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Abstract While there has been a trend toward greater disci-
plinary collaboration over the last several decades, the emer-
gence of the HIV pandemic has required that disciplines
work more closely and creatively to generate the multiple
and innovative approaches necessary to meet the demands
for effective prevention and treatment. This paper describes
the nature of collaborative relationships among U.S. and
Indian anthropologists, psychologists, demographers, epi-
demiologists, physicians and representatives of other fields
and sectors in conducting a large scale, multi-year HIV/STD
prevention project directed toward married men in urban poor
communities in Mumbai (Bombay), India. The project has
challenged members of the participating disciplines to de-
velop a transdisciplinary conceptual model, to test the model
with community-based formative research and to utilize the
results in the development and implementation of a multi-
level (community, provider and patient) intervention. The
paper describes the interaction among disciplines and inter-
national sectors in the conceptualization, methodology and
community-based action components of the project. In addi-
tion, it examines both the inhibiting and facilitating factors
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that are a part of the collaborative process. The paper con-
cludes with implications for future transdisciplinary partner-
ships.
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The historical boundaries that defined and segmented one
academic discipline from another are inadequate for address-
ing evolving societal problems. The protective environment
of the academy has responded by allowing newly formed
disciplines to develop innovative perspectives, methods, and
concepts, distinct from and avoiding the hegemony and dom-
inant paradigms of the more mature disciplines. Eventually,
these youthful disciplines mature and develop their own con-
ceptual and methodological rigidities, with appropriate calls
for change and modification. The recent response of the
biomedical sciences to this challenge has been to override de-
partments by developing centers (e.g., neurological sciences,
cancer and cardiology) that replace biochemistry, pharma-
cology, physiology, anatomy and other basic sciences. An-
other approach is to build conceptual bridges between disci-
plines by sharing the task of addressing real world problems,
and in the process becoming transformed by this collabora-
tion. This paper focuses on this latter approach to adapting
disciplines to current problems–in this case the collabora-
tion of anthropology, psychology, demography, epidemiol-
ogy and medicine in addressing the challenges presented by
the HIV/AIDS epidemic in urban poor communities in India.

The project that is at the focus of this paper is cur-
rently being conducted in three urban poor communities in
Mumbai (Bombay), India. The project, entitled, Research
and Intervention in Sexual Health: Theory to Action
(RISHTA, an acronym meaning “relationship” in Hindi and
Urdu, the local languages) is a collaboration of the Center for
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International Community Health Studies (CICHS) at the
University of Connecticut Health Center, the Institute for
Community Research (ICR), Hartford, CT and the Inter-
national Institute for Population Sciences (IIPS) in Mumbai,
the leading demographic institution in India. The project also
involves significant input from TN Medical College (Mum-
bai) and CORO for Literacy, a non-governmental organiza-
tion (NGO) that has been active in the study communities.
The project uses a mixed-method (qualitative-quantitative)
approach to examine the psychological and sociocultural
factors that influence the risk of HIV/STD for married men
in urban poor communities of India and has utilized the
resulting data to design and evaluate a multi-level (com-
munity, health provider, patient) intervention to reduce this
risk.

The international and interdisciplinary partnership that
characterizes this project grew out of collaborative efforts
between anthropologists and psychologists that began in the
early 1990s (Bentley & Pelto, 2004; Schensul et al., 1996;
Silva et al., 1997). In particular, the collaboration of the
authors, Drs. Schensul, Verma, and Nastasi, represent the
coming together of an anthropologist with a career com-
mitment to applied and action research, both domestically
and internationally; a psychologist from India with consider-
able training and research experience in reproductive health
and men’s sexual risk; and a psychologist from the U.S.
with a commitment to comprehensive and culturally sensi-
tive intervention both domestically and internationally. The
anthropologist (SL Schensul) was concerned not only with
describing culture but utilizing that understanding to design
intervention. The US-based psychologist (BK Nastasi) be-
came interested in interdisciplinary and cross-cultural work
as a way of expanding her understanding of psychological
phenomenon related to health risks from an ecological and
cultural perspective. The exploration into theories and re-
search methods outside of Western psychology necessitated
partnering with professionals from other disciplines such as
anthropology and with psychologists from countries in South
Asia. The Indian psychologist (RK Verma) was committed to
a mix of qualitative and quantitative methods and a cultural
perspective on men’s sexual risk.

As the project developed, the interdisciplinary focus was
extended to include demographers with expertise in large-
scale survey research, and STD epidemiologists and pub-
lic health physicians with extensive experience in HIV/STD
prevention and control and community health in India. Fur-
ther institutional and community linkages brought together
allopathic physicians, microbiologists, educators, and tradi-
tional healers and activists from the study communities. The
RISHTA team thus reflects a partnership across countries,
cultures, organizations, and disciplines as well as collabora-
tion among researchers, interventionists, activists and com-
munity residents. Within the RISHTA team, we talk about

RISHTA, East referring to the India faculty and staff and
RISHTA, West referring to the US faculty and staff.

In this article, we describe the contributions of these
collaborations to the conceptualization, methodology, and
community-based action components of the project. In addi-
tion, we examine the factors that contributed to effective col-
laboration to meet the demands of a large-scale international
community-based project. We conclude with implications of
our work for future disciplinary partnerships.

Transdisciplinary research

In commenting on the need for collaboration among medical
and social scientists, Rosenfield (199) states,

Creative collaboration requires more than social and med-
ical scientists working on the same team. To achieve
the level of conceptual and practical progress needed to
improve human health, collaborative research must tran-
scend individual disciplinary perspectives and develop a
new process of collaboration (p. 1344).

She defines three levels of disciplinary collaboration,
which became a standard for evaluating disciplinary rela-
tionships: (1) “multidisciplinary [in which] researchers work
in parallel or sequentially from [a] disciplinary-specific base
to address common problems . . .” (2) “interdisciplinary [in
which] researchers work jointly but [italics hers] still from
[a] disciplinary-specific basis to address a common problem
. . .” (3) “transdisciplinary in which researchers work jointly
using [a] shared conceptual framework drawing together
disciplinary-specific theories, concepts and approaches to
address a common problem (p.1351).” Our complex, multi-
year, international project was undoubtedly a combination
of all three approaches, with our objective to be transdisci-
plinary in conception and action.

The development of a transdisciplinary approach gener-
ally starts on a personalistic level. Dr. Verma, a psychol-
ogist at IIPS and his team had produced groundbreaking
work (funded by the Ford Foundation, Delhi) in identifying
men’s concerns about sexual health problems in an urban
community in Mumbai (Verma 2003; Verma et al., 2001;
Verma et al., 2003). Dr. Schensul, an anthropologist and
faculty member at UCHC, and a consultant to a series of
Ford Foundation funded projects on sexuality and sexual
risk in India worked with Dr. Verma, as the leader of one
of the Foundation projects, to examine the implications of
his work for intervention. Their initial discussions linked
culturally-based definitions of sexuality and sexual morbid-
ity with cognitively-defined perceptions of men’s priorities.
Joint analyses conducted by Verma and Schensul (2004)
demonstrated a relationship between men’s risky behavior
and these culturally-based sexual concerns. In this case, the
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anthropological focus on culture melded effectively with the
psychological perspective on cognition to address medical
and epidemiological critics who saw these culturally-based
concerns as esoteric and unrelated to addressing sexual risk.
The collaboration also provided a direction for intervention,
as men’s concerns about sexual health problems were seen
as the basis for addressing the multiple factors in men’s lives
that were involved in sexual risk behavior and HIV/STD
transmission. With the cultural and psychological basis for
intervention established, Dr. Nastasi joined to assist in identi-
fying an intervention approach that would fit both the cultural
concerns and the cognitive priorities of the population to be
served. After assessing a number of approaches, the inte-
gration of techniques from narrative therapy with existing
cognitive-behavioral approaches to risk prevention became
the basis for an ecological approach to a multi-level interven-
tion directed toward the community, provider and individual.

This model formed the basis for a successful response to a
“request for proposal” (RFA) issued by the National Institute
for Mental Health (NIH, USA), entitled, International Ini-
tiatives to Prevent HIV/STD Infection (MH-01-004, 2000).
The RFA called for, “. . . new and expanded efforts between
US-supported researchers and researchers in other nations
to identify successful interventions for targeted populations;
conduct scientifically valid and ethically sound HIV/AIDS
prevention research, and, develop methods to implement pre-
vention programs for large-scale use.” The extra-disciplinary
and collaborative nature of this RFA provided the necessary
context for the development and approval of the proposal,
“Male Sexual Health Concerns and Prevention of HIV/STD
in India” (Schensul, Verma, & Nastasi, 2004).

Disciplinary relationships

Anthropology brought to the world of ideas and concepts
in the 20th century a commitment to empirically-based field
research, a concern for understanding the diversity of cul-
tures, a respect for the functional legitimacy of those cul-
tures, and skepticism about the utility of the introduction
of western ideas and technology. By the mid-point in the
20th century, the relatively young disciplines of psychology,
demography and epidemiology became prominent in their
separate domains providing varied perspectives on health is-
sues. Psychology generated the primary theory and models
of intervention for behavioral change that have been applied
to a wide range of health concerns including mental health,
substance abuse, lifestyle factors related to chronic disease,
and HIV/AIDS. Demography, focused on population growth
and transition, has played a central role in issues of fertility
and family planning, infant and child morbidity, and repro-
ductive health. A key element of international demography
has been the Demographic and Health Survey (Macro Inter-

national, 2005), which has been administered over 200 times
in 70 countries. Epidemiological concepts and methods have
become the hallmark of studies on infectious and chronic
diseases in the US and internationally, and have established
the designs and criteria for testing the efficacy of interven-
tions and for monitoring disease vectors through sentinel
surveillance.

The interface of anthropology with psychology, demog-
raphy, and epidemiology has involved mutual criticism for
much of the latter part of the 20th century. On the one hand
anthropology is seen as qualitative, anecdotal, utilizing small
samples and limited in its generalizations. On the other hand,
anthropologists viewed the three other disciplines as impos-
ing universal theories and results, not providing sufficient
recognition of cultural diversity and context, and not utilizing
the perspectives of members of the population under study.
The broad survey approaches of epidemiology and demogra-
phy were critically viewed by anthropologists, whereas epi-
demiologists and demographers looked with some disdain
on ethnographic methods.

Nevertheless, each of the disciplines had sectors that
reached out to one another, evolving sub-fields such as per-
sonality and culture (Barnouw, 1963; Wallace, 1970), anthro-
pological demography (Kertzer & Fricke, 1997), cultural and
social epidemiology (Janes et al., 1986; Trostle, 2005), and
cross-cultural psychology (Bingham et al., 1999; Lopez &
Guarnaccia 2000). Furthermore, professionals within the re-
spective disciplines have called for greater collaboration to
address societal problems (e.g., Sherif, 1963; Janes et al.,
1986; Kertzer & Fricke, 1997; Trostle, 2005).

The rise of large scale NIH-funded domestic health
projects in the realms of chronic disease, mental health, al-
cohol and drug abuse, and international projects funded by
USAID have created the opportunities for the fields of an-
thropology, psychology and epidemiology to work together
in addressing common problems. By the 1980s, research and
intervention projects in minority and low income communi-
ties in the United States and in developing countries brought
together representatives from multiple disciplines to address
cultural differences, design interventions, promote behav-
ioral change and evaluate efficacy. The growing degree of
disciplinary collaboration was given even more impetus with
the emergence of the HIV pandemic. Here was a problem that
could not be the province of one discipline and required mul-
tiple and innovative approaches to treatment and prevention.

The conceptual and methodological world
of HIV prevention

After almost a quarter of a century of HIV prevention pro-
grams, there is little consensus on the best approaches to
HIV prevention. Because HIV is not casually acquired (as
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for example airborne diseases such as tuberculosis), trans-
mission can be avoided by not having penetrative sex with an
infected partner, and by not having direct blood to blood con-
tact through the sharing of needles (either for vaccinations
or through intravenous drug use) or in transfusions involving
HIV-contaminated blood. If individuals could not avoid sex
or intravenous drug use with an infected partner the preven-
tion focus shifted to “harm reduction” by encouraging and
supporting the use of condoms and clean needles through
behavioral change interventions.

With the initial focus on behavioral change, the fields of
psychology and communications were at the center of theo-
ries and models that guided intervention. Many of these con-
ceptualizations, such as the health belief model (Rosenstock
et al., 1988), cognitive (learning) theory (Bandura, 1980),
theory of reasoned action (Ajzen & Fishbein, 1980), stages of
change model (Prochaska & DiCelemente 1992), and theory
of planned behavior (Ajzen, 1985) were developed in other
arenas and adapted to HIV prevention. Others such as the
AIDS Risk Reduction Model (ARRM, Catania, 1990) and
the Information, Motivation, Behavior Model (IMB, Fisher
& Fisher, 2000) were developed specifically for HIV preven-
tion. These interventions are directed toward providing in-
formation; influencing attitudes, ideas, and motivations; and
teaching skills to support engagement in health-promoting or
risk-reducing behavior. Recognition of the importance of so-
cial ecology subsequently stimulated approaches for creating
a supportive social environment for behavioral change, lead-
ing researchers and interventionists to develop approaches
based on diffusion of innovation theory (Rogers, 1983) or
to utilize opinion leaders (Kelly et al., 1993) or community
mobilization (Kegeles et al., 1996) to support behavioral
change. Consistent with an ecological perspective, Rhodes
et al. (2005) describes interventions at the individual, mi-
cro (family and individual social network), meso (commu-
nity) and macro levels (city, region and nation). Furthermore,
recognition that the target of change could not be limited to
the individual and community led to a focus on structural
change (Blankenship et al., 2002) in laws, institutions, and
societal stigmatization of persons living with AIDS.

After the first stage of the epidemic in most countries,
HIV/AIDS became a disease of the poor. A number of au-
thors (e.g., Basu, 2004; Mann, 1992; Mosley, 2004, Rhodes
et al., 2005) have pointed to the spread of the epidemic among
poor urban and rural communities, among the poorest coun-
tries and the most vulnerable populations (Heise & Elias,
1995; UNAIDS, 2001) and have argued that community mo-
bilization that emphasizes risk reduction, vulnerability re-
duction and impact reduction provides the most effective
approach.

Those who venture into the realm of HIV prevention must
make many choices concerning level, focus, population, gen-
der, and type of intervention. The RISHTA project sought to

balance these choices by focusing intervention at the com-
munity, provider and individual level. It sought not only
knowledge, attitudinal and behavioral change at these levels
but structural change in the nature of health service provision
for men. In addition, a supplementary grant provided by the
Office of AIDS Research (2002–2005) allowed the RISHTA
project to pursue a focus on women’s risk for acquiring
HIV/STD within marriage that has resulted in a complemen-
tary research and intervention effort directed toward both
women and the marital dyad. We were fortunate to have an
NIMH RFA that called for a comprehensive approach to pre-
vention of HIV/STD and a budget that allowed for the scope
and length of the project.

The challenge

The HIV epidemic in India and other parts of Asia is grow-
ing rapidly. It is now estimated that more than five million
people aged 15–49 are living with HIV/AIDS in India with
a prevalence of 0.9% (National AIDS Control Organization,
2004; UNAIDS, 2004). Kumar (1999) has estimated the ac-
tual burden of HIV-infected people as 1.5% or 11.5 million
individuals already infected with HIV, and Eberstat (2002)
estimated 30–140 million new cases of HIV/AIDS in the
period of 2000–2025. Although the actual and projected fig-
ures are in some dispute, it is generally agreed that AIDS will
emerge as the single most important cause of adult mortality
in India in the coming decade (UNAIDS, 2004).

In the absence of effective vaccine development and lim-
itations on treatment, the emphasis for these countries and
others in the developing world must be on prevention of
transmission. Much of the transmission centers on men’s sex-
ual behavior, both among those in special high-risk groups
(e.g., truck drivers, long-distance traders, clients of sex work-
ers) and those in the general population having risky premar-
ital and extramarital sexual relationships. However, repro-
ductive health services in India and in most other countries
have not yet found effective approaches for consistent in-
volvement of males in utilization of HIV/STD services and
in engagement in reproductive health information, educa-
tion, communication, and service programs (Collumbien &
Hawkes, 2000). The majority of preventive efforts are in
the form of safe sex messages and promotion of condoms
(Behavioral Change Communication [BCC]) among those
who are at high risk. Intervention programs, particularly for
men, that provide a bridge between a population at risk and
others in the general population are rare. Involving males in
the reduction of sexually risky behavior and improvement of
reproductive health is vital to reducing HIV/STD transmis-
sion both for themselves and their female and male sexual
partners. Finding an approach that begins with and addresses
men’s most salient reproductive health issues can establish
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a policy framework and an intervention methodology that
has significant implications for India as well as for other
developing and developed countries.

Both the literature (Bhugra & de Silva, 1995; Kulhara &
Avasthi, 1995; Pelto, Joshi, & Verma, 1999) and our prelimi-
nary studies showed that most men in India have a very clear
culturally-derived sense of sexual problem priority (e.g., per-
formance over disease), etiology (inappropriate semen loss),
consequences (threats to masculinity), and treatment ap-
proach (preference for traditional over allopathic providers).
This culturally-driven sense of sexual problems also seems to
be closely intertwined with how men construct masculinity
and reflect sex-stereotypes that boys and girls grow up with
in the South Asian context. At a time of increasing incidence
of HIV/STD, these cultural concepts and their psychological
manifestations, beliefs, and actions strongly contrast with the
usual intervention focus on disease prevention, risky behav-
ior reduction, early allopathic treatment, and accurate sexual
health information.

The concerns of many Indian and South Asian men cen-
ter on the concept of gupt rog (“secret illnesses” in Hindi),
which relate primarily to sexual performance problems such
as impotence, erectile dysfunction and early ejaculation. Al-
though gupt rog can also incorporate symptoms of sexu-
ally transmitted diseases, the emphasis is on problems in
sexual functioning related to the cultural expectations of a
“real man.” In preliminary research leading to this project in
one of the study communities, 43.7% of a random sample
of 1344 men reported a gupt rog problem in the last two
months (Verma & Schensul, 2004). In the baseline survey of
a systematic random sample of 2408 men in three commu-
nities in this project, 53.6% reported that they had at least
one gupt rog problem in the last three months. The primary
cause of these problems are seen as a result of excessive
semen loss due to nocturnal emission and masturbation. The
consequences of these problems are evidenced in low self-
esteem, marital conflict, domestic violence and validation
of masculinity through extramarital sex, many of the fac-
tors that increase risk for HIV/STD (Schensul et al, 2004).
A significant number of men (18–58% depending on the
specific problem) seek treatment for gupt rog problems pri-
marily from the traditional, non-allopathic Indian systems of
medicine including ayurveda, unani and homeopathy, where
men can expect an understanding of and respect for gupt rog
problems in contrast with the primarily disdainful attitudes
of the allopathic providers.

The RISHTA program sought to apply this culturally-
based concept of gupt rog as a means of addressing HIV
and other sexually transmitted diseases with the following
reasoning, derived from formative data:

– The concept of gupt rog provided a “gift” for interven-
tionists in that it identified a culturally salient and focal

concept of sexual health problems that could be extended
to HIV/STD

– Gupt rog problems were a part of men’s perceived needs;
any reproductive health service in India that hoped to in-
troduce early identification of HIV/STD and to increase
safer sex practices for men needs to start by addressing
these male sexual health concerns

– Men showed limited knowledge of sexually transmitted
diseases and had many misconceptions associated with
STDs and gupt rog.

– A significant number of men sought treatment for these
problems from non-allopathic traditional providers, thus
establishing a resource system and an epistemological ap-
proach to these problems that could be a focal point for
intervention

– The nature of gupt rog problems were identified as deeply
linked to men’s self-esteem and sense of masculinity, pro-
viding an opportunity to assess and address linkages be-
tween cultural concepts and psychological manifestations.

– The complex and misdirected sense of masculinity rein-
forced by the cultural concept of gupt rog led many men to
seek risky sex outside marriage in their effort to validate
their potency and male control.

– Gupt rog problems were related to the nature of the marital
relationship that included a wife’s negative perception of
her husband’s sexual performance, domestic violence, and
alcohol use.

The anthropologists, psychologists and epidemiologists
hypothesized that risky sex was linked to both gupt rog
problems and sexually transmitted diseases and that gupt
rog problems would be an indicator of sexually transmitted
diseases. We further hypothesized that negative concepts of
masculinity, reinforced by peers, would be related to risky
behavior and that negative concepts of masculinity (male
domination) would be associated with negative marital and
household relationships. The researchers adopted an ecolog-
ical model that was consistent with approaches in both an-
thropology and psychology and was a result of considerable
interaction among the framers of the proposal.

The RISHTA model

The discussions among the international and transdisci-
plinary partners led to the formulation of a conceptual
model that incorporated culturally-specific elements of sex-
ual health and structural changes in health service provision
within the sociocultural realities of the urban poor of India.
The model drew on approaches to HIV/STD prevention de-
veloped in the United States, and the anthropological, psy-
chological, demographic and epidemiological perspectives
of professionals from both countries. To facilitate a broader
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understanding of sexual health problems in India and devel-
opment of culture-specific interventions for prevention and
risk-reduction of HIV/STDs, the project called for an inter-
disciplinary approach consistent with recent thinking about
health promotion (Leviton, 1996) and with our earlier work
on sexual risk in South Asia (Nastasi et al., 1998–99; Silva
et al., 1997; Verma et al., 1998).

At the same time, the research team drew on the per-
spective of both Indian psychologists and non-allopathic
providers in addressing the issue of sexual health behavior.
Traditional health practitioners have continued to be the pri-
mary source of health information and beliefs among people
in India. These beliefs influence health practices in terms of
diet, hygiene, preventive measures, and traditional choices.
A large body of research by Kleinman and his associates
(1980) based on their work in India and China has demon-
strated the prevalence of these concepts. However, the field
of culturally-based beliefs and health practices has largely
remained unexplored and Indian psychologists have only re-
cently realized the potential of this area (Dalal, 2001).

Barring a few exceptions (Kakar, 1982, 1991), Indian
psychologists have largely focused on universal personal-
ity traits and attitudes as derived from the West as the crucial
dispositional factors associated with different diseases and
health behavior (Dalal, 2001; Singh, 1984). In an extensive
review of health psychology, Dalal (2001) points out two
dispositional factors: one referring to behavior (Type A per-
sonality) and the other to attitude (health modernity, Singh,
1984). The concepts related to traditional culture and healing
underlying the RISHTA program have been only recently ex-
plored by Indian psychologists. As Dalal (2001) has stated,
“A striking and obvious need is to more thoroughly investi-
gate traditional Indian health beliefs and practices; religious
and cultural beliefs not only relate to the broader issues of
life and suffering but also greatly influence our perceptions
of health and disease, causality, treatment related decisions
and long term care (p. 399).”

Key steps in the formulation of the research and interven-
tion were the review of existing literature and preliminary
research with the non-allopathic providers in the study com-
munities. The RISHTA ecological model was in part geared
to be consistent with the canons and historical texts of all
three non-allopathic healing traditions. Despite some differ-
ences between these non-allopathic healing disciplines, their
common canons focus on a holistic preventive and positive
health approach that seeks to effect a balanced state of the
body, mind and emotions to contribute to preservation and
restoration of health (Leslie & Young, 1992). Preliminary
data, however, indicated that the traditional providers were
rapidly taking on the approach of the allopaths including
short visits, symptom orientation and treatment with antibi-
otics and other allopathic medicines. It was concluded that it
would be possible to develop training that would support and

strengthen the still salient characteristics of the traditions of
Indian systems of healing, while also providing training on
effective diagnosis and treatment of STDs and an ecological
approach to addressing the factors in men’s lives contribut-
ing to risky sex. Although anthropology has consistently
signaled the importance of the traditional healer, much of
the incorporation of the healer into intervention has empha-
sized allopathic approaches. In the RISHTA project, issues
associated with gupt rog, STD and risky sex called for a
return to the holistic traditions.

The intervention approach adopted by the RISHTA team
reflected the integration of theory, research, and practice from
psychology, anthropology, and medicine. Drawing upon the
research conducted by the RISHTA team and others, a
culture-specific intervention for HIV/STD risk reduction and
prevention—the Narrative Intervention Model (NIM)—was
developed. The approach integrated principles and strate-
gies from narrative therapy (Eron & Lund, 1996; Howard,
1991; McNamee, 1996; McNamee & Gergen, 1992; Sarbin,
1986), cognitive therapy (Beck, 1976; Ellis, 1962), cross-
cultural psychology, cognitive-behavioral approaches to sex-
ual risk prevention and risk reduction (Azjen & Fishbein,
1980; Fisher & Fisher; 1993; Kelly, 1995), with preliminary
data on gupt rog and its treatment by traditional providers
and approaches to syndromic management advocated by the
World Health Organization (WHO, 1993). The theoretical
underpinnings of NIM reflect social construction (Berger
& Luckman, 1966; Nastasi et al., 1998/1999; Vygotsky,
1978; Wertsch, 1991), bioecological (Bronfenbrenner, 1989,
1999), anthropological (Kleinman, 1986; Pelto & Pelto,
1997; Wallace, 1961) and social-psychological perspectives
(Abrams & Niaura, 1987; Azjen & Fishbein, 1980; Bandura,
1986; Fisher & Fisher, 1993; Jemmott & Jones, 1983; Miller,
Bettencourt, DeBro, & Hoffman, 1993).

The rationale underlying NIM developed out of extended
discussions across disciplinary and national boundaries; per-
haps what is most indicative of the transdisciplinary un-
derpinnings of NIM is the difficulty in identifying which
ideas and principles were contributed by specific disciplinary
members of the team. The RISHTA team proposed that hu-
man behavior, particularly behavior related to sexual health,
is influenced by the interaction of biological, psychological,
and sociocultural factors. Behavior linked to sexual risk is
influenced by cognitions (ideas, attitudes, beliefs) that de-
velop or are transmitted primarily through social or interper-
sonal interactions. Through these interpersonal interactions,
culture (embodied in ideas, beliefs, values, and norms) is
transmitted and influences the development of cognitions
and behavior patterns. Culturally-transmitted cognitions in-
fluence not only behavioral responses but also the interpreta-
tion of internal responses (e.g., emotions, perceptions, bod-
ily processes) and external contextual (physical and social
environment) experiences. Through repeated experiences,
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individuals develop narratives or scripts that guide their
behavior. Consistent with cognitive-behavioral intervention
models (e.g., Fisher & Fisher, 1993), the NIM emphasizes
the role of cognition in guiding behavior and is based on
the assumption that changes in thinking (e.g., ideas, beliefs,
values) are critical to behavioral change. The importance
of culture in guiding human behavior reflected our anthro-
pological and psychological focus and is consistent with
bio-ecological perspectives in psychology (Bronfenbrenner,
1989, 1999) and with the holistic principles of traditional
healing in India.

The process of narrative therapy (e.g., Eron & Lund,
1996), based in social constructionist thinking, guided the ap-
proach to addressing men’s culturally based thinking about
sexuality and sexual health problems. Narrative therapy is
focused on the use of clients’ stories (narratives constructed
through interaction with the provider) to assess the affective,
cognitive, behavioral and social-cultural elements of the pre-
senting problem, and to facilitate change in these elements
through a systematic de-construction and re-construction of
the story. Thus, a primary limitation of extant cognitively
oriented approaches—failure to focus adequately on social
and cultural factors—was addressed directly through the use
of narrative.

The idea for using narratives as the basis for intervention
grew out of the stories that men in the study communities
told about their lives as they described their sexual health
concerns during in-depth interviews conducted in the forma-
tive research. This sample of Indian men linked performance
issues, masculinity, risky sex and complicated primary rela-
tionships with wives or other sex partners in their narratives
about sexual health problems. Thus, it was hypothesized
that any approach to issues of behavioral change required
knowledge of the individual’s sociocultural history to pro-
vide a sense of how to structure interpersonal interactions
between provider and client that could lead to reconstruc-
tion of the relevant personal narratives to incorporate health-
promoting beliefs, attitudes, and behaviors. Through the use
of focused interpersonal interactions, trained practitioners
could then help individuals to: (a) identify the narrative re-
lated to the presenting problem (construct the narrative), (b)
critically examine the psychological and socio–cultural fac-
tors that influence or maintain the problem (deconstruct),
and (c) create a revised narrative that leads to solving
the problem (reconstruct). The construction-deconstruction-
reconstruction process would thus lead to the development
of a personal narrative supporting health-promoting and
risk-reducing behaviors related to HIV/STD prevention and
treatment.

In the development of the intervention model, the RISHTA
team attempted to integrate psychological and anthropo-
logical perspectives within an intervention that incorpo-
rated (a) medical diagnosis and treatment of men’s sexual

health concerns, (b) evidenced-based cognitive-behavioral
risk-reduction strategies based in psychology, (c) current In-
dian medical practices that reflected both indigenous and
Western-influenced approaches, and (d) cultural beliefs and
normative behaviors of Indian men. Based on his own for-
mative research, the Indian psychologist on the team iden-
tified gupt rog as an appropriate culturally-based concept.
The anthropologist viewed gupt rog as an emic (insider; par-
ticipant) approach to the endogenously defined problem of
HIV/STD risk. The U.S. psychologist utilized the concept
of narrative therapy to construct the epistemological basis
for structuring therapeutic intervention; that is, constructing,
deconstructing, and reconstructing a narrative that would al-
ter misconceptions, reduce risky behavior, and address the
ecological factors contributing to sexual risk. The Indian
psychologist drew on his knowledge of the priorities of In-
dian men and the orientation of traditional Indian providers.
The physicians contributed the medical perspective through
adoption of the WHO-endorsed (WHO, 1993) syndromic
management approaches to diagnosis and treatment of sexu-
ally transmitted diseases. Syndromic management involves
a process of diagnosis, treatment, referral, partner notifica-
tion, and education based on the patients’ symptoms, and is
particularly relevant to contexts in which expensive medical
testing is prohibitive.

Thus, the resulting model, referred to as the NIM, reflected
current medical, psychological, and sociocultural perspec-
tives. The collaboration across the disciplines was critical
to development of a model that integrated biological, psy-
chological, and cultural dimensions of men’s sexual health
problems into a coherent intervention approach. The articu-
lation of this model into practice was dependent on learning
from and inclusion of community-based medical practition-
ers, thus extending the medical perspective to include indige-
nous systems of medicine.

Project implementation

The project consists of three phases: (a) formative research
with men with sexual health problems, identification of
treatment resources, an assessment of the study communi-
ties, refinement of community and patient instruments and
implementation of a baseline survey with 2400 men from
three communities; (b) development and implementation of
a multi-level intervention involving community education,
training and capacity building for allopathic doctors in
one experimental community and non-allopathic doctors
in the other experimental community, and a culturally
based therapeutic approach to treatment of patients pre-
senting sexual health problems; and (c) evaluation of
the intervention among patients and in the communities
as a whole. The project employs a quasi-experimental
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design utilizing pre-test, post-test, comparison and experi-
mental groups and mixed methods (qualitative-quantitative)
to examine the acceptability, integrity, effectiveness and sus-
tainability of the multi-level (community, provider, patient)
intervention.

The formulation of a quasi-experimental design drawn
from psychology and epidemiology was relatively new for
the anthropological and demographic team members for two
reasons: (a) the role of research was to generate the de-
velopment and effective implementation of an intervention;
and (b) the testing of the intervention required a design that
would control for threats to the validity of outcome results.
All the represented disciplines engaged in extensive discus-
sions about the design and its logistic implications, allowing
those discipline representatives who were less familiar with
experimental design to learn about its advantages, provide
input to the implementation of components, and recognize
the demands of NIH. In addition, the disciplinary represen-
tatives with expertise in intervention design were provided
with opportunities to consider ideas from other perspectives
that ultimately enhanced the design and implementation of
the project.

Formative research

Interdisciplinary collaboration resulted in the use of mixed
methods in the formative and evaluative components of the
project and the development of an integrated intervention
model (the NIM) that addressed medical, psychological,
and cultural factors related to men’s sexual risk. The dom-
inant methodology for the demographically-oriented IIPS
had been quantitative survey research. Over the last decade
a number of anthropologists, including Pelto (see Pelto
& Pelto, 1997), Schensul (Schensul & Le Compte, 1999)
and Schensul (Schensul et al., 1999) had presented and dis-
cussed the utility of a mixed methodology that would include
qualitative data collection methods. The Indian psychologist
(Verma), based at IIPS, utilized qualitative methods exten-
sively in his research and trained his staff in interviewing,
social mapping and consensus modeling (Weller & Romney,
1988). At the time of initiation of this project, qualitative
research was well established at IIPS and was a core part
of the methodological curriculum for demography graduate
students. The U.S. psychologist (Nastasi) had engaged in
mixed-methods research for the purpose of design and eval-
uation of assessment and intervention tools and collaborated
with the anthropologist on an examination of the role of qual-
itative methods in evaluation of interventions (Nastasi and
Schensul 2005). Thus, the use of mixed-methods not only
reflected the integration of methods across disciplinary lines
resulting from the interactions within the RISHTA project,
but also indicated the prior influence of transciplinary study
and work for individual team members.

In the formative phase (one and a half years), the team
relied heavily on anthropological methods to examine the
cultural beliefs, values, language, norms, and practices of
the target populations—married men living in three urban
poor communities in India, the doctors (allopathic and non-
allopathic) who provided medical treatment for men’s sexual
health concerns, and the communities in which the men lived
and the doctors practiced. The central methods of qualita-
tive anthropology were used, including key-informant inter-
views with community experts (e.g., governmental officials,
community leaders, members of community-based organiza-
tions) who could characterize the overall situation (approx-
imately 50); individual in-depth interviews with men (52),
providers (39) and women (66) about their own lives and
practices; and social and geographic mapping of the com-
munities to locate where the men lived, sought treatment,
and practiced risky sex. Although the methods were primar-
ily anthropological, members of all participating disciplines
took part in formulating interview questions and procedures,
training and supervision of field staff, and preliminary re-
view of interview data. While the India staff focused on
primary data collection, U.S. staff also participated in the
field visits and interview process with the help of bilingual
interpreters. As a result, U.S. staff had first hand experience
in participation in field research and learning from commu-
nity residents and community activities. Similarly, although
analysis of qualitative data, utilizing a computer-based, text
search program (Atlas.ti, Scientific Software, 2004) was
conducted at the US component, the overall analysis plan
and specific code categories and their definitions were de-
veloped, examined and reviewed jointly. Quantitative data
analysis was shared based on allocations that were negoti-
ated among disciplines and members of the India and US
components.

The final step in the formative research phase was con-
ducting a baseline survey for a random sample of 2400 men
in the three study communities and the collection of urine
and blood samples for STD testing. Survey construction be-
gan with a collaborative review of the qualitative data to
operationalize the major domains and factors in this study.
While there was some use of scales from other validated
instruments, the great majority of the items on the sur-
vey instrument came directly from the qualitative data in
the formative research phase, leading us to term this ap-
proach to instrument construction, an “ethnographic survey”
(Schensul et al., 1999). This approach combined the cul-
tural and local focus of the anthropologists with the survey
approaches of the demographers and the epidemiologists.

The draft items were reviewed by the full team and the re-
sulting instrument was pre-tested and modified, pilot-tested
with analysis conducted jointly by US and India staff, and a
final instrument developed. The IIPS demographers utilized
their sampling expertise to generate a “systematic random
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sample” utilizing the smallest units (lanes) in each of the
three study communities.

The process of STD testing for gonorrhea, Chlamydia,
HSV-2 and syphilis was a unique step for all the disciplines,
with the exception of the STD epidemiologists, and repre-
sented one of the first community-based surveys for sexually-
transmitted diseases in India. In this phase of the project,
the RISHTA East project coordinator, who had an extensive
background as a public health physician, took leadership.
The procedures for this component were established by the
STD epidemiological and microbiological consultants to the
project. A random sample of 640 men from the 2400 who
had been administered the survey instrument were selected
for STD testing. Reviewing the pros and cons of various
STD tests, developing the logistics for sample collection and
identifying local and national laboratories for analyzing the
samples provided an excellent opportunity for the varied dis-
ciplines to learn from microbiology, public health and STD
epidemiology.

The next task involved the physician coordinator and de-
mographers informing the community leadership of the STD
survey and seeking their support. In addition, it was neces-
sary to identify multiple locations in the communities with
private rooms and a toilet where samples could be collected.
Community leadership that included local government of-
ficials, Hindu and Muslim religious leaders, heads of lo-
cal political parts and members of community-based orga-
nizations, recognized the importance of the project, were
assured that all individuals that were STD positive would
receive appropriate treatment and worked with the project
to make announcements at mosques, temples and organiza-
tions throughout the community. The physician coordinator
recruited male physicians and residents from the Department
of Social and Preventive Medicine of TN Medical College in
Mumbai to assist in pre-test general exams and counseling.
The STD operation was completed with 642 men tested in
multiple locations in the communities without any adverse
reactions. With the RISHTA banner flying over each loca-
tion, the project became well-known in the communities as a
result of STD testing, even prior to the intervention. Through-
out the process of STD testing and the return of results, the
social scientists became increasingly knowledgeable about
and participatory in the microbiology of the testing, the epi-
demiology of the results and the logistics of managing a
community-based STD survey.

Intervention

The initial plan for the intervention involved three com-
ponents: (a) community-level education in the three study
communities; (b) provider-level capacity building and train-
ing for allopathic doctors at the governmental urban health
clinic in one experimental community and for private non-

allopathic doctors in the other experimental community; and
(c) patient-level intervention by the trained doctors in the
two experimental communities. In each of these three levels
of intervention, the cultural model of sexual health problems
was the starting point, with the development of new narra-
tives as a means of addressing the need for reduction in risky
behavior.

The objective of the community-level intervention was
to create on the part of the community at large a revised
narrative that linked performance-related problems to is-
sues of masculinity, lifestyle, and spousal relationships that
would support the development of health-promoting and
risk-reducing behaviors related to HIV/STD prevention and
treatment. In the experimental communities the objective
was also to create awareness on the part of the residents of
the presence and accessibility of project-trained providers
who were able to address their sexual health problems with
respect, comprehensiveness, and efficacy. Community level
education is being delivered in all three communities in the
form of local media (posters, local advertisements), com-
munity meetings, street drama, special community events
(melas), and interpersonal communication between interven-
tion team members and residents.

The training of service providers (public allopathic and
private non-allopathic doctors) to deliver patient-level in-
tervention involved the use of a participatory consultation
approach based on our previous work in South Asia (Nastasi
et al., 2000a; Nastasi, 2000b). In this approach practitioners
received skills development training in a workshop format
preceding the intervention implementation (initial training),
with follow-up training and consultation throughout imple-
mentation on both a scheduled and ad hoc basis (ongoing
consultation). Practitioners received approximately 20 hours
of initial training (conducted by RISHTA staff) on empir-
ical and conceptual underpinnings of the intervention, key
intervention strategies, and on the application of syndromic
management, an algorithm developed by WHO to treat STD
on the basis of observed and reported symptoms (WHO,
1993). Workshop activities included lecture, demonstration,
practice, and feedback. Formal follow-up training sessions
were conducted every three months to provide additional
instruction on components of the intervention (e.g., syn-
dromic management, psychological aspects of sexual health
problems) and to enhance implementation (e.g., practice in
assessment and intervention for psychological and social-
cultural factors). Weekly visits to the practitioners by project
field staff served the dual purpose of providing support to
practitioners and monitoring implementation integrity and
acceptability. Based on feedback from these visits, monthly
meetings with practitioners were also initiated to provide a
context for discussion of challenges in implementing NIM.

The patient intervention delivered by the trained al-
lopathic and traditional providers was seen as fostering
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knowledge, attitude/belief, and behavioral changes in indi-
vidual clients that would lead to appropriate culture-specific,
care-seeking behaviors and HIV/STD risk-reduction be-
haviors. The intervention combined assessment, education,
counseling and treatment to (a) address the medical/physical,
psychological and social relationship issues related to male
sexual health concerns; (b) provide accurate information
about STDs, particularly HIV/AIDS transmission, risk re-
duction, and prevention; (c) determine the presence of STD
symptoms to make referrals for STD testing and treatment as
warranted; and (d) assess the need for social services related
to economic, family, and individual psychological concerns
and make referrals as warranted.

The results of the formative research phase presented new
challenges for the project’s international, interdisciplinary
team. The task at this point was to develop the intervention
components based on sound empirical results. Again the
diversity of perspectives played an important role in the final
design of the intervention. In particular, findings about men’s
utilization of the health care system and the nature of the
providers’ practice suggested modifications of the proposed
provider component.

The public (governmental) primary care system in the
three study communities consists of three urban health cen-
ters and two health posts. Health posts are primarily staging
areas for community education and health campaigns (e.g.,
immunization, case-finding and treatment of tuberculosis).
Urban health centers are located in large, permanent facili-
ties and in theory provide a range of services. The municipal
government provides the physical infrastructure, nursing and
lower level staff, while Mumbai-based medical colleges are
assigned specific urban health centers to which they provide
physicians, residents and interns. Utilization data from the
urban health center in one of the study communities indicated
that very few men sought care at the facility, which was de-
fined in the community as a maternal and child health center.
Of the men who did seek treatment there, none presented
sexual health problems of either performance dysfunction or
STD symptoms. In addition, the data showed that only 10%
of the 245 private providers in the three study communities
were allopaths, presenting the problem that there were not
a sufficient number to establish a trained private allopathic
group in any one community.

The team proposed an enhanced capacity that would at-
tract males to the urban health center and address both gen-
eral and sexual health problems. A series of discussions be-
tween the project physician on the India side, the faculty from
TN Medical College that provided physician staffing and the
administration of the urban health center resulted in the for-
mulation of a male health clinic at the urban health center
with hours and days of operation distinct from the women’s
clinics and staffed by male TN Medical College faculty and
residents. A general health clinic for men based in a facil-

ity that heretofore was focused on maternal and child health
was new to India. Yet, for a relatively small expenditure, the
concept of a male health clinic reaching and engaging men
held great promise. The formulation of that idea was a result
of the interaction and collaboration of multiple disciplines,
the perspective of community residents, and the linkage of
multiple institutions working jointly on a problem.

The traditional providers constituted our second experi-
mental intervention. Formative research data indicated that
the 245 private practitioners identified in the three study com-
munities could be categorized into ayurveda (79, 32.2%),
homeopathy (73, 29.8%), unani (67, 27.3%) and allopathy
(MBBS 26, 10.6%). Based on the provider reports of uti-
lization, it was estimated that the 245 private practitioners
see more than 6800 patients daily in the three study commu-
nities. Furthermore, the private practitioners saw more men
(an estimated 3000 per month) than any other sector of the
Indian health care system. These providers saw a monthly av-
erage of over 2400 male patients with sexual health problems
and an estimated 1350 individuals with STD-like problems.
These data suggested that the private practice providers, of
which the private, non-allopathic practitioners represented
over 90%, were a major resource for addressing the general
health of communities, a particularly important resource for
men, and even more importantly, for men with sexual health
problems.

Initially, it was proposed that the Narrative Intervention
Model (NIM) would be a good match to the practice model
of traditional providers because of the epistemological em-
phasis on holistic medicine. In line with this notion, the
training was to be designed to reinforce the holistic model
through NIM and to upgrade the syndromic management of
sexually transmitted infections. However, the formative data
and initial training with non-allopathic providers indicated
that the actual practice of these doctors reflected a move
away from traditional holistic models toward a symptom-
focused approach utilizing allopathic medicines (Schensul
et al., 2005). Working with the community-based providers
forced the team to rethink the training model in order to
increase the emphasis on holistic medicine (i.e., address-
ing the psychological, cultural and biological aspects of dis-
ease). This required extended training on the process com-
ponents of NIM such as how to gather data from men about
lifestyle and beliefs, and how to integrate these data into
education and prevention messages and supportive counsel-
ing. Currently, the team is continuing its efforts to promote
a return to a holistic approach. Successful development of
a sustainable and transferable model in India is likely to
depend on integrating this reality of contemporary indige-
nous systems of medicine with our efforts to reduce sex-
ual risk. In this process, the community-based providers
have become key partners, thus broadening the interdisci-
plinary focus. In the process of these interactions, not only
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has the RISHTA model for training and implementation
expanded, but the trained traditional providers have begun to
return to their epistemological roots. As the patients respond
positively to the focus on psychological and cultural factors,
the doctors have renewed their commitment to a holistic
approach.

The methodological design of this large scale project was
a result of the contributions of professionals from the dis-
ciplines of epidemiology, demography, medicine, biochem-
istry, anthropology, and psychology. It is unlikely that profes-
sionals from any single discipline could bring the necessary
range of methodological expertise to such a project. In addi-
tion, involving several disciplines as partners in the process
of project development and implementation served to foster
ownership and commitment that is rarely the case when us-
ing a more typical consultation model in which professionals
provide advice to project staff about methodology but are not
key partners.

The collaborative process: facilitating
and inhibiting factors

This project team represented great diversity in terms of
country of origin and residence (USA and India), insti-
tutional base (universities, nongovernmental institutions,
private business and governmental agencies), discipline
(anthropology, demography, medicine, microbiology,
psychology, and public health), religion (Hindu, Muslim,
Christian, and Jewish) and work experience (research and
intervention), age (30–63), gender, and socioeconomic
and educational background. The enormous potential for
positive production by such a diverse team is balanced
with the equivalent potential for misunderstanding and
miscommunication both professionally and interpersonally.
In this section we examine the inhibiting and facilitating
factors that influenced the process of collaboration.

Inhibiting factors

Inhibiting factors reflected the influence of geographical dis-
tance, institutional culture, language differences, and disci-
plinary and personal variations in belief systems and prac-
tices. The two parts of the RISHTA team, East and West,
were 10,000 miles apart and had to depend on e-mail as the
major mode of long distance communication. E-mail can
greatly facilitate communication; for example, e-mails sent
from the U.S. in the evening could be responded to by morn-
ing and e-mails sent in the evening from India were available
in the U.S. by early morning. At the same time, e-mail can be
a quicker mode of “miscommunication” as short statements
are used to sort out complex issues or a lack of communica-
tion is viewed as a kind of message. E-mail correspondence

thus became another forum for negotiating perspectives and
modes of communication across disciplines and cultures.

The two collaborating universities each had concerns
about the nature of the project. The demographic univer-
sity in India was unsure about its role in intervention in local
communities, because research and national policy had been
its primary foci to date. There has also been some uncer-
tainty expressed at IIPS as to demography’s role in sexuality
and sexual risk research. Some faculty at IIPS have been
concerned that the interest in RISHTA among the demog-
raphy graduate students has provided too much encourage-
ment for them to focus their Master’s and Ph.D. theses on
sexual risk. At the same time, UCHC in the U. S. had not
shown a strong commitment to international research. The
Institute for Community Research primarily focused on local
research and intervention but was committed to international
work with other current projects in China, India, and South
America.

The NIMH grant was received by the UCHC and funds
were committed to a sub-contract with IIPS. In the original
budget proposal it was envisaged that the U.S. University
would receive 80% of the funds and the Indian university
20%. This was estimated largely due to the imbalance in
the salaries that were ten times higher in U.S. than in India.
However, over the lifetime of the project, additional funds
from the U.S. side were allocated to the India side increas-
ing Indian share to the total budget to 35%. The additional
funds were allocated to the India side due to the weakness
of the US dollar, the rising costs of personnel in India and
the costs associated with STD testing. On the India-side, the
staff consists of 18 full-time staff and two faculty, whereas
on the US-side there are one full-time faculty equivalent (PI,
co-PI and statistician) and two full time staff. The process
of negotiating budgets for the IIPS sub-contract is primarily
conducted by the PI (S. Schensul) and the co-PIs at IIPS.
Despite the re-budgeting there is a sense on the India-side
that flexible funds are always available on the US-side and
that cost-overruns and expansion of the sub-contract is al-
ways possible, giving way to some degree of tension at the
beginning and end of each grant year.

The University in the Indian context is very hierarchically
structured, with clear distinctions between senior and junior
faculty, faculty and staff, and male and female faculty and
staff. At the same time, undue credit is given for the con-
ceptual and methodological expertise of the US faculty and
staff. These real and perceived hierarchies served from time
to time to undermine the transdisciplinary objective of the
RISHTA project by limiting the input by some of the ju-
nior members of the collaborative group. These limitations
included a reluctance to contribute to the discussion, the
domination of the discussion by senior people, or the deval-
uation of the input based on the lower status of the speaker.
The U.S. faculty and staff were required to understand this
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hierarchy and negotiate multiple lines of communication by
being careful not to dominate discussions and to ensure that
all individuals were being heard. The process of negotiat-
ing relationships and integrating ideas across these cultural
boundaries is ongoing.

Although all key personnel on the India team were bi-
or multi-lingual and fluent in English, there were sufficient
differences between Indian and U. S. English to create mis-
communication and misunderstandings. In one instance, for
example, the use of the US English term “shame” meant to
communicate “a pity that things did not work out” was inter-
preted to mean an “accusation” that an Indian team member
had not acted “appropriately.”

Another element of the interplay of nationality and dis-
cipline was that the dominant discipline paradigm for IIPS
was demography, which placed the RISHTA project in a
position that challenged demography’s boundaries with re-
gard to methods, intervention, and relationships with local
communities. Disciplinary boundaries could emerge at any
time, for example, with regard to ownership or leadership
of particular project components based on discipline. The
demographers “owned” the sampling and survey process,
the anthropologists owned the qualitative data, the medi-
cal/public health people owned the STD testing and sample
collection process and the psychologists owned the inter-
vention and evaluation. This sense of ownership at times
inhibited contributions of others, who too readily ceded a
research or intervention activity to the primary discipline.
On the other hand, the demonstration of a willingness to
learn about each other’s discipline and to respect its core
knowledge frequently opened the door to greater transdisci-
plinary participation. Nevertheless, this process of crossing
established cultural, disciplinary and hierarchical boundaries
involved the development of trust and openness to ideas from
others. As the expertise of individual team members was hon-
ored over time, mutual respect developed and team members
became more willing to integrate ideas from others. The pro-
cess of relationship building was critical to the success of this
collaboration.

The organization of the RISHTA project meant that both
RISHTA East and RISHTA West staff owned every aspect
of the project ranging from conceptualization, data collec-
tion, analysis and rights to publication and dissemination.
In terms of operations however, responsibilities were di-
vided to ensure accountability and efficiency. For example,
RISHTA East staff took on the responsibility for data col-
lection and transcription/entry, while the RISHTA-West staff
was responsible for putting together the qualitative and quan-
titative data analysis plan and preliminary analysis. It is ex-
pected that as the project moves into its final year, the reduced
need for field operations and staff will be replaced by an in-
creased involvement of individuals on the India side in data
analysis.

The ongoing challenges that occur in any project are mag-
nified with such a diverse project team. The team experienced
misunderstandings regarding time pressures and competing
responsibilities for key personnel, inevitable delays, bureau-
cratic procedures, and external pressures. These misunder-
standings led to expressions of frustration both within and
across geography, culture, institution and discipline. Fortu-
nately, the RISHTA East and West team members’ commit-
ment to the project and the needs of the community over-
shadowed such misunderstandings and frustrations.

Facilitating factors

The many facilitating factors more than balanced the barriers
to effective collaboration and communication. The close per-
sonal relationships between the core collaborators included
sharing many dinners both at home and in restaurants, par-
ticipation in family events such as weddings, religious festi-
vals, and temple visits, and meeting and spending time with
families and relaxed time together. When RISHTA, West
members travel to RISHTA, East there is a flurry of dinner
invitations, concern about welfare and assistance with any
medical needs. When work became overwhelming, a day off
was planned collaboratively. In turn, when RISHTA, East
staff visit they are put up in the home of the PI and have
joined family events, observed religious rituals, are taken
to see the sights of the northeast US, and have traded their
Indian cooking skills for the ethnic cooking of their US coun-
terparts.

US faculty and staff generally stay on the campus at the
IIPS Guest House or in hotels in close proximity to IIPS and
the study communities. These locations are not “five star”
but are comfortable and have the advantage of creating a
modest and more locally appropriate residential location for
US colleagues than the more extravagant hotels in Central
Mumbai.

The US-based principal investigator, co-PI and project
coordinator have been alternatively on-site in RISHTA, East
for approximately six months in each year of the grant. This
regular presence has had a number of advantages in terms of
transdisciplinary work. First, the constant feedback in the in-
teraction between the field and the project, unplanned events,
and community response requires rapid re-conceptualization
and planning. US staff presence means greater understanding
of needs and demands, representation in the planning pro-
cess and participation in problem solving. Second, the visits
provide the opportunity for US staff to expand their under-
standing of the language, culture and lives of the residents
in the study communities. To facilitate this learning process,
US staff make it a point to spend time in the communities,
participating in group discussions, street dramas, individual
interviews, community events and other project activities.
Although no one on the US-side speaks Hindi, members of
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the RISHTA staff provide effective translation and facilitate
communication with residents. This regular field and site in-
volvement increases communication among disciplines and
international components and allows the project to build in-
ductively through on-going feedback from the communities.
Furthermore, the frequency of visits facilitates the devel-
opment of collegial and personal relationships that form the
basis for the ongoing transdisciplinary and international part-
nerships.

Electronic transmission has played a significant role in fa-
cilitating analysis and interpretation of data. Once qualitative
and quantitative data are transcribed, translated, entered and
de-identified on the India-side, they are sent to the US. This
rapid transmittal has meant that preliminary analyses could
be conducted on an ongoing basis, feedback could be pro-
vided quickly to data gatherers and the efficacy of interview
guides, pilot instruments and other field operations could be
assessed by RISHTA, East and West. Thus, despite its lim-
itations, electronic communication provides a mechanism
for supplementing the face-to-face interactions afforded by
periodic visits to project sites.

In addition to the facilitating factors related to mecha-
nisms of communication, there are a number of other fac-
tors that transcend modes of communication. These include
shared values related to project goals, long-term professional
relationships and collaborative experiences, the multi-year
nature of the project, the openness of individual team mem-
bers to learn from others, and shared commitment to mutual
benefit. Each of the US and Mumbai-based sectors and dis-
cipline representatives are strongly committed to the project
goals and to the welfare of the residents of the study commu-
nities. Consequently, even when disagreements across dis-
ciplinary or national boundaries arise, the focus on project
goals and the local community is maintained. This commit-
ment has been paramount in ensuring successful integration
of perspectives across disciplines and cultural and structural
boundaries.

The success of transdisciplinary collaboration within the
RISHTA project is dependent in large part on the long-term
nature of the relationships among team members. These re-
lationships have included the long-term collaboration of the
anthropologist and psychologist from the U.S., university to
community partnerships in India, psychologist and demog-
rapher collaborations at IIPS, and psychologist and medical
doctor and medical doctor and community relationships in
India. Thus, team members possessed the necessary personal
and interpersonal characteristics and skills to work effec-
tively together. Furthermore, the majority of team members
have a demonstrated commitment to working with and learn-
ing from others. These experiences and characteristics of
individual team members contributed to open and respect-
ful communication about conceptual, methodological and
action components of the project. The RISHTA team’s com-

munication was characterized by “listening to all the voices”
irrespective of discipline or status.

The open dialogue that characterized the face-to-face
and electronic communications among team members was
viewed as a recursive process in which issues could be re-
visited at the request of any team members. Consequently,
team members frequently requested discussion of concep-
tual, methodological, or logistic aspects of the project as
they identified information from the field or the professional
community or as they developed new insights. The recur-
sive process was reflected also in the procedures for data
collection and project monitoring. RISHTA East and West
team members engaged in ongoing communication about
data collected in the field or issues that arose with regard to
project implementation. Project procedures were established
to facilitate communication, for example, through regular
meetings of project staff members with community-based
doctors and educators, regular staff meetings for data dis-
semination and decision making, and periodic visits of US
team members to the project site in Mumbai. Consistent with
the commitment to community participants, team members
gave priority to community feedback from doctors, com-
munity educators, project participants and other community
members.

The long-term nature of the project is also a critical factor
in facilitating transdisciplinary collaboration. Sufficient time
is needed to develop relationships, learn from each other,
accommodate to different work styles and personalities,
and integrate disciplinary perspectives and methodologies
effectively. An indication of the multi-year opportunity
provided by the NIH grant is reflected in the adoption
of shared perspectives that demonstrate a synergistic
integration across disciplines, cultures, and individuals.
Such perspectives are reflected not only in the project
products but also in the individual thinking of team mem-
bers. For example, the anthropologists and psychologists
developed an integrated anthropological-psychological-
medical-epidemiological perspective that influences not
only their thinking about the project but their view of the
world.

Such integration of views has been evident among team
members who explicitly acknowledge their changed perspec-
tives. For example, in the development of the NIM, debates
centered on the relative predominance of psychological, cul-
tural or medical approaches; that is, should the approach be
primarily medical with some attention to psychological and
cultural considerations, or should the approach be driven pri-
marily by psychological theory with integration of medical
and cultural perspectives. The debates over the predomi-
nance of disciplinary approaches resulted in the integrated
model in which medical, cultural and psychological factors
are considered of equal importance. Reaching agreement on a
transdiciplinary model required that each of the disciplinary
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representatives change their thinking to include a broader
and newly defined perspective.

Finally, the potential for professional benefits to all team
members is critical. For example, joint presentations at pro-
fessional meetings in the US, India and internationally have
taken place among all the represented disciplines and col-
laborative writing for publication is required. The develop-
ment of these products provides opportunities for individual
team members to take leadership in dissemination (e.g., each
member has an opportunity to serve as primary presenter or
lead author). Such products benefit not only the respective
disciplinary audiences, but also the individual team mem-
bers. In addition, dissemination of findings to the commu-
nity participants is viewed as a key outcome and is consistent
with the project team’s commitment to the community.

In the final years of the grant, RISHTA has begun to fo-
cus on the issue of sustainability and replicability of various
components. Several steps have been taken by the transdis-
ciplinary team. They have included: (1) developing a trans-
disciplinary proposal focused on reducing the risk of trans-
mission for married women in the three study communities;
(2) recruiting other NGOs and community-based organiza-
tions to maintain and expand community education focused
on sexual risk; (3) seeking support from Mumbai municipal
authorities to provide funding for the male health clinic and
the training and support of the non-allopathic providers; (4)
presenting the results of the RISHTA project to Indian na-
tional conferences and policymakers for replication in other
locations; and (5) presentation and discussion with interna-
tional researchers and policymakers to replicate the RISHTA
model in other countries. Each of these steps is being pur-
sued by representatives of all the disciplines and institutions,
resulting in new transdisciplinary challenges in conceptual-
ization and action.

As these examples of facilitating factors suggest, effec-
tive collaboration depends on mutual commitment to project
goals, interpersonal relationships, and continual communi-
cation and negotiation to insure the involvement of all par-
ticipants and the addressing of conflicts in perspectives and
needs. Perhaps most importantly, the benefits of such collab-
orative research extend beyond the contributions to knowl-
edge and practice to include benefits to individual members
of the community and the research team. The opportunities
for personal and professional growth along with contribu-
tions to the local and scientific community are key factors in
fostering commitment to the participatory process.

Discussion: Implications for transdisciplinary
partnerships

Transdisciplinary research requires considerable effort in de-
veloping professional and personal relationships that lead to

effective collaboration. At the first level is the relationship
among disciplines as disciplinary theories and perspectives
compete for a role in the development of conceptual mod-
els driving both research and intervention. Although disci-
plinary competition, sharing, and negotiation can go on ad
infinitum, it is the community-based component that keeps
the disciplinary representatives honest and focused, and ex-
poses alternative theoretical models to the empirical reality of
community life. Thus community-based research may hold
the key that opens the passageway between disciplines in that
it continually calls for the best ideas and methods (not those
presented most forcibly, or by a particular discipline, or by a
senior person) to encompass the realities and complexities of
local communities, rather than abstraction of large national
and global populations. We posit that the emphasis on ad-
dressing key social issues and application in a local setting
is an essential element of transdisciplinary research.

A central feature of the collaboration that characterizes the
RISHTA project was the opportunity for Schensul to work
closely with Verma on the analysis of the preliminary data
that led to this project. The principle here is that relationships
must begin early and prior to the point where a project has
been conceived or developed for funding. This early start
provides the opportunity to develop rapport, to meet mutual
agendas, to share methods and perspectives, and to collab-
orate on next steps. As a result, new and expanded projects
can be built on solid relationships that have developed over
time.

Transdisciplinary projects involve significant time to
share theory and methods, to develop participatory rather
than hierarchical structures, to develop personal relation-
ships, to jointly analyze data, and to jointly develop the prod-
ucts of research, intervention and evaluation. An element of
this extended time involves sharing of skills and knowledge
to achieve effective participation. Time also needs to be al-
located to interpersonal dynamics that, if ignored, can serve
to inhibit the achievement of the objectives of the project.

The initial selection of collaborating disciplines may be
a result of both happenstance and a priori decisions, but
the team should not be considered set because the research
may call at any time for new skills and knowledge to ad-
dress emerging issues. In the RISHTA project, much more
time, effort and money was spent on the STD testing pro-
cess than anticipated, with special emphasis on the specific
procedures used for STD testing. Although we had two ex-
cellent STD epidemiologists as consultants, in retrospect,
we needed more consistent input in selection of the tests,
assessment of interim results, and analysis of final data. In
addition, it was necessary to significantly increase our clin-
ical focus both in relationship to the male health clinic and
to the traditional providers. As a result, we made significant
efforts, after the initiation of the project, to involve the physi-
cians at TN Medical College and bring in non-allopathic
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expertise to strengthen our training and consultation to
providers. Additionally, our relationships with CORO were
developed when community outreach and education needed
enhancement. The principle here is that new community
challenges may require mid-stream additions to the disci-
plinary mix, in terms of all aspects of the project including
basic research, intervention design and evaluation.

The issue of selection of discipline representatives in a
transdisciplinary effort must be considered in the light of
variations within each discipline. For example, there are
anthropologists that consider it inappropriate to transform
human behavior into numbers and anthropologists who are
committed exclusively to mathematical quantification, an-
thropologists who are post-modernists and those who stand
by ecological theory. It is best to avoid assumptions and
stereotypes about particular disciplines and assess individu-
als for their ability to contribute to the collaborative process.
Perhaps what most contributed to the success of this trans-
disciplinary collaboration was that the professionals from
the respective disciplines had personal histories of working
across disciplines and tended to function on the margins of
their own disciplines.

While it may seem trite, interdisciplinary research re-
quires that the people working together from different dis-
ciplines like and respect one another. This process can be
facilitated by spending work and non-work time together,
going to the field together, presenting together, and com-
ing to know each other in the context of families, events,
and rituals. Professional and personal tensions are inevitable
and perhaps made more difficult by disciplinary and cul-
tural differences; close personal relationships can be par-
ticularly advantageous in addressing these problems. Gen-
uine transdisciplinary collaboration is an evolving process
requiring attention, re-adjustment, continuing negotiation;
personal commitment, and stability—just like a marriage. It
must survive in the face of international, societal, institu-
tional, and individual forces, which may not favor and even
seek to undermine such relationships. And just like a good
marriage, collaborative transdisciplinary work can greatly
add to the quality of professional and personal life.
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