1. 2<R"0n

E=RZ A

1. &< 0

<70

27N

1.5 TEESRL

1.BTEESRN

LB TEFESEN

1L.BTEESR

LB TE>ERSE

LHTEFESRN

1L.BTEERSL

1L.BTEEFSREN

1L.HTEESZN

1.HTEFRSRN

2. 905 TEESHN

2.0P5TEESEL

2. 005 TEIERBLRN

2.9PHTREESHN

2. 0PHTEESLL

2. 0PHTEESRN

2.0P5TEESEN

2. 0PHTEESLL

2. 9PHTEESEL

2. 005 TEESEN

0

EELEE

EEEE

3.8B55LB01 RN

3.E55EB0REL

3.E55LBNR

3.E55E£51R BN
3.E55LELAR
3.EB55EE0RRBL
3.EB5LE0RRBY

3.E55LELRHBN

=AY A O

ARG

EyhTn

=L\ T O

fenTn

4.005TEES O

4005 TEES O

4005 TEES O

4.005CEES O

4005 TEES O

4005 CEFES O

4005 TEES O

4.9PHTEFES O

4.005TEES O

4905 TCEFES O

5. L\WoB

WoE

5. LD

55TIEES

5.5 TIEED
5.5 TIdES
saaxs
5.5 TEES
5.5 TIEES
5.5TIEES
5.5CI3ED
5.5 TIHES

55TIEED

95



0o 1.

0 1.

0O 4.

oo ooao

o oo oo

o oo oo

0000 O

[y
[ury

© N b~

s
[

1.
4.

DBHD U

o 2.

S DOE 0 2.

BEERE A O 5.

PAVZS o 2.
BEWH o 5.

BERSYD N-T% (EWFR)
BERS YD Uy RR CRIFR)
WwWInhve, EgiEs - S TERLE

KIFF o 2.
BEHUE 0O 5.

BERSYD N-T% (EYFH)
BZERSYD Uy RR (RIKIR)
WInhzE. JESIEE - S TERLE

KFE o 2.
B

BERS YD TR (@)
BERS Y Uy KR CREER)
WINAE, TR TS TRA LR

0 5.

KR
=R cgAV-1] 0O 5.

BERS YT IN-T% ({EMF)
BERS YD Uy RR (RIFIR)
WInnvE. E5IEE - ERHTERUE

S5EU EH>7E 0o 2.

CoO 1AM, —EERHoE

DA

MARE

' 5-MeO-DIPT (J%5t)

i

AR O 4. LWInsRn

PEIRSE
WnwWIFnNsB[RN

0 3.

TOMDAZFILFBERE O 6.

5-MeO-DIPT (TIXA4) 0 3. MDMA (ZOX%—)

Swva O 6. HAX (T7—-FX%5-)
0O 8. BRERSwD NOF-% (#FRRK)
0O 10. ZhiltohEER - EFSHBHA
O 12. \wensrrn

MDMA (T X453 —)

5-MeO-DIPT (' X>) O 3.

Swvia 0 6. HX (Z7—FRE5-)
O 8. BZERSwYY NXOF-—% (#FRIR)
O 10. EEcER - EHHELHE
0 12. \WIFNHERL

5-MeO-DIPT (T%>f) [ 3. MDMA (TOX&>—)

Swia O 6. HX (Z7—FR5-)
O 8. BERSwI NoF-% (BFER)
0O 10. ZhClER - ESBENHE
O 12. \yIFnsEn

O 3. MDMA (ZOXH>-)
O 6. HX (ZF7—-HRH5-)
O 8. BUEARSwYY NXOF-% (MER)
O 10. PhiCIEE - EZTHEHH
nInsERNn

AV |

12,

a 3.

1~2 @Bz

3~4[@EHpofz

96



E&ét@iﬁAﬁnuvéﬁﬁﬁﬁmf$ﬁéb§??

o1 2

o3 4

O 5 7D X-F-/)—KF— O 6. F&EB

0O 7. ZOMOFM O 8. m#HDHD. HIVEES

O 9. m#EDHD. ZDMAIA 0 10. v bEREMmHORL. HI VRS
0O 11, ==y bEREEHDRL,. ZOMEA O 12. BSORE - L8k E

0 13. %(Dﬁﬂd)ﬁﬁﬁ*d)k

O 3. FEASHIFIZERN O 4. ForeJHHERN

O 1. Mo#EKxeso O 2. 2UElKIED O 3. EEALSEIRERN D4 i'.)?‘ <%ﬁ’f‘](im\

o 1. PBORIBO 0 2 ')‘Lﬁﬂ%’]@b 0 3. (&c‘:h&%ﬂ‘f’](:mb\ 00 4. Fo 7 <SRN

O 1. 7)‘%0%“‘?’]350 O 2. ’)‘b%‘]%’]zﬁ@ D 3 lié:/u&‘%']‘ﬂ EUEL(/\ IZ] 4 %37;<%'H’](173m

01 pROSESED 02 SULHNSED O3 BEACHOEEL O 4. ok <SR

97




+ﬁ?étm3
O 4, FHESTETLRN DB

O 3. BEDTE
BHRN O 6. #HHTBIDEOHRRN

+HTETNS ALY

O 4. FoLTETHLRW

O 1. +3TECNHSD 0 2. »3BETETCNVSD O 3 HEDTETLVEWN

0O 4. F£oELSTETULRN O 5. MEROKEHIR O 6. RT3 DEDHLN

01 +9TECND 0 2. H3BETECNSD O 3. HBEDTETLVRW
O 4. ForLTETLRN O 5. EHDOBENTR O 6. #H#EIBDEDHARN

01 +HTETNS 0 2. H3BETETLSD O 3. HEODTETLVRW
O 4. FoRLTETHRN O 5. HEEDOBEHR

01 +9TETNWD O 2. HIBETECWD O 3. BEODTETLVRW
0O 4. Fo>ELSTETULRN 0O 5. HEROKEBEHZN O 6. #RITB3DEODHRN

O 1. +9TETND 2. H3T|ETETWNS O 3. HEODTETLVEN

O 4., FoESTETLVRN O 5. ERKOBEHIRN O 6. BHITBIDEOHHLGN

0 1. +5TETNS 0 2. H3BETETNG O 3. HEDTETLERN
O 4, FoESTETLVREN O 5. #EROBEHLRN 0O 6. #EHITDIDEDHHRRN

01 +5TETNE 02 H3RETETVS 03 BEODTETOAN
O 4. F-oESTETLREN O 5. HEBEOMBEHRN 0O 6. #B#ITBI3DOEOHH[N

98



HIV®EIS1FUFA [CDVWTOES UICK W, HIV OEEPHR— b #&(CH U TOTERY BN,

BHIELSEZL.

FTTLLOD

O 1. #%HhI3 O 2. BAOLRW

CHRNhHBORESTETNELUE
CRAVERWET >SS — hE, —#(CHE L URHBRICANTHE LT REL,
QUOHI—K (50 0M%) ZHELLELETOT. EFERZFTHEE RS,

99



. HEKRDTIITICET 5 —EX



MERROFITICET S —ER

M
FRAE KA WM E A VA FFKsk BE | XU RS
Hidaka Y, OperariolPrevalence of sexuallPlos One 9(5) [e95675.-|2014
D, TsujiH, Takenakajvictimization and correlates doi:10.1
M, Kimura H, lof forced sex in Japanese men 371/jour
Kamakura M, who have sex with men nal.pone
Ichikawa S .009567
5s
Matsutaka Y, UchinolKnowledge about sexual({International 6(6) |74-83 2014
T, Kihana N, Hidakalorientation among student|Journal of]
Y counselors: a survey in Japan|Psychology . and
Counseling
EREET, | TZOBR ] 2B < PR AD| B AT A XZEFE (16(2) 92-100 (2014
£, REFHEE, RERZ —MSM x40 PCBC({H
B, WL, BRIFBATEIRE OMREF
BPE T RRIBROCHE,
BI R SHE, B SR

101




OPEN a ACCESS Fraely available onling @ PLOS ] ONE
102
Prevalence of Sexual Victimization and Correlates of

Forced Sex in Japanese Men Who Have Sex with Men

Yasuharu Hidaka'*, Don Operario?, Hiroyuki Tsuji, Mie Takenaka®, Hirokazu Kimura®,

Mitsuhiro Kamakura®, Seiichi Ichikawa’

1 Takarazuka University School of Nursing, Osaka city, Osaka, Japan, 2 Brown University School of Public Health, Providence, Rhode Island, United States of America,
3 Japanese Foundation for AIDS Prevention, Osaka city, Osaka, Japan, 4 Kansai AIDS Council, Osaka city, Osaka, Japan, 5Health and Social Welfare Bureau, City of
Yokohama, Yokohama city, Kanagawa, Japan, 6 Keio University Graduate School of Health Management, Fujisawa city, Kanagawa, Japan, 7 Nagoya City University School
of Nursing, Nagoya city, Aichi, Japan

Citation: Hidaka Y, Operario D, Tsuji H, Takenaka M, Kimura H, et al. (2014) Prevalence of Sexual Victimization and Correlates of Forced Sex in Japanese Men Who
Have Sex with Men. PLoS ONE 9(5): €95675. doi:10.1371/journal.pone.0095675

Editor: Rob Stephenson, Rollins School of Public Health, United States of America
Received September 5, 2013; Accepted March 30, 2014; Published May 6, 2014

Copyright: © 2014 Hidaka et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Funding: This research was supported by a Grant-in-Aid for AIDS Research from the Ministry of Health, Labour and Welfare of Japan in 2005. The funders had no
role in study design, data collection and analysis, decision to publish, or preparation of the manuscript.

Competing Interests: The authors have declared that no competing interests exist.

* E-mail: y-hidaka@takara-univ.acjp

Introduction reported in MSM samples in Japan [12,13]. Experience of
homophobic stigma has been shown to be related to psychological
problems and sexual risk behaviors in MSM populations in other
parts of Asia [14-17]. This finding is consistent with minority
stress theory [18], which postulates that exposure to negative social
. . - " or interpersonal events can compromise the psychological well-
national scttings [2-4|. However, additional rescarch has also being of sexual minority individuals and thereby contribute to

showr} that MSM i‘n diverse ggographic re,g,i?ns may also higher prevalence of mental and physical health problems in
experience psychological and social vulnerabilities — such as MSM

discrimination and interpersonal violence — which can contribute
to further health challenges in this population [5-9|. A nascent
literature has examined health outcomes in Japanese MSM. Some
of the documented health challenges among Japanese MSM
include HIV risk [10], drug use [11], and suicidal ideation and
attempted suicide [12]. Studies to date suggest a need for
enhanced understanding into the risk factors for health problems
in Japanese MSM.

Previous research has suggested that adverse behavioral and
psychosocial health indicators in Japancse MSM might be duc, in
part, to exposure to social stressors [13]. For-example, stigma,
homophobic abuse, and victimization are forms of social stress

Globally, there have been an increasing number of studics
examining health and psychosocial risk factors affecting men who
have sex with men (MSM) [1]. Much of this attention has focused
on disproportionate HIV prevalence among MSM across inter-

Sexual victimization is an extreme form of social and
interpersonal stress that MSM may experience, and can contribute
to further psychological and behavioral health risks among those
who have been victimized. Sexual victimization can be defined as
any form of involuntary sexual interaction or contact with another
person, which can occur in childhood as well as in adulthood [19].
Studies have shown that MSM with a history of childhood sexual
victimization show greater sexual risk behavior in adulthood and
have higher prevalence of HIV infection compared with their
MSM peers who have not experienced sexual victimization [20].
There are few studies that have examined adult sexual victimi-

PLOS ONE | www.plosone.org 1 May 2014 | Volume 9 | issue 5 | €95675

102

CrossMark

el s



103

zation cxpericnces among men. This may be due, in part, to
underreporting of adult sexual victimization, stigma about
discussion of scxual victimization in adult men, and myths about
men’s vulnerability to sexual victimization [21]. However, a
review of research on sexual victimization in adult men found that
MSM were morce likely to report experiences of adult sexual
victimization compared with heterosexual men [21]. Forced sex is
a specific type of sexual victimization that has extremely adverse
physical and mental health consequences among male victims.
Individuals with a history of forced sex can have long-term risk for
HIV, trauma, and maladaptive health risk behaviors [22].

To date, there are no known studies ecxploring sexual
victimization, including forced sex, among Japanese MSM and
its potential role in affecting the health and psychological well-
being in this population. To enhance understandings of the health
of Japanese MSM, the aims of this paper are to explore (i) the
prevalence of different types of sexual victimization in a large
population sample, and (i) associations between history of forced
sex and other psychosocial and behavioral risk factors. Because
this is an understudied topic, findings from this analysis can
provide insight for future rescarch and potentially guide interven-
tions to address the health and well-being of MSM in Japan who
have a history of sexual victimization and forced sex.

Method

Recruitment

The internet was used to recruit a diverse sample of Japancse
MSM for a study of health behaviors and well-being. The internet
has been argued to be an acceptable method for collecting large,
heterogencous samples of hard-to-rcach populations [23,24].
Internet technology can be helpful in reaching gay, bisexual,
and questioning men who are less comfortable attending
homosexual-themed venues, such as bars and nightclubs. Data
collection through the internet can also increase the opportunity
for participants to respond anonymously by avoiding face-to-face
contact [11,13], which might be a barrier to participation due to
MSM stigma in Japanese culture. Informational announcements
about the study were placed on internet websites catering to
Japanese MSM audiences. In addition to posting banners on gay-
related websites, recruitment strategics included: flyers distributed
in gay venues, announcements posted in gay organizational

newsletters as well as in gay magazines, and announccments .

posted at social nctwork websites catering to gay men. We
designed the internet banners and informational flyers in a manner
that would draw the attention of MSM, e.g., using physically
attractive male models. However, we designed a range of
recruitment media (e.g., information-only announcements without
pictures or using gay-relevant slogans and symbols) to minimize
bias associated with recruiting men solely based on their response
to sexually suggestive images. Announcements provided informa-
tion about the research project and cligibility for participation.
Potential participants were directed to an internet site to learn
more about the study. Participant inclusion criteria included: 1)
being a Japanese male who has ever had sex with men; 2) having
internet access; 3) having Japanese written language fluency.

Procedure

Participants who met inclusion criteria entered a secured
internet website to complete the anonymous online survey. The
website first presented informed consent information. If partici-
pants understood the purposes of the study and agreed to the
terms of participation, they clicked an “Agree” button, and they
then accessed the questionnaire. All items and response options

PLOS ONE | www.plosone.org
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were presented in Japanese language, and participants’ responscs
were immediately saved in a firewall-protected database. To
minimize the chances that participants would complete the survey
multiple times, we examined internet protocol addresses and
internet providers encoded within the data and, if encoded
information appeared similar, checked the demographic data for
redundant information. Internet protocol addresses were deleted
before conducting analysis. Using a procedure validated previously
in an internet study of MSM in Japan, we asked participants to
define two terms that were identified through ecarlier formative
rescarch as well-known colloquial expressions in the Japanese
MSM/gay community (which translated into English would mean
“gay men/gay society” and “heterosexual”) [11,13]. Data from
men who were unable to define the terms were excluded from
analysis. Data were collected between August 11 and November
30, 2005. The study protocol was approved by the Ethics
Committee of Nagoya City University School of Nursing.

In total, 6,260 participants attempted to complete the
questionnaire, 196 people were excluded duc to missing data,
140 were excluded because of data duplication or because they
could not define the slang terms, 73 were excluded because they
were not males, and 120 were excluded because they did not live
in Japan.

Measures

Participants reported demographic characteristics, including
age, highest educational level, and sexual orientation (gay,
bisexual, heterosexual, undecided, unsure and other). Participants
were asked whether they had ever experienced a range of sexual
interactions agamnst their will, including the following: being
undressed by another person, target of verbal sexual abuse, forced
to kiss another person, sexually touched by another person, forced
to touch the genitals of another person, forced to engage in vaginal
sex with a female, forced to engage in oral sex (with a male or
female), forced to engage in anal sex with a male, and any other
form of unwanted sexual interaction. Participants also described
whether they had ever been harassed or bullied in school by others
due to their sexuality, and whether they had close gay/bisexual
friends to whom they could confide in and close heterosexual
friends to whom they could confide in. They completed the
Japanese version of the Center for Epidemiologic Studics
Depression Scale (CES-D); participants were categorized as being
moderately depressed based on a score greater than 16 [25].
Participants also reported whether they had ever attempted
suicide. Finally, participants reported their HIV status, frequency
of condom use when engaging in anal sex, and recent
methamphetamine use.

Data analysis

Statistical analysis was conducted using SPSS v.21. First, we
described the prevalence of different types of sexual victimization,
sociodemographic variables, and self-reported psychosocial and
behavioral health variables. Second, we examined correlates of
forced sex, using chi-square tests to assess bivariate associations
and multivariable logistic regression to identify independent
associations controlling for other co-variates. Multivariable
regression analysis was based on procedures described in Hosmer
& Lemeshow [26], in which we entered into the regression model
any variable that had a moderate bivariate association with forced
sex at p<.25. Adjusted odds ratios (ORs) and 95% confidence
intervals (95% Cls) were reported.
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Table 1. Participant characteristics and associations with history of forced sex in a sample of Japanese MSM (n=5,731).

Total Lifetime experience of forced sex

Overall 5,731 500 8.7

20-29 2,432 424 253 104

40-49 652 11.4 48 74

Missing 34 0.6 3 8.8

Bisexual 1,484 259 138 9.3

Educational level No university degree 2,496 43.6 236 9.5 0.089

1

Ever been teased verbally with words such as No 2,60 455 193 74 0.001
“homosexual, faggot, fag”

Ever been bullied other than verbal teasing No 3,146 54.9 220 7 <0.001

Depression in past week Not depressed 3,510 61.2 235 6.7 <0.001

s

Y

Ever attempted suicide No 4,926 86 358 73 <0.001

Went to any sex venues in 6 months No 2,714 474 205 7.6 0.003
%’,;}’ s

.

Have close gay/bisexual friends No 2,000 34.9 156 7.8 0.069

Have close heterosexual friends No 2,370 44 175 74 0.003

HIV status Negative

Ever used methamphetamine No 5,520 96.3 467 8.5 0.001

Unprotected anal intercourse in 6 months No 2,941 51.3 198 6.7 <0.001

doi:10.1371/journal.pone.0095675.t001

Results 48.7% reported having unprotected anal sex in the past six
months, 52.6% had visited a sex venue in the past six months, and
3.7% had ever used methamphetamincs.

Prevalence of sexual victimization experiences are reported in
Table 2. Overall, 21.4% of the sample reported experiencing any
of the types of sexual victimization assessed in this survey. The
X . most common forms of sexual victimization included unwanted
(n =34 did not report t.hc1r'age). Over half (56.4%) O_f the sam}zle sexual touching (16.7%), being undressed (10.5%), being forced to
had completed a University degree. Over two-thirds (67.5%) kiss someone (9.6%) and being forced to touch someonc’s genitals

identified themselves as gay and 25.9% identified as bisexual. Over o . . o ) N )
half (54.5%) had been verbally teased with words such as (8.8%). A total of 500 participants (8.7% overall; 40.8% of those

“homoscxual, faggot, fag” and 45.1% had experienced other
forms of bullying. The majority of participants reported having
close gay/bisexual male friends (65.1%) as well as close
heterosexual friends (58.6%). Over one-third (38.8%) reported
moderate levels of depression (CES-D >16), and 14.0% had ever
attempted suicide. Overall, 5.3% identified as HIV-positive,

Data from a total of 5,731 respondents arc included in this
analysis (Table 1). The mean age was 30.8 years (SD=8.9,
range = 12-82), with 6.5% between 12 and 19 years old, 42.4%
between 20 and 29 years old, 35.5% between 30 and 39 years old,
11.4% between 40 and 49 years old, and 3.6% over the age of 50

who reported any sexual victimization) reported ever experiencing
any forced sex. Overall, 6.5% experienced forced anal sex, 5.9%
experienced forced oral sex, and 2.0% experienced forced vaginal
SeX.

Bivariate correlates of a history of forced sex arc listed in
Table 1. Forced sex was associated with younger age, experience
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Table 2. Prevalence of different forms of lifetime sexual victimization in a sample of Japanese MSM (n=5,731).

Forms of sexual victimization

Abused with obscene words

Touched

Forced vaginal sex

Forced anal sex

Any forced sex (vaginal, oral, anal)

doi:10.1371/journal.pone.0095675.t002

of verbal tcasing due to being gay, experience of other forms of
bullying due to being gay, depression, history of attempted suicide,
having closc heterosexual friends, HIV-positive status, unprotected
anal sex, vising a sex venue, and history of methamphetamine use
(p<<.01).

Variables that were independently associated with a history of
forced sex are shown in Table 3. Based on multivariable regression
analysis, forced sex was shown to be significantly associated with
depression (OR = 1.55, 95% CI=1.28-1.89), history of attempted
suicide (OR =2.25, 95% CI=1.81-2.81), experience of bullying
(OR=1.38, 95% CI=1.13-1.68), having close heterosexual
friends (OR=1.26, 95% CI=1.03-1.55), visiting a sex venue
(OR=1.27, 95% CI=1.04-1.54), having unprotected anal sex
(OR =1.56,95% CI=1.29-1.90), HIV positive status (OR = 1.57,
95% CI=1.10-2.24), and ever using methamphetamines
(OR =1.57, 95% Cl=1.05-2.36).

Discussion

Over one-fifth (21.4%) of this large sample of MSM in Japan
reported experiencing at least one form of sexual victimization as
assessed in this study, and 8.7% reported a history of forced sex.
MSM who had ever experienced forced sex were significantly
more likely to report experiencing psychological risks (i.e.,
depression, attempted suicide, other forms of bullying) and other
behavioral risks (unprotected anal sex, sex venue attendance,
methamphetamine use) compared with their peers who did not
experience forced sex. These cross-sectional findings suggest that
assessing for sexual victimization and addressing the consequences
of forced scx might be an important component of clinical
screenings or public health interventions related to HIV preven-
tion and mental health services for MSM in Japan.

Findings here are consistent with studies from other settings
which indicate that HIV and other health disparities affecting
MSM must be understood in the context of psychosocial stressors
and contextual factors that determine health risk behaviors among
members of this population [18]. Conscquently, integrated and
holistic approaches to health care for MSM may be warranted —
particularly approaches that consider history of adverse psycho-
logical and behavioral co-factors that need intervention [1].

Capacity to provide holistic health services to MSM in Japan,
however, is currently limited. Among Japanese MSM, 80% have
not disclosed their sexual orientation to parents, thus these men
may cxperience difficulty secking help from their family members.

PLOS ONE | www.plosone.org
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Although poor mental health status such as depression was
apparent in this population, experience of accessing mental health
services was low [27]. These findings suggest that MSM may
experience difficulty secking support from parents as well as in
medical care settings, potentially due to the fear of prejudice and
discrimination. Professionals such as mental care providers, nurses,
public health professionals providing HIV counseling and testing,
and clinical psychologists would benefit from improved training to
understand about the needs of this population, in order to provide
adequate professional services and support to MSM. Japanese
MSM would benefit from resources that identify health service
providers or health settings that arc friendly and competent in
working with sexual minority patients and populations. Currently,
there are no known publically available resources to help MSM in
Japan identify health services in general, especially mental health
carc. Development of referral networks, brochures, and websites
with information about appropriate and confidential services for
MSM is warranted.

There are notable strengths to this study. This is the first known
study of the prevalence of sexual victimization and corrclates of
forced sex in Japanese MSM. Use of the internct allowed us to
recruit a large sample of MSM, and suggests the utility of internet
and social media for outreach and recruitment to MSM in Japan,
a population that might otherwise be hard to reach. Findings
expose a neced for appropriate and confidential health services for
MSM, and suggest the role of sexual victimization as a
determinant of behavioral health and psychosocial problems in
this population.

Limitations to this study must be considered. First, the study
used a cross-scctional design which prevents interpretation of
causality or temporal order among variables. Second, although
this is a large MSM sample, participants were recruited using non-
representative sampling methods. Because we did not use targeted
recruitment cfforts to achieve a sociodemographically representa-
tive sample, findings might not be generalizable to MSM who do
not access gay-themed internet or periodical content or men who
felt uncomfortable completing an online survey. Third, self-report
measures might have been affected by social desirability or recall
biases. Fourth, because this was an exploratory study, and the first
of its kind in Japan, we did not have access to culturally validated
measures of sexual victimization and other risk behaviors in
Japanese MSM. Although measures of sexual risk and other health
behaviors in this survey have also been reported in previous studies
of Japanese MSM [11,13], future research must better assess the
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Table 3. Multivariable regression to identify independent correlates of forced sex in a sample of Japanese MSM (n=5,731).

Age group

Sexual orientation

Lifetime experience of forced sex

30-39 0.71 (0.48-1.07) 0.102

50+ 0.68 (0.33-1.38) 0.282

Gay ref.

Other 0.81 (0.53-1.25) 0.343

University degree 1.02 (0.84-1.23) 0.865

e

Yes 1.13 (0.93-1.39) 0.229

Yes 1.38

(1.13-1.68) 0.002

Depressed 1.55 (1.28-1.89) <.001

Yes 225

(1.81-2.81) <.001

Yes 1.27 (1.04-1.54) 0.017

(0.90-1.38) 0.307

Yes 1.26 {(1.03-1.55) 0.027

Positive 1.57 (1.10-2.24) 0.014

Yes 1.57 (1.05-2.36) 0.029

Yes 1.56 (1.29-1.90) <.001

doi:10.1371/journal.pone.0095675.t003

psychometric propertics and cultural sensitivity of sexual behavior
and victimization mecasures for use with this population. Fifth,
most measures of sexual behavior, victimization, and other risk
behaviors in this survey assessed lifetime experience, resulting in
limited inferences about temporal windows which might affect
health risk.

Conclusion

In summary, this study highlights the role of prior sexual
victimization in contributing to the psychological and behavioral
risks of MSM in Japan. Findings reported here correspond with a
substantial literaturc (mostly conducted in the West) on the
associations of sexual victimization — including childhood sexual
victimization as well as adult victimization — on psychological
adjustment and future sexual risk outcomes. Efforts to address

PLOS ONE | www.plosone.org

these issucs among Japanese MSM are warranted. Such efforts
must be mindful of cultural and social factors that might challenge
provision of holistic services to Japanese MSM, and which might
also present barriers to access of health service and disclosure of
problems among Japanese MSM.
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This study targeted clinical psychologists engaged in student counseling in Japan and investigated
their level of clinical and psychological knowledge about sexual orientation. This study also assessed
the relationship between sexuality education and self-learning experiences and knowledge. A
questionnaire which included 13 items assessing basic and clinical knowledge about sexuality,
experiences regarding education on homosexuality, experiences of self-learning, and experiences with
sexual minorities, was anonymously administered to 484 student counselors trained as clinical
- psychologists. The total number of valid responses was 321 (66.3%). About 80% of the participants
correctly answered the items under the category “basic knowledge about homosexuality,” although
their clinical knowledge and knowledge regarding differences in sexual orientation and gender identity
were limited. 277 had attended graduate school and the proportion of participants who had received
education on homosexuality during graduate clinical psychology training was 14.8%. Education on
homosexuality received during graduate clinical psychology training and that received via self-learning
had little associations with the level of knowledge about sexuality. These results suggest that the level
of clinical knowledge of Japanese student counselors was insufficient for appropriate clinical practice.
Issues surrounding sexuality education and clinical psychologist training, as well as the limitations of
this study, are discussed.

Key words: knowledge about sexual orientation, counselor education, student counselor.

INTRODUCTION
A person’s sexuality comprises the following three com- male or female; sexual orientation indicates which gender
ponents: biological sex, gender identity and sexual orien- is the object of a person’s romantic feelings or sexual

tation. Gender identity refers to the awareness of one’s desires. Sexual minority is a generic term for people
own gender, whether a person considers themselves whose sexual orientation, identity or practices differ from




that of the majority of the society.

For instance, the minorities in terms of gender identity
are people whose gender identities are inconsistent with
their biological sex are called transgender (including
gender identity disorder), and the minorities in terms of
sexual orientation are homosexuals and bisexuals.

Mental health problems have been reported among
sexual minorities, such as depression, anxiety, drug and
alcohol use, and high rates of suicide attempts (Cochran
et al.,, 2003; Stall et al., 2003; Wichstrom and Hegna,
2003, Hidaka et al., 2006). These problems have been
linked to the psychological stress of social stigmatization
(Meyer, 1995; Ghindia and Kola 1996; Mays and Cochran,
2001; King et al, 2008; Halkitis, 2012) in Japan and
elsewhere.

Homosexuals in Japanese society, which generally
assumes everyone to be heterosexual, experience con-
ditions of chronic stress and often have conflicting
feelings about their own sexual orientation as a conse-

- quence of discrimination and prejudice within society. In a
study of more than 1,000 Japanese homosexual men,
bisexual men, and men questioning their sexual
orientation, 71% had a high level of anxiety, and 13% had
a high level of depression. Moreover, 83% experienced
bullying in school, and 15% had attempted suicide.
Another study of a large sample of Japanese urban youth
showed that non-heterosexual men were six times more
likely to have attempted suicide than heterosexual men
(Hidaka et al., 2008). These results indicate that one of
the risk factors for suicide among young Japanese men is
being homosexual or bisexual. A study on adolescent
milestone events for Japanese gay men reported that the
average age of first thoughts about suicide was 16.4
years, the average age of clearly identifying as gay was
17.0 years, and the average age of the first suicide
attempt due to sexual orientation was 20.2 years.

In Japanese society, which is dominated by hetero-
sexuality and negative attitudes toward homosexuality,
the difficulties that homosexual and bisexual men
experience in their early development can lead to a
decline in self-esteem. Difficulties such as bullying by
others and suicide attempts affect self-esteem and may
contribute to increased risks for both suicide and human
immunodeficiency virus (HIV) contraction (Hidaka and
Operario, 2009). No similar study on lesbians in Japan
has been conducted to date. Mental health conditions,
suicide ideation, suicide attempts, and HIV infection
among 10 to 20 year-old lesbian, gay, or bisexual (LGB)
individuals are receiving much attention in other countries,
as well as Japan (Russell and Joyner, 2001; Bontempo
and D'Augelli, 2002; Berlan et al., 2010). Since sexuality
is a major issue between puberty and adolescence,
difficulties coping with stigmas against homosexuality
might increase during this period (Rotheram-Borus and
Fernandez, 1995). It is, therefore, important to enhance
psychological support systems that address adolescent
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sexuality. However, only a few opportunities exist for
discussing LGB clinical psychology in Japan. Although
treatment guidelines for gender identity disorder were
created by the Japanese society of psychiatry and
neurology, only a few professional psychologists have
initiated organized discussions on LGB psychology.
Moreover, the understanding of sexual orientation may
vary among specialists (Sasaki et al., 2012).

In a study that reported on Japanese counselors’
clinical biases toward homosexual clients, it was found
that counselors showed more negative reactions to
homosexual clients than to heterosexual clients, due to
factors related to homophobia (Shinagawa, 2006).
Although counselors generally intend to treat homosexual
clients without bias, they may have an underlying evasive
attitude toward such clients (Shinagawa and Kodama,
2005). There is a distinct need for education and training
of Japanese clinical psychologists to improve their ability
to provide psychological support for LGB clients (Kasai
and Okahashi, 2011). However, no study has been
conducted to assess the extent to which Japanese
clinical psychologists receive sexuality education during
their professional training, and what specific knowledge
they acquire.

One organization offering counseling to Japanese
youth provides on-campus services for university
students. According to the Japan student services organi-
zation (2011), 87.9% of Japanese universities, including
national, prefectural, municipal and private universities,
have more than one student counselor with professional
cllredentials. Such professionals, trained as clinical
psychologists or medical doctors, play a support role
aimed at helping students with both school-related
problems and various mental health and interpersonal
relationship issues.

The present study targeted clinical psychologists
engaged in student counseling in Japan and investigated
their level of clinical knowledge about sexual orientation.
We also assessed the relationship between sexuality
education and self-learning experiences and knowledge.
We hypothesized that counselors who received nollittle
education regarding homosexual topics would have
limited knowledge. Basic data from this study may clarify
issues pertaining to sexuality education and training of
clinical psychologists.

METHODOLOGY

Participants and procedures

This study conducted between October and November, 2012, as a
part of the acquired immune deficiency syndrome (AIDS) research
projects sponsored by the ministry of health, Labour and welfare in
Japan. The study targeted certified clinical psychologists or
“university counselors” who were certified by the Japanese
association of student counseling, who were engaged in student
counseling at four-year universities in the Chu-Shikoku and Kinki
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areas. Each campus within the target area on the university list
available from the website of the ministry of education, culture,
sports, science and Technology of Japan was either called or e-
mailed. The presence and number of student counselors who would
be eligible to participate was then assessed. Among the universities
that confirmed the presence of counselors, questionnaires were
sent to all student counseling institutions that agreed to receive
them. Anonymously self-administered questionnaires in Japanese
were sent to institutions and each study participant returned the
questionnaire individually by mail. Participants received stationery
as an incentive. Informed consent was requested from all partici-
pants on the first page of the questionnaire. The study protocol was
approved by the ethics board of Hiroshima Bunkyo women's
university.

Measures

Knowledge about sexuality: Thirteen items for the questionnaire
were originally created, with response options including: “I think so,”
“I don't think so,” or “I don’t know.” The questionnaire included the
following four categories:

1) “Basic knowledge about homosexuality,” which contained three
items, such as “homosexuality is a mental illness,” “Many homo-
sexual (gay) men use feminine language and gestures,” and “Many
homosexual (lesbian) women use masculine language and
gestures;”

2) “Knowledge about sexual orientation,” which contained four
items, such as “one can decide whether to be homosexual or
heterosexual,” “Homosexuality can be changed to heterosexuality
by treatment and effort.,” “l don't know the difference between
gender identity disorder and homosexuality,” and “Sexual orien-
tation is a term used to describe homosexuality, heterosexuality,
and bisexuality;”

3) “Clinical knowledge about homosexuality,” which contained four
items, such as “One of the main factors involved in becoming
homosexual is confusion of gender identity (identifying oneself as a
man or woman),” “One of the main factors behind homosexuality is
parent-child relationships in childhood,” “it is appropriate to psycho-
logically intervene to change homosexuality to heterosexuality for a
client wanting to treat homosexuality,” and “Current society is likely
to worsen the mental health of homosexuals;” and

4) “clinical knowledge about gender identity disorder,” which
contained two items, such as “One of the main factors behind
gender identity disorder is parent-child relationships in childhood,”
‘it is appropriate to support a client who is diagnosed with gender
identity disorder to be able to live as the gender s/he wants.” These
categories and items were created based on the findings of a pilot
study targeting Japanese counselors. Clinically appropriate
answers (correct answers) for each item were decided according to
the report of the American psychological association (APA, 2009) .

Education on homosexuality and self-learning experiences:
Participants were instructed to choose an answer from response
alternatives (multiple answers possible) about whether they
received education on homosexuality in undergraduate or graduate
clinical psychologist training programs. They were also asked about
self-learning experiences, outside of undergraduate and graduate
education, regarding the clinical psychology of homosexuality. If
they reported self-learning experiences, they were asked to select
what self-learning source they used from a list of multiple
alternatives. If they did not have such experiences, they were asked
for explanations, which they could select from response alternatives.

Experiences of having sexual minority clients: Participants were

asked about the number of student clients they had counseled who
were homosexual men, bisexual men, homosexual women, bisexual
women, transgender people and others.

Screening item: Participants were asked whether they were
certified clinical psychologists or “university counselors” who were
certified by the Japanese association of student counseling. If the
res-pondents did not have either of certificates, they were excluded
from participants.

Demographics: Participants were asked about their gender, age,
years of clinical experience and working conditions. In addition,
they were asked whether they had received clinical psychology
training overseas, and whether they had close homosexual,
bisexual, or transgender friends.

RESULTS

Questionnaires were sent to 484 certified clinical psycho-
logists and “university counselors”, including 128 coun-
selors from 54 of the 66 total universities (81.8%) in the
Chu-Shikoku area, and 356 counselors from 120 of the
153 total universities (78.4%) in the Kinki area. As a
result, the total number of valid responses was 321
(66.3%). Table 1 summarizes the demographic charac-
teristics of participants. The mean age of counselors was
43.1 years (SD=11.0), and the mean number of years of
clinical experience was 13.8 (SD=9.4). Of the 321
participants, 253 (78.8%) were female and 68 (21.2%)
were male. Sixty-six (20.6%) participants had close
friends or acquaintances who were homosexual, 42
(13.1%) had transgender friends and acquaintances, and
230 (71.7%) had neither. During student counseling, 69
(21.6%) had counseled homosexual males, 20 (6.3%)
had counseled bisexual males, 61 (19.1%) had coun-
seled homosexual females, 35 (10.9%) had counseled
bisexual females, and 90 (28.2%) had counseled
transgender individuals.

Table 2 summarizes the results of the 13 questionnaire
items regarding knowledge about sexuality. The percent-
tage of correct answers for the category “basic
knowledge about homosexuality” (items 1-3) was about
80%. However, the percentage of correct answers for the
category “knowledge about sexual orientation” was much
lower. Among all study participants, 39.7% knew the
meaning of the term “sexual orientation” (item 7), only
about half correctly responded to the prompt “one can
decide whether to be homosexual or heterosexual” (item
4), and 76.6% correctly responded to the prompt ‘it is
appropriate to support a client who is diagnosed with
gender identity disorder to be able to live as the gender
s/he wants” (item 11), which was an item in the category
“clinical knowledge about gender identity disorder.”

Conversely, only 22.3% correctly responded to the
prompt “it is appropriate to psychologically intervene to
change homosexuality to heterosexuality for a client
wanting to treat homosexuality” (item 12), which was an
item in the category “clinical knowledge about homo-
sexuality.” Moreover, there were a number of
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N %
Age group
20to 29 30 9.3
30 to 39 115 35.8
40to 49 78 24.3
50 to 59 58 18.1
60+ 34 10.6
No answer 6 1.9
Total 321 100.0
Gender
Female 253 78.8
Male 68 21.2
Other 0 .0
Total 321 100.0
Academic degree®
Bachelor’s only 44 13.7
Bachelor’s & Master’s 277 86.3
Total 321 100.0
Years of clinical experience
1to 5 65 20.2
6 to10 95 296
11 to15 48 15.0
16 to 20 42 13.1
21t0 25 20 6.2
26 to 30 28 8.7
31t0 35 11 34
36 to 40 6 1.9
No answer 6 1.9
Total 321 100.0
Certifications (multiple answers possible)
Certified clinical psychologist 311 96.9
University counselor 33 10.3
Working condition
Full-time 93 29.0
Part-time 226 70.4
No answer 2 ]
Total 321 100.0

Having close friends or acquaintances belonging to a sexual minority (multiple answers possible)

Homosexual/Bisexual
Transgender
None

66
42
230

206
13.1
71.7

77
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Table 1. Contd.

Having clients belonging to a sexual minority (multiple answers possible)

Homosexual men
Bisexual men
Homosexual women
Bisexual women
Transgender people
Other

None

Receiving clinical psychology training overseas
Yes
No
No answer

69 215
20 6.2
61 19.0
35 10.9
90 28.0
6 1.9
146 45.5
15 4.7
302 94.1
4 1.2

Note. ® In Japan, a Bachelor's degree is a prerequisite for becoming a certified clinical psychologist or “university counselor.”

participants who did not realize that they had confused
issues of sexual orientation and gender identity. Of the
participants, 78.8% responded ‘I don't think so” to the
prompt “I don't know the difference between gender
identity disorder and homosexuality” (item 6), and 37.8%
correctly responded to the prompt “one of the factors
involved in becoming homosexual is confusion about
gender identit%/ (identifying oneself as man or woman)’
(item 9). A X° test on each of the 13 items revealed
differences in the response rate for all items except item
9 (Table 2).

Forty-four (13.7%) participants reported having received
education on homosexuality in undergraduate training. Of
all participants, 277 had attended graduate school and 41
(14.8%) of those reported receiving education on
homosexuality during their graduate clinical psychology
training. The percentage of those who received education
on homosexuality was low in both undergraduate and
graduate schools. Table 3 shows the topics learned by
participants who had received education on homo-
sexuality. In both undergraduate and graduate schools,
less than 30% of participants had received education on
“counseling skills,” and some responded that they “can’t
remember” what they learned (27.3% undergraduate and
17.1% graduate programs).

When asked about self-learning outside of under-
graduate and graduate education (Table 4), 216 (67.3%)
reported having learned on their own. The majority of
participants (122; 56.5%) reported having “read books on
homosexuality,” while 101 (46.8%) reported having
“browsed websites about homosexuality.” Participants
who did not have self-learning experiences about the
clinical psychology of homosexuality were asked for an
explanation. The majority (67.6%) answered that they
had “never been aware of homosexuality.”

As professional training for counselors in Japan is
usually covered in graduate schools, this study focused
on homosexuality education received during graduate
school and via self-learning and assessed their
associations with knowledge on sexuality. Table 5 is a
cross tabulation for the percentage of correct answers to
questions on sexuality and homosexuality education
received during graduate school and via self-learning. A
two-way (graduate education x self-learning) analysis of
variance using the arcsine transformation method was
applied to correct the answer rate on each cell. The effect
of homosexuality education during graduate school was
significant for only one item (“8. One of the main factors
behind gender identity disorder is parent-child relation-
ships in childhood.”), indicating that the percentage of
correct answers was significantly higher among partici-
pants who received homosexuality education in graduate
schools (p < .05). The effect of homosexuality education
via self-learning was also significant for only one item (“7.
Sexual orientation is a term used to describe homo-
sexuality, heterosexuality, and bisexuality.”), indicating
that the percentage of correct answers was significantly
higher among self-learning participants (p < .01). The
interaction effect was not significant for all items.

Other factors may be associated with knowledge on
sexuality such as having close friends or acquaintances
belonging to a sexual minority, having clients belonging to
a sexual minority, education received during under-
graduate school, and years of clinical experience.
Therefore, we assessed the associations of these factors
with the participants’ actual level of knowledge of sexua-
lity. We first calculated a total score using 13 items, with
correct answers receiving one point and incorrect
answers receiving zero points (M=7.74, SD=2.54). With
this score as the base variable, we conducted a multiple



Table 2. Knowledge about sexuality (Total).
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. | don't | don't

| think so think so know

n % N % n % X2(2)
Basic knowledge about homosexuality
1. Homosexuality is a mental iliness. (n=320) 13 4.1 253 79.1 54 16.9 309.01%**
2. Many homosexual (gay) men use feminine language _
and gestures. (n=321) 28 8.7 274 854 19 5.9 391.35
3. Many homosexual (Iesbi._em) women use masculine 12 37 287 894 29 6.9 454 6T+
language and gestures. (n=321)
Knowledge about sexual orientation
4. One can decide whether to be homosexual or 101 316 151 472 68 213 30 7470
heterosexual.
5. Homosexuality can be changed to heterosexuality by -
treatment and effort. (1=321) 9 2.8 205 639 107 333 179.51
6. | don't know the difference between gender identity ek
disorder and homosexuality. (n=321) 40 125 253 788 28 . 299.50
7. Sexual orientation is a term used to describe -
homosexuality, heterosexuality, and bisexuality. (n=320) 127 39.7 100 313 93 291 6.04
Clinical knowledge about homosexuality
9. One of the main factors involved in becoming
homosexual is confusion of gender identity (identifying 101 316 121 378 98 30.6 2.93
oneself as a man or woman). (n=320)
10. One of the main factors behind homosexuality is e
parent-child relationships in childhood. (n=320) 66 206 126 39.4 128 40.0 23.28
12. It is appropriate to psychologically intervene to change
homosexuality to heterosexuality for a client wanting to 65 204 71 223 183 574 83.09**
treat homosexuality. (n=319)
13. Current socue_ty is likely to worsen the mental health of 203 634 40 125 77 24 1 136.92%*
homosexuals. (n=320)
Clinical knowledge about gender identity disorder
8. One of the main factors behind gender identity disorder x
is parent-child relationships in childhood. (n=321) 4 128 175 545 105 327 8396
11. It is appropriate to support a client who is diagnosed
with gender identity disorder to be able to live as the 246 76.6 12 3.7 63 19.6 283.01***
gender s/he wants. (n=321)

Note. Italic font indicates the correct answer for each prompt. *p<0.05. **p<0.001.

linear regression analysis (forced entry) with the following
six factors as explanatory variables: undergraduate
education on sexuality, graduate education on sexuality,
self-learning on sexuality, experiences with homosexual/
bisexual clients, having homosexual/bisexual friends and
acquaintances, and years of professional experience as a
counselor.

Except years of professional experience, each
explanatory variable was entered as a dummy variable
with “yes” as one and “no” as zero. Years of professional

experience was entered as a dummy variable with the
group with low number of years of experience as zero
and that with high number of years of experience as one.
The low group consisted of participants with less than 14
years of professional experience and the high group
consisted of participants with 14 or more years of
professional experience, based on the average value of
13.8 years. Only experiences through self-learning had a
significant positive standard partial regression coefficient
with the knowledge score (Table 6).
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Table 3. Education on homosexuality

Contents of undergraduate education (n=44, multiple answers possible)

Definition of homosexuality
Distress of homosexuals
Counseling skills

Can't remember

Other

n %
29 65.9
19 43.2
5 1.4
12 27.3
1 2.3

Contents of graduate education (n=41, multiple answers possible)

Definition of homosexuality 27 61.4

Distress of homosexuals 23 56.1

Counseling skills 12 29.3

Can't remember 7 171

Other 2 4.9

Table 4. Self-learning experiences about homosexuality
n %

Yes: self-learning tools (n=216, multiple answers possible)
Training seminar (student counseling®) 27 12.5
Training seminar (school counselingb) 9 42
Training seminar (HIV) 27 12.5
Training seminar (other) 66 30.6
Conference presentation 38 17.6
Book 122 56.5
Academic paper 73 33.8
Internet 101 46.8
Other 20 9.3
No: explanation (n=105, multiple answers possible)
Never seen information 23 21.9
Never been aware of it 71 67.6
No need since it is not a disability 12 11.4
Won't encounter a homosexual 19 18.1
Feel uncomfortable about homosexual issues 2 1.9
Feel uncomfortable about sexual issues 5 4.8
Other 13 12.4

Note.  Student counseling refers to counseling for university students, ® School counseling
refers to counseling for high school and younger students

DISCUSSION

In this study, associations were found between know-
ledge about sexuality among Japanese student coun-
selors and past education received. Although about 80%
of the participants answered correctly for the category
“basic knowledge about homosexuality,” their clinical

knowledge and understanding of gender identity and
differences in sexual orientation were limited.

We found that Japanese clinical psychologists rarely
received formal education on homosexuality during the
course of their professional training. It appeared instead
that most clinical psychologists relied on self-learning.
Prior studies in Western countries have indicated
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