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Abstract
A qualitative inquiry using individual interviews explored determinants of unprotected sexual behaviours
favouring HIV transmission among Men who Have sex with Men (MSM) in Yogyakarta, Indonesia. The study was
conducted in July 2015 with 24 MSM participants recruited using convenience sampling technique. Data were
analysed using a qualitative data analysis framework, with the Social Cognitive Theory (SCT) employed as the
study conceptual framework. Findings were grouped into a reciprocal triadic relationship involving behavioural,
personal (cognitive) and environmental determinants. Behavioural determinants comprised having multiple casual
sex partners, engagement in group sex and transactional sex practices. Environmental factors associated with
unprotected sexual behaviours included influence of unsafe sex from regular partners and lack of access to
HIV-related services. Personal (cognitive) determinants favouring unprotected sexual behaviours identified were
lack of knowledge of condom and HIV/AIDS, individuals’ expectation of pleasurable sexual intercourse, and low
self-efficacy to discuss condom use and HIV status with casual sex partners. As effort to address HIV in MSM in
Indonesia is still at its infancy, the findings of the current study are insightful and will inform the development of
evidence-based programs in addressing HIV/AIDS problem in MSM populations in Yogyakarta and other similar
settings.
Keywords: SCT, determinants, unprotected sexual behaviours, HIV transmission, MSM population, Yogyakarta,
Indonesia
1. Introduction
Over the past ten years, Indonesia has experienced a fast growing number of people living with HIV/AIDS
(PLWHA). The number of PLWHA increased from 6,093 in 2005 to 88,719 in 2010, 268,185 in 2015, and 319,103
in 2016, with corresponding rise in prevalence of HIV/AIDS from 0.05% in 2011, to 0.06% in 2012, 0.08% in
2013, 0.10% in 2014, 0.11% in 2015, and 0.13% in 2016 (Kementrian Kesehatan RI, 2017).
Unprotected sexual behaviours have been incriminated as the main contributors to the spread of HIV infection
among Indonesian population (Fauk & Mwanri, 2015; Kementrian Kesehatan RI, 2017; Prasetyo et al., 2014). For
example, over the past five years, more than half of the new HIV cases were due to unprotected sexual behaviours
(Kementrian Kesehatan RI, 2017). The 2017 national AIDS report and several studies in Indonesia have indicated
that Men who have Sex with Men (MSM) populations are highly susceptible to HIV infection due to their frequent
engagement in such behaviours (Kementrian Kesehatan RI, 2017; Morineau et al., 2011; Pisani et al., 2004;
Prasetyo, et al., 2014). The same report shows that the HIV prevalence among MSM in the country has steadily
increased from 2.0% in 2011 to 3.1% in 2012, 5.0% in 2013, 6.4% in 2014, 7.6% in 2015, and 11.8% in 2016
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(Kementrian Kesehatan RI, 2017). Of an estimated 3 million MSM population in Indonesia, 27,509 people have
been diagnosed with HIV infection (Kementrian Kesehatan RI, 2017).
Globally, several studies have reported that unprotected anal intercourses (UAI) are the main contributor to the
HIV transmission among MSM. Internet has also been reported as an avenue where strangers meet online,
enabling them to engage in UAI offline (Balán, Carballo-Diéguez, Ventuneac, & Remien, 2009; Berg & Grimes,
2010; Poon, Wong, Sutdhibhasilp, Ho, & Wong, 2013). Other factors that have led to MSM engagement in UAI
include consumption of excessive alcohol and use of illicit (Balán, et al., 2009; Dillon &Basu, 2014), social
influence among peers, economic pressure (El-Sayed, Darwish, El-Geeneidy, & Mehrez, 1994; Torres et al., 2013),
and the lack of knowledge about how HIV is transmitted and prevented (Colby, 2003; El-Sayed, et al., 1994; Fauk
& Mwanri, 2014b; Han, Lauby, Bond, Pollo, & Rutledge, 2010; Wong, Zhang, Wu, Kong, & Ling, 2006).
Several studies conducted in the Indonesian context have also highlighted unprotected sexual behaviours with
multiple casual sex partners as the main determinant for HIV transmission among MSM (Morineau, et al., 2011;
Pisani, et al., 2004; Prasetyo, et al., 2014). However, less is known about determinants of MSM populations’
engagement in unprotected sexual behaviours that increase their susceptible to HIV transmission. Understanding
why MSM engage in UAI in Indonesia is important in order to inform the development of programs and strategies
that will curb the transmission of the HIV scourge among MSM populations in the country.
2. Methodology
2.1 Theoretical Framework
The conceptualisation of this study was guided by Bandura’s Social Cognitive Theory (SCT). The SCT provides
explanation on how factors including: (i) Behavioural (B), (ii) Personal (cognitive) (P), and (iii) Environmental (E)
operate interactively and in triadic reciprocal fashion to enable changes in psychosocial functioning or in human
behaviours (Bandura, 1986; Neisser, 1976).
For example, the theory explains that what people believe, think, feel, and perceive (P) influences how they behave
(B), and the effects of their behaviour or action (B) can also determine how they believe, think, feel and perceive (P)
(Bandura, 1986; Neisser, 1976). Likewise, what people believe and think (P) (e.g.: about condom use or protected
sexual behaviour) can influence or be modified by socio-environmental factors (e.g.: influence of peers and regular
partners) (E). Besides, environmental factors (E) such as social relationships among peers and regular partners,
availability of condoms can influence people’s sexual behaviour or sexual practices (B), while the common sexual
practices (B) among them can also influence their social relationships (E) (Bandura, 1986).
Reciprocality introduced in this theory does not mean symmetry in the strength of bidirectional influences, nor is
the patterning and strength of mutual influences fixed in reciprocal causation (Bandura, 1986). The influence
exerted by the three sets of interacting factors varies for different activities, individuals and circumstances
(Bandura, 1986). This also implies that some personal (cognitive) and environmental factors exercise more
powerful influence on one behaviour than on the other, or are more relevant for one behaviour than for the other,
and can influence multiple behaviours.
2.2 Study Design
A qualitative inquiry using one-on-one face to face interviews was employed to identify factors associated with
unprotected sexual behaviours leading to high susceptibility to HIV infections among MSM in Yogyakarta. The
use of qualitative design enabled researchers to explore participants’ understandings and interpretations about their
behaviours, experiences and social relationship, and how these positioned them in HIV transmission (Allsop, 2013;
Heyink & Tymstra, 1993; Rice & Ezzy, 2005).
2.3 Recruitment, Data Collection and Ethical Considerations
A convenience sampling technique was employed to recruit participants. The criteria for inclusion were: a man
who has sex with another man, and a man who was 18 years old or above. A nongovernmental employee
coordinating an HIV/AIDS program for MSM population agreed to participate in the study. He also provided a list
of names and contact numbers of study’s potential participants. The potential participants were contacted by phone
and informed of the current study which would be conducted in an interview format at their convenient time and
place if they agreed.
Three interviewers (NKF, MSM, MAS) conducted the interviews with the participants. They are knowledgeable
about the topic and experienced qualitative researchers. Guided by the SCT the interviews aimed to identify
behavioural, personal (cognitive) and environmental determinants that contributed to unprotected sexual
behaviour among the participants. Interviews were conducted with participants at a mutually agreed time and place.
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Each interview was audio recorded and took between 40 and 90 minutes. Each participant was provided with light
snack and IDR 75,000 (equals to US$ 6) to reimburse for their time at the interview day. All the interviews were
conducted in Bahasa, Indonesian national language. Prior to the commencement of interviews, participants were
informed of their rights for participation including the choice to discontinue with interviews with no consequences.
The research maintained ethical conduct of research including preserving confidentiality, obtaining written
informed consent and voluntarism. Each participant signed and returned a written informed consent at the
interview day. This study was approved by Medicine Research Ethics Committee, Duta Wacana Christian
University, Yogyakarta, Indonesia (Ref. No.: 002-B/C.10/FK/UKDW/VI/2015).
2.4 Data Analysis
The recorded audio data were transcribed into coding sheets and translated into English by three authors (NKF,
MSM, MAS). They are fluent in Bahasa and English. Data crossed checks for accuracy and clarity among the three
authors took place during the transcription and translation process. The transcripts were read repeatedly to identify
and analyse determinants of unprotected sexual behaviours among the participants. Data analysis involved five
steps suggested in the qualitative data Analysis Framework including data: (i) familiarisation, (ii) thematic
identification, (iii) indexation, (iv) charting, and (v) mapping and interpretation (Ritchie & Spencer, 1994). Initial
coding and analysis manually performed by one author (NKF) were assessed, reanalysed if necessary and critically
revised for intellectual content by other authors (RC, LM, SP). The analysis framework is a valid data process and
provides a systematic approach to data management and enhances rigour, transparency, consistency and structure
of the data (Ritchie & Spencer, 1994; Srivastava & Thomson, 2009). Recurring themes identified from the data
were given headings and sub-headings in order to minimise the likelihood of losing data (Ritchie & Spencer, 1994;
Srivastava& Thomson, 2009). Both inductive approach, with categories emerging purely from the data, and
deductive approach, with categories derived from prior knowledge, were used to analyse the data (Moretti et al.,
2011).
3. Results
Of 33 invited MSM, 24 men aged between 21-42 years agreed to participate. They originated from 7 different
provinces including Yogyakarta, West Java, West Nusa Tenggara, East Nusa Tenggara, Bali, South Sulawesi and
South Kalimantan. Of the 24 participants, fourteen (58%) had their own businesses, three (12%) were employees
of a nongovernmental organisation (NGO), and the rest were studying at university (29%). The majority of
participants (67%) had completed senior high school, one (4%) had a bachelor degree and the others were
university students (29%). All participants had been diagnosed with at least one of four sexually transmitted
infections (STIs), including HIV, syphilis, gonorrhoea and chlamydia. Five of them were HIV positive.
Guided by Bandura’s SCT, several interrelated and reciprocating factors associated with unprotected sexual
behaviours were identified and grouped into three main categories including: behavioural, personal (cognitive) and
social environmental determinants (Bandura, 1986).
3.1 Behavioural Determinants
3.1.1 Multiple SexPartners and Group Sex Practice
Having multiple casual sex partners was a common sexual practice found to have a strong influence on participants’
involvement in unprotected sexual behaviours that led them to being vulnerable to HIV transmission. All the
participants acknowledged having unprotected sexual intercourse with concurrent multiple casual partners whom
they had met in bars, cafes and through gay social media:
“I have multiple [casual] sex partners whom I met in bars, cafes and via internet. Mostly I met them through
internet: chatted and then made an agreement to meet, and if we clicked [like each other] then had sex. They were
short-term partners and just for sex for one or two or three times, so we [he and his sex partner] did not use
condoms, we did not even talk about condom use” (R15: 37 years old).
“I did not use condoms when having sex with my [casual] partners because we [his and his sex partner]
looked for each other through social media such as gay facebook, and gay websites like Planet Romeo, Jack’d,
Grinder, Hornet, mIRC, and met up to have sex. I found it difficult to propose condom use to someone I just
met. .....” (R5: 42 years old).
Group sex practice, a sexual intercourse that involves three or more sex partners at the same time was another
common practice associated with the participants’ engagement in unsafe sex or HIV-risk sexual behaviours. Such a
practice was explained by the majority of the interviewees. As they were unplanned they were performed when
condoms were unavailable. The preference to enjoy sex without condoms was also indicated to be another reason
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for their engagement in unsafe sex:
“I have been a few times involved in sexual intercourse comprising three people [including him] at once
when I was in Sulawesi and here in Jogja [nick name of Yogyakarta]. ..... we did not use condoms because the
situation was different ..... we did not plan it, we just got together in my friend’s room and it happened” (R4: 26
years old).
“I did it [group sex practice] in a group of 3 to 5 people, but so far it [number of sex partners] is not more than
5 people. ..... We did not use condom because we all liked it [sex without condom use]. We wanted to have fun”
(R20: 27 years old).
3.1.2 Transactional Sex Practices
Transactional sex was another common practice strongly associated with unprotected sexual behaviours among the
participants. Clients’ disapprovals of condoms, coupled by the need for cash due to economic pressures were the
reasons for not negotiating condom use:
“I engage in transactional sex because I get money from it. But I only do it [sell sex] at the time when I do not
have money. So it is not my profession. ..... no condom use because my partners [clients] do not like it and they feel
uncomfortable using condom during the intercourse” (R11: 22 years old).
“I am a Kucing [Kucing is a term used for a gay prostitute, it literally means cat]. It is because of economic
problem. I always feel like the money I have is not enough to fulfil my needs. That is because when I start getting
involved in the gay world, I hang out with friends very often, have fun. ..... No condom use because they [clients]
do not want to use. Besides, it feels better without protection [condom]” (R3: 25 years old).
3.2 Socio-Environmental Determinants
3.2.1 The Influence of a Regular Partner
A regular partner was found to have a strong influence on the sexual behaviours of the participants. Disagreement
on condom use between participants and their regular partners was a reason for inconsistent use of condoms,
increasing their susceptible to HIV transmission:
“It is not only my decision to whether or not to use condoms but our [he and his regular partner] decision. If
my [regular] partner does not want to use condom or if I want to use but he says: using condom makes him feel
uncomfortable, then we do not use it” (R17: 28 years old).
“..... It [not using condom] is because of the demand of my [regular] partner. It makes me feel bad and not
enjoy the sex if I reject what he wants” (R19: 32 years old).
Unavailability of condoms at home seemed to be another reason for unsafe sexual behaviour between the
participants and their regular sexual partners. A few interviewees who lived together with their regular partners
commented that condoms were hardly available at home because they and their regular partners did not think of
accessing and having condoms always available:
“My [regular] partner and I hardly have condoms available at home, so we often do not think of using
condoms once having sex” (R2: 25 years old).
“.... neither me nor my steady partner think of storing condoms at home so that we can use them anytime we
want ...” (R10: 32 years old).
3.2.2 Access to Health Services
Health services for the MSM population seemed to have improved in terms of availability and scope. They could
easily access health services at the office of an NGO that specifically provided HIV/AIDS program and services
for MSM and at the community health centres or hospitals in Yogyakarta. However, judgemental behaviours,
shaming or blaming reactions from doctors in some community health centres in Yogyakarta was indicated to be
the barriers for them to accessing HIV or STIs related services including condoms and information. As a
consequence, some hardly underwent medical check-ups or VCT in the last few years, increasing their likelihood
of contracting and spreading STIs including HIV:
“One of the reasons why I do not use condoms is because I do not want to go and get them at the community health
centres and at the office of the NGO, that provide them from free. This is because I once got infected with
gonorrhoea, I went to a doctor at a community health centre but I felt uncomfortable because the doctor raised too
many embarrassing questions: have you got married? Why don’t you get married? Why did you do this [have sex
with man]? If you want to do this [have sex] you should do it with a proper partner [a woman]..... I was not able to
50

gjhs.ccsenet.org

Global Journal of Health Science

Vol. 9, No. 8; 2017

answer these questions” (R9: 27 years old).
“I got a bad experience with a doctor at a community health centre here [Yogyakarta]. I visited her because I got
infected with syphilis. She asked me to change my sexual orientation. I went there because I needed treatment for
the infection, not for my sexual orientation. It was really uncomfortable and very awkward. Since then I have never
accessed health services including condoms in the last two years and been inconsistently using condoms” (R23: 28
years old).
3.3 Personal (Cognitive) Determinants
3.3.1 Lack of Knowledge of HIV Infection and Condom Use
Lack of knowledge about how HIV is transmitted was one of the reasons associated with HIV-risk sexual
behaviours. Several participants interviewed commented that they did not have knowledge and information at all
about HIV/AIDS before joining the gay community and activities in Yogyakarta. Moreover, some participants who
have been exposed to HIV/AIDS knowledge and information seemed to be still inconsistent in using condoms:
“I did not know anything about HIV/AIDS before moving here and joining gay activities with my [MSM]
colleagues. .... I never thought of condoms either” (R1: 22 years old).
“I started learning about HIV since I joined HIV/AIDS program run by some of my [MSM] colleagues. I was
very afraid once I knew about the means of HIV transmission because I did not use condom at all. Now, I often use
condoms but sometimes I do not use, I think that is fine” (R18: 24 years old).
Lack of knowledge of condom and its benefits and protective functions was also associated with the participants’
consistent engagement in unprotected sexual behaviour. Besides, it was also evident that although some
participants were aware of the benefits of condom use, they still inconsistently used them:
“Before, I did not use condoms at all because I did not know anything about it. After I attended VCT provided
by an NGO here [Yogyakarta] I often use condoms up to now but sometimes I do not use because I just do not have
it at the time when having sex” (R12: 22 years old).
“I gain much information about condoms and learn about the protective functions of condoms here. So now I
regularly access condoms because condoms are easy to get here. But you know sometimes I just don’t want to use
[condoms]” (R7: 27 years old).
3.3.2 Personal Expectation of Sexual Pleasure
The expected sexual pleasure associated with risky sexual behaviours among the participants seemed to be a
contributor to UAI. The sexual discomfort and displeasure experienced when using condoms were mentioned as
reasons for inconsistent use of condoms by a few participants:
“I use condom inconsistently. If I want to use then I use but I often do not use it. The sensation is different. It
feels better without condom” (R13: 25 years old).
“I don’t like if my partners use condoms because as a bottom [receptive] person it feels hot when there is a
friction between the latex and anus during the intercourse” (R15: 37 years old).
3.3.3 Self-Efficacy
Low self-efficacy to talk about condom use with their short-term or casual sex partners was another supporting
factor for the participants’ engagement in HIV-risk sexual behaviours. Participants expressed that they feared
losing or offending sexual partners with subsequent cancellation of a sexual contact if they talked about using
condoms with their casual partners:
“I do not talk about condom use with casual partners because I am afraid of losing my [casual] partner, so I do
not use condoms when having sex with them” (R14: 25 years old).
“To be honest I do not use condoms and do not want to talk about condoms because he [casual partner] can
feel offended and change his mind or cancel it [sexual intercourse] if he does not like the topic” (R3: 22 years old).
Furthermore, the avoidance of discussion about STIs including HIV status of their casual partners could have also
played an important role in the participants’ engagement in UAI. Avoidance of discussing HIV status with partners
seemed to arise from the lack of courage to ask whether or not a casual sexual partner was infected with HIV or
other STIs, and was due to the belief that such a discussion was impolite and hurtful to the partner:
“I am aware that it is important to know whether my [casual] partner is clean [infected] or not so that I can
protect myself but I am not brave enough to ask every time I meet someone [casual sex partner]. I do not even
know where to start. That is why I inconsistently use condoms when having sex with short-term [casual] partners”
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(R8: 23 years old).
“I do not ask about that [HIV and STIs status of casual partners] at all. It would hurt me if my [casual] partner
asks me that, so I guess he would feel the same if I raise such talk. He might feel that I am suspicious about his HIV
status, but to be honest if I know that my partner is infected with STIs or HIV I would definitely use condoms”
(R16: 23 years old).
4. Discussion
The World Health Organisation has addressed MSM population as one of the most susceptible groups to the HIV
transmission (WHO, 2015). Individuals’ engagement in risky sexual behaviours or UAI has been incriminated as
the main contributor to the spread of the epidemic among them (Mumtaz, Hilmi, McFarland, Kaplan, & Akala,
2011; Mustanski, Newcomb, Du-Bois, Garcia, & Grov, 2011). Consistent with the results of several previous
studies (El-Sayed, IA, & El-Gueniedy, 2008; Mimiaga et al., 2009; Morineau, et al., 2011; Poon, et al., 2013), the
current study confirms that having multiple casual sex partners was one of the behavioural determinants strongly
associated with HIV-risk sexual practice among the participants. Likewise, enjoyment associated with group sex
practices and their preference to experience sexual sensation without condoms, coupled with the unavailability of
condoms at time when such practices happened, were enablers to MSM engagement in UAI. Findings of the
current study conform to previous studies (Egypt Ministry of Health and Population National AIDS Program, 2006;
El-Sayed, et al., 1994; Elrashied, 2006; Mahfoud, Afifi, Ramia, El-Khoury, & Kassak, 2010), including, that
participants’ engagement in transactional sex practices as male sex workers put them in a weak position for safe
sex negotiation. These findings also support results of previous studies (Balán, et al., 2009; Berg & Grimes, 2010;
Elford, Bolding, & Sherr, 2001; Mettey, Crosby, DiClemente, & Holtgrave, 2003; Poon, et al., 2013), that inform
the use of internet to meet online sex partners for offline sex and transactional sex as the common practices that
contributed to unprotected sexual behaviours among MSM populations. On the contrary, other practices including
the use of drugs and excessive alcohol consumption, which have been widely reported as associated with UAI
among MSM (Clutterbuck, Gorman, McMillan, Lewis, & Macintyre, 2001; Drumright et al., 2006; Hirshfield,
Remien, Humberstone, Walavalkar, &Chiasson, 2004; Parsons &Halkitis, 2002), were not found to be the case in
the current study.
Findings of the current study support previous studies on the environmental determinants of unprotected sexual
behaviours among MSM populations. For instance, the influence of regular sex partners, as previously reported
(Koblin et al., 2003; McLean et al., 1994; Parsons & Bimbi, 2007; Semple, Patterson, & Grant, 2003) on unsafe
sexual behaviours of MSM was confirmed in the results of this study. Similarly, judgemental behaviours or
shaming and blaming reactions of medical doctors towards MSM’s sexual orientation were a hindrance for MSM
individuals to accessing health services. Such stigmatizing attitudes by medical practitioners further reduced
MSM’s willingness to access services, hence promoting the spread of HIV infection among them. Other studies in
Indonesia and elsewhere have identified judgemental behaviours to preclude transgender population and
motorcycle taxi drivers (tukang ojek) from accessing HIV/AIDS-related information, predisposing them to
continuous engagement in HIV risky sexual behaviours (De-Santis, 2009; Fauk & Mwanri, 2014a).
Furthermore, this study as well as previous studies (Colby, 2003; El-Sayed, et al., 1994; Elrashied, 2006) identified
contributors to MSM’s engagement in unprotected sex as following: (i) the lack of knowledge of HIV transmission
and prevention, and (ii) lack of knowledge of condom use as protective determinants to HIV infections. These
findings support the SCT and are in the personal (cognitive) factors category, where knowledge, efficacy and
outcome expectations tend to influence behaviours (Bandura, 1986; Neisser, 1976). Some participants in current
study findings had knowledge about protective functions of condoms, but did not use condoms consistently. This is
not surprising as similar findings have been noted in previous studies (Malebranche, Fields, Bryant, & Harper,
2009; Wheeler, 2006; Williams, Wyatt, Resell, Peterson, & Asuan-O’Brien, 2004), where participants continued to
engage in unprotected sexual behaviours after being exposed to such knowledge. Furthermore, similar to previous
reporting (McLean, et al., 1994), the findings of the current study support the notion that individuals’ expectations
for sexual pleasure or perceptions that condom use interfere with sexual satisfaction were associated with
unprotected sexual behaviours among MSM. Low self-efficacy including avoiding to discuss condom use and
STIs issues with casual sex partners due to fear of losing and/or offending them, was identified as a determinant
associated with unprotected sexual behaviours among MSM in the current study.
4.1 Limitations and Strengths
There are some limitations that need to be mentioned with regard to the current study. Because the majority of
participants were living in the city centre of Yogyakarta, which has differing opportunities from other settings in
Indonesia and elsewhere, it is not possible to generalise the findings of the study to all MSM populations. The
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participants were recruited based on the initial participant who had been involved in various HIV/AIDS programs
and had access to the already available HIV/AIDS-related services and information. Compared to other MSM from
other settings in Indonesia, the current study’s participants’ involvement in such programs may have increased
their perceptions and knowledge about HIV risks and the means of HIV transmission and prevention. This might
have resulted in under-sampling of MSM from other parts of Yogyakarta who are hardly exposed to HIV/AIDS
programs, services and information. Such under-sampling might result in an incomplete or biased overview of
factors associated with HIV-risk sexual behaviours in the current study. This study did not make comparison, for
example, identifying and interviewing a group of MSM that would have regular engagement in safer sex practices
to distinguish which factors and behaviours were associated with risky behaviours compared to factors simply
associated with MSM. As such, it is likely that these results might not be transferable to broader populations where
some of the high risk behaviours are unknown. These are important issues that could be explored in further studies.
Despite these limitations, to our knowledge, the current study represents the first qualitative investigation of the
determinants of unprotected or unsafe sexual behaviours among MSM in Indonesia. A qualitative approach was
used in this study because it provides in-depth and highly contextualised information and insights into pertinent
issues including those associated with HIV-risk sexual behaviours among the MSM in Yogyakarta.
5. Conclusions
This study reports several behavioural, environmental and personal (cognitive) determinants associated with
MSM’s engagement in unprotected sexual behaviours that may increase their susceptibility to HIV transmission.
They include having multiple casual sex partners, engagement in transactional sex and group sex practices, the use
of internet to find online partner for offline sex, the influence of regular sex partner, lack of access to HIV-related
services, lack of knowledge of condoms and HIV/AIDS, individuals’ expectation of pleasurable sexual intercourse,
and low self-efficacy to propose discussion on condom use and HIV status with casual sex partners. The results of
this study can be used to inform government institutions, NGOs, policy makers and program planners to support
and develop evidence-based programs in addressing HIV/AIDS problem among MSM in Yogyakarta and
Indonesia as a whole. Further studies with a larger number of MSM participants from varying backgrounds such as
ethnicity and geographical area, are recommended to increase an understanding about what could be done by the
authorities to reduce the susceptibility to HIV in MSM populations.
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