies across South Asian communities [70]. Therefore, it is important to focus on
building knowledge networks in the context of South Asian health.

Although these aforementioned factors are more individualistic than health system
barriers, it is still important to focus on relevant, inclusive, and age-appropriate programs
to improve sexual health outcomes. For example, expanding sexual healthcare service
more in out-of-reach and under-served communities in Ontario is necessary since research
found that men and women would often seek healthcare elsewhere, while other systemic
barriers (e.g., racism, homophobia, sexism) limit the service use, which also needs to
be addressed [34]. Hence, concerted efforts are needed to create a robust community
health program (e.g., culturally appropriate health promotion strategies, gender-afforming
health information) to normalize sexual healthcare services and eliminate barriers to timely
care [18].

In addition, we found that sex positivity and sex negativity do exist within the South
Asian communities and while sex positivity advocates for continuous, age-appropriate
learning and access to comprehensive sexual healthcare and treatments, it is also important
to realize that sex negativity can be viewed to be a risky behavior [71,72]. A sex-positive
approach refers to the acceptance of a wide range of sexual expressions that sexual identities,
orientations and behaviours, gender presentation, and access to healthcare and education,
while the sex positivity approach further encompasses a cultural philosophy and celebrates
sexual diversity, relationship structures, and individual choices based on consent [72].
On the contrary, sex negativity is considered a negative attitude towards any type of
sexual behaviour other than married sex [72]. Therefore, improving access to sexual health
education from an early age is important, and it is relevant to increase access to information
opportunities for diverse communities.
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It was interesting to learn from some of our participants that sexual health information
was shared more openly by some participants who chose to adapt to the social lifestyle
trends of the high-income economy host country and preferred to be less conservative and
proactively discussed sexual health with their families and others. Given the time that our
participants had living in Canada, we believe the adoption of more liberal views has led to
discussing sexual health openly or normalizing sexual health as a topic of conversation.
Our views have similarities with one study that suggests adaptation to the cultural norms of
high-income economy host countries may often allow better choices in accessing and using
preventive care or discussing health information for South Asians [24]. However, although
much progress has been made in recognizing the importance of culture and ethnicity in
sexual behaviours here in Canada, there is a need for a more holistic understanding of
healthcare services that are made to be available for culturally diverse communities, as
they comprise 19.1% of the Canadian population [73]. Hence, although age-appropriate
sexual health information provisions are available in the Ontario healthcare system [15], it
is important to focus on the new adult immigrants who may have had limited resources in
gaining knowledge on sexual health to help them integrate better with the Canadian sexual
health services [25].

Lastly, it is important to acknowledge that, although most of the aforementioned
factors as our findings are not specific to the South Asian communities, these factors
are worthy of attention as they continue to hinder the overall uptake of sexual health
services among diverse populations in Canada. Besides, we learned about the cultural
stigma regarding sexual health that exist among some of our participants, which give us
the impression of a more individualistic viewpoint on sexual health rather than a health
system issue. We also found prescriptive gender stereotypes about men regarding sexual
health in South Asian culture that often influence sexual health-seeking behaviour for
men, while the literature further reinforces that gender stereotypes are not universal but
are said to be moderated by culture [74]. Additionally, community healthcare service
centres might prove unpopular if clients encounter the risk of meeting with peers from the
same communities [75]. Therefore, it is important to aim to take a more behaviour change
communication approach by addressing the challenges of prescriptive gender norms within
South Asian communities and reducing individual illness stigma about sexual health.

5. Implications

Our study documented the complex interactions between social, cultural, and individual-
level determinants of sexual health, thereby emphasizing creating more robust health com-
munication and health promotion opportunities for South Asian communities in Ontario
and beyond. There is also a need for a more patient-centred care approach and to ensure
confidentiality that will improve service uptake among men. Using contextualized models
of health promotion can recognize health disparities of culturally diverse communities
and recommend tailored behaviour change interventions. However, it should be acknowl-
edged that the participants in our study preferred to converse in the English language.
Therefore, we further recommend that health promotional messages should also consider
non-English-speaking South Asians with added barriers to utilizing healthcare services.

6. Limitations

One of the limitations of our study is that our sample was quite heterogeneous with
regard to age, ethnicity, and religion, while sexual orientation, gender identity, and other
factors may also pose greater challenges in sexual healthcare use that would require further
investigation in the future studies. With a limited sample size, we may also have missed
the opportunity to further understand the various factors in access to and utilization of
overall sexual health services. In addition, since our methodology’s distinctiveness lies in
its practice orientation for interventionist health disciplines, the challenge lies within the
term ‘interpretive description.’ Although we have made efforts to create thick inductive
reasoning, which was the constructed logic throughout our analysis, there may have been
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instances when we have missed some of the nuances amidst the population because of the
interpretive approach that we have taken for our data analysis. Furthermore, the overall
process of telephone interviews may lead to possibilities of social desirability bias, and
some selection bias as all participants were unmarried except for one.

7. Conclusions

It is important to recognize the various individual, social, and/or health systems
perspectives together with the overall cultural influences in the utilization of sexual health-
care services. Our data suggest there is a need for a more holistic approach in terms of
strengthening the existing health education and health promotion models to address the
various cultural, social, and psychological domains in South Asian communities regarding
sexual health in Canada. It is imperative to strengthen the existing health communication
structure that would help to de-stigmatize South Asian male sexuality from an early age,
while behaviour change interventions such as abstinence and regular health check-ups
should be emphasized among diverse communities.

Our study provides a unique understanding of the various factors shaping sexual
health service use while recognizing the cultural determinants of sexual health-seeking
behaviour among South Asian immigrant men.

Author Contributions: Conceptualization, Y.T.J.; methodology, Y.T.J., E.N. and S.B.M.; software,
Y.T.J.; formal analysis, Y.T.J. and S.B.M.; investigation, Y.T.J.; data curation, Y.T.J.; writing—original
draft preparation, Y.T.J.; writing—review and editing, Y.T.J., E.N., C.R.J. and S.B.M. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study received ethics approval from the Office of
Research Ethics (ORE#42816), University of Waterloo, Ontario, Canada, prior to any data collection.

Informed Consent Statement: Informed consent was obtained from all participants involved in
the study.

Data Availability Statement: Restrictions apply to the availability of data and are only available
upon detailed explanation and request to the authors and with the permission of the University of
Waterloo Office of Research Ethics.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Hamadeh, N.; Van Rompaey, C.; Metreau, E. New World Bank Country Classifications by Income Level: 2021–2022. Available

online: https://blogs.worldbank.org/opendata/new-world-bank-country-classifications-income-level-2021-2022 (accessed on
26 December 2021).

2. United Nations Population Fund. Migration. United Nations Popul Fund 2015. Available online: http://www.unfpa.org/
migration (accessed on 14 December 2021).

3. Statistics Canada. Immigration and Ethnocultural Diversity Statistics. Available online: https://www.statcan.gc.ca/en/subjects-
start/immigration_and_ethnocultural_diversity (accessed on 22 December 2021).

4. Islam, F.; Khanlou, N.; Tamim, H. South Asian populations in Canada: Migration and mental health. BMC Psychiatry 2014, 14, 154.
[CrossRef] [PubMed]

5. Statistics Canada. Canada Year Book 2011; Statistics Canada: Ottawa, ON, Canada, 2011.
6. Degni, F.; Suominen, S.; Essén, B.; El Ansari, W.; Vehviläinen-Julkunen, K. Communication and cultural issues in providing

reproductive health care to immigrant women: Health care providers’ experiences in meeting Somali women living in Finland. J.
Immigr. Minor. Health 2012, 14, 330–343. [CrossRef] [PubMed]

7. Doll, L.S.; Beeker, C. Male bisexual behavior and HIV risk in the United States: Synthesis of research with implications for
behavioral interventions. AIDS Educ. Prev. 1996, 8, 205–225. [PubMed]

8. Hahm, H.C.; Song, I.H.; Ozonoff, A.; Sassani, J.C. HIV Testing Among Sexually Experienced Asian and Pacific Islander Young
Women: Association With Routine Gynecologic Care. Women’s Health Issues 2009, 19, 279–288. [CrossRef]

9. Salehi, R.; Hynie, M.; Flicker, S. Factors associated with access to sexual health services among teens in Toronto: Does immigration
matter? J. Immigr. Minor. Health 2014, 16, 638–645. [CrossRef]

https://blogs.worldbank.org/opendata/new-world-bank-country-classifications-income-level-2021-2022
http://www.unfpa.org/migration
http://www.unfpa.org/migration
https://www.statcan.gc.ca/en/subjects-start/immigration_and_ethnocultural_diversity
https://www.statcan.gc.ca/en/subjects-start/immigration_and_ethnocultural_diversity
http://doi.org/10.1186/1471-244X-14-154
http://www.ncbi.nlm.nih.gov/pubmed/24884792
http://doi.org/10.1007/s10903-011-9465-6
http://www.ncbi.nlm.nih.gov/pubmed/21465142
http://www.ncbi.nlm.nih.gov/pubmed/8806950
http://doi.org/10.1016/j.whi.2009.05.001
http://doi.org/10.1007/s10903-013-9961-y


Sexes 2022, 3 279

10. Ottawa Public Health. Sexually Transmitted Infections and Sexual Health in Ottawa 2011. Ott. Public Health 2011, 1–48. Available
online: https://www.ottawapublichealth.ca/en/reports-research-and-statistics/resources/Documents/sexually_transmitted_
infections_2011_en.pdf (accessed on 28 December 2021).

11. Smith, A.L. Health Policy and the Coloring of an American Male Crisis: A Perspective on Community-Based Health Services.
Am. J. Public Health 2003, 93, 749–752. [CrossRef]

12. Jayaraman, G.; Totten, S.; Perrin, M.; Fang, L.; Remes, O. Report on Sexually Transmitted Infections in Canada: 2008. 2008.
Available online: https://www.phac-aspc.gc.ca/std-mts/report/sti-its2008/PDF/10-047-STI_report_eng-r1.pdf (accessed on
26 December 2021).

13. Manderson, L.; Allotey, P. Storytelling, Marginality, and Community in Australia: How Immigrants Position Their Difference in
Health Care Settings. Med. Anthropol. Cross Cult. Stud. Health Illn. 2003, 22, 1–21. [CrossRef]

14. Hancock, J. Can mainstream services learn from male only sexual health pilot projects? Sex Transm. Infect. 2004, 80, 484–487.
[CrossRef]

15. Government of Ontario: Sexual Health Clinics-How to Get Free Sexual Health Testing, Counselling and Treatment Services.
Available online: https://www.ontario.ca/page/sexual-health-clinics#section-0 (accessed on 16 December 2021).

16. Government of Canada. Sexual Health and Promotion. Available online: https://www.canada.ca/en/health-canada/services/
healthy-living/sexual-health-promotion.html (accessed on 15 January 2022).

17. Government of Canada. STBBI Prevention Guide. Available online: https://www.canada.ca/en/public-health/services/
infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/stbbi-prevention-guide.html (accessed
on 15 January 2022).

18. The Public Health Agency of Canada. A Pan-Canadian Framework for Action: Reducing the Health Impact of Sexu-
ally Transmitted and Blood-Borne Infections in Canada by 2030. 2018; 25p, ISBN 978-0-660-26528-5. Available online:
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/
reports-publications/sexually-transmitted-blood-borne-infections-action-framework.html (accessed on 18 January 2022).

19. Public Health Agency of Canada. Canadian Guidelines for Sexual Health Education (Archived); Public Health Agency of Canada:
Ottawa, ON, Canada, 2009. Available online: https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/publicat/
cgshe-ldnemss/pdf/guidelines-eng.pdf (accessed on 28 November 2021).

20. Kennell, S. Action Canada for Sexual Health & Rights 2018, 18. Available online: https://www.actioncanadashr.org/sites/
default/files/2019-03/Ontario-CSE-submission-FINAL.pdf (accessed on 29 December 2021).

21. Public Health Agency of Canada. Report on Hepatitis B and C Surveillance in Canada: 2019. ISBN 2369-3843. Avail-
able online: https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/report-
hepatitis-b-c-canada-2019/report-hepatitis-b-c-canada-2019.pdf (accessed on 3 February 2022).

22. Boyce, W.; Doherty, M.; Fortin, C.; MacKinnon, D. Canadian Youth, Sexual Health and HIV/AIDS Study. 2003. Avail-
able online: http://www.cmec.ca/Publications/Lists/Publications/Attachments/180/CYSHHAS_2002_EN.pdf (accessed on
23 December 2021).

23. Ramanathan, V.; Sitharthan, G.; Pepper, K.; Wylie, K. Sexual health of Indian immigrant men in Australia: An exploratory
research on help-seeking attitudes. Sex. Health 2013, 10, 380–381. [CrossRef]

24. Sawleshwarkar, S.; Kakar, S.R.; Jones, R.; Lagios, K.; Mindel, A.; Hillman, R.J. Indian-born patients attending a sexual health clinic
in Australia have differing characteristics to their Australian-born counterparts. Intern. Med. J. 2013, 43, 1327–1330. [CrossRef]

25. Maticka-Tyndale, E.; Shirpak, K.R.; Chinichian, M. Providing for the sexual health needs of Canadian immigrants: The experience
of immigrants from Iran. Can. J. Public Health 2007, 98, 183–186. [CrossRef]

26. Neville, S.; Adams, J.; Researcher, S. Views about HIV/STI and health promotion among gay and bisexual Chinese and South
Asian men living in Auckland, New Zealand. Int. J. Qual. Stud. Health Well-Being 2016, 1, 30764. [CrossRef]

27. Kang, E.; Rapkin, B.D.; Springer, C.; Kim, J.H. The “Demon Plague” and Access to Care among Asian Undocumented Immigrants
Living with HIV Disease in New York City. J. Immigr. Health 2003, 5, 49–58. [CrossRef]

28. Zhou, Y.R.; Majumdar, B.; Vattikonda, N. Culture, but more than culture: An exploratory study of the HIV vulnerability of Indian
immigrants in Canada. Cult. Health Sex 2016, 18, 1067–1080. [CrossRef]

29. Donnelly, L.R.; Bailey, L.; Jessani, A.; Postnikoff, J.; Kerston, P.; Brondani, M. Stigma Experiences in Marginalized People Living
With HIV Seeking Health Services and Resources in Canada. J. Assoc. Nurses AIDS Care 2016, 27, 768–783. [CrossRef]

30. Sudhinaraset, M.; Ling, I.; To, T.M.; Melo, J.; Quach, T. Dreams deferred: Contextualizing the health and psychosocial needs of
undocumented Asian and Pacific Islander young adults in Northern California. Soc. Sci. Med. 2017, 184, 144–152. [CrossRef]

31. Vlassoff, C.; Ali, F. HIV-related stigma among South Asians in Toronto. Ethn. Health 2011, 16, 25–42. [CrossRef]
32. Jahangir, Y.T.; Meyer, S.B. Understanding Access to and Utilisation of Sexual Health Services by South Asian Immigrant Men in

Western Countries: A Scoping Review. J. Immigr. Minor. Health 2020, 22, 621–633. [CrossRef]
33. Flicker, S.; Flynn, S.; Larkin, J.; Travers, R.; Guta, A.; Pole, J.; Layne, C. Sexpress: The Toronto Teen Survey Report; Planned Parenthood

Toronto: Toronto, ON, Canada, 2009.
34. Shoveller, J.; Johnson, J.; Rosenberg, M.; Greaves, L.; Patrick, D.M.; Oliffe, J.L.; Knight, R. Youth’s experiences with STI testing in

four communities in British Columbia, Canada. Sex. Transm. Infect. 2009, 85, 397–401. [CrossRef]

https://www.ottawapublichealth.ca/en/reports-research-and-statistics/resources/Documents/sexually_transmitted_infections_2011_en.pdf
https://www.ottawapublichealth.ca/en/reports-research-and-statistics/resources/Documents/sexually_transmitted_infections_2011_en.pdf
http://doi.org/10.2105/AJPH.93.5.749
https://www.phac-aspc.gc.ca/std-mts/report/sti-its2008/PDF/10-047-STI_report_eng-r1.pdf
http://doi.org/10.1080/01459740306767
http://doi.org/10.1136/sti.2004.011304
https://www.ontario.ca/page/sexual-health-clinics#section-0
https://www.canada.ca/en/health-canada/services/healthy-living/sexual-health-promotion.html
https://www.canada.ca/en/health-canada/services/healthy-living/sexual-health-promotion.html
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/stbbi-prevention-guide.html
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/stbbi-prevention-guide.html
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/reports-publications/sexually-transmitted-blood-borne-infections-action-framework.html
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/reports-publications/sexually-transmitted-blood-borne-infections-action-framework.html
https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/publicat/cgshe-ldnemss/pdf/guidelines-eng.pdf
https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/publicat/cgshe-ldnemss/pdf/guidelines-eng.pdf
https://www.actioncanadashr.org/sites/default/files/2019-03/Ontario-CSE-submission-FINAL.pdf
https://www.actioncanadashr.org/sites/default/files/2019-03/Ontario-CSE-submission-FINAL.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/report-hepatitis-b-c-canada-2019/report-hepatitis-b-c-canada-2019.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/report-hepatitis-b-c-canada-2019/report-hepatitis-b-c-canada-2019.pdf
http://www.cmec.ca/Publications/Lists/Publications/Attachments/180/CYSHHAS_2002_EN.pdf
http://doi.org/10.1071/SH12199
http://doi.org/10.1111/imj.12299
http://doi.org/10.1007/BF03403709
http://doi.org/10.3402/qhw.v11.30764
http://doi.org/10.1023/A:1022999507903
http://doi.org/10.1080/13691058.2016.1162328
http://doi.org/10.1016/j.jana.2016.07.003
http://doi.org/10.1016/j.socscimed.2017.05.024
http://doi.org/10.1080/13557858.2010.523456
http://doi.org/10.1007/s10903-020-00981-z
http://doi.org/10.1136/sti.2008.035568


Sexes 2022, 3 280

35. Public Health Agency of Canada. At a Glance: Prevention of Sexually Transmitted and Blood Borne Infections among Ethnocul-
tural Communities 2015. pp. 1–27. Available online: https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/
std-mts/assets/pdf/blood_ethno_commun-sang_commun_ethno-eng.pdf (accessed on 30 December 2021).

36. Weston, H.J. Public honour, private shame and HIV: Issues affecting sexual health service delivery in London’s South Asian
communities. Health Place 2003, 9, 109–117. [CrossRef]

37. Gender and Health: World Health Organziation. Available online: https://www.who.int/health-topics/gender#tab=tab_1
(accessed on 16 December 2021).

38. Johnson, J.L.; Greaves, L.; Repta, R. Better science with sex and gender: Facilitating the use of a sex and gender-based analysis in
health research. Int. J. Equity Health 2009, 8, 14. [CrossRef]

39. Clow, B.; Pederson, A.; Haworth-Broackman, M.; Bernier, J. Rising to the Challenge: Sex- and gender-based analysis for health
planning, policy and research in Canada 2009. Available online: http://pwhce.ca/pdf/RisingToTheChallenge.pdf (accessed on
12 February 2022).

40. Ross, S. Gender mainstreaming in health. Gend. Med. 2006, 3, S22. [CrossRef]
41. Barker, G.; Ricardo, C.; Nascimento, M. Engaging Men and Boys in Changing Gender-Based Inequity in Health: Evidence from

Programme Interventions. World Health Organziation 2007. Available online: https://www.who.int/gender/documents/
Engaging_men_boys.pdf (accessed on 26 December 2021).

42. Wood, W.; Eagly, A.H. A cross-cultural analysis of the behavior of women and men: Implications for the origins of sex differences.
Psychol. Bull. 2002, 128, 699. [CrossRef]

43. Baldwin, J.D.; Baldwin, J.I. Gender differences in sexual interest. Arch. Sex. Behav. 1997, 26, 181–210. [CrossRef]
44. Heinemann, J.; Atallah, S.; Rosenbaum, T. The Impact of Culture and Ethnicity on Sexuality and Sexual Function. Curr. Sex.

Health Rep. 2016, 8, 144–150. [CrossRef]
45. Khan, S.I.; Hudson-Rodd, N.; Saggers, S.; Bhuiyan, M.I.; Bhuiya, A.; Karim, S.A.; Rauyajin, O. Phallus, performance and power:

Crisis of masculinity. Sex. Relatsh. Ther. 2008, 23, 37–49. [CrossRef]
46. Lo, S.S.T.; Kok, W.M. Sexual behavior and symptoms among reproductive age chinese women in Hong Kong. J. Sex. Med. 2014,

11, 1749–1756. [CrossRef] [PubMed]
47. Walton-roberts, M. South Asian Diasporas in Canada. South Asian Diaspora 2013, 5, 1–5. [CrossRef]
48. Dahal, G.P.; Hennink, M.; Hinde, A. Risky Sexual Behaviour among Young Men in Nepal. 2005. Available online: http://eprints.

soton.ac.uk/id/eprint/14213 (accessed on 11 November 2021).
49. Nag, M. Sexual behaviour in India with risk of HIV/AIDS transmission. Health Transit. Rev. 1995, 5, 293–305.
50. Statistics Canada. Immigration and Ethnocultural Diversity: Key Results from the 2016 Census. Dly 2017. Available online: https:

//www150.statcan.gc.ca/n1/en/daily-quotidien/171025/dq171025b-eng.pdf?st=xGmu0I8E (accessed on 27 December 2021).
51. The Regional Municipality of Durham Information Report: Commissioner of Planning and Economic Development.

2018. Available online: https://www.durham.ca/en/resources/2018-Durham-Regional-Annual-Report.pdf (accessed on
22 December 2021).

52. BC Centre for Disease Control and Prevention. STI in British Columbia: Annual Surveillance Report 2016; BC Centre for Disease
Control: Vancouver, BC, Canada, 2016; pp. 24–37. Available online: http://www.bccdc.ca/resource-gallery/Documents/
Statistics%20and%20Research/Statistics%20and%20Reports/STI/STI_Annual_Report_2016.pdf (accessed on 5 December 2021).

53. Women in Canada: A Gender-Based Statistical Report, 5th ed.; Catalogue No. 89-503-XIE; Statistics Canada: Ottawa, ON, Canada,
2005; Available online: https://www150.statcan.gc.ca/n1/en/pub/89-503-x/89-503-x2005001-eng.pdf?st=ZwvOgDeZ (accessed
on 30 December 2021).

54. Thorne, S.; Kirkham, S.R.; MacDonald-Emes, J. Interpretive Description: A Noncategorical Qualitative Alternative for Developing
Nursing Knowledge. Res. Nurs. Health 1997, 20, 169–177. [CrossRef]

55. Thorne, S. Interpretive Description: Qualitative Research for Applied Practice; Routledge Publisher: New York, NY, USA, 2016;
ISBN 9781629582986.

56. Hunt, M.R. Strengths and challenges in the use of interpretive description: Reflections arising from a study of the moral experience
of health professionals in humanitarian work. Qual. Health Res. 2009, 19, 1284–1292. [CrossRef]

57. Braun, V.; Clarke, V. Qualitative Research in Psychology Using thematic analysis in psychology Using thematic analysis in
psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]

58. Carnevale, F.A. Authentic qualitative research and the quest for methodological rigour. Can. J. Nurs. Res. 2002, 34, 121–128.
59. Sandelowski, M.; Barroso, J. Finding the findings in qualitative studies. J. Nurs. Sch. 2002, 34, 213–219. [CrossRef]
60. McLeroy, K.R.; Bibeau, D.; Steckler, A.; Glanz, K. An Ecological Perspective on Health Promotion Programs. Health Educ. Q. 1988,

15, 351–377. [CrossRef]
61. Golden, S.D.; Earp, J.A.L. Social Ecological Approaches to Individuals and Their Contexts: Twenty Years of Health Education &

Behavior Health Promotion Interventions. Health Educ. Behav. 2012, 39, 364–372. [CrossRef]
62. Tamang, L.; Raynes-Greenow, C.; McGeechan, K.; Black, K.I. Knowledge, experience, and utilisation of sexual and reproductive

health services amongst Nepalese youth living in the Kathmandu Valley. Sex. Reprod. Healthc. 2017, 11, 25–30. [CrossRef]
63. Health Canada. “Certain Circumstances”: Issues in Equity in and Responsiveness of the Health Care in Canada [A Collec-

tion of Papers and Reports Prepared for Health Canada.]. 2001. Available online: https://www.canada.ca/content/dam/hc-

https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/std-mts/assets/pdf/blood_ethno_commun-sang_commun_ethno-eng.pdf
https://www.canada.ca/content/dam/phac-aspc/migration/phac-aspc/std-mts/assets/pdf/blood_ethno_commun-sang_commun_ethno-eng.pdf
http://doi.org/10.1016/S1353-8292(03)00002-9
https://www.who.int/health-topics/gender#tab=tab_1
http://doi.org/10.1186/1475-9276-8-14
http://pwhce.ca/pdf/RisingToTheChallenge.pdf
http://doi.org/10.1016/S1550-8579(06)80026-4
https://www.who.int/gender/documents/Engaging_men_boys.pdf
https://www.who.int/gender/documents/Engaging_men_boys.pdf
http://doi.org/10.1037/0033-2909.128.5.699
http://doi.org/10.1023/A:1024510528405
http://doi.org/10.1007/s11930-016-0088-8
http://doi.org/10.1080/14681990701790635
http://doi.org/10.1111/jsm.12508
http://www.ncbi.nlm.nih.gov/pubmed/24655732
http://doi.org/10.1080/19438192.2013.726420
http://eprints.soton.ac.uk/id/eprint/14213
http://eprints.soton.ac.uk/id/eprint/14213
https://www150.statcan.gc.ca/n1/en/daily-quotidien/171025/dq171025b-eng.pdf?st=xGmu0I8E
https://www150.statcan.gc.ca/n1/en/daily-quotidien/171025/dq171025b-eng.pdf?st=xGmu0I8E
https://www.durham.ca/en/resources/2018-Durham-Regional-Annual-Report.pdf
http://www.bccdc.ca/resource-gallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/STI/STI_Annual_Report_2016.pdf
http://www.bccdc.ca/resource-gallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/STI/STI_Annual_Report_2016.pdf
https://www150.statcan.gc.ca/n1/en/pub/89-503-x/89-503-x2005001-eng.pdf?st=ZwvOgDeZ
http://doi.org/10.1002/(SICI)1098-240X(199704)20:2&lt;169::AID-NUR9&gt;3.0.CO;2-I
http://doi.org/10.1177/1049732309344612
http://doi.org/10.1191/1478088706qp063oa
http://doi.org/10.1111/j.1547-5069.2002.00213.x
http://doi.org/10.1177/109019818801500401
http://doi.org/10.1177/1090198111418634
http://doi.org/10.1016/j.srhc.2016.09.002
https://www.canada.ca/content/dam/hc-sc/migration/hc-sc/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf
https://www.canada.ca/content/dam/hc-sc/migration/hc-sc/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf


Sexes 2022, 3 281

sc/migration/hc-sc/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf (ac-
cessed on 22 February 2022).

64. Gill, J.M.; Mainous, A.G., 3rd. The role of provider continuity in preventing hospitalizations. Arch. Fam. Med. 1998, 7, 352–357.
[CrossRef]

65. Furber, A.S.; Newell, J.N.; Lubben, M.M. A systematic review of current knowledge of HIV epidemiology and of sexual behaviour
in Nepal. Trop. Med. Int. Health 2002, 7, 140–148. [CrossRef] [PubMed]

66. Jahangir, Y.T.; Shrestha, A.; Alhaan, F.; Meyer, S.B. Service user and healthcare provider perspectives on barriers for men using
sexually transmitted infection services in public hospital of Nepal: A qualitative study. J. Commun. Healthc. 2020, 13, 314–324.
[CrossRef]

67. Smith, J.A.; Braunack-Mayer, A.; Wittert, G. What do we know about men’s help-seeking and health service use? Med. J. Aust.
2006, 184, 81–83. [CrossRef]

68. Addis, M.E.; Mahalik, J.R. Men, Masculinity, and the Contexts of Help Seeking. Am. Psychol. 2003, 58, 5. [CrossRef]
69. Majumdar, B. Stigma as a Barrier to HIV Prevention among an Indian-Immigrant Population in Canada: A Qualitative Study.

Primary Health Care 2013, 3, 137. [CrossRef]
70. Islam, T.; Selvaratnam, I.; Shan, N. Building an Effective South Asian Health Strategy in Ontario. 2013. Available on-

line: https://pchs4u.com/documents/research-reports-and-resources/CASSAs-South-Asian-Strategy-Report.pdf (accessed
on 27 December 2021).

71. Williams, D.J.; Prior, E.; Wegner, J. Resolving social problems associated with sexuality: Can a “sex-positive” approach help? Soc.
Work 2013, 58, 273–276. [CrossRef] [PubMed]

72. Ivanski, C.; Kohut, T. Exploring definitions of sex positivity through thematic analysis. Can. J. Hum. Sex. 2017, 26, 216–225.
[CrossRef]

73. Dang, S.S.; Gorzalka, B.B.; Brotto, L.A. Dual Control Model in a Cross-Cultural Context: Role of Sexual Excitation in Sexual
Response and Behavior Differences Between Chinese and Euro-Caucasian Women in Canada. Arch. Sex. Behav. 2019, 48,
2519–2535. [CrossRef] [PubMed]

74. Cuddy, A.J.C.; Wolf, E.B.; Glick, P.; Crotty, S.; Chong, J.; Norton, M.I. Men as cultural ideals: Cultural values moderate gender
stereotype content. J. Personal. Soc. Psychol. 2015, 109, 622–635. [CrossRef]

75. Buzi, R.S.; Smith, P.B. Access to Sexual and Reproductive Health Care Services: Young Men’s Perspectives. J. Sex. Marital. Ther.
2014, 40, 149–157. [CrossRef]

https://www.canada.ca/content/dam/hc-sc/migration/hc-sc/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf
https://www.canada.ca/content/dam/hc-sc/migration/hc-sc/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf
http://doi.org/10.1001/archfami.7.4.352
http://doi.org/10.1046/j.1365-3156.2002.00844.x
http://www.ncbi.nlm.nih.gov/pubmed/11841704
http://doi.org/10.1080/17538068.2020.1788373
http://doi.org/10.5694/j.1326-5377.2006.tb00124.x
http://doi.org/10.1037/0003-066X.58.1.5
http://doi.org/10.4172/2167-1079.1000137
https://pchs4u.com/documents/research-reports-and-resources/CASSAs-South-Asian-Strategy-Report.pdf
http://doi.org/10.1093/sw/swt024
http://www.ncbi.nlm.nih.gov/pubmed/24032308
http://doi.org/10.3138/cjhs.2017-0017
http://doi.org/10.1007/s10508-019-01535-7
http://www.ncbi.nlm.nih.gov/pubmed/31520178
http://doi.org/10.1037/pspi0000027
http://doi.org/10.1080/0092623X.2012.736923

	Introduction 
	Methods 
	Study Context and Participant Selection 
	Data Collection and Analysis 

	Results 
	Cultural Factors 
	Culture Influences Perceptions about Sexual Health 
	Prescriptive Gender Stereotypes about South Asian Men 

	Psychological Factors 
	Perceived Severity of Illness 
	Attitude towards Sexual Health 
	Sexual Health Considered Negatively by Some South Asian Men 

	Social Factors 
	Sexual Health as Taboo 
	Issues Related to Sex Positivity and Sex Negativity 
	Sexual Health Discussion with Trusted Sources and Following the Western Lifestyle Approach 


	Discussion 
	Implications 
	Limitations 
	Conclusions 
	References

