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Abstract 

Sexual health and behavior among HIV-positive men who have sex with men 
(MSM) have attracted attention in Japan and elsewhere. It has been reported 
that perceptions about sex are one factor leading to a reduction in 
HIV-preventive behaviors. This study investigated types of perceptions, 
termed self-talk, which allow HIV-positive Japanese MSM to permit them-
selves to participate in unprotected anal intercourse (UAI). A package of in-
ternet surveys for MSM including 20 items assessing self-talk on UAI and 
condom usage in anal intercourse was administered in 2014. Data from 479 
HIV-positive Japanese MSM were analyzed. Exploratory factor analysis was 
conducted to reveal the factor structure of the self-talk. In addition, using the 
Kruskal-Wallis test, we examined the relationship between the types of 
self-talk and the tendency to have UAI. Factor analysis of 20 items assessing 
self-talk on UAI produced four dimensions: “Diversion/Desire for Stimula-
tion,” “Optimism/Defiant Attitude,” “Denial of Concern of Transmitting,” 
and “Concern about Relationships.” The score of the subscale “Diver-
sion/Desire for Stimulation” was significantly higher than the other three 
subscales. It was shown that there was a tendency for the self-talk assessed 
to be associated with the UAI frequency. The types of perceptions permit-
ting UAI and the psychological stress of being an HIV-positive MSM in Ja-
pan were discussed. This study was the first to reveal the factorial structure 
of perceptions in reducing HIV-preventive behaviors among HIV-positive 
MSM in Japan. We found positive associations between certain types of 
self-talk and risky sexual behaviors. We provided recommendations for 
psychosocial support and HIV risk-reduction intervention for HIV-positive 
MSM. 
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1. Introduction 

According to statistics gathered in Japan over the past 30 years, sexual behavior 
among men who have sex with men (MSM) is a common infection vector for 
HIV in all age groups of Japanese males. In 2014, 72.3% of new infections of 
HIV reported were caused by male sexual contact [1]. There is currently no 
downward trend in the number of people in Japan living with HIV and AIDS 
patients. Prevention efforts have not achieved the desired effect. As there are few 
cases of HIV infection in Japan due to intravenous and vertical transmission, 
high-risk sexual behaviors among MSM are the most common cause of infec-
tion. 

In Europe and the United States, the probability of co-infection between HIV 
and other sexually transmitted diseases (STDs) such as syphilis is very high [2]. 
In Japan, the same tendency is evident [3] [4] [5]. In addition, previous research 
shows that the treatment of drug-resistant HIV re-infection caused by sexual in-
tercourse is very difficult [6] [7]. According to a review of research post-2000, 
the incidence of unprotected anal intercourse (UAI) among HIV-positive MSM 
was greater than that among uninfected MSM (or who do not know whether 
they are infected). Thus, it is necessary to raise awareness of safe sex among 
MSM [8]. With the development of antiretroviral therapy (ART), the strategy of 
HIV Treatment as Prevention is being advocated and is attracting a great deal of 
attention [9] [10]. Moreover, the support for sexual health among HIV-positive 
MSM remains very important. 

This study focuses on the sexual behaviors of HIV-positive MSM in Japan, 
discussing factors affecting safe sex. Whereas there are many risky sexual beha-
viors, this study focuses on UAI, which easily transmits STDs, as the object of 
discussion. One approach for the promotion of safe sex among MSM is based on 
cognitive behavioral theory. Cognitive behavioral theory refers to the idea that 
individual’s behaviors and emotions are influenced by cognitive aspects. In the 
field of physical and mental health, cognitive behavioral theory is often used to 
promote individual behavior modifications [11] [12]. According to previous 
studies, even when male homosexuals know of the risk of infection, many still do 
not use condoms for anal sex. They may think self-justifying thoughts to allow 
them to take such an unnecessary risk [13]. For example, if we take a man in-
fected with HIV, who clearly knows the necessity of condom use, such a man, 
when he has sex with men, may tend to think like this: “I take the antiviral med-
icine, so having sex without condoms does not matter.” We may imagine that 
eventually he will have unsafe sex. In cognitive behavioral theory, specific thoughts 
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that always appear in some given situation are called self-talk (ST) [14]. ST re-
flects automatic thoughts that cross one’s mind unintentionally in various situa-
tions and has influence over the behaviors. Therefore, there are compelling rea-
sons to study ST about sex with respect to supporting sexual health. 

In this study, to promote the sexual health of MSM living with HIV in Japan, 
we investigated the contents of their ST in the experience of UAI, and analyzed 
the relationship between the given ST and the use of condoms for anal sex.  

2. Method 

2.1. Creating an Inventory of ST 

Matsutaka and colleagues created an inventory of ST (30 items) related to having 
sex for MSM not infected with HIV (or who did not know whether they are in-
fected) [15]. Based on this inventory, two clinical psychologists, experienced 
HIV counselors as well as researchers in HIV counseling, produced a draft list 
(25 items) according to the assessed ST of HIV-positive MSM. We then con-
sulted the opinions of three experienced HIV counselors and six HIV-positive 
MSM to ensure the draft was reasonable, and modified it according to their sug-
gestions. Eventually, we had a list of 20 items, called the Self-talk inventory of 
UAI experience for HIV-positive MSM (P-UAIST) (Appendix). 

2.2. Participants and Procedure 

We added P-UAIST to “REACH Online 2014,” a package of internet surveys for 
MSM. This package of internet surveys included several self-report question-
naires to be filled out anonymously published on a website. The website was 
protected by Secure Socket Layer (SSL) encryption.  

We advertised the survey through banner advertisements on websites for gay 
men and in applications for smart phones. Information on the surveys was also 
published on social networking services such as Mixi and Twitter. Potential par-
ticipants were directed to a website to learn more about the survey. In the first 
section of the site, we presented informed consent information introducing the 
aims and methods of the study in detail, in order to ensure consent was ob-
tained. If participants understood the purposes of the study and agreed to the 
terms of participation, they clicked an “Agree” button, and they then accessed 
the questionnaires. 

In order to ease access to the users of a variety of information technology 
tools, the answer system for the questionnaires was constructed so as to be used 
by personal computers, smart phones, tablet computers, and mobile phones. 
Data were collected between August 28 and December 15, 2014. The study pro-
tocol was approved by the Ethics Committee of Takarazuka University School of 
Nursing. 

Exclusion criteria for participation were the following: 1) unique character 
string assigned to browser cookie matched a previous one (the answers may be 
from the same computer terminal); 2) participant selected a nonbiological male 
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gender; 3) participant reported an overseas residence; 4) the content of an an-
swer was obviously wrong, for example if the age chosen has more than 3 digits; 
and 5) participant did not react to specific word tracers. 

Demographic data included age, residence, educational background, annual 
income, and sexual orientation. Participants were also asked about their history 
of sexually transmitted diseases, HIV treatment, sexual behavior, medications, 
and mental health. These issues are also included in “REACH Online 2014.” 
However, in this paper, we discussed only issues related to P-UAIST. There were 
20,821 valid responses to “REACH Online 2014.” In this study, we chose partic-
ipants who had a history of HIV infection and also had UAI within the past 6 
months, as target data for analysis. In total data from 497 participants who com-
pleted the P-UAIST were used. We did not calculate sample size before sam-
pling. 

Participants were told to recall their experience of UAI while responding to 
the P-UAIST. Each item in P-UAIST was rated on a 5-point Likert scale ranging 
from 1 (not at all) to 5 (extremely). 

2.3. Data Analysis 

Statistical analysis was conducted using SPSS v.23. First, descriptive statistics 
were examined for the demographic data and all items of P-UAIST. Second, ex-
ploratory factor analysis was conducted to reveal the factor structure of 
P-UAIST. Finally, using the Kruskal-Wallis test, we examined whether there 
were significant differences among frequency of condom use for those who had 
anal sex in the past 6 months (options included “very often,” “almost half of the 
time,” “rarely,” and “never”). 

3. Results 

3.1. Demographic Data 

Demographic characteristics (N = 497) are presented in Table 1. Almost all res-
pondents were homosexual or bisexual. Most were 30 to 40 years old. With re-
gard to frequency of condom use among those who had anal sex in the past 6 
months, 61.4% of respondents answered “rarely” and “never.” 

3.2. Answer Tendencies and Factor Structure of P-UAIST 

The answer tendencies of P-UAIST are presented in Table 2. The percentage of 
“somewhat” and “extremely” was high for the following items: “item 11: I want 
to enjoy having sex without thinking” (65.4%), “item 7: I want strong stimula-
tion, and barebacking is more stimulating” (61.0%), and “item 8: I can’t feel 
much pleasure unless I have sex bareback” (57.3%). 

In order to examine the factor structure, we conducted an exploratory factor 
analysis using principal factor analysis and applying an oblique rotation (Pro-
max) on the items of P-UAIST, extracting four factors according to the eigenva-
lue and the rationality of the content. This result is shown in Table 3. The first  
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Table 1. Demographic data (N = 497). 

 n (%) 

[Age (Average age 36.7, SD = 7.3)]  

10 - 19 
20 - 29 
30 - 39 
40 - 49 

50- 

2 (0.4) 
94 (18.9) 
230 (46.3) 
146 (29.4) 
25 (5.0) 

[Sexual orientation]  

Homosexual 
bisexual 

heterosexual 
I do not know 

I cannot decide 
No answer 

[Frequency of use of condoms when having anal sex  
(in the past 6 months)] 

Always 
Sometimes 

Rarely 
Never 

[Sex partner male (in the past 6 months)a] 
A lover or other specific partner Yes 

No 
Friends or other sexual partners Yes 

No 
One night stand Yes 

No 

459 (92.4) 
32 (6.4) 
1 (0.2) 
1 (0.2) 
3 (0.6) 
1 (0.2) 

 
 

71 (14.3) 
121 (24.3) 
156 (31.4) 
149 (30.0) 

 
159 (32.1) 
336 (67.9) 
334 (67.5) 
161 (32.5) 
409 (82.6) 
86 (17.4) 

[Hospital attendance situation (HIV treatment)]  

Do an outpatient visit 
Used to do an outpatient visit 
Stopped going to the hospital 

[Medication (anti HIV drugs)] 
Taking medicine 

Used to take medicine 
Not taking medicine 
[Recent viral load] 
Below threshold 

Above threshold to below 100,000 
Above 100,000 

Unchecked 

467 (94.0) 
15 (3.0) 
15 (3.0) 

 
425 (85.5) 

7 (1.4) 
65 (13.1) 

 
356 (71.6) 
80 (16.1) 
35 (7.0) 
22 (4.4) 

No answer 4 (0.8) 

Note: aExcluded two non-responses. 

 
Table 2. Illustration of modal choices for items of P-UAIST. 

(N= 497) 

 
1. 

not at all 
2. 

not realy 
3. 

undecided 
4. 

somewhat 
5. 

extremely 

Items n (%) n (%) n (%) n (%) n (%) 

1. The number of viruses is very small, they should not be  
transmitted to others. 

127 (25.6) 57 (11.5) 124 (24.9) 143 (28.8) 46 (9.3) 
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Continued 

2. If the partner wants to have unsafe sex, it would be his  
responsibility if it got transmitted. 

49 (9.9) 48 (9.7) 158 (31.8) 146 (29.4) 96 (19.3) 

3. The partner might have been infected with HIV, but using 
condoms is unnecessary. 

129 (26.0) 57 (11.5) 152 (30.6) 107 (21.5) 52 (10.5) 

4. I am BOTTOMa, and the chance that my partner will be  
infected is very small. 

189 (38.0) 74 (14.9) 133 (26.8) 85 (17.1) 16 (3.2) 

5. This man probably makes love with many people bareback, so 
he will not know who he is infected by. 

97 (19.5) 60 (12.1) 155 (31.2) 115 (23.1) 70 (14.1) 

6. Even if the partner was infected, he could still live normally by 
undergoing treatment. It would not be a big deal. 

164 (33.0) 74 (14.9) 169 (34.0) 59 (11.9) 31 (6.2) 

7. I want strong stimulation, and barebacking is more stimulating. 79 (15.9) 28 (5.6) 87 (17.5) 134 (27.0) 169 (34.0) 

8. I can’t feel much pleasure unless I have sex bereback. 75 (15.1) 47 (9.5) 90 (18.1) 119 (23.9) 166 (33.4) 

9. Just for today, barebacking is not a big deal. 116 (23.3) 51 (10.3) 141 (28.4) 112 (22.5) 77 (15.5) 

10. It could make us feel happier to have sex bareback. 172 (34.6) 43 (8.7) 141 (28.4) 70 (14.1) 71 (14.3) 

11. I want to enjoy having sex without thinking. 62 (12.5) 33 (6.6) 77 (15.5) 150 (30.2) 175 (35.2) 

12. May be it was strange to use condoms now because we have 
not used them for a while. 

120 (24.1) 41 (8.2) 128 (25.8) 121 (24.3) 87 (17.5) 

13. If we never do internal cumshot, having sex bareback is not a 
problem. 

191 (38.4) 63 (12.7) 126 (25.4) 76 (15.3) 41 (8.2) 

14. If I could have sex with this guy, I would not care about using 
condoms. 

107 (21.5) 49 (9.9) 105 (21.1) 107 (21.5) 129 (26.0) 

15. I may be alienated from my partner if I refused to have sex 
bareback. 

165 (33.2) 72 (14.5) 127 (25.6) 82 (16.5) 51 (10.3) 

16. If I propose that we use condoms, people would suspect that I 
am carrying HIV. 

183 (36.8) 64 (12.9) 118 (23.7) 75 (15.1) 57 (11.5) 

17. Anyway, I have been infected with HIV, I do not care about 
being co infected by other sexually transmitted diseases. 

252 (50.7) 70 (14.1) 91 (18.3) 45 (9.1) 39 (7.8) 

18. I am taking the antiviral medicine, so I will not be re-infected 
with HIV. 

255 (51.3) 79 (15.9) 99 (19.9) 37 (7.4) 27 (5.4) 

19. This guy does not look like he is carrying HIV, so it is  
unnecessary to use condoms. 

223 (44.9) 70 (14.1) 120 (24.1) 55 (11.1) 29 (5.8) 

20. I am TOPb, so even if I do not use condoms, the chance to be 
HIV or STD infected will still be very small. 

309 (62.2) 61 (12.3) 85 (17.1) 29 (5.8) 13 (2.6) 

Note: aTOP means the one who puts his penis in another man’s anal. bBOTTOM means the one who prefers to the recipient when having sex. 

 
Table 3. Results of factor analysis (principal factor analysis, Promax).  

  
1) 2) 3) 4) Communality 

[The first factor: Diversion/Desire for Stimulation (α = 0.87)] 

7 
I want strong stimulation, and barebacking is more 
stimulating. 

0.94 −0.03 0.00 −0.13 0.75 

8 
I can’t feel much pleasure unless I have sex  
bereback. 

0.87 0.08 −0.09 −0.19 0.62 

11 I want to enjoy having sex without thinking. 0.75 −0.12 0.13 −0.03 0.57 

10 It could make us feel happier to have sex bareback. 0.61 0.01 0.00 0.21 0.55 
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Continued 

14 
If I could have sex with this guy, I would not care 
about using condoms. 

0.50 −0.04 0.07 0.26 0.48 

9 Just for today, barebacking is not a big deal. 0.44 0.21 0.00 0.14 0.46 

[The second factor: Optimism/Defiant Attitude (α = 0.79)] 

18 
I am taking the antiviral medicine, so I will not be 
re-infected with HIV. 

−0.03 0.76 0.09 −0.15 0.48 

20 
I am TOP, so even if I do not use condoms, the 
chance to be HIV or STD infected will still be very 
small. 

−0.08 0.65 −0.06 0.10 0.42 

19 
This guy does not look like he is carrying HIV, so it 
is unnecessary to use condoms. 

0.04 0.64 −0.14 0.22 0.60 

13 
If we never do internal cumshot, having sex  
bareback is not a problem. 

0.07 0.62 −0.10 0.04 0.41 

4 
I am BOTTOM, and the chance that my partner 
will be infected is very small. 

−0.07 0.49 0.12 −0.01 0.27 

1 
The number of viruses is very small, they should 
not be transmitted to others. 

0.01 0.47 0.03 −0.10 0.19 

17 
Anyway, I have been infected with HIV, I do not 
care about being co infected by other sexually 
transmitted diseases. 

0.07 0.37 0.13 0.04 0.28 

[The third factor: Denial of Concern of Transmitting (α = 0.79)] 

5 
This man probably makes love with many people 
bareback, so he will not know who he is infected by. 

−0.08 −0.09 0.87 0.10 0.67 

3 
The partner might have been infected with HIV, so 
using condoms is unnecessary. 

0.06 0.10 0.72 −0.11 0.59 

2 
If the partner wants to have unsafe sex, it would be 
his responsibility if it got transmitted. 

0.12 −0.06 0.53 −0.07 0.31 

6 
Even if the partner was infected, he could still live 
normally by undergoing treatment. It would not be 
a big deal. 

0.00 0.28 0.51 0.03 0.51 

[The fourth factor: Concern about Relationships (α = 0.72)] 

15 
I may be alienated from my partner if I refused to 
have sex bareback. 

−0.08 −0.03 −0.01 0.80 0.56 

16 
If I propose that we use condoms, people would 
suspect that I am carrying HIV. 

−0.07 0.02 −0.03 0.79 0.57 

12 
Maybe it was strange to use condoms now because 
we have not used them for a while. 

0.20 0.04 0.15 0.39 0.41 

 
Inter-factor correlations 1) - 0.57 0.61 0.50 

 

 
2) - - 0.53 0.69 

 

 
3) - - - 0.40 

 
 
factor was “Diversion/Desire for Stimulation,” which included six items, such as 
“I want to enjoy having sex without thinking.” The second factor was “Optim-
ism/Defiant Attitude,” which included seven items such as “I am taking the anti-
viral medicine, so I will not be re-infected with HIV.” The third factor was 
“Denial of Concern of Transmitting,” which included four items, such as “This 

https://doi.org/10.4236/health.2018.1012130


Y. Matsutaka et al. 
 

 

DOI: 10.4236/health.2018.1012130 1726 Health 

 

man probably makes love with many people bareback, so he will not know who 
he is infected by.” The fourth factor was “Concern about Relationships,” which 
included three items such as “I may be alienated from my partner if I refused to 
have sex bareback.” All factors showed adequate internal consistency (α = 0.72 - 
0.87). 

The mean level of each factor was provided as the subscale score. The mean 
level of “Diversion/Desire for Stimulation” was 3.27 (SD = 1.10), the mean level 
of “Optimism/Defiant Attitude” was 2.23 (SD = 0.84), the mean level of “Denial 
of Concern of Transmitting” was 2.90 (SD = 0.99), and the mean level of “Con-
cern about Relationships” was 2.70 (SD = 1.12). One-way ANOVA (repeated 
measures) yielded significant differences among these subscale scores (F (2.74, 
1361.01) = 176.18, p < 0.01), and post hoc comparisons revealed that there were 
significant differences between all subscale scores (p < 0.01). Pearson prod-
uct-moment correlation coefficients are shown in Table 4. 

3.3. Relationship between the Types of ST and the Tendency to  
Have UAI 

To examine the relationship between the types of ST and the tendency to have 
UAI, a Kruskal-Wallis test was conducted, with the frequency of condom use in 
anal sex within the past 6 months and the subscales of P-UAIST. Nonparametric 
procedures were used, because the variances for each group were not even. The 
analysis revealed a significant difference in all subscales of P-UAIST among fre-
quency of condom use (Table 5). Multiple comparison tests were conducted.  

The scores in “Diversion/Desire for Stimulation” of those who chose for con-
dom use the responses “almost half of the time” (p < 0.01), “rarely” (p < 0.001), 
and “never” (p < 0.001) were significantly higher than those who chose “very of-
ten.” The scores of those who chose “rarely” (p < 0.01) and “never” (p < 0.001) 
were significantly higher than the scores of those who chose “almost half of the 
time.” In the “Optimism/Defiant Attitude” subscale, the scores of those who 
chose “rarely” (p < 0.01), and “never” (p < 0.01) were significantly higher than 
the scores of those who chose “very often.” For “Denial of Concern of Transmit-
ting,” the score of those who chose “rarely” (p < 0.01) and “never” (p < 0.01) 
were significantly higher than the scores of those who chose “very often.” The 
scores of those who chose “rarely” were significantly higher than the scores of 
those who chose “almost half of the time” (p < 0.05). In the “Concern about  
 
Table 4. Correlation coefficients of P-UAIST. 

 
1 2 3 4 

1. Diversion/Desire for Stimulation - 0.53*** 0.57*** 0.48*** 

2. Optimism/Defiant Attitude - - 0.49*** 0.57*** 

3. Denial of Concern to Transmitting - - - 0.38*** 

4. Concern about Relationships - - - - 

***p < 0.001. 
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Table 5. Condom usage and subscales of P-UAIST. 

 
Mean rank χ2 

Diversion/Desire for Stimulation 
  

 
Very often 138.97 

74.39***  
Almost half of the time 213.03 

 
Rarely 279.54 

 
Never 298.67 

Optimism/Defiant Attitude 
  

 
Very often 196.01 

12.76**  
Almost half of the time 244.7 

 
Rarely 264.29 

 
Never 261.74 

Denial of Concern of Transmitting 
  

 
Very often 193.61 

20.69***  
Almost half of the time 226.74 

 
Rarely 272.69 

 
Never 268.67 

Concern about Relationships 
  

 
Very often 203.4 

8.51*  
Almost half of the time 254.02 

 
Rarely 258.38 

 
Never 256.83 

***p < 0.001, **p < 0.01, *p < 0.05. 

 
Relationships” subscale, the scores of those who chose “rarely” were significantly 
higher than the scores of those who chose “very often” (p < 0.05). 

4. Discussion 

In this study, we investigated types of ST that MSM use to permit a risky sexual 
behavior (UAI) to themselves, and the relationship between the types of ST and 
tendency for UAI among HIV-positive MSM in Japan. 

We consider that these results stem from samples that are comparatively high 
risk for transmission of HIV and other STDs, because the targets of analysis are 
limited to men who had UAI with other men, and 61.4% of them responded 
“never” or “rarely” to whether they used a condom when they had anal inter-
course in the previous six months.  

Exploratory factor analysis of the P-UAIST reveals four factors: “Diver-
sion/Desire for Stimulation,” “Optimism/Defiant Attitude,” “Denial of Concern 
of Transmitting,” and “Concern about Relationships.” These factors correlate 
each other. Kruskal-Wallis test reveals a significant difference in all subscales of 
P-UAIST among frequency of condom use. Thus, we can state that the tendency 
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of occurrence of these types of ST is associated with the rate of UAI.  
The score for the subscale “Diversion/Desire for Stimulation” is significantly 

higher than the other three subscales, and is strongly associated with the fre-
quency of UAI. These results demonstrate that this type of ST plays an impor-
tant role in UAI among HIV-positive MSM in Japan. As previous studies have 
suggested that many MSM or gay/bisexual men have experienced psychological 
stress and mental-health problems because of stigma with regard to their sexual-
ity [16] [17] [18], this type of ST implies that the desire to be free from psycho-
logical stress forms the background to unprotected sex. HIV-positive MSM face 
multiple forms of stigma and discrimination due to both their sexual identity 
and their HIV status; that is, they suffer from dual stigma [19]. Therefore, policy 
makers should consider the specific needs of this population when designing 
HIV prevention, care, and treatment services. 

Among HIV-positive MSM, one motivation for substance use is to increase 
sexual pleasure [20]. Substance use is associated with risky sexual behaviors in-
cluding UAI [21]. A previous study suggested that Japanese MSM with depres-
sive symptoms may use substances to cope, and it also showed that being diag-
nosed as HIV-positive is a risk factor for lifetime multiple substance use, while 
UAI is associated with both lifetime single and lifetime multiple substance use 
[22]. Sexual health support programs for MSM should focus on both reducing 
substance use and on reducing psychological stress.  

The nature of the types of ST “Optimism/Defiant Attitude” and “Denial of 
Concern of Transmitting” is involved with the underestimation or denial of the 
possibility of transmitting HIV to the sexual partner or becoming infected with 
other STDs, including drug resistant HIV. Improvements in HIV/AIDS treat-
ment and its accessibility have brought great benefits to people living with HIV. 
On the other hand, this situation has resulted in an optimistic view of transmis-
sion risk among MSM. Some previous studies suggested that such an optimistic 
view was a factor in sexual risk behaviors in MSM [23] [24]. We consider that 
these two types of ST reflect the optimistic view. In addition, according to the 
type of ST “Denial of Concern of Transmitting,” HIV-positive MSM often care 
about their responsibility to perform HIV-prevention behaviors, but the issue 
may become clouded in their mind, and then they may have UAI. In particular, 
it is likely that the thought of responsibility tends to fade easily in an anonymous 
or one-night sex venue. It is notable that more than half (61.4%) of analysis tar-
gets had one-night stands with men. Although the motivation to protect oneself 
from infection by a drug-resistant strain of HIV or by other STDs may be a solu-
tion for optimism or denial of responsibilities, self-esteem is necessary to protect 
oneself, and it was suggested that the level of self-esteem of Japanese MSM is low 
[25]. There is a need for a psychosocial approach to encourage or maintain MSM 
self-esteem in sexual health support interventions. 

The type of ST “Concern about Relationships” reflects anxiety about the mood 
of sex partners or concern over being suspected of serostatus by sex partners if 
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UAI is refused. It is suggested that HIV-related stigma was correlated with lone-
liness, and loneliness was negatively associated with condom usage [26]. 
HIV-positive MSM may not refuse UAI because of loneliness, which can be 
brought about by stigma.  

Previous research in Western countries examining the nature of thoughts with 
regard to UAI suggested that HIV-positive MSM focused on themes regarding 
the deferral of responsibility, the assumption that the partner is positive, or that 
sex without a condom fulfills emotional needs [27]. Our results targeting Japa-
nese HIV-positive MSM are generally similar to Western research, apart from 
the aspect of “Concern about Relationships,” which reflects anxiety about the 
mood of the sex partner or being suspected serostatus by the sex partner and 
may be unique among HIV-positive Japanese MSM. 

Taken together, this study strongly suggests that the psychosocial approach, 
including work with psychological stress, self-esteem, and loneliness, as well as 
social or internalized stigma, is warranted to encourage safer sex of MSM.   

Several limitations require consideration concerning this study. First, our re-
sults stem from samples aged mostly from 20 to 50, and reflect few characteris-
tics of other developmental stages, such as those of adolescence or old age. 
Second, as this was an online survey, the participants were limited to only those 
MSM that use the internet, and is also limited to MSM who use those sites where 
the advertisement was placed and to those MSM who are likely to click on ad-
vertisements on such sites. Thus, our findings may not be generalizable to MSM. 
Finally, this study does not examine perceptions about UAI in relation to differ-
ences in serostatus or with regard to the sex venue.   

Future research should examine how to put different types of ST to practical 
use to create effective programs to encourage safer sex for HIV-positive MSM. 
Several studies in other countries have examined strategies to reduce risky sexual 
behaviors for HIV-positive MSM by focusing on perceptions or beliefs about sex 
and transmission risk [28] [29]. In Japan, a study examined personalized cogni-
tive behavioral counseling—an original program for Japanese HIV-negative 
MSM for HIV prevention, focusing on ST, and showed its effectiveness in re-
ducing risky sexual behaviors [30]. However, no research thus far has examined 
programs for HIV prevention focusing on ST for Japanese HIV-positive MSM. 
A good use of our findings for HIV-positive MSM would be to use them to build 
programs to encourage safer sex.  

5. Conclusion 

This study is the first to reveal the factorial structure of perceptions, or ST, in 
reducing HIV-preventive behaviors among HIV-positive MSM in Japan. In ad-
dition, associations between the ST and UAI are discussed. It is strongly sug-
gested that a psychosocial approach, including work centering on psychological 
stress and social or internalized stigma, is warranted to encourage safer sex 
among MSM. 
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Appendix: Items of Self-Talk Inventory of UAI Experience for 
HIV-Positive MSM (P-UAIST) 

1. The number of viruses is very small, they should not be transmitted to others. 

2. If the partner wants to have unsafe sex, it would be his responsibility if it got transmitted. 

3. The partner might have been infected with HIV, but using condoms is unnecessary. 

4. I am BOTTOMa, and the chance that my partner will be infected is very small. 

5 This man probably makes love with many people bareback, so he will not know who he is  
infected by. 

6. Even if the partner was infected, he could still live normally by undergoing treatment. It would 
not be a big deal. 

7. I want strong stimulation, and barebacking is more stimulating. 

8. I can’t feel much pleasure unless I have sex bereback. 

9. Just for today, barebacking is not a big deal. 

10. It could make us feel happier to have sex bareback. 

11. I want to enjoy having sex without thinking. 

12. May be it was strange to use condoms now because we have not used them for a while. 

13. If we never do internal cumshot, having sex bareback is not a problem. 

14. If I could have sex with this guy, I would not care about using condoms. 

15. I may be alienated from my partner if I refused to have sex bareback. 

16. If I propose that we use condoms, people would suspect that I am carrying HIV. 

17. Anyway, I have been infected with HIV, I do not care about being co infected by other sexually 
transmitted diseases. 

18. I am taking the antiviral medicine, so I will not be re-infected with HIV. 

19. This guy does not look like he is carrying HIV, so it is unnecessary to use condoms. 

20. I am TOPb, so even if I do not use condoms, the chance to be HIV or STD infected will still be 
very small. 

Note: aTOP means the one who puts his penis in another man’s anal; bBOTTOM means the one who prefers 
to the recipient when having sex. 
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