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Executive Summary 

Overview 

This report examines quantitative data collected within the Social Media, Men who have Sex 

with Men and Sexual Health (SMMaSH) 2013 study survey; which was developed and 

conducted in collaboration with NHS Lanarkshire, the Scottish Netreach Network (Terrence 

Higgins Trust, Gay Men’s Health, Waverley Care) and the sexual health team based at 

Glasgow Caledonian University and Monash University (Melbourne, Australia). The aim of 

this report is to describe the findings relating to those survey participants who live in 

Lanarkshire. To provide a contemporary context within which to interpret these findings, we 

present a comparative analysis of men living in Lanarkshire, Glasgow and the Rest of 

Scotland. Following this, we provide a more detailed analysis of key issues for Lanarkshire 

residents only. 

 

Specifically, we address the following research aims in relation to each of these populations: 

 

• To describe participants’ sexual and sexual health behaviours. 

• To examine their online socio-sexual networking and sexual behaviours. 

• To explore their HIV and sexually transmitted infection testing behaviours. 

• To examine their attitudes towards HIV testing, condom use and unprotected anal 

intercourse. 

• To describe the acceptability of Pre and Post-Exposure Prophylaxis for these groups. 

• Changing patterns in the ways men contact each other for sex warrant an investigation 

of the use of the internet and mobile phone apps in facilitating both sexual mixing and 

the transmission of STIs (including HIV). 
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• The use of GPS based technology offers radical new ways for men to meet each other 

for sex and alters the very fabric of sexual cultures associated with physical 

environments such as the commercial gay scene. 

 

• Over a number of years ‘sample drift’ in bar based research appears to systematically 

exclude younger men, men with lower educational qualifications, the unemployed and 

men from rural areas. This warrants the exploration of alternative means of 

behavioural surveillance. 

 

• Cross-sectional surveys were administered online via Survey Monkey between 

November 2012 and February 2013. Men using gay-specific social media websites 

(Gaydar, Recon and Squirt), smartphone apps (Grindr and Gaydar) and Facebook 

were invited to participate. 

 

• An important difference with this online sample was, unlike previous surveys of 

MSM in Scotland, use of the commercial gay scene was relatively uncommon. 

• Overall, 1326 MSM who lived in Scotland completed useable questionnaires. 10% 

(n=132) lived within the NHS Lanarkshire boundary, 26% (n=349) lived within the 

NHS Greater Glasgow and Clyde boundary and 64% (n=845) lived within the Rest of 

Scotland. 

 

• Men aged between 18 and 84 years completed the survey, with an average age of 36.4 

years. 
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• The whole sample was highly educated, with almost half holding a degree and 12.9% 

a postgraduate qualification, 33.6% had O or A Grades (or equivalent) and only 4.5% 

reported no qualifications. 

 

• The majority of the total sample identified as gay (80.2%) and a large proportion of 

bisexual men (17.1%) participated; whilst similarly 1.8% of the sample said they were 

straight. 

 

• Across the whole sample the majority of participants were employed/self-employed 

(71.3%) or students (16.6%) whilst relatively few were unemployed (6.1%), retired 

(4.4%) or on long term sickness payments/full time carers (0.9%). 

 

• The majority of participants were white British (Scottish) (68.4%), white British (non-

Scottish)(19.8%) or white (other) (7.2%). Only 3.7% came from non-white 

ethnicities, where only the category of ‘Any Mixed Background’ comprised greater 

than 1% (1.1%). 

 

• Across the whole sample the majority of participants were single (58.1%), whilst a 

quarter (25.8%) had a regular male partner and a further 5.3% were in a civil 

partnership or married to a man. A relatively large proportion of participants (9.7%) 

had a regular female partner. 

 

• Just over one third of participants lived alone (37.3%), with a similar proportion 

reporting they lived with their partner (25.4%) or in a shared flat/house (21.1%). A 

sizable group were living with their parents (15.0%). 
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• Overall, the majority of our online sample said that they rarely or never used the 

commercial gay scene. In Lanarkshire, 41% said they ‘never’ socialise on the 

commercial gay scene and a further 39% said they did so once a month or less. 

 

• Overall, the Lanarkshire sub-sample were broadly similar to the Glasgow and Rest of 

Scotland samples; although they were slightly younger, less ethnically diverse and 

more likely to live with their parents and not shared accommodation. 

 

• Overall, almost half of Lanarkshire MSM reported some unprotected anal intercourse 

(UAI) in the previous 12 months - more than both Glasgow and the Rest of Scotland. 

Around 50% of MSM reporting UAI did so within a negotiated safety style 

arrangement. Overall, one third of men sampled in Lanarkshire engaged in high risk 

UAI within the last 12 months. 

 

• Amongst the Lanarkshire sub-sample, men who reported high risk UAI in the last 

year rated themselves as significantly less proficient in using condoms when 

compared to men who reported no high risk UAI. 

 

• Amongst the Lanarkshire sub-sample, men who reported any UAI, any high risk UAI, 

no negotiated safety in the last year or higher educational qualifications also reported 

significantly higher bareback norms.  
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• Amongst the Lanarkshire sub-sample, men who reported any UAI, any high risk UAI 

in the last year and lower educational qualifications reported significantly lower 

condom use norms. 

 

• Overall, 45.8% of Lanarkshire participants had never had an HIV test - far higher 

than men in both Glasgow (25.8%) and the Rest of Scotland (26.9%). 

 

• Of those who had tested for HIV, just over one third of Lanarkshire MSM (36.2%) 

had done so in the last 6 months, 27.6% in the last 6 months to 1 year, 31% 1 to 5 

years ago and 5.2% over 5 years ago. 

 

• Men in Lanarkshire were significantly less likely to have tested recently than men 

from elsewhere in Scotland. 

 

• Amongst the Lanarkshire sub-sample, single men were significantly less likely to 

report a recent HIV test than men in a relationship with another man. 

 

• Amongst the Lanarkshire sub-sample, men who reported high risk UAI were not 

significantly more likely to report a recent HIV test then men who reported no high 

risk UAI in the previous year. 

 

• Men in Lanarkshire denied that fear of a positive HIV test result put them off testing, 

although overall they had significantly greater fear over a positive result than other 

gay men in Scotland.  
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• Men in Lanarkshire agreed that testing for HIV was generally beneficial but were 

unsure whether HIV testing was normative amongst their friends (testing was rated 

significantly more normative in Glasgow). 

 

• Men in Lanarkshire were ambivalent as to whether clinical barriers impacted upon 

their ability to take a test.  

 

• Men in Lanarkshire generally held negative attitudes towards sex with HIV positive 

partners.  

 

• Almost half (47.2%) of Lanarkshire participants said they have never had an STI test - 

far greater than men in both Glasgow (26.8%) and the Rest of Scotland (29.1%). 

 

• Only one third (32.1%) of Lanarkshire men reported an STI test in the last year, 

compared to almost half of men in Glasgow (49%) and the Rest of Scotland (44.3%). 

 

• In Lanarkshire, the most frequent STI testing location reported was the sexual health 

clinic (50%) similar to Glasgow although this was much higher for the rest of 

Scotland (72.3%). The Steve Retson Project1 represented the next most popular 

testing location in both Lanarkshire (26.5%), and Glasgow (49.3%). 

 

• In Lanarkshire the principle source of condoms/lube was to purchase them from a 

shop (41.4%), higher than Glasgow (37.2%) but lower than the Rest of Scotland 

(45.2%). 
                                                
1 The Steve Retson Project is an MSM-specific sexual health clinic operating in Glasgow. 
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• A large proportion of Lanarkshire men (35.2%) said they ‘hadn’t needed any’ sexual 

health advice, higher than in Glasgow (25.5%) and the Rest of Scotland (31.2%). 

 

• Across the whole sample Facebook use was common amongst this group of MSM 

(84.6%) with 79.4% of participants reporting at least weekly use and 61.1% at least 

daily use. 

 

• Across the whole sample Gay social networking website (GSNW) use was similarly 

ubiquitous (86.8%), with 77.0% reporting at least weekly and 38% at least daily use  

 

• Lanarkshire and the Rest of Scotland MSM were significantly more likely to use 

GSNW than Glasgow participants. 

 

• Amongst the Lanarkshire subsample, men who reported high risk UAI in the previous 

year (80.1%) were significantly more likely to report frequent GSNW use than men 

who reported no high risk UAI (61.5%). 

 

• Gay social networking smartphone apps (GSNA) were used by just over half (56.4%) 

of all participants, with 50.2% reporting at least weekly and 42.8% at least daily use  

 

• Amongst the Lanarkshire subsample, men with lower educational qualifications were 

significantly more likely to have used Bareback networking websites and smartphone 

apps (BBWA) than men with higher educational qualifications.  
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• Amongst the Lanarkshire subsample, men who reported UAI in the last year were 

significantly more likely to have used BBWA than men who reported no UAI. All 

men in Lanarkshire who had reported BBWA use also reported UAI in the previous 

year.  

 

• Men who reported high risk UAI in the past year were significantly more likely to 

have used BBWA than men who reported no high risk UAI.  

 

• Of the 15 BBWA users in Lanarkshire, 13% (n=2) were HIV positive, 53% (n=8) 

were HIV negative and 33% (n=5) did not know their HIV status.  

 

• Most Lanarkshire participants felt it would be acceptable for sexual health advisors to 

have passive profiles on GSNWs (85.5%) or GSNAs (73.4%) where they could be 

contacted if the viewer so decided. 

 

• In contrast, fewer Lanarkshire men said it was acceptable for sexual health advisors to 

contact them directly either on GSNWs (54.6%) or GSNAs (40.5%). Indeed, a 

sizeable proportion of participants said that such unsolicited sexual health intervention 

was unacceptable both on GSNW (27.3%) and particularly GSNA (41.1%). 

 

• In Lanarkshire, half of participants (50.5%) said they were ‘likely’ or ‘very likely’ to 

talk to a sexual health advisor on a smartphone app, with slightly more (51.8%) 

reporting they were ‘likely or ‘very likely’ to use a sexual health advice smartphone 

app.  

 



	  
	  

11	  

• In Lanarkshire exactly half said they were ‘likely’ or ‘very likely’ to use a service 

which sent a text-message reminding them it is time to go for a sexual health check-

up.  

 

• Overall, significantly more participants in Glasgow (35.6%) said they had already 

heard of Pre-Exposure Prophylaxis (PrEP) compared to men in Lanarkshire (26.4%) 

and the Rest of Scotland (29.1%). 

 

• Significantly fewer men in Lanarkshire (34.7%) said they had heard about Post 

Exposure Prophylaxis (PEP) compared to both the Glasgow (54.2%) and Rest of 

Scotland (46.6%).  
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Overview 

This report examines quantitative data collected within the Social Media, Men who have Sex 

with Men and Sexual Health (SMMaSH) 2013 study survey; which was developed and 

conducted in collaboration with NHS Lanarkshire, the Scottish Netreach Network (Terrence 

Higgins Trust, Gay Men’s Health, Waverley Care) and the sexual health team based at 

Glasgow Caledonian University and Monash University (Melbourne, Australia). The aim of 

this report is to describe the findings relating to those survey participants who live in 

Lanarkshire. To provide a contemporary context within which to interpret these findings, we 

present a comparative analysis of men living in Lanarkshire, Glasgow and the Rest of 

Scotland. Following this, we provide a more detailed analysis of key issues for Lanarkshire 

residents only. 

 

Specifically, we address the following research aims in relation to each of these populations: 

 

• To describe participants’ sexual and sexual health behaviours. 

• To examine their online socio-sexual networking and sexual behaviours. 

• To explore their HIV and sexually transmitted infection testing behaviours. 

• To examine their attitudes towards HIV testing, condom use and unprotected anal 

intercourse. 

• To describe the acceptability of Pre and Post-Exposure Prophylaxis for these groups. 

 

This initial section provides a background to the overall report. It introduces the field of 

digital media and its use within health promotion. It then provides a brief literature review of 

relevant evidence around MSM, the Internet and other social media along with the efficacy of 

technology based interventions. Finally, the importance of understanding these digitally 
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mediated sexual cultures in order to appropriately target interventions is explored. After this 

initial context setting, the subsequent chapters provide the methodological considerations of 

the SMMaSH survey and, in turn, address each of the research aims listed above. 
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Introduction 

There has been an exponential increase in the use of digital media in last ten years including 

social networking, mobile phone applications (apps), video sharing, podcasts, on-line games 

and short messaging services (SMS or texts) (Levine 2011). Experian Hitwise 

(www.hitwise.com) estimate that Facebook.com is the 2nd most visited website in the UK; 

after Google.co.uk, with LinkedIn.com, Twitter.com and Tumblr.com also featuring within 

the top 20. Mobile phones, in particular, have a wide reach and 95% of countries have a 

mobile phone network (Bennett and Glasgow 2009). New technology, such as ‘Smartphones’ 

- phones based on an operating system such as Android, Blackberry or iOS, with web access, 

‘apps’ and email synchronisation - give unprecedented mobile access to the Internet 

(Swendeman and Rotheram-Borus 2010) and therefore, these digital media. Indeed, Internet-

based platforms offer greater opportunity for more interactive communication, possibly at the 

point of decision-making, and of delivering health interventions conveniently and 

anonymously to people using personalised information. Appropriate forums for such 

intervention include blog sharing sites (e.g. tumblr.com), online pin boards (e.g. Pinterest), 

social networking sites (e.g. Facebook and GooglePlus+) and instant communication sites 

(e.g. Twitter). 

 

Studies across a wide range of populations and countries have investigated the feasibility, 

acceptability and effectiveness of different forms of digital media within sexual health 

promotion (Lim et al. 2008; Noar et al. 2009; Bailey et al. 2010; Cole-Lewis and Kershaw 

2010; Kang et al. 2010; Gold et al. 2011). Recent findings demonstrate improvements in 

partner notification, access to diagnostic tests such as chlamydia screening, appointment 

keeping, notification of medical investigations and HIV prevention interventions (Novak et 

al. 2003; Gaydos et al. 2006; Lim et al. 2008; Carpenter et al. 2010; Kang et al. 2010; 
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Swendeman and Rotheram-Borus 2010; Greenland et al. 2011; Smith et al. 2011). Due to 

extremely rapid changes in technology, its use and uptake, this area is characterised by a fluid 

and developing evidence-base. For example, Facebook was only founded in 2004 but had 

1.06 billion users by January 2013. Inevitably, the evidence base lags behind new and 

emerging applications in sexual health; for example, the developing use of new mobile 

technologies (Cole-Lewis and Kershaw 2010; Gold et al. 2010; Tortolero et al. 2010). 

Therefore a discrepancy exists between what is possible and what has been evaluated.  

 

Terms like “new media,” “social media,” “Web 2.0,” “technology,” and “digital media” are 

often used interchangeably; implying a collective understanding of their definitions. In this 

report, we use an adapted definition of ‘new media’ found on the http://aids.gov website 

(http://aids.gov/using-new-media/basics/what-is-new-media/). ‘New digital media’ is defined 

as user-driven forms of communication, such as text messaging, SMS, websites, electronic 

mail (e-mail), Rich Site Summary (RSS) feeds, blogs, podcasts/vodcasts, chat rooms, online 

videos, wikis, and virtual worlds. What we emphasise is the ‘sociability’, the ‘shareability’ 

and the ‘interactivity’ of digital media; regardless of platform and as such refer to this as 

‘social media’ within this report. We do, however, acknowledge that as these terms are 

currently developing and fluid and may not always correspond to definitions used elsewhere. 

 

MSM, the Internet and other social media 

In the UK, men who have sex with men are disproportionately affected by a range of sexually 

transmitted infections, particularly syphilis and gonorrhoea (Health Protection Agency 2011). 

Current guidance (BHIVA 2008) encourages MSM to screen for HIV and other STIs at least 

annually and more frequently for those reporting higher levels of risk (e.g. large numbers of 

sexual partners or unprotected anal intercourse with casual and new sexual partners). In 
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Scotland, there are moves to promote six-monthly STI screening among MSM (Health 

Protection Agency 2011; McDaid and Hart 2011). Identifying intervention delivery platforms 

to encourage testing could enable more effective targeting of STI prevention efforts. 

 

Increased sexual risk taking and rising HIV rates among MSM have coincided with the broad 

adoption of the Internet as a way for MSM to meet sexual partners (Rosser et al. 2009). 

Clinical studies have identified Men who use the Internet to seek Sex with Men (MISM) as at 

higher risk of HIV/STIs than other MSM (McFarlane et al. 2000). Internet sex-seeking 

appears to increase risk through an increased number of partners (Elford et al. 2001) and 

therefore an increased probability of sexually risky behaviour (Rosser et al. 2009). Tracing 

STI outbreaks (Klausner 2000) and HIV transmission (Tashima et al. 2003) through Internet-

mediated liaisons is well documented. 

 

To date, there is no evidence which specifically explores how MSM’s sexual health and 

sexual behaviour is patterned by other aspects of the digital media (i.e. beyond computer-

mediated Internet use). Arguably, the evidence relating to the Internet alone is now outdated 

and research must now address changes and innovations regarding MSM and their use of 

ever-diversifying social media. There is a clear need for research to address the changing and 

contemporary ways men use social media for sex and other social functions. As such the 

current research represents a key exploratory study, which begins to chart this new territory.  

 

Technology-based HIV interventions 

Technology-based HIV behavioural interventions are increasingly incorporating digital media 

technologies; from brief, untailored videos to complex computer-tailored multimedia 

interventions that target individual behaviours (Noar et al. 2009; Guse et al. 2012). 
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Interventions using technologies have used text messaging (Cole-Lewis and Kershaw 2010), 

handheld computers, smartphones and been online (Carpenter et al. 2010; Rosser et al. 2010). 

 

An advantage of the use of such technologies is the ability to deliver HIV prevention 

interventions at reduced cost when compared with those requiring human resources. 

Moreover digital media-based interventions can also enhance intervention fidelity (delivery 

of interventions in the way in which they are designed to be delivered) due to the ability to 

standardise intervention content. There is also significant scope for tailoring interventions by 

customising the intervention content using computer algorithms and interventions can be 

brief and flexible in terms of dissemination channels (Noar et al. 2009). Indeed, interventions 

have been tailored to individual risk characteristics (Scholes et al. 2003; Kiene and Barta 

2006), targeted on group characteristics (Lightfoot et al. 2007) and used interactive 

interventions, which stimulate ‘virtual’ decision-making experiences (Downs et al. 2004; 

Read et al. 2006). 

 

Historically, however, online research has had lower retention rates than offline research as 

there are fewer social constraints compared to in-person interviewing (Birnbaum 2004). This 

has been found in Internet-based HIV prevention interventions (Davidovich et al. 2006; Kok 

et al. 2006), which has led some to attempt to improve participant retention and achieving 

over 70% retention (Rosser et al. 2010). Whilst the Rosser et al. (2010) study of an 

interactive Internet-based HIV prevention intervention for MSM showed that retention of 

over 70% is achievable with Internet-based samples of MSM, there remains problems 

associated with behaviour change observed over the longer-term (Rosser et al. 2010). Thus, 

short-term effects have been shown but more work is required to develop and test methods to 

strengthen the long-term effects of these interventions. 
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Systematic review evidence of effectiveness 

Noar et al. (2009) systematically reviewed published and unpublished literature for studies 

testing computer-based interventions for HIV prevention. The 12 randomised controlled trials 

included had a cumulative sample size of 4639 participants but were almost exclusively 

published in the US (n=11) and mostly targeted heterosexual samples (n=10).Three studies 

used the Internet for intervention delivery (Davidovich et al. 2006; Roberto et al. 2007; Bull 

et al. 2009); one of these targeted MSM (n=1013, 79% Dutch ethnicity; mean age 33 years) 

(Davidovich et al. 2006), whilst the others targeted young adults (Roberto et al. 2007; Bull et 

al. 2009). The review authors noted the poor retention across two of these studies (with one 

recruiting individuals in schools). The review found computer-based interventions have been 

efficacious in increasing condom use (OR 1.54) and reducing sexual activity, numbers of 

sexual partners and incidence of STIs. Interventions which used individualised tailoring, by 

accessing individuals’ characteristics and customising content appropriately, were more 

efficacious. 

 

The interventions included in Noar et al’s (2009) review provide data on whether the use of 

technology-based platforms can facilitate modifications in HIV-related sexual risk 

behaviours. Emerging evidence suggests there are opportunities within this research to begin 

to understand the potential of tailored intervention components, the replicability and 

scalability of new digital media interventions and the effectiveness of particular approaches 

based on delivery method, duration, and other variables (Guse et al. 2012). However, as 

outlined earlier, the transferability of evidence from platforms such as computer-based 

interventions to smartphone app based interventions is not necessarily straightforward.  
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Digitally mediated sexual cultures 

In addressing the eventual development of sexual health interventions within the digital 

world, it is essential to conduct exploratory primary research. As such the current research is 

the first of its kind in Scotland (and the rest of the UK) to describe contemporary aspects of 

the digitally mediated sexual cultures of MSM. The speed of change in the ways men meet 

each other for sex and the concomitant changes in patterns of sexual mixing affords both new 

opportunities for sexually transmitted infections yet also opportunities for intervention. 

 

The current research has been informed by three key drivers. Firstly, an acknowledgement 

from staff working within ‘netreach’ that the virtual spaces hosted by some commercial sites 

were being used less often for both men’s sexual connections and their own sexual health 

interventions. Secondly, within the bar-based surveys conducted by staff at both GCU and the 

MRC Social and Public Health Sciences Unit, there is increasing evidence of what can be 

described as ‘sample drift’ – in that younger men, men with lower educational qualifications 

and those who are unemployed are no longer being regularly captured within these bar based 

approaches. Finally, expertise within the research team addressing issues of the space and 

place within sexual cultures (e.g. Flowers et al. 2000; Frankis and Flowers 2005; McDaid and 

Hart 2011) highlighted the importance of the shift to GPS based technology in 

revolutionising the ways MSM use both the physical world and the digital world to create 

new ways of meeting each other. These particular technologies enable many men to meet 

other men for sex or other social reasons without the need for gay bars, other commercial gay 

venues or public sex environments.  

 

In summary, we argue that there is a pressing need to understand how MSM in Scotland use 

social media for social and sexual networking both to understand the sexual health and sexual 
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risk behaviours of this population and to ascertain the pragmatics of local, targeted sexual 

health promotion within these new forms of digital media. The rapidly changing development 

of, and engagement with, these emerging digital technologies mean that no evidence exists to 

address these issues. In addition, current evidence has highlighted the multiple possibilities, 

but also the challenges, of engaging with digital media for sexual health promotion 

intervention. To these ends, this report presents a detailed analysis of quantitative survey data 

from the Social Media, MSM and Sexual Health (SMMaSH) 2013 study, conducted with 

MSM who use online social and socio-sexual media in Scotland. The aim of this report is to 

provide an overview of socio-sexual networking and sexual health behaviours for men in 

Lanarkshire, Glasgow and the Rest of Scotland; in addition to a detailed analysis of the key 

factors related to social media and sexual health for Lanarkshire MSM and related 

recommendations for service provision. 
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2.1. Overview 

 

This report examines quantitative data collected within the Social Media, Men who have Sex 

with Men and Sexual Health (SMMaSH) 2013 study survey which was developed and 

conducted in collaboration with NHS Lanarkshire, the Scottish Netreach Network (Terrence 

Higgins Trust, Gay Men’s Health, Waverley Care) and the sexual health team at Glasgow 

Caledonian University and Monash University (Melbourne, Australia). The aim of this report 

is to describe the findings relating to those survey participants who live in Lanarkshire. To 

provide a contemporary context within which to interpret these findings, we present a 

comparative analysis of men living in Lanarkshire, Glasgow and the Rest of Scotland. 

Following this, we provide a more detailed analysis of key issues for Lanarkshire residents 

only. 

 

Specifically, we address the following research aims in relation to each of these populations; 

 

• To describe participants’ sexual and sexual health behaviours. 

• To examine their online socio-sexual networking and sexual behaviours. 

• To explore their HIV and sexually transmitted infection testing behaviours. 

• To examine their attitudes towards HIV testing, condom use and unprotected anal 

intercourse. 

• To describe the acceptability of Pre and Post-Exposure Prophylaxis for these groups 
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2.2. Methodology 

 

Funding 

Data collection was partially funded by a grant from BBV NHS Lanarkshire. In addition, 

Gaydar and Grindr kindly donated their ‘message blast’ service in Scotland for free. Gaydar, 

Grindr, Recon and Squirt also gave reduced advertisement costs due to the health focused and 

not-for-profit nature of this study. Moreover, the School of Health and Life Sciences at 

Glasgow Caledonian University donated additional time and resources to this project. 

 

Questionnaire Development 

A cross-sectional survey was developed using a series of measures (see appendix 1) largely 

drawn from previously published research. Detailed information was sought regarding 

participant socio-demographics (age, area of residence, education, sexual orientation, 

employment, ethnicity, partnership status, living situation). Questions around participants’ 

frequency and reasons for use of Facebook, gay social networking websites, gay social 

networking smartphone apps and barebacking websites/apps, along with acceptability of 

sexual health outreach on these media were developed specifically for this study. Men were 

asked about their sexual behaviours, HIV and STI testing history, using measures taken from 

our previous research studies (see Knussen et al. 2011), whilst new questions were developed 

to ask about sources of condoms/lube and sexual health advice, use of the commercial gay 

scene2 and being ‘out’3. Finally we asked men about their attitudes to HIV testing (Flowers et 

                                                
2 The term gay scene covers pubs, bars and nightclubs used exclusively or primarily by a gay 

identified clientele. 
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al. 2012), unprotected anal intercourse (Knussen et al. in submission), condom use (Goodall 

et al. 2012) and HIV pre-exposure (Brooks et al. 2012) and post-exposure prophylaxis, using 

previously developed measures. 

 

The Pilot Study 

Our initial questionnaire was piloted at the Glasgow Pride event in June 2012. Around 500 

postcards advertising requesting online participation, providing the survey monkey link and a 

quick response code were distributed during the party event in George Square. Subsequently, 

64 participants too part the survey, with 52 (81%) completing the whole survey, suggesting it 

was not unreasonably lengthy. These data suggested that 5 key websites/apps were most 

popular amongst this population, as follows: Facebook (93%), Grindr (45%), Gaydar (35%), 

Gaydar app (20%), Fitlads (20%), Squirt (16%), Recon (13%). Administrators of these 

websites/apps were contacted in order to recruit participants. Unfortunately whilst multiple 

attempts were made to contact the administrators of Fitlads, our emails were not answered. 

Subsequently, the remaining 5 websites/apps formed the sampling frame for our full survey.  

 

Questionnaire Administration and Participant Recruitment 

Cross-sectional surveys were administered online via Survey Monkey between November 

2012 and February 2013. Men using gay specific social media websites (Gaydar, Recon and 

Squirt), smartphone apps (Grindr and Gaydar) and Facebook were invited to participate, 

using two different approaches. Firstly, on Gaydar and Grindr, all users were sent a pop-up 

‘message blast’ asking them to participate in our survey. Secondly, banner advertisements 

                                                                                                                                                  
3 Being ‘out’ was defined in the questionnaire as meaning that ‘you have told people about 

your sexual orientation and don’t try to hide it’. 
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were employed to advertise the survey on Facebook, Gaydar, Grindr, Squirt and Recon. The 

tone of each website/app suggested the most appropriate banner design which is crucial to 

engage users and encourage participation. Marked as a clearly social media, explicit imagery 

is largely inappropriate, and also not permitted, within Facebook advertisements, so our 

adverts were targeted as such (see Figure 1). As socio-sexual media portraying sexual hook-

ups with a ‘boy-next-door’ image, Gaydar and Grindr adverts were designed to reflect this 

dating/sexual tone (Figure 2). The explicitly sexual nature of Squirt and Recon required a 

more explicit advertisement (Figure 3). Finally the Grindr and Gaydar 'message blast’ is 

shown in Figure 4.  

 

Figure 1: Facebook advert 
 

 

 

Sex Research Scotland : How do you 

use the internet and mobile phone apps 

for friendship and sex? 

 

 

Figure 2: Gaydar and Grindr Banner advert, showing both views of flash animated 

banner 
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Figure 3: Squirt and Recon Banner 
 

 
 
 
Figure 4: Grindr Message Blast 
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As the focus of this study was men who have sex with men (MSM) in Scotland, various 

means were employed to target only that group with our banner advertisements and message 

blasts. On Facebook, it is possible to target users by various characteristics. Initially we 

planned to target only male users aged over 18 who live in Scotland and whose profile stated 

that they were (sexually) ‘interested’ in men or men and women. However, it was clear that 

the majority of Facebook users in Scotland do not complete this information. Instead, a more 

inclusive method was to target only MSM users who ‘like’4 #LGBT or #Gay. Clearly, this 

limited our Facebook sample such that an unknown proportion of MSM users would not have 

been targeted, but our limited funding required some compromise between 

comprehensiveness and scope. As Gaydar, Grindr, Squirt and Recon are clearly marked as 

sites for MSM, and have a minimum user age of 18, we targeted all users whose 1) profile 

location was set to Scotland, 2) whose PC IP address was based in Scotland or 3) for 

smartphone social media, whose GPS co-ordinates were in Scotland.  

 

Clicking on either the banner advertisement or the 'message blast' took men to our online 

questionnaire information sheet. This provided men with the details of the survey, the nature 

of the questions involved, and the organisations behind the survey; emphasising the 

anonymous, confidential and voluntary nature of participation and confirmed the study’s 

ethical approval. Participants were then able to make an informed decision whether to 

proceed to complete the survey or decline participation, by clicking the relevant option. 

Throughout the survey men had the option of clicking an ‘exit’ button which would delete 

their answers from our database. It was also explained on the final study withdrawal page that 

it would no longer be possible to withdraw an individual’s answers following submission. 

                                                
4 On Facebook, users can ‘like’ any kind of content, including individuals, profiles, places 

and issues, which expresses positive endorsement of that content. 
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After survey participation, or when men declined to participate, they were taken to an exit 

page which provided links to various MSM specific sexual health services and providers 

within Scotland, should they wish to follow up on any of the sexual health issues raised 

within the survey. 

 

To ensure sufficient Lanarkshire participants, this region was oversampled on each social 

media site. For website based social media, it was not possible to target just the Lanarkshire 

area, since user location data was not collected at this level. Therefore, for maximum chances 

of oversampling Lanarkshire, additional revenues were focused on the Glasgow, Edinburgh 

and Central Belt areas, which would cover the whole of Lanarkshire. For smartphone based 

social media apps, users can be targeted based on a certain radial area around particular GPS 

co-ordinates. Here, the charge to set up an individual GPS radial sample was relatively 

expensive compared to the subsequent pricing of targeted adverts. Rather than multiple 

sampling points being set up around strategic Lanarkshire settlements, we opted for a single 

point and large radius which would cover all of Lanarkshire as well as some parts of 

Glasgow. This had the effect of greatly increasing the cost effectiveness of our Lanarkshire 

oversampling, even though a small proportion of advertisements would have targeted men 

outwith Lanarkshire. 

 

The sampling methods adopted within this study mean that it is impossible to generate an 

accurate response rate. For example, whilst Gaydar reported 146,904 member in Scotland 

who had been ‘active’ in the previous 3 months, they hold no figures on the number of 

members who have opted out of receiving the ‘message blasts’. Similarly, whilst we have 

accurate figures to document the millions of impressions of banner advertisements, it is 

impossible to calculate the proportion of these which were not viewed by men (e.g. when a 
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page was quickly clicked pass without seeing the advert) or sent to men who had already (or 

subsequently) completed the questionnaire. Given the number of active users estimated by 

each social media provided, it appears that a response rate of less than one percent has been 

achieved. This is, however, standard for most online surveys (Elford et al., 2004, Sullivan et 

al., 2011). 

 

The online questionnaire was set up on Survey Monkey in two parts. Firstly men were asked 

to complete a fifteen minute questionnaire covering the socio-demographic, social media, 

sexual and social behavioural questions. They were then thanked for their participation and 

asked if they would complete a second 10 minute survey covering attitudes towards HIV 

testing, unprotected sex, condom use and HIV pre/post exposure prophylaxis. Approximately 

66% of participants also completed the 2nd survey. After either declining or completing this 

second questionnaire, participants were given the opportunity to withdraw from the study. 

The final page provided participants with links to Scotland-wide sexual health information, 

services for people living with HIV and free counselling services, should participants require 

such information due to the issues raised within the questionnaire. 

 

Statistical Analyses 

Data were analysed using SPSS 21.0 for Mac. Where data were did not meet the assumptions 

of parametric statistics, non-parametric analyses were used instead. In most cases these are 

almost equally powerful in detecting significant results, although because of their increased 

likelihood of type 2 error (i.e. missing a real significant difference) we also report where 
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trends towards significant were found5. Variables with two levels were assessed with either 

Chi2 or Mann-Whitney U tests. Variables with three levels were assessed with Chi2 or 

Kruskal-Wallis tests and significant differences further explored using Tukey’s HSD 

(Honestly Significant Difference) tests or Tamhane’s Test for Unequal Variances, as 

appropriate. Where multiple comparisons were made, the Bonferroni-Holm correction was 

considered (Holm, 1979). As is appropriate for non-parametric analyses we present the 

median, rather than the mean, as the key measure of central tendency (i.e. the ‘average’). 

 

The analytical focus of this report was to examine the sexual health behaviours of 

Lanarkshire MSM for a study funded by BBV NHS Lanarkshire. We bring this out in two 

clear ways: 

 

Firstly, we compare Lanarkshire participants with those in Glasgow and the Rest of Scotland. 

To define Lanarkshire, Glasgow and the Rest of Scotland, NHS boundaries, rather than 

council areas, were used to reflect the remit of our the report’s key funders, BBV NHS 

Lanarkshire. Comparisons with Glasgow were chosen to highlight the medium town urban 

vs. large city urban nature of the two populations. NHS Lanarkshire (population 550,000) is 

comprised of multiple medium (East Kilbride, Cumbernauld, Hamilton, Coatbridge, Airdrie; 

population 74,000 to 36,000) and smaller (Motherwell, Wishaw, Belshill, Blantyre, Larkhall, 

Carluke; 30,000 to 15,000) sized towns with a further number of smaller settlements. In 

contrast, Greater Glasgow and Clyde (population 1,200,000) is a sprawling urban area, 

including Glasgow (population 593,000), Scotland’s largest city, the nearby councils of East 

                                                
5 In general, a p value between 0.05 to 0.10 may be considered as a trend toward significance. 

In this study we only report trends where theoretically plausible and were multiple 

comparisons have not been made. 
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and West Dumbartonshire, Renfrewshire, East Renfrewshire and Inverclyde along with 

several small neighbouring areas of Lanarkshire (e.g. Rutherglen, Cambuslang). As such, the 

Glasgow NHS region benefits from a vibrant commercial gay scene, various MSM and HIV 

specific services, dedicated MSM specific sexual health clinics and the more cosmopolitan 

and tolerant attitude towards homosexuality and people living with HIV typically found 

within large cities. We also compare these regions to the Rest of Scotland (population 

approximately 3,500,000) as a measure of the ‘whole country’ which includes urban centres 

such as Edinburgh, Aberdeen and Dundee as well as largely rural areas (e.g. Highland).  

 

Secondly, we examine the behaviours of Lanarkshire participants in greater detail where 

appropriate. For each key issue, we examine the impact of various demographic factors as 

follows; age (younger ≤ 24 years vs. older ≥ 25 years), highest educational qualifications 

(Highers or lower vs. degree or better), relationship status (single vs. regular male partner), 

gay scene use in the last year (ever vs. never) and level of outness (out to most people vs. not 

out to most people). In addition, we also considered the impact of various behavioural issues, 

where appropriate, as follows: HIV testing (ever vs. never), regular HIV testing (at least once 

a year vs. less than annual or no testing pattern), STI testing (ever vs. never), regular STI 

testing (at least once a year vs. less than annual or no testing pattern). Finally we created a 

key measure of high risk UAI in the last year (some vs. none), where, following McDaid et 

al. (2012), high risk UAI was defined as defined to include men who reported any one of the 

following three behaviours; i) UAI with two or more partners, ii) UAI with casual partners 

and/or UAI with HIV status unknown/serodiscordant partners in the previous 12 months. As 

such, this measure of high risk UAI was the key measure of HIV transmission risk within this 

report. The specific analyses made, and instances where small sample size prohibited this, are 

detailed in the appropriate locations in the following report chapters.  
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In summary, our analysis focuses on comparing MSM within medium town urban 

Lanarkshire with Glasgow, its large city urban neighbour and the Rest of Scotland. This 

allows us both to highlight the key issues within Lanarkshire and examine where need may 

be greater or reduced in comparison to other key Scottish populations of MSM. Moreover, 

our in depth focus on Lanarkshire MSM provides specific information to direct local health 

promotion efforts. 
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2.3. Sample Demographics 

In this section we describe the demographics of the SMMaSH survey participants. This 

allows us to understand the characteristics of those men who took part in this survey and, by 

extension, the group(s) of men to whom these results can be generalised. Herein we examine 

the whole of the SMMaSH dataset recruited within Scotland and compare the sub-

populations living within Lanarkshire, Glasgow and the Rest of Scotland. 

 

Sample size 

Overall, 1326 MSM who lived in Scotland completed useable questionnaires of whom 10% 

(n=132) live within the NHS Lanarkshire boundary, 26% (n=349) live within the NHS 

Greater Glasgow and Clyde boundary and 64% (n=845) live within the Rest of Scotland. 

 

Sampling Location 

Table 1 shows the social media forums where participants for this study were recruited from. 

Chi2 analyses suggested that this was significantly different across the 3 NHS regions (Chi1 = 

38.7, df=10, p<0.001), although this was to be expected given the oversampling in 

Lanarkshire employed to ensure a sufficient sample size there. The majority of participants 

were sampled from Gaydar, through the 'message blast' route. This result is to be expected 

because the 'message blast' went out before sampling on other platforms began. Grindr 

provided just under one quarter (23.9%) of participants overall, although this was higher in 

Lanarkshire and Glasgow due to the oversampling techniques used. Facebook provided 

around 20% of participants overall although curiously fewer in Lanarkshire than elsewhere. 
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Table 1: Participant sampling location, by whole sample and NHS region. 

  NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Gaydar Survey 647 48.8 61 46.2 148 42.4 438 51.8 

Recon Survey 40 3.0 2 1.5 10 2.9 28 3.3 

Facebook Survey 258 19.5 21 15.9 68 19.5 169 20.0 

Grindr Survey 317 23.9 45 34.1 111 31.8 161 19.1 

Squirt Survey 64 4.8 3 2.3 12 3.4 49 5.8 

Total 1326  132  349  845  

 

Demographic Data 

Age: Men aged between 18 and 84 years completed the survey, with an average age of 36.4 

years (sd=12.9).The average age of participants was significantly younger in both the 

Lanarkshire (33.2 years, sd=12.4, range 18-64, p<0.05) and Glasgow (35.1 years, sd=12.4, 

range 18-74, p<0.05) samples compared to the Rest of Scotland (37.4 years, sd=13.0, range 

18 – 84, p<0.05). This sample is slightly older than the most recent (2010) Glasgow, bar-

based sample of MSM (mean=33, sd=10.35) (McDaid et al. 2012) although this Lanarkshire 

sample appear somewhat younger than the Lanarkshire sub-cohort of the European MSM 

Internet Survey (EMIS) (mean=37.2 years, sd=11.5) (Reid et al. 2011). 

 

Education: The whole sample were highly educated (see Table 2), with almost half (49%, 

n=650) holding a degree and 12.9% (n=171) a postgraduate qualification, 33.6% (n=445) had 

O or A Grades (or equivalent) and only 4.5% (n=60) reported no qualifications. This was 

somewhat higher than the 2010 Glasgow bar-based survey, where only 39% reported a 

degree/postgraduate qualification. (McDaid et al. 2012). 

 



	  
	  

41	  

Considering Lanarkshire, Glasgow and the Rest of Scotland, there was a trend towards a 

significant difference in NHS groupings (Chi2 = 12.16, df=2, p=0.058), with men in Glasgow 

more likely to hold a degree and less likely to have no qualifications compared to the 

Lanarkshire and Rest of Scotland samples. Given that Glasgow has 3 universities plus several 

other degree awarding institutions, this is unsurprising. Despite this, it is clear that a greater 

proportion of this online sample hold graduate qualifications than men sampled from the 

commercial gay scene. 

 

Table 2: Highest educational qualification, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

None 60 4.5 5 3.8 9 2.6 46 5.4 

Up to Highers 445 33.6 55 41.7 108 30.9 282 33.4 

Degree 650 49 60 45.5 188 53.9 402 47.6 

Postgraduate 171 12.9 12 9.1 44 12.6 115 13.6 

Total 1326  132 100 349 100 845 100 

 

Sexual Orientation: The majority of the whole sample identify as gay (80.2%, n=1063, see 

Table 3) and a large proportion of bisexual men (17.1%, n=227) participated, whilst similarly 

1.8% (n=24) of the sample said they were straight. There was no significant difference in the 

categories of sexual orientation across the 3 NHS regions, although Lanarkshire did seem to 

have a slightly higher proportion of bisexual and straight identified men. These distributions 

were largely similar to the 2010 EMIS Scottish sample (Reid et al. 2011), although there, 

around 15% said they were bisexual with the remaining 5% of participants replying that they 

‘don’t usually use a term’ to describe their sexual orientation. 
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Table 3: Sexual orientation, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Gay 1063 80.9 101 77.1 282 81.5 680 81.2 

Bisexual 227 17.3 27 20.6 57 16.5 143 17.1 

Straight 24 1.8 3 2.3 7 2 14 1.7 

Missing 12  1  3  8  

Total 1326  132  349  845  

 

Employment: The majority of participants were employed/self-employed (71.3%, n=946) or 

students (16.6%, n=220) whilst relatively few were unemployed (6.1%, n=81), retired (4.4%, 

n=59) or on long term sickness payments/full time carers (0.9%, n=12, see Table 4). 

Employment status was not significantly differently patterned across the 3 NHS areas (Chi2 = 

8.0, df=6, p=ns)6. This online sample is quite differently employed to men in the 2010 

Glasgow bar survey (McDaid et al. 2012), where 20.4% were students/retired/unemployed 

and 79.7% were employed/self-employed. 

 

Table 4: Employment, by whole sample and NHS region. 

    NHS Region 

  Whole sample Lanarkshire Glasgow Rest of Scotland 

  n % n % n % n % 

Employed/Self Employed 946 71.7 87 66.4 249 71.3 610 72.8 

Unemployed 81 6.1 13 9.9 18 5.2 50 6 

Retired  59 4.5 4 3.1 14 4 41 4.9 

Student  220 16.7 27 20.6 63 18.1 130 15.5 

Long Term Sick/Carer 12 0.9 0  5 1.4 7 0.8 

Missing  8  1  0  7  

Total  1326  132  349  845  

 

 

                                                
6 Retired and long term sick were combined for this analysis due to low frequencies. 
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Ethnicity: The majority of participants were white British (Scottish) (68.4%, n=907), white 

British (non-Scottish) (19.8%, n=263) or white (other) (7.2%, n=92, see Table 5). Only 3.7% 

(n=48) came from non-white ethnicities, where only the category of ‘Any Mixed 

Background’ comprised greater than 1% (1.1%, n=14). Ethnicity was significantly differently 

distributed across the 3 NHS areas (Chi2 = 25.0, df=6, p<0.05) than expected by chance. In 

Lanarkshire there were significantly more White British (Scottish) and significantly fewer 

White British (non-Scottish) and White other participants. In Glasgow there were 

significantly more Other ethnicity participants and in the Rest of Scotland significantly fewer 

White Scottish and Other ethnicity and significantly fewer White British (non-Scottish) and 

White Other participants. 

 

Table 5: Ethnicity, by whole sample and NHS region. 

   NHS Region      

 Whole sample  Lanarkshire  Glasgow  Rest of Scotland 

       n  % n % n % n % 

White British (Sc) 907 69 109 83.2 236 68.2 562 67.1 

Which British (non-Sc) 263 20 12 9.2 66 19.1 185 22.1 

White Other 96 7.3 4 3.1 24 6.9 68 8.1 

Other 48 3.7 6 4.6 20 5.8 22 2.6 

Missing 12  1  3  8  

Total 1326  132  349  845  

 

Relationship Status: The majority of participants were single (58.1%, n=770) although a 

quarter (25.8%, n=342) have regular male partner and a further 5.3% (n=70) were in a civil 

partnership or married to a man (see Table 6). A relatively large proportion of participants 

(9.7%, n=128) have a regular female partner. Relationship status was not distributed 

significantly differently across the 3 NHS regions (Chi2 = 1.96, df=6, p=ns). 
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Table 6: Relationship status, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Single 774 58.9 78 59.5 202 58.2 494 59.1 

Regular Male Partner 342 26 35 26.7 96 27.7 211 25.2 

CP/Married Man 70 5.3 6 4.6 15 4.3 49 5.9 

Regular Female Partner 128 9.7 12 9.2 34 9.8 82 9.8 

Missing 12  1  2  9  

Total 1326  132  349  845  

 

Accommodation: Just over one third of participants live alone (37.3%, n=494), with a similar 

proportion reporting they live with their partner (25.4%, n=337) as in a shared flat/house 

(21.1%, n=280) and sizable group living with their parents (15.0%, n=199, see Table 7). 

Accommodation was significantly differently distributed across the 3 NHS areas (Chi2 = 

85.5, df=6, p<0.001). Lanarkshire participants were far less likely to live alone or in a shared 

flat and far more likely to live with their parents, Glasgow participants were more likely to 

live in a shared flat and less likely to live with their parents, whilst participants in the Rest of 

Scotland were more likely to live with their partner and less likely to live with their parents 

than expected by chance. 

 

Table 7: Accommodation, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Alone 494 37.7 39 30 132 38 323 38.8 

With Partner 337 25.7 29 22.3 80 23.1 228 27.4 

Shared Flat/House 280 21.4 9 6.9 94 27.1 177 21.2 

Parents 199 15.2 53 40.8 41 11.8 105 12.6 

Missing 16  2  2  12  

Total 1326  132  349  845  
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Commercial Gay Scene Use, Proximity and ‘Outness’ 

We asked participants how often they used the commercial gay scene (Table 8). Overall, the 

majority of our online sample said that they rarely or never used the commercial gay scene. 

In Lanarkshire, 41% (n=43) said they ‘never’ socialise on the commercial gay scene and a 

further 39% (n=41) said they did so once a month or less. Similar proportions were reported 

for men in the Rest of Scotland (43.2% and 37.5% respectively although these were 

somewhat lower for Glasgow (36.7% and 33.7% respectively). In Lanarkshire (11.4%, n=12) 

as in the Rest of Scotland (11.9%, n=86) some men said they went out 2-3 times a month on 

the scene, though this was somewhat higher in Glasgow (19.4%, n=57). Relatively small 

proportions of Lanarkshire men used the scene weekly (6.7%, n=7) or almost daily (1.9%, 

n=2), similar to Glasgow and the Rest of Scotland. Using our variable as an ordinal measure 

(where 1 = almost daily and 5 = never) statistical analysis suggests that this is a significant 

difference (KW=8.5, df=2, p<0.05) such that men in the Rest of Scotland used the 

commercial gay scene significantly less than Glasgow participants (Tukey’s HSD, p<0.01) 

though comparisons with Lanarkshire were not significantly different.  

 

Participants in our online study report a completely different usage of the commercial gay 

scene compared to men recruited from the 2010 Glasgow bar-based survey (McDaid et al. 

2012). Therein, 46.7% of the sample used the gay scene at least weekly, 30.7% 2-3 times a 

month and 22.7% monthly or less often. The comparative proportions for our online sample 

are 8.2% use the gay scene at least weekly, 13.8% 2-3 times a month and 78% monthly or 

less often. Although a difference is to be expected, given the inherent sampling bias of a bar-

based study, the relative magnitude of this suggests that these two represent at least partially 

distinct groups of MSM. Although the difference in the Lanarkshire and Rest of Scotland 

samples will be affected at least in part due to the relative distance of the commercial gay 
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scene, these differences are still clear within the Glasgow sample, which has its own local 

gay scene. In particular, the ≥41% of this online sample who never use the commercial gay 

scene are not represented, and the ≥33% who use the scene ≤1 a month under-represented, in 

bar-based surveys. This clarifies the benefit and importance of sampling MSM from social 

media sources to access a population largely hidden from the traditional gay bar sampling 

frame. 

 

Table 8: Commercial gay scene use in the last month, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

4-5 times a week 15 1.3 2 1.9 5 1.7 8 1.1 

1-2 times a week 77 6.9 7 6.7 25 8.5 45 6.2 

2-3 times a month 155 13.8 12 11.4 57 19.4 86 11.9 

Once a month or less 411 36.7 41 39 99 33.7 271 37.5 

Never 463 41.3 43 41 108 36.7 312 43.2 

Total 1121 100 105 100 294 100 722 100 

Missing 205  27  55  123  

Total 1326  132  349  845  

 

 

We asked participants to rate how close their nearest gay scene was, from 1 (Nearby) to 5 

(Too far); see Table 9. Unsurprisingly, men in Lanarkshire (median = 3) and the Rest of 

Scotland (median = 3) said that their nearest gay scene was significantly (KW=68.9, df=2, 

p<0.001) further than men in Glasgow (median = 2).  
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Table 9: How close if your nearest gay scene, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Nearby 358 34.7 9 9.7 127 45.5 222 33.6 

2 205 19.8 22 23.7 83 29.7 100 15.1 

3 173 16.7 32 34.4 39 14 102 15.4 

4 143 13.8 22 23.7 26 9.3 95 14.4 

Too far 154 14.9 8 8.6 4 1.4 142 21.5 

Total 1033 100 93 100 279 100 661 100 

Missing 293  39  70  184  

Total 1326  132  349  845  

 

In terms of travel time to their nearest gay scene (Table 10), men in Lanarkshire and the Rest 

of Scotland (mode = 30 minutes to 1 hour) also said it took them significantly longer to reach 

than men in Glasgow (mode = <30 minutes) (KW = 87.4, df=2, p<0.05).  

 

Table 10: How long does it take you to reach your local gay scene for a night out, by 

whole sample and NHS region. 

   NHS Region 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

Half an hour or less 521 51 29 29.9 201 72.8 291 44.8 

Between 30 mins and one hour 320 31.3 62 63.9 67 24.3 191 29.4 

Between 1-2 hours 120 11.7 5 5.2 7 2.5 108 16.6 

More than two hours 61 6 1 1 1 0.4 59 9.1 

Total 1022 100 97 100 276 100 649 100 

Missing 304  35  73  196  

Total 1326  132  349  845  

 

Finally, we also asked participants whether they could afford to reach their local gay scene 

using public transport or a taxi, using a 5 point likert scale (1 = Very affordable to 5 = Too 

expensive); see Table 11. Men in Lanarkshire said that it was significantly less affordable for 
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them to use the commercial gay scene (median = 3) than men in Glasgow (median = 1) and 

the Rest of Scotland (median = 2) (KW=73.8, df=2, p<0.05). 

 

Table 11: Can you afford to reach your local gay scene using public transport/taxi for a 

night out, by whole sample and NHS region. 

   NHS 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Very Affordable 451 43.6 23 23.5 166 60.1 262 39.7 

2 186 18 19 19.4 61 22.1 106 16.1 

3 118 11.4 22 22.4 25 9.1 71 10.8 

4 98 9.5 16 16.3 11 4 71 10.8 

Too Expensive 181 17.5 18 18.4 13 4.7 150 22.7 

Total 1034 100 98 100 276 100 660 100 

Missing 292  34  73  185  

Total 1326  132  349  845  

 

We asked men how ‘out’ they felt they are, defining this as meaning ‘you have told people 

about your sexual orientation and don’t try to hide it.’ Here, scores of 0 indicated a 

participant was ‘not out to anyone’ whereas a score of 4 meant he was ‘out to everyone’. This 

‘outness’ measure was not significantly different (KW=3.0, df = 2, p=ns) for men in 

Lanarkshire (median = 4), Glasgow (median = 4) and the Rest of Scotland (median = 4). The 

median rating of 4 in Lanarkshire suggested that most participants were out to at everyone 

they know. The distribution of these results are shown in more detail in Table 12. If we 

consider the highest ratings of 3 and 4 as being out to most or everyone I know, 56.3% of 

Lanarkshire, 68% of Glasgow and 65.8% of Rest of Scotland participants fell into this 

category. These findings are almost identical to the EMIS study where 54.1% of Lanarkshire 

MSM were ‘out to most people I know’(Reid et al. 2011). Although at the higher end of the 

‘outness’ scale, Lanarkshire appears to lag behind somewhat, this difference is almost 

entirely be caused by a discrepancy at the mid part of the scale (scores of 2) which are 10% 
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higher for Lanarkshire than Glasgow and the Rest of Scotland; this explains why our earlier 

test was found no significant difference.  

 

Table 12: How out are you, by whole sample and NHS region. 

   NHS Region 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 

0 Not out to anyone 144 12.9 14 13.6 31 10.5 99 13.7 

1 128 11.4 11 10.7 34 11.6 83 11.5 

2 114 10.2 20 19.4 29 9.9 65 9 

3 265 23.7 20 19.4 68 23.1 177 24.5 

4 Out to everyone 468 41.8 38 36.9 132 44.9 298 41.3 

Total 1119 100.0 103 100 294 100.0 722 100 

Missing 207  29  55  123  

Total 1326  132  349  845  

 

Lanarkshire Participants Demographic Summary 

A wide range of Lanarkshire participants (18 – 64) completed the survey, with an average age 

of 33.2 years (sd=12.4), significantly younger than the Rest of Scotland (but not Glasgow) 

sample. Lanarkshire men were highly educated; 42% held secondary level qualifications and 

55% a degree or higher. Most Lanarkshire participants were gay (77.1%) but a sizeable 

proportion identified as bisexual (20.6%) and straight (2.3%). Most were employed (60.1%) 

or students (20.6%), unemployment (9.9%) somewhat higher than the Scottish national 

average (7.4%; The Scottish Government 2013) and a small proportion were retired (3.1%). 

The majority were White Scottish (83.2%) with relatively few White British (9.2%) and 

White Other (3.1%) participants and a small non-White group (4.6%.) Most were single 

(60%) or had a regular male partner (31%) although 9% had a regular female partner. 

Participants primarily lived with their parents (41%), partner (22%) or alone (30%) with few 

residing in shared accommodation (7%), rather different from Glasgow and the Rest of 

Scotland. Overall the Lanarkshire sample were broadly similar to the Glasgow and Rest of 
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Scotland samples, though they were slightly younger, less ethnically diverse and more likely 

to live with their parents and not shared accommodation. 

 

An important difference with this online sample is, unlike previous surveys of MSM in 

Scotland (e.g. Knussen et al. 2011, McDaid et al. 2012) commercial gay scene use was 

relatively uncommon. Over 40% of the Lanarkshire sample never socialise on the 

commercial gay scene whilst a further 40% do so once a month or less. This means that the 

data presented here represent a unique sample of MSM in Scotland which adds considerable 

information to the existing bar based data (Knussen et al. 2011, Flowers et al. 2012, McDaid 

et al. 2012). It means the SMMaSH study represents the first time that data clearly relating to 

non-scene men recruited through the digital and social media has been collected in Scotland. 

This has implications for how sexual health promotion is designed and delivered, which will 

be explored in the final chapter. Importantly, this means that any health promotion 

interventions based in or around the commercial gay scene are unlikely to impact upon the 

majority of men in this study. Therefore, novel and alternative means must be found in order 

to effect this gay-scene eschewing group of MSM. We investigate the suitability of targeting 

social media in Chapter 4 after we first examine the sexual health behaviours of men in the 

SMMaSH survey. 
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3.1. Overview 

This chapter examines the sexual and sexual health behaviours of men who have sex with 

men (MSM) who live in Lanarkshire by analysing survey data from the Social Media, MSM 

and Sexual Health study 2013. We compare Lanarkshire participants with those in Glasgow 

and the Rest of Scotland, before analysing the behaviours of Lanarkshire participants in 

greater detail. Specifically we consider participants’ reported number of sexual partners, their 

safer sexual strategies (such as serosorting and negotiated safety) and examine levels of ‘high 

risk unprotected anal intercourse’ to assess HIV infection risk. Next we consider both men’s 

engagement with screening for HIV and other sexually transmitted infections (STIs), along 

with their testing locations and reasons that underpin this, before considering where men 

source condoms/lube and sexual health advice. Finally, we discuss the implications of these 

data for sexual health promotion within Lanarkshire before making specific recommendations 

for service provision. 
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Introduction 

Men who have sex with men are the group most at risk of acquiring HIV (Health Protection 

Agency, 2011a) and the majority of other STIs in the UK (Health Protection Agency, 2011b). 

Late diagnosis of HIV remains the most important factor associated with morbidity and 

mortality in the UK (BHIVA, 2008, Delpech, 2012) whilst early detection and treatment also 

offers prophylactic outcomes, commonly described as ‘treatment as prevention’ strategies 

(Cohen and Gay, 2010, Ambrosioni et al., 2011). In Scotland, the Sexual Health and Blood 

Borne Virus Framework recommend repeat testing for HIV and STIs amongst MSM every 6 

– 12 months, with similar recommendations from BHIVA (BHIVA, 2008).  

 

Most research with MSM has focused upon unprotected anal intercourse since this practice is 

most strongly implicated in the transmission of HIV amongst this group. In Scotland, around 

one third of men report high risk UAI in the previous 12 months (McDaid et al., 2012), with 

no evidence of a decline in men reporting multiple UAI partners (Knussen et al., 2011) across 

the last decade. Fortunately, rates of HIV testing amongst MSM in Scotland appear to have 

increased both in terms of recent and lifetime testing (Flowers et al., 2012) over this period. 

 

Fewer studies have considered behaviours implicated within the transmission of other STIS 

(such as number of sex partners, where increased partner turnover increases the theoretical 

chance of disease exposure) or testing for other STIs. In Scotland, around 82% of MSM have 

ever had an STI test, whilst 51% report testing in the previous 12 months (McDaid et al., 

2012).  

 

Within this chapter we examine the sexual behaviours, HIV testing and STI testing 

behaviours of MSM in Lanarkshire, using the Social Media, MSM and Sexual Health study 
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(SMMaSH) 2013 survey data. We also compare Lanarkshire MSM to those in Glasgow and 

the Rest of Scotland to identify any particular areas of inequality. This information will 

enable more effective targeting of local health promotion activities. Our specific research 

questions are; 

 

1. What are the recent sexual risk behaviours of MSM in this sample? 

2. What are their HIV testing behaviours (recent and regular testing) and reasons behind 

testing? 

3. What are their STI testing behaviours (recent and regular testing) and where did this 

take place? 

4. Where do they source sexual health supplies and information from? 
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Statistical Analyses 

Data were analysed using SPSS 21.0 for Mac. Non-parametric analyses were used where data 

were not normally distributed. Variables with two levels were assessed with either Chi2 or 

Mann-Whitney U tests. Variables with three levels were assessed with Chi2 or Kruskall-

Wallis tests and significant differences further explored using Tukey’s HSD (Honestly 

Significant Difference) tests or Tamhane’s Test for Unequal Variances, as appropriate. 

Where multiple comparisons were made, the Bonferroni-Holm correction was considered 

(Holm, 1979). As is appropriate for non-parametric analyses the median, rather than the mean 

is presented, as the key measure of central tendency (i.e. that ‘average’).  

 

The analytical focus of this chapter was to examine the sexual health behaviours of MSM in 

Lanarkshire, sampled online. This is achieved in two clear ways. Firstly, we compare 

Lanarkshire participants with those in Glasgow and the Rest of Scotland, defined by their 

NHS regions (see Chapter 2). This allowed us to contrast medium-town urban Lanarkshire 

with its large city urban neighbour Glasgow and the Rest of Scotland as a measure of the 

‘whole country’. Secondly, we examined the behaviours of Lanarkshire participants in 

greater detail. For these bivariate comparisons we assess the impact of the following 

sociodemographic variables; age (younger ≤24 years vs older ≥25 years), highest educational 

qualifications (highers or lower vs degree or better), relationship status (single vs regular 

male partner), gay scene use in the last year (ever vs never), level of outness (out to most 

people vs. not out to most people). We also examine the impact of one behavioural variable; 

high risk UAI in the last year (some vs none), where, following (McDaid et al., 2012) high 

risk UAI was defined as defined to include men who reported any one of the following three 

behaviours; i) UAI with two or more partners, ii) UAI with casual partners and/or UAI with 

HIV status unknown / serodiscordant partners in the previous 12 months. On occasion small 
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sample size prohibited our proposed analyses. The specific analyses made, and instances 

where small sample size prohibited this, are detailed as appropriate. 

 

Participants 

A total of 1,326 participants completed the online survey, of whom 10% (n=132) live within 

the NHS Lanarkshire boundary, 26% (n=349) live within the NHS Greater Glasgow and 

Clyde boundary and 64% (n=845) live within the Rest of Scotland. Further details of the 

sampling frame and demographic characteristics of this sample are available in Chapter 2. 

The number of participants for each particular item is shown in the tables below. 

 

3.2 Sexual Behaviours 

We asked participants about their sexual partners in the last year, specifically, how many men 

have you have i) any sexual contact, ii) anal sex and iii) unprotected anal intercourse (UAI) 

(Table 1a). These data are highly skewed by a small number of participants reporting very 

high values, which would artificially inflate the mean. Therefore, the median (where 50% of 

the sample fall above and below this value) is a more appropriate measure of central tendency 

(i.e. the ‘average’). In Lanarkshire, the median number of sex partners was 5, similar to 

Glasgow (median = 6) and the Rest of Scotland (median = 5). Fewer anal sex partners were 

reported (median = 2 in all 3 NHS areas), whilst unprotected anal intercourse partners were 

fewer still (median = 1 in Lanarkshire but 0 in Glasgow and the Rest of Scotland). Kruskall –

Wallis analysis showed there was no significant difference in the number of all sex partners 

and anal sex partners in the last 12 months across the 3 NHS regions. However, there was a 

trend towards a significant difference (p=0.068) in the number of UAI sex partners reported 

in the previous year such that men in Lanarkshire reported more UAI partners than men in 

Glasgow or  the Rest of Scotland. 
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Table 1a: Male sex partners in the previous 12 months. 

 Whole sample 
 N Min Max Median 
Any sexual contact 1142 0 1000 5 
Anal sex 1141 0 300 2 
Unprotected anal sex  1116 0 300 0 

 
 NHS 
 Lanarkshire Glasgow Rest of Scotland 
 N Min Max Median N Min Max Median N Min Max Median 
Any sexual contact 105 0 300 5 301 0 150 6 736 0 1000 5 
Anal sex 105 0 250 2 300 0 110 2 736 0 300 2 
Unprotected anal sex  107 0 240 1 292 0 30 0 717 0 300 0 

 

Overall, almost half of Lanarkshire men reported UAI in the previous 12 months (Table 1b), 

slightly more than both Glasgow and the Rest of Scotland. However, although unprotected 

anal intercourse is most strongly implicated within HIV transmission, various strategies may 

be used to reduce the risk from UAI, for example, negotiated safety and serosorting.  We 

investigate this issue further below. 

 

Table 1b: Did participants report ANY UAI in the past 12 months? 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes 567 42.8 62 47 144 41.3 361 42.7 
No 759 57.2 70 53 205 58.7 484 57.3 
Total 1326 100 132 100 349 100 845 100 

 

Negotiated Safety 

For those men who reported any UAI, we asked participants about their involvement in 

negotiated safety as shown in Table 2. Very similar proportions of men reported this across 

Lanarkshire (49.2%, n=29), Glasgow (52.2%, n=72) and the Rest of Scotland (49.9%, 

n=170). Within their negotiated safety strategies, we asked men about their agreement around 

sex outwith this regular relationship. Just over half of men in Lanarkshire (51.7%, n=15) 

agreed not to have sex outwith this relationship (similar to Glasgow 48.7% and the Rest of 
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Scotland (47.7%). However whilst 20.7% (n=6) of Lanarkshire men practicing negotiated 

safety agreed to avoid only anal sex with other partners, far fewer did so in both Glasgow 

(6.9%, n=5) and the Rest of Scotland (12.9%, n=22). Instead in Glasgow (44.4%, n=32) and 

the Rest of Scotland (39.4%, n=67) greater proportions of men reporting negotiated safety 

had agreed to use condoms for anal sex outwith their primary relationship compared to 

Lanarkshire (27.6%, n=8). Chi2 analysis suggested that these differences in the patterning of 

negotiated safety across the 3 NHS regions was not significantly different (Chi2 = 5.002; df = 

4, p=ns). 

 

Table 2: In the last 12 months, did you only have anal sex without a condom with your 

regular partner, whose HIV status is the same as yours? 

  NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes, and we’ve agreed not to have 
sex with other partners 

131 48.3 15 51.7 35 48.7 81 47.7 

Yes, and we’ve agreed not to have 
anal sex with other partners 

33 12.2 6 20.7 5 6.9 22 12.9 

Yes, and we’ve agreed to always 
use condoms with other partners 

107 39.5 8 27.6 32 44.4 67 39.4 

Total Reporting Negotiated Safety 271 50.4 29 49.2 72 52.2 170 49.9 
No 
 

267 49.6 30 50.8 66 47.8 171 50.1 

Total 
 

538 100 59 100 138 100 341 100 

 

High Risk UAI 

Following McDaid et al. (2012) we defined high risk UAI to include men who reported any 

one of the following three behaviours; i) UAI with two or more partners, ii) UAI with casual 

partners and/or UAI with HIV status unknown / serodiscordant partners in the previous 12 

months (Table 3). Overall, 35.6% of men (n=47) in Lanarkshire reported any high risk UAI 

in the previous 12 months, higher than both the Glasgow (29.5%, n=103) and Rest of 

Scotland samples (32.1%, n=271). However, Chi2 analyses suggested that this is not a 

significant difference (Chi2 = 1.752, df=2, p=ns). It was also apparent that some men who 
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reported negotiated safety also reported UAI with multiple partners within the previous year, 

explaining the slight disparity between tables 2 and 3. Overall though, it is clear that over one 

third of men sampled in Lanarkshire have engaged in high risk UAI within the last 12 

months. 

 

Table 3: Participants reporting any High Risk UAI (see text for definition). 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes 421 31.7 47 35.6 103 29.5 271 32.1 
No 905 68.3 85 64.4 246 70.5 574 67.9 
Total 1326 100 132 100 349 100 845 100 

  

Bivariate analyses 

We undertook additional analyses to examine the factors associated with high risk UAI for 

Lanarkshire participants. Bivariate comparisons were conducted for the following variables; 

age (younger ≤24 years vs older ≥25 years), highest educational qualifications (highers or 

lower vs degree or better), relationship status (single vs regular male partner), gay scene use 

in the last year (ever vs never) and level of outness (out to most people vs. not out to most 

people). 

 

Overall, Chi2 analyses suggested there were no significant differences between men who did 

and did not report high risk UAI in terms of age, relationship status, gay scene use or level of 

outness. However a trend towards significance was found such that men with lower 

educational qualifications (45.4%) were more likely (Chi2=3.6, df=1, p=0.058) to report high 

risk UAI than men with higher educational qualifications (29%). 
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HIV Testing 

We asked participants about their HIV testing history (Table 4). Overall 45.8% (n=49) of 

Lanarkshire participants had never had an HIV test, far higher than men in both Glasgow 

(25.8%, n=77) and the Rest of Scotland (26.9%, n=198). Chi2 analysis clarified that this was 

a significant difference (Chi2 = 17.7, df=2, p<0.001).  

 

Table 4: Ever had an HIV test? 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
No 324 24.4 49 45.8 77 25.8 198 26.9 
Yes 817 61.6 58 54.2 222 74.2 537 73.1 
Total 1141 86 107 100 299 100 735 100 
Missing 185 14 25  50  110  
Total 1326 100 132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with HIV testing for 

Lanarkshire participants. Bivariate comparisons were conducted for the following variables; 

age (younger ≤24 years vs older ≥25 years), highest educational qualifications (highers or 

lower vs degree or better), relationship status (single vs regular male partner), gay scene use 

in the last year (ever vs never), level of outness (out to most people vs. not out to most 

people) and high risk UAI in the last year (some vs none).  

 

Chi2 analysis suggested neither qualifications or level of outness were related to HIV testing. 

However, in terms of ever having an HIV test, younger men (36.4%) were significantly less 

likely (Chi2=6.2, df=1, p<0.05) than older men (62.2%), single men were significantly less 

likely (Chi2=6.7, df=1, p<0.01) than men in a relationship, and men who never used the 

commercial gay scene (42.9%) were significantly less likely (Chi2=3.9, df=1, p<0.05) than 

men who did. Finally, Chi2 analyses suggested that tested and untested men were equally 
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likely to report high risk UAI (Chi2=1.444, df = 1, p=ns) in the last 12 months. Therefore 

tested and untested Lanarkshire men are at equal risk of HIV infection. We analysed the 

behaviour of untested Lanarkshire men (n=58) in more detail. Almost two thirds (62.1%, 

n=36) reported UAI in the last 12 months. Over half (51.7%, n=30) reported high risk UAI in 

the past 12 months.  

 

Recent HIV Testing 

We also asked men when they had their most recent HIV test (Table 5a). Just over one third 

of Lanarkshire men (36.2%, n=12) had tested in the last 6 months, 27.6% (n=16) in the last 6 

months to 1 year, 31% (n=18) 1 to 5 years ago and 5.2% (n=3) over 5 years ago. Overall 

63.8% (n=37) of tested Lanarkshire men had done so in the last year, compared to 65% 

(n=145) in Glasgow and 62.6% (n=336) in the Rest of Scotland. Therefore, whilst the testing 

recency of men across the 3 NHS regions was largely similar, men in Lanarkshire were 

substantially less likely to have ever had a test in the first place.  

 

Table 5a: Most recent HIV test (includes only those men who reported an HIV test). 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
In the last 6 months 330 40.4 21 36.2 92 41.4 217 40.4 
Between 6 months and 1 year ago 188 23 16 27.6 53 23.9 119 22.2 
Between 1 and 5 years ago 214 26.2 18 31 55 24.8 141 26.3 
Over 5 years ago 85 10.4 3 5.2 22 9.9 60 11.2 
Total 817 100 58 100 222 100 537 100 

 

To get a more accurate picture of HIV testing recency, we need to compare those men who 

know their status on the basis of a recent test (≤ 1 year) with those men who have never taken 

an HIV test / those men whose last HIV test result is likely out of date (≥ 1 year) (see Table 

5b). Whilst only 34.6% (n=37) of men in Lanarkshire report a recent HIV test, nearer to half 

of men in Glasgow and the Rest of Scotland do so, a significant difference (Chi2=6.2, 
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df=2p<0.05). Therefore whilst testing recency amongst Lanarkshire men is the same as 

Glasgow and the Rest of Scotland, the lower rate of testing overall contributed to a 

significantly greater proportion of men in Lanarkshire who do not know their HIV status on 

the basis of a recent test. 

 

Table 5b Recent HIV testing, including men who have never tested 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Recent HIV test (≤ 1 year) 518 45.4 37 34.6 145 48.5 336 45.7 

Longstanding (≥ 1 year) or 
Never HIV tested 

623 54.6 70 65.4 154 51.5 399 54.3 

Total 1141 100 107 100 299 100 735 100 

Missing 185  25  50  110  

Total 1326  132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting a recent (≤ 

1 year) or longstanding (≥ 1 year / never) HIV test for Lanarkshire participants. Bivariate 

comparisons were conducted for the following variables; age (younger ≤24 years vs older 

≥25 years), highest educational qualifications (highers or lower vs degree or better), 

relationship status (single vs regular male partner), gay scene use in the last year (ever vs 

never), level of outness (out to most people vs. not out to most people) and high risk UAI in 

the last year (some vs none).  

 

Chi2 analysis suggested there was no significant differences between men who reported a 

recent or longstanding HIV test in terms of age, qualifications, gay scene use and level of 

outness. Single men (30%) were significantly less likely (Chi2=4.3, df=1, p<0.05) to report a 

recent HIV test than men in a relationship with another man (51.6%). Moreover, men who 

reported high risk UAI (39.1%) were not significantly more likely (Chi2=0.7, df=1, p=ns) to 
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report a recent HIV test then men who reported no high risk UAI (31.1%) in the previous 

year. Therefore, men in Lanarkshire who practice high risk UAI are no more likely to report a 

recent HIV test than those who do not. 

 

3.3. HIV Status and Testing 

We asked men what they believe their HIV status to be (Table 6a). Overall, 78.5% (n=84) of 

Lanarkshire participants thought they were HIV negative, 16.8% (n=18) said they didn’t 

know whilst 4.7% (n=5) said they were HIV positive. This suggests a slightly lower 

proportion of HIV positive men and a slightly higher proportion of status unknown men in 

Lanarkshire than the other 2 NHS regions though these differences were not statistically 

significant (Chi2 = 4.415, df = 4, p=ns). 

 

Table 6a: What do you believe your current HIV status is? (All participants) 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
HIV positive 75 6.6 5 4.7 18 6 52 7.1 
HIV negative 921 80.7 84 78.5 252 83.7 585 79.8 
Don't know 145 12.7 18 16.8 31 10.3 96 13.1 
Total 1141 100 107 100 301 100 733 100 
Missing 185  25  48  112  
Total 1326  132  349  845  

 

However, n=28 men who reported their HIV status also said they had never had an HIV test. 

Considering just those 817 men who said they had ever had an HIV test (Table 6b), greater 

proportions of HIV positive men are suggested with 8.6% (n=5) of the Lanarkshire sample 

reporting a positive status, similar to both Glasgow (8.1%, n=18) and the Rest of Scotland 

(9.2%, n=49). Furthermore, 10.2% (n=6) Lanarkshire men said they did not know their HIV 

status, despite reporting that at some point they had had an HIV test; this was much lower in 
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both Glasgow (5.4%, n=12) and the Rest of Scotland (6%, n=32). However, Chi2 analyses 

suggested that these were not significant differences (Chi2 = 2.221, df=4, p=ns). 

 

Table 6b: What do you believe your current HIV status is? (Tested men only) 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
HIV positive 72 8.9 5 8.6 18 8.1 49 9.2 
HIV negative 691 85 47 81 191 86.4 453 84.8 
Don’t know 50 6.2 6 10.3 12 5.4 32 6 
Total 813 100 58 100 221 100 534 100 
Missing 4  16  1  3  
Total 817  132  222  537  

 

Finally, we asked men who had ever tested for HIV what the result of their last test was 

(Table 6c). Here the proportion of HIV positive men in the Lanarkshire sample (7.1%, n=4) 

was similar to the Glasgow (8.1%, n=18) and Rest of Scotland (8.3%, n=44) samples. The 

very small number of HIV positive participants recruited into this study from Lanarkshire 

means we are unable to further investigate the factors associated with an HIV positive status. 

 

Table 6c: What was the result of your last HIV test? (Tested men only) 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
HIV positive 66 8.2 4 7.1 18 8.1 44 8.3 
HIV negative 724 90 50 89.3 195 88.2 479 90.9 
Don’t know 14 1.7 2 3.6 8 3.6 4 0.8 
Total 804 100 56 100 221 100 527 100 
Missing 13  2  1  10  
Total 817  58  222  537  
 

Why did you have your last HIV test? 

We asked tested men why they had their last HIV test (Table 7). As the numbers behind 

many of these reasons are low, particularly within the Lanarkshire sample, these results 

should be treated with some caution. Over half of Lanarkshire men (51.7%, n=30) tested as 

part of their regular sexual health check, similar to Glasgow (50%, n=111) and the Rest of 

Scotland (52.5%, n=282). Almost 1 in 6 Lanarkshire men (17.2%, n=10) took their test 
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because they’d ‘just not had a test for a long time’ and a similar proportion (13.8%, n=8) did 

so because they were offered a test at an STI clinic; results broadly similar to Glasgow and 

the Rest of Scotland. Over 1 in 12 Lanarkshire men (8.6%, n=5) tested because they regularly 

have bareback sex, almost double the proportion from Glasgow (5%, n=11) and the Rest of 

Scotland (3.4%, n=18). Proportionately fewer (6.9%, n=4) Lanarkshire men tested because 

they’d had risky sex they were worried about compared to Glasgow (17.6, n=39) and the Rest 

of Scotland (15.5%, n=83). In contrast, whilst 5.2 (n=3) Lanarkshire men tested because their 

regular partner is HIV positive, this was much rarer in Glasgow (1.8%, n=4) and the Rest of 

Scotland (1.1%, n=6). Several other testing reasons were rarely reported in Lanarkshire, 

Glasgow and the Rest of Scotland, including condom accidents, friends/family testing 

positive, online, written and TV/Magazine sexual health information. Overall, whilst men in 

Lanarkshire’s reasons for HIV testing were many and varied, regular testing rather than any 

specific catalysts characterise these decisions. 

 

Table 7: Why did you have your last HIV Test? (ordered for Lanarkshire participants) 
   NHS 
 Whole 

Sample 
Lanarkshire Glasgow Rest of 

Scotland 
 N % N % N % N % 
It’s just part of my regular sexual health check 423 51.8 30 51.7 111 50 282 52.5 
I’d just not had a test for a long time 122 14.9 10 17.2 34 15.3 78 14.5 
I was offered one at a clinic when I went for an STI 
test 

123 15.1 8 13.8 30 13.5 85 15.8 

I regularly have bareback sex 34 4.2 5 8.6 11 5 18 3.4 
I’d had risky sex that I was worried about 96 11.7 4 6.9 39 17.6 83 15.5 
My regular partner is HIV positive 13 1.6 3 5.2 4 1.8 6 1.1 
A partner told me he was HIV positive 24 2.9 2 3.4 12 5.4 10 1.9 
Sexual health information from the Internet got me 
thinking about my status 

26 3.2 1 1.7 8 3.6 16 3 

I had a condom accident / break 20 2.4 1 1.7 6 2.7 13 2.4 
One of my friends / family tested positive so that 
made me test 

14 1.7 1 1.7 5 2.3 8 1.5 

Start of a new relationship, we both tested 11 1.3 1 1.7 1 0.5 9 1.7 
Written sexual health information got me thinking 
about my status 

18 2.2 0 0 9 4.1 9 1.7 

A magazine article / TV programme got me thinking 
about my status 

16 2 0 0 6 2.7 10 1.9 

I tested for work 11 1.3 0 0 3 1.4 8 1.5 
I am a Blood Donor 4 0.6 0 0 1 0.5 3 0.6 
I tested for a Visa Requirement 5 0.6 0 0 2 0.9 3 0.6 
Total 817  58  222  537  
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Regular HIV Testing  

We investigated whether men reported regular HIV testing (Table 8). Again, the small 

numbers behind these answers, particularly within the Lanarkshire cohort, mean these 

findings must be interpreted with some caution. Of those men who reported a test, just over 

half reported a discernable pattern to their testing; similar in Lanarkshire (53.4%, n=31), 

Glasgow (59.9%, n=133) and the Rest of Scotland (52.7%, n=283). In Lanarkshire, no men 

said they tested every 3 months compared to 6.8% (n=14) of men in Glasgow and 6.2% 

(n=31) in the Rest of Scotland. However, slightly higher proportions of Lanarkshire men 

reported testing every 6 months (23.5%, n=12) or annually (25.5%) than in Glasgow or the 

Rest of Scotland. Similar proportions reported testing every few years in Lanarkshire (11.8%, 

n=6), Glasgow (13%, n=27) and the Rest of Scotland (12.4%, n=283).  

 

Table 8: How often do you take and HIV test? (Tested men only). 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Any Discernable Pattern 447 54.7 31 53.4 133 59.9 283 52.7 

3 months 45 5.9 0 0 14 6.8 31 6.2 

6 months 151 19.9 12 23.5 45 21.7 94 18.8 

Annually 156 20.6 13 25.5 47 22.7 96 19.2 

Every few years 95 12.5 6 11.8 27 13 62 12.4 

Once only 143 18.9 7 13.7 29 14 107 21.4 

No pattern 111 14.7 9 17.6 29 14 73 14.6 

HIV+ so no need to test 46 6.1 4 7.8 15 7.2 27 5.4 

After risky sex 10 1.3 0 0 1 0.5 9 1.8 

Total 757 100 51 100 207 100 499 100 

Missing 60  7  15  38  

Total 817  58  222  537  

         

Annual pattern 335 51.0 25 53.2 103 54.5 207 45.9 

No regular pattern 322 49.0 22 46.8 86 45.5 244 54.1 

Total 657 100 47 100 189 100 451 100 
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Recent recommendations for MSM have suggested that sexually active MSM should screen 

for HIV every 6 – 12 months. Taking this notion on board, we constructed a new variable to 

delineate men who reported regular HIV testing (i.e. frequency of every 3 months, 6 months 

or annually) and those who did not (i.e. every few years, once only, no pattern, after risky 

sex). We excluded HIV positive men from this analysis since they already know their status 

based on a test. These data are shown in the rows at the bottom of Table 8. There was no 

significant difference in the patterning of HIV testing frequency across the 3 NHS region 

(Chi2 = 4.3, df = 2, p=ns). Indeed, the proportion of men who reported at least annual HIV 

testing was remarkably similar for Lanarkshire (53.2%, n=25) and Glasgow (54.5%, n=103) 

although it was somewhat lower for the Rest of Scotland (45.9%, n=207). Indeed, this 

discrepancy seems to result at least partially from the higher proportion of men in the Rest of 

Scotland (21.4%, n=107) who said they had only tested once compared to men in Lanarkshire 

(13.7%, n=7) and Glasgow (14%, n=29). 

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting a regular 

(at least annual; 53.2%, n=25) or no regular (≥ annual or no pattern; 46.8%, n=22) pattern of 

HIV testing for Lanarkshire participants. HIV positive men were excluded from this analysis. 

Bivariate comparisons were conducted for the following variables; age (younger ≤24 years vs 

older ≥25 years), highest educational qualifications (highers or lower vs degree or better), 

relationship status (single vs regular male partner), gay scene use in the last year (ever vs 

never), level of outness (out to most people vs. not out to most people) and high risk UAI in 

the last year (some vs none).  

 

No significant differences were observed for the variables examined. In particular, men who 

report regular HIV testing (48%) were no more likely to report high risk UAI than men who 

report no regular HIV testing (52%). 
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STI Testing History 

We asked men about their testing history for STIs other than HIV (Table 9). Almost half 

(47.2%, n=50) of Lanarkshire participants said they have never had an STI test, far greater 

than men in both Glasgow (26.8%, n=80) and the Rest of Scotland (29.1%, n=211). Chi2 

analysis suggested these differences were significant (Chi2 = 16.484, df=4 , p<0.001). 

 

Table 9: STI testing history 

   NHS 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Have you ever had an STI test? 

Ever Had STI Test? 788 69.8 56 52.8 218 73.2 514 70.9 

Never had STI Test 341 30.2 50 47.2 80 26.8 211 29.1 

Total 1129 100 106 100 298 100 725 100 

Missing 197  26  51  120  

Total 1326  132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with STI testing for 

Lanarkshire participants. Bivariate comparisons were conducted for the following variables; 

age (younger ≤24 years vs older ≥25 years), highest educational qualifications (highers or 

lower vs degree or better), relationship status (single vs regular male partner), gay scene use 

in the last year (ever vs never), level of outness (out to most people vs. not out to most 

people) and high risk UAI in the last year (some vs none).  

 

Chi2 analyses suggested that qualifications, relationship status, level of outness were not 

related to STI testing. Younger men were significantly less likely (Chi2=8.6, df=1, p<0.005) 

than older men (62.5%) to have ever had an STI test. Additionally, a trend towards 



	  
	  

71	  

significance was observed such that men who never used the gay scene (41.9%) were less 

likely (Chi2=3.2, df=1, p=0.072) than men who did use the gay scene in the last year.  

 

3.4. STI testing and Sexual Behaviours 

Whilst UAI is the key sexual risk factor for HIV transmission, overall numbers of sexual 

partners of any type presents a risk factor for the transmission of other STIs. Therefore we 

examined the relationship between different types of sex partners and STI testing for men in 

Lanarkshire. Untested men reported significantly fewer sex partners (median 4 vs 6 partners, 

Mann-Whitney U = 1709, p=ns) and fewer anal sex partners (median 1 vs 3 anal partners, 

Mann-Whitney U = 1834) in the previous year. However the majority of untested men in 

Lanarkshire (67.3%, n=33) report 2 or more male sex partners in the last year (12.2%, n=6 

report none and 20.4%, n=10 report 1 only) and 36.7% (n=18) report multiple anal sex 

partners / high risk UAI in the previous year. Therefore the majority of men in Lanarkshire 

who have never tested for STIs are at risk of STIs other than HIV, due to frequent partner 

turnover in the previous year. 

 

Recent STI Testing  

We asked men about their most recent STI test (see Table 10). Only one third (32.1%, n=34) 

of Lanarkshire men reported an STI test in the last year, compared to almost half of men in 

Glasgow (49%, n=146) and the Rest of Scotland (44.3%, n=321). Lanarkshire men were 

slightly less likely to report an STI test over a year ago than men in Glasgow or the Rest of 

Scotland. Chi2 analyses suggested these were significant differences (Chi2 = 18.057, df = 4, 

p<0.005). Therefore, not only are Lanarkshire men less likely to have ever had an STI test, 

those that have are less likely to have recently tested compared to men in Glasgow and the 

Rest of Scotland. 
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Table 10: When was your most recent STI test? 

   NHS 

 Whole sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

In the last 6 months 319 28.3 15 14.2 90 30.2 214 29.5 

Between 6 months and 12 months ago 182 16.1 19 17.9 56 18.8 107 14.8 

In the last year (sum of two rows above) 501 37.8 34 32.1 146 49 321 44.3 

Over 12 months ago 287 25.4 22 20.8 72 24.2 193 26.6 

Never had an STI test 341 30.2 50 47.2 80 26.8 211 29.1 

Total 1129 100 106 100 298 100 725 100 

Missing 197  26  51  120  

Total 1326  132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with recent (≤ 1 year) vs 

longstanding (≥1 year or never) STI testing for Lanarkshire participants. Bivariate 

comparisons were conducted for the following variables; age (younger ≤24 years vs older 

≥25 years), highest educational qualifications (highers or lower vs degree or better), 

relationship status (single vs regular male partner), gay scene use in the last year (ever vs 

never), level of outness (out to most people vs. not out to most people) and high risk UAI in 

the last year (some vs none).  

 

Chi2 analysis suggested that none of these variables were related to recency of STI testing. 

 

STI diagnoses 

In the last year, 12.4% (n=13) of Lanarkshire participants reported having an STI in the 

previous 12 months (Table 11a), similar to Glasgow (12%, n=36) and the Rest of Scotland 

(10.3%, n=75) (Chi2 = 0.835, df=2, p=ns). However, when considering only those men who 

reported an STI test in the previous year (n=501; see Table 11b),  we see that more men in 
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Lanarkshire report an STI diagnosis (30.3%, n=10) than in both Glasgow (21.9%, n=32) and 

the Rest of Scotland (21.6%, n=69), although this is not a significant difference (Chi2 = 

1.334, df = 2, p=ns). 

 

Table 11a: Have you had a sexually transmitted infection (STI) in the last 12 months? 

(All participants) 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Yes 124 10.9 13 12.4 36 12 75 10.3 

No 1009 89.1 92 87.6 265 88 652 89.7 

Total 1133 100 105 100 301 100 727 100 

Missing 193  27  48  118  

Total 1326  132  349  845  

 

Table 11b: Have you had a sexually transmitted infection (STI) in the last 12 months? 

(Only includes men who had an STI test in the previous year) 

   NHS 

   Lanarkshire  Glasgow Rest of Scotland 

 N % N % N % N % 

Yes 111 22.2 10 30.3 32 21.9 69 21.6 

No 388 77.8 23 69.7 114 78.1 251 78.4 

Total 499 100 33 100 146 100 320 100 

Missing 2  1    1  

Total 501  34    321  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting an STI in 

the previous year for Lanarkshire participants. Bivariate comparisons were conducted for the 

following variables; age (younger ≤24 years vs older ≥25 years), highest educational 

qualifications (highers or lower vs degree or better), relationship status (single vs regular 

male partner), gay scene use in the last year (ever vs never), level of outness (out to most 
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people vs. not out to most people) and high risk UAI in the last year (some vs none).  

 

Chi2 analysis suggested that men who reported high risk UAI (20%) were significantly more 

likely (Chi2=4.2, df=1, p<0.05) to have had an STI in the previous year than men who 

reported no high risk UAI (6.7%). 

 

Regular STI testing 

We asked those men who said they had tested in the previous year whether they went for 

regular STI tests, and the majority did so (Table 12a). In Lanarkshire, 8.8% (n=3) of men test 

every 3 months, 38.2% (n=13) test every 6 months, a further 38.2% (n=13) test about once a 

year, 8.8% (n=3) test every few years and only 5.9% (n=2) said there was no regularity to 

their STI testing. These proportions were similar for men in Glasgow and the Rest of 

Scotland (Chi2 = 8.551, df=8, p=ns). 

 

12a Do you go for regular STI tests? (included only men who reported an STI test in the 

previous year) 
   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes, about every 3 months 60 12 3 8.8 12 8.2 45 14 
Yes, about every 6 months 172 34.3 13 38.2 54 36.7 105 32.7 
Yes, about once a year 158 31.5 13 38.2 50 34 95 29.6 
Yes, every few years 39 7.8 3 8.8 13 8.8 23 7.2 
No 73 14.5 2 5.9 18 12.2 53 16.5 
Total 502 100 34 100 147 100 321 100 
Missing   98  202  524  
Total  1326   349  845  

 

We examined those men who had ever had an STI test but had not done so in the previous 

year. Several men said they tested ‘about once a year’ (n=35) or ‘every few years’ (n=81) but 

not in the previous year and a large number of men reporting that they had had a test at some 
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point in their lives said they did not test regularly (n=158). Therefore, on potential problem 

with the data presented in table 12a is that it excludes regular testers who had not done so in 

the previous year. To provide a more accurate picture of STI testing regularity, we combined 

these data with the testing STI frequency of those men who tested in the previous year (Table 

12b).  

 

Considering those men who have ever had an STI test, over half do so regularly, primarily 

every 6 months or annually. Around 16-20% test every few years and about 30% do not rest 

regularly. In Lanarkshire, 5.6% of men test every 3 months, 24.1% (n=13) every 6 months, 

31.5% (n=17) every year, 18.5% every few years and 20.4% do not regularly test for STIs 

other than HIV. Although larger proportions of men in Lanarkshire tested about once a year 

and fewer said there was no patterns to their STI testing than in Glasgow and the Rest of 

Scotland, these proportions were not significantly different (Chi2 = 11.028, df=8, p=ns). 

 

Table 12b: Do you go for regular STI tests? (Men who reported an STI test ever) 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes, about every 3 months 60 7.7 3 5.6 12 5.6 45 8.9 
Yes, about every 6 months 172 22.2 13 24.1 54 25.0 105 20.8 
Yes, about once a year 193 24.9 17 31.5 58 26.9 118 23.3 
Yes, every few years 120 15.5 10 18.5 37 17.1 73 14.4 
No 231 29.8 11 20.4 55 25.5 165 32.6 
Total 776 100.0 54 100.0 216 100.0 506 100.0 
Missing 550  78  133  339  
Total 1326  132  349  845  

 

Thus it is clear that about one third of men in Lanarkshire have tested for STIs in the last year 

and the large majority of them do so regularly (94%), most on at least a annual basis (85%). 

However, STI testing amongst men in Lanarkshire is significantly less widespread than in 

Glasgow and the Rest of Scotland. 
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Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting a regular 

(at least annual) or no regular (≥ annual or no pattern) pattern of STI testing for Lanarkshire 

participants. Bivariate comparisons were conducted for the following variables; age (younger 

≤24 years vs older ≥25 years), highest educational qualifications (highers or lower vs degree 

or better), relationship status (single vs regular male partner), gay scene use in the last year 

(ever vs never), level of outness (out to most people vs. not out to most people) and high risk 

UAI in the last year (some vs none). None of these variables were related to reporting a 

regular STI testing pattern amongst Lanarkshire men. 

 

Where do men test for STIs? 

We asked those men who had taken an STI test in the previous 12 months where this had 

taken place (Table 13). Again, small sample sizes behind many responses, particularly in 

Lanarkshire, mean these data must be treated with caution. Whilst most Lanarkshire men 

(75.6%, n =25) reported one testing location, several (24.2%, n=8) mentioned two locations; 

similar to distributions for Glasgow, although fewer than the Rest of Scotland (8.7%, n=27). 

In Lanarkshire, the most frequent STI testing location reported was the sexual health clinic 

(50%, n=17) similar to Glasgow although this was much higher for the Rest of Scotland 

(72.3%, n=232). The Steve Retson project7 represented the next most popular testing location 

in both Lanarkshire (26.5%, n=9), and Glasgow (49.3%, n=72) but of course was used much 

less often in the Rest of Scotland (2.8%, n=9) presumably due to lack of proximity to this 

service. Indeed, a flaw in the survey questions was that we did not offer Gay Specific Sexual 

Health as an option, since those in Edinburgh etc. were likely included within the ‘sexual 

                                                
7 The Steve Retson Project is an MSM specific sexual health clinic operating in Glasgow. 
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health clinic’ response, hence the inflated level. GP and Home testing were both relatively 

rare in Lanarkshire (8.8%, n=3 respectively) as were testing at HIV/Gay specific locations 

such as the Brownlee Clinic, Gay Men’s Health or Gay Bars/Saunas (5.9%, n=2 each), THT 

or the ROAM Outreach clinic (2.9%, n=1 each). These latter locations differed little across 

the 3 NHS regions and the small sample size prevented further statistical analyses of these 

distributions. It is important to note that this study was conduced before the roll out of the 

THT / BBV Lanarkshire local FastTest HIV testing initiative began in 2013 after the survey 

was completed, so this service was not evaluated herein.  

 
From the table below, it is clear that a large proportion of men in Lanarkshire currently use 

STI testing services (e.g. Steve Retson project, Brownlee, Gay Men’s Health, THT, Gaybar / 

saunas) physically located outwith the NHS region. We calculated the proportion of 

Lanarkshire men who report taking an STI outwith Lanarkshire in the last year by combining 

Lanarkshire based men who said they had tested in the Steve Reston Project, Brownlee clinic, 

Gay Men’s Health, a gay bar or sauna or the THT. Thus this measure is relatively 

conservative because it excludes answers which could potentially also be located outwith 

Lanarkshire (e.g. sexual health clinic, hospital etc.). A total of 15 men in Lanarkshire (44%) 

who told us there they had taken an STI test in the last 12 months said it was outwith 

Lanarkshire. 
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Table 13: Where have you been tested for an STI in the last 12 months? (participants 

were allowed to complete more than one location). 
   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Sexual Health or GUM Clinic 310 61.9 17 50 61 41.8 232 72.3 
Steve Retson Project 90 18 9 26.5 72 49.3 9 2.8 
GP 43 8.6 3 8.8 8 5.5 32 10 
Home Testing Kit 10 2 3 8.8 3 2.1 4 1.2 
Brownlee (HIV Clinic in Glasgow) 18 3.6 2 5.9 13 8.9 3 0.9 
Gay Men’s Health 16 3.2 2 5.9 5 3.4 9 2.8 
Gay Bar or Sauna 11 2.2 2 5.9 3 2.1 6 1.9 
Hospital (not sex health or GUM 
clinic) 

30 6 1 2.9 1 0.7 28 8.7 

ROAM Outreach Clinic 15 3 1 2.9 1 0.7 13 4 
Terrence Higgins Trust 5 1 1 2.9 3 2.1 1 0.3 
Immunodeficiency Service 2 0.4 0 0 1 0.7 1 0.3 
Total 501   34  146  321 

 

3.5. Sexual Health Supplies and Advice 

We asked participants what had been their main sources of condoms / lube in the previous 12 

months (see Table 14a). In Lanarkshire the principle source of condoms/lube was to purchase 

them from a shop (41.4%, n=41), higher than Glasgow (37.2%, n=103) but lower than the 

Rest of Scotland (45.2%, n=309). Additionally, one in ten Lanarkshire men (10.1%, n=10) 

purchased their condoms online; this was lower than both Glasgow (14.8%, n=41) and the 

Rest of Scotland (15.4%, n=105). The second most frequent source for Lanarkshire men was 

to source them from gay bars (36.4%, n=36), lower than Glasgow (45.1%, n=125) but higher 

than the Rest of Scotland (30.7%, n=210); this issue was likely influenced by proximity to the 

commercial gay scene, which we consider later. Gay Saunas were a popular source of 

condoms/lube for men in Lanarkshire (16.2%, n=16), a little more so than in Glasgow 

(14.1%, n=39) and the Rest of Scotland (129%, n=88) which does not appear to be affected 

by the relative proximity to gay saunas (in Glasgow, Edinburgh, Dundee and Aberdeen only). 

Lanarkshire men reported sexual health clinics as a main source of condoms (14.1%, n=14) 

less frequently than those in Glasgow (18.8%, n=52) or the Rest of Scotland (22.8%, n=156). 

Condoms by post was utilised more in Lanarkshire (10%, n=10) and the Rest of Scotland 
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(8.8%, n=60) than Glasgow (4.3%, n=12). Other sexual health providers were used by 5.1% 

of Lanarkshire men (n=5), fewer than in Glasgow and the Rest of Scotland. Finally, around 

8-9% of participants in each area said they don’t use condoms for anal sex. This is far lower 

than our estimations for UAI above as this measure reflect numbers of partners with whom at 

least one incident of UAI occurred and with whom many protected anal sexual encounters 

may have taken place.  

 

Table 14a: In the last 12 months, what have been your main sources of condoms / lube? 

(ordered for Lanarkshire participants) 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Bought from a shop 453 42.7 41 41.4 103 37.2 309 45.2 

Gay Bars 371 35.0 36 36.4 125 45.1 210 30.7 

Gay Saunas 143 13.5 16 16.2 39 14.1 88 12.9 

Sexual Health Clinic 222 20.9 14 14.1 52 18.8 156 22.8 

Post (Get Rubbered etc.) 82 7.7 10 10.1 12 4.3 60 8.8 

Bought Online 156 14.7 10 10.1 41 14.8 105 15.4 

Sexual Health Provider  86 8.1 5 5.1 26 9.4 55 8.0 

I don’t use condoms for anal sex 85 8.0 8 8.1 25 9.0 52 7.6 

Total 1060  99 100 277  684  

 

We further examined participants’ reported sources of condoms to distinguish those who 

sought them from free sources (i.e. gay bars, saunas, sexual health clinic or provider and by 

free postal service), paid sources (i.e. bought from shops or online) or both. These data are 

shown in Table14b. The majority of men in each NHS region used only free sources for 

condoms, half of men in both Lanarkshire (50%, n=47) and Glasgow (50.4%, n=131) and a 

slightly lower proportion in the Rest of Scotland (42.7%, n=277). However, well over one 

third of men in Lanarkshire and the Rest of Scotland, and over 30% of men in Glasgow only 

obtained condoms from a paid source. Given a clear NHS priority to make condoms and lube 

freely and easily accessible to all MSM in Scotland, these figures present some concern. 
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Between 15-20% of men in each area said they obtain condoms from both free and paid for 

sources. 

 

Table 14b Sources of condoms; Free, Paid or Both. 

   NHS 

 Total Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Free 455 45.4 47 50 131 50.4 277 42.7 

Paid 357 35.6 33 35.1 80 30.8 244 37.7 

Both 190 19 14 14.9 49 18.8 127 19.6 

Total 1002 100 94 100 260 100 648 100 

Missing 324  38  89  197  

Total   132  349  845  
 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting only free 

(50%, n=47) vs paid  (i.e. reported any bought sources of condoms; 50%, n=47) condoms for 

Lanarkshire participants. Bivariate comparisons were conducted for the following variables; 

age (younger ≤24 years vs older ≥25 years), highest educational qualifications (highers or 

lower vs degree or better), relationship status (single vs regular male partner), gay scene use 

in the last year (ever vs never), level of outness (out to most people vs. not out to most 

people) and high risk UAI in the last year (some vs none).  

 

Men who ever used the gay scene (41.7%) were significantly less likely to have bought 

condoms (Chi2=4.1, df=2, p<0.05) than men who had never used the gay scene in the last 

year (63.6%). Additionally, a trend towards significance was observed such that younger 

men (64.3%) were more likely to have bought condoms (Chi2 = 3.3, df=1, p=0.071) in the 

last year than older men (43.9%). Although we initially theorized that these two latter issues 

could therefore be related, there was no significant relationship between gay scene use and 

age amongst men in Lanarkshire (Chi2=0.8, df=1, p=ns). 
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Sources of Sexual Health Advice 

We asked men where they obtained sexual health advice from in the previous year (Table 

15). A large proportion of Lanarkshire men (35.2%, n=37) said they ‘hadn’t needed any’ such 

advice, higher than in Glasgow (25.5%, n=75) and the Rest of Scotland (31.2%, n=223) (Chi2 

= 4.666, df = 2, p=ns). We examined those 37 men, of whom 40.5% reported high risk UAI 

in the previous year which may be at odds with their assertion. The most frequent source of 

sexual health information was ‘online’ for around half of men in Lanarkshire, Glasgow and 

the Rest of Scotland. Similarly, around one quarter of men in each region sought this 

information from a sexual health clinic. Friends (10.5%, n=11), local sexual health services 

(8.6%, n=9) TV/Radio (7.6%, n=8), regular partners (2.9%, n=3) and Family (1.9%, n=2) 

were cited by small proportions of Lanarkshire men with similar results in Glasgow and the 

Rest of Scotland. However, flyers on the gay scene / saunas were infrequently cited by men 

in Lanarkshire, (2.9%, n=3), Glasgow (7.1%, n=21) and the Rest of Scotland (6.6%, n=47), 

however, here we must question issues around both memory and attributing referrals to 

online and clinic based services which originated from such information provided on the gay 

scene / sauna. Community Events were not seen as providing sexual health information (1 – 

3%) and neither were sex partners. This latter issue held particularly for in Lanarkshire (0%, 

n=0) and Glasgow (2.4%, n=7), both of which were significantly less than that reported by 

men living in the Rest of Scotland (5%, n=35) (Chi2 = 8.6, df=2, <0.05). 
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Table 15: In the last 12 months, where did you get your sexual health information 

from? (ordered for Lanarkshire participants) 

   NHS      

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Online 554 49.7 48 45.7 156 53.1 350 49.0 

I haven’t needed any 335 30.1 37 35.2 75 25.5 223 31.2 

Sexual Health Clinic 320 28.7 26 24.8 89 30.3 205 28.7 

GP 116 10.4 14 13.3 26 8.8 76 10.6 

Friends 119 10.7 11 10.5 40 13.6 68 9.5 

Sexual Heath Service (e.g. local provider) 112 10.1 9 8.6 38 12.9 65 9.1 

TV / Radio 55 4.9 8 7.6 13 4.4 34 4.8 

Flyers Gay Scene / Sauna 71 6.4 3 2.9 21 7.1 47 6.6 

Regular Partner 51 4.6 3 2.9 11 3.7 37 5.2 

Family 19 1.7 2 1.9 5 1.7 12 1.7 

Community Events (e.g. Pride etc.) 29 2.6 1 1.0 8 2.7 20 2.8 

Sex Partners 43 3.9 0 0.0 7 2.4 36 5.0 

Total 1114  105  294  715  
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3.6. Discussion 

Our data confirm that MSM in Lanarkshire, Glasgow and the Rest of Scotland are a highly 

sexually active population with frequent partner exchange, as has previously been observed 

in Scotland (McDaid et al., 2012) (Reid et al., 2011) and the UK (Hickson et al., 2010). Not 

only did we find some evidence that Lanarkshire MSM report more UAI partners than 

Glasgow and the Rest of Scotland, it remains that over one third of Lanarkshire men report 

multiple UAI partners in the previous year, putting them at risk of HIV infection. Around 

half of Lanarkshire men who report UAI said that they had done so within a negotiated 

safety style strategy, similar to men in Glasgow or the Rest of Scotland. However, a problem 

here is that a small number of men reported both a negotiated safety strategy and multiple 

UAI partners in the previous year. Therefore, we argue that McDaid et al’s (2012) measure 

of high risk UAI (see above for a definition) is a more pertinent measure of HIV risk. Whilst 

we found that MSM in Lanarkshire were no more likely to report high risk UAI than men in 

Glasgow and the Rest of Scotland, over one third of Lanarkshire men had put themselves at 

risk of HIV infection in the previous year through high risk UAI, which has clear 

implications for health promotion. We found little evidence of sociodemographic differences 

between Lanarkshire men who do and do not report high risk UAI; only a trend towards 

significance, such that high risk UAI was related to lower educational qualifications. 

Although this does give some direction for health promotion, the lack of association with 

other variables suggests that all MSM need to be targeted, regardless of their 

sociodemographic characteristics. 

 

A particularly important finding of the current report was that men in Lanarkshire are 

substantially less likely to report having an HIV test than men in Glasgow and the Rest of 

Scotland despite Lanarkshire men who have never tested reporting equal levels of high risk 
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UAI. This presents an urgent health promotion imperative to ensure Lanarkshire MSM know 

their status on the basis of a test and that undiagnosed HIV positive men can begin treatment. 

In particular, younger men, single men and those who never use the commercial gay scene 

were particularly likely to remain untested, providing an initial focus for targeted efforts. 

Clearly, these efforts must not focus around the commercial gay scene, due to this latter 

finding.  

 

Amongst HIV tested men, around 9% of men in Lanarkshire are HIV positive, similar to 

Glasgow and the Rest of Scotland. However, the high level of untested men coupled with 

high risk UAI could mask higher levels of undiagnosed HIV in Lanarkshire than elsewhere in 

Scotland. Strong evidence of repeat regular testing was apparent for around half of tested 

men in Lanarkshire, with men regularly testing every 6 (24%) or 12 (26%) months; indeed, 

over half of men said their most recent test was ‘just part of my regular sexual health check’. 

Clearly BHIVA (2008) recommendations encouraging repeat testing are reflected within 

Lanarkshire and should remain a key message.  However, around one third of Lanarkshire 

men had their last test over a year ago, suggesting that emphasising up-to-date testing 

remains important. As around 20% of men took their last HIV test because ‘I’d just not had 

one for a long time’, this message is already partially resonant for some. Single men were less 

likely to report a recent HIV test than those with a regular male partner, suggesting that 

relationships provide a catalyst for testing herein but men who report high risk UAI were no 

more likely to report recent HIV testing. Therefore a large proportion of Lanarkshire men at 

risk of HIV infection do not engage with regular testing. Finally, some evidence of the 

efficacy of the clinic opt-in policy for HIV testing is emerging in that around 14% of 

Lanarkshire men tested because they were offered one at an STI clinic. Other reasons to seek 

HIV testing were rarely salient for participants.  
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Screening for STIs other than HIV was similarly disproportionate amongst Lanarkshire men 

compared to the elsewhere in the country. Almost 50% of Lanarkshire participants had never 

had an STI test, a far greater proportion than in Glasgow and the Rest of Scotland. Although 

untested men in Lanarkshire were younger and reported fewer sex partners and anal sex 

partners, two thirds of untested men’s sexual behaviours potentially put them at risk of STIs 

other than HIV due to multiple partner turnover. This means that the majority of Lanarkshire 

men who have never had an STI test could harbour undiagnosed STIs and therefore should be 

targeted for screening. Moreover, Lanarkshire men who never used the gay scene less likely 

to ever have and STI test than men who did, highlighting the importance of sexual health 

promotion using alternative, Lanarkshire based locations. In addition, men in Lanarkshire 

were also less likely to report testing in the last year than men in Glasgow and the Rest of 

Scotland. However of those who had tested in the previous year, 85% of Lanarkshire men 

report regular, at least annual, testing, the same as Glasgow and the Rest of Scotland.  Levels 

of STI diagnoses were very similar amongst men in Lanarkshire to elsewhere, but the large 

level of untested Lanarkshire men may mask higher STI prevalence. Moreover, men who 

reported high risk UAI were over 3 times as likely to report having a positive STI test in the 

previous year than men reporting low risk UAI. This clarifies that high risk UAI in 

Lanarkshire is related to STI infection, and underscores the points made in regard to high risk 

UAI above. It is clear then that, whilst some men in Lanarkshire do have regular STI tests, a 

large group do not, whilst those men who do not test for other STIs are at equal risk of 

acquiring them. Therefore a clear imperative remains to promote regular STI testing for men 

in Lanarkshire, as part of their ongoing sexual health and not solely in response to symptoms.  

However, it is perhaps of greater importance is to encourage those untested men to begin 

testing, which seems to subsequently lead to regular repeated testing. In terms of testing 
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locations, sexual health clinics and the Glasgow based Steve Retson Project were by far the 

most popular services, although other Glasgow based locations (Brownlee Clinic, Gay Men’s 

Health, THT, Gay bars / saunas) were also cited. It is important to note that almost half of 

MSM in Lanarkshire, said they had accessed STI services located outwith the NHS region in 

the last year. Although further research is required to determine exactly why this is the case, 

it is clear that many MSM in Lanarkshire prefer to access sexual health services outwith their 

immediate NHS locality. 

 

Free condoms, placed within strategic locations has long formed a mainstay of HIV 

prevention programmes for MSM in Scotland and are widely used by men in Lanarkshire. 

Multiple free sources were cited by Lanarkshire participants, particularly gay bars (36%), gay 

saunas (16%), sexual health clinics (14%) and postal schemes (10%). However, despite these 

multiple free sources, many men purchase them from shops (41%) or online (10%). Overall, 

exactly half of men only use free sources of condoms whilst half used either only bought or 

bought and free sources. Given the location of nearest commercial gay scene to Lanarkshire, 

and in particular its infrequent use by this sample of men, it is interesting that over a third of 

men obtain condoms/lube there. However, given the relative expense of these materials, we 

would have predicted that far fewer men purchase condoms though this was the single most 

highly cited sources for men in both Lanarkshire and the Rest of Scotland. Men who never 

used the commercial gay scene were more likely to purchase condoms as were younger men. 

Although this suggests that there is a need for alternative local sources of free condoms for 

MSM in Lanarkshire, men who bought condoms were no more likely to engage in high risk 

UAI than those who used only free sources. Whilst we argue that free sexual health supplies 

remains crucial for MSM, we found no evidence that unavailability of free materials was a 

clear catalyst in high risk UAI. 
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Finally, it is clear  - and unsurprising - that the internet provides a key source of sexual health 

information for our group of Lanarkshire men recruited through online social media. Around 

half of men found sexual health information online whilst friends, local sexual health services 

and TV/Radio were cited by some. Other sources, particularly community events or gay 

scene/fliers had little memorable impact upon this group, although their lack of engagement 

with the commercial gay scene overall largely explains these findings. Again, this group of 

men, who engage with social media and sexual health surveys online but do not use the 

commercial gay scene must be targeted in novel ways for health promotion to succeed. We 

turn to this issue within Chapter 4, which explores the SMMaSH participant’s use of social 

and sociosexual media and its impact upon their sexual health. 
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3.7. Implications for Service Provision in Lanarkshire. 

Promotion of safer sex for UAI remains a clear priority for MSM in Lanarkshire. Over one 

third of participants reported UAI which may put them at risk of HIV transmission in the last 

year, after safer sexual strategies such as serosorting and negotiated safety had been 

excluded. Therefore this presents an urgent and continuing priority for health promotion. 

 

Men with lower qualifications were more likely to report high risk UAI and so should be 

targeted over those with higher qualifications. However, other sociodemographic variables 

were not related to high risk UAI, suggesting the importance of health promotion that 

addresses all MSM regardless of their age, relationship status, gay scene use and level of 

‘outness’. 

  

 

Lanarkshire men were significantly less likely to have ever had and HIV test or an STI test 

than men in Glasgow and the Rest of Scotland. Promotion of HIV and STI testing remains a 

clear priority for those providing sexual health services for MSM in Lanarkshire.  

 

With single and younger men disproportionately likely to be untested for HIV they provide 

an initial focus for promotion efforts.  

 

Men who never use the commercial gay scene were also significantly less likely to have ever 

tested for HIV, it is clearly important to find alternative locations away from the gay scene 

within which to promote HIV testing amongst MSM in Lanarkshire, such as online social 

media. 
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In this sample, 9% of men reported an HIV positive status, the same in other locations. 

However, lack of HIV testing in Lanarkshire and high risk UAI amongst untested men may 

mask undiagnosed infections, pushing this rate up. 

 

Promoting recent HIV testing (at least annually) remains a priority for MSM in Lanarkshire, 

as over one third of men who have had an HIV test have done so over 1 year ago, yet are at 

equal behavioural transmission risk as recently tested men. 

 

Promoting regular HIV testing remains a priority in Lanarkshire; only half of tested men said 

they do so annually, and those who do not test annually reported equal behavioural 

transmission risks. 

 

Since men in this study were very infrequent users of the commercial gay scene, such health 

promotion for MSM must move away from a sole reliance upon these traditional locations. 

Social media and internet sites seem an obvious possibility to explore, given the sampling 

strategy of this particular study. Novel solutions, such as online home testing provision 

(Elliot and A McCowan1, 2012) chatroom based netreach (Feldacker et al., 2011, Rhodes et 

al., 2011) and online video promotion (Blas et al., 2010) could be considered though it is 

imperative they are first tested for feasibility and acceptability within Scotland. 

 

However, men’s reluctance to engage with proactive online netreach, and only partial support 

for a reactive approach (see Chapter 4) indicate that these may not transfer to Scotland and 

that more passive solutions including banner advertisements and possibly ‘instant messages’ 

should also be considered.  
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Strong evidence was found that large proportions of MSM have adopted advice to undergo 

repeat screening for other STIs despite the absence of symptoms. This is encouraging and 

should remain a key focus for local prevention efforts. 

 

Once men have had an STI test, most do so regularly. Efforts should therefore target those 

men who have never tested for STIs  not just to treat undiagnosed infection but also to get 

these men into the testing system. 

 

Lanarkshire men test for STIs in sexual health clinics and, perhaps despite the lack of 

proximity, the Glasgow based Steve Retson Project. GP and home testing are relatively rare. 

The THT / BBV Lanarkshire local FastTest HIV screening initative began after this survey 

was completed and so was not evaluated herein. 

 

Additional sources of free condom provision within Lanarkshire need to be considered, 

particularly moving away from the commercial gay scene. 

 

Lanarkshire men recruited through social media primarily seek sexual health information 

online. Providing dedicated locally tailored information in this format would be the most 

appropriate means to engage these men whose sexual behaviours put a large group of them at 

risk of undiagnosed HIV and other STIs. 
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4.1. Overview 

This chapter examines the online socio-sexual networking behaviours of men who have sex 

with men (MSM) who live in Lanarkshire by analysing survey data from the Social Media, 

MSM and Sexual Health study 2013. We compare Lanarkshire participants with those in 

Glasgow and the Rest of Scotland, before analysing the behaviours of Lanarkshire 

participants in greater detail. Specifically, we analyse MSM’s usage of Facebook, gay social 

media websites (e.g. Gaydar, Recon and Squirt), gay social media smartphone apps (e.g. 

Grindr) and barebacking websites and apps (e.g. BBRT). For each of these differing social 

media, we examine how often MSM use these sites, the reasons why they use them and how 

this is related to key sexual health behaviours. We also examine the acceptability of sexual 

health promotion within these social networks and the likely uptake of sexual health 

smartphone apps and a sexual health check-up reminder mobile phone service. Finally, we 

discuss the implications of these analyses for sexual health promotion within Lanarkshire 

before making specific recommendations for service provision. 
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Introduction 

Social media use has exploded in recent years with sites such as Facebook, Twitter and 

Google+ attracting hundreds of millions of users worldwide. Accordingly, multiple social 

networks have appeared to facilitate both social and sexual networking amongst MSM 

initially on the internet (e.g. Gaydar) and latterly via smart phone technology (e.g. Grindr); 

the largest of which (Gaydar) now boasts upwards of 146,000 active users in Scotland (Howe 

2012). During the initial years of MSM social media, most users felt these were ideal 

locations for sexual health outreach (Bolding et al. 2004). Correspondingly, multiple internet 

(Bull et al. 2004, Centers for Disease Control  2004, Anderton and Valdiserri 2005, Bowen et 

al. 2007, Blas et al. 2010, Carpenter et al. 2010, Wardle et al. 2010) and subsequently 

smartphone (Ybarra and Bull 2007) based interventions were developed to improve the 

sexual health of MSM worldwide. Indeed, a recent expert consultation in the US continues to 

highlight the potential of social media for innovative sexual health promotion with MSM 

(Lewis et al. 2011). However, more locally, uptake of online netreach in the west of Scotland 

appears to have waned following a peak in activity around 2010 (Kimber 2013). To these 

ends, this chapter will examine the socio-sexual networking behaviours of Lanarkshire MSM, 

in order to better understand their suitability for online sexual health promotion. 
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Within this chapter we examine the use of social media amongst Lanarkshire MSM, using the 

Social Media, MSM and Sexual Health study (SMMaSH) 2013 survey data. We also 

compare Lanarkshire MSM to those in Glasgow and the Rest of Scotland to identify any 

particular areas of inequality. This information will enable more effective targeting of local 

health promotion activities. Our specific research questions are: 

 

1. How frequently do MSM in this sample use Facebook, gay social media websites, gay 

social media smartphone apps and bareback8 social media? 

2. Why do MSN use these social and socio-sexual media? 

3. To what extent are socio-sexual media appropriate forums for sexual health 

promotion? 

  

                                                
8 Within this context, bareback sex or ‘barebacking’ refers to the intentional pursuit of 

penetrative anal intercourse without a condom with casual partners. 
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Statistical Analyses 

Data were analysed using SPSS 21.0 for Mac. Non-parametric analyses were used where data 

were not normally distributed. Variables with two levels were assessed with either Chi2 or 

Mann-Whitney U tests. Variables with three levels were assessed with Chi2 or Kruskal-

Wallis tests and significant differences further explored using Tukey’s HSD (Honestly 

Significant Difference) tests or Tamhane’s Test for Unequal Variances, as appropriate. 

Where multiple comparisons were made, the Bonferroni-Holm correction was considered 

(Holm, 1979). As is appropriate for non-parametric analyses the median, rather than the mean 

is presented, as the key measure of central tendency (i.e. the ‘average’).  

 
The analytical focus of this chapter was to examine the sexual health behaviours of 

Lanarkshire MSM, sampled online. This is achieved in two clear ways. Firstly, we compare 

Lanarkshire participants with those in Glasgow and the Rest of Scotland, defined by their 

NHS regions (see Chapter 2). This allowed us to contrast medium-town urban Lanarkshire 

with its large urban neighbour Glasgow and the Rest of Scotland as a measure of the ‘whole 

country’. Secondly, we examined the behaviours of Lanarkshire participants in greater detail. 

For these bivariate comparisons we assess the impact of the following sociodemographic 

variables; age (younger ≤24 years vs. older ≥25 years), highest educational qualifications 

(highers or lower vs. degree or better), relationship status (single vs. regular male partner), 

gay scene use in the last year (ever vs. never), level of outness (out to most people vs. not out 

to most people). We also examine the impact of one behavioural variable; high risk UAI in 

the last year (yes vs. no), where, following (McDaid et al. 2012) high risk UAI was defined 

as defined to include men who reported any one of the following three behaviours; i) UAI 

with two or more partners, ii) UAI with casual partners and/or UAI with HIV status 

unknown/serodiscordant partners in the previous 12 months. On occasion small sample size 
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prohibited our proposed analyses. The specific analyses made, and instances where small 

sample size prohibited this, are detailed as appropriate. 

 

Participants 

A total of 1,326 participants completed the online survey, of whom 10% (n=132) live within 

the NHS Lanarkshire boundary, 26% (n=349) live within the NHS Greater Glasgow and 

Clyde boundary and 64% (n=845) live within the Rest of Scotland. Further details of the 

sampling frame and demographic characteristics of this sample are available in Chapter 2.  
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4.2. Use of Facebook, Gay Social Media Websites, Apps and Bareback 

Social Media. 

Facebook Use 

Facebook use is common amongst this group of MSM (84.6%, n=1113), with 79.4% 

(n=1044) of participants reporting at least weekly use and 61.1% (n=804) at least daily use 

(Table 1). Facebook use was not distributed significantly differently across the 3 NHS 

regions (Chi2=8.6, df=6, p=ns, Table 2). 

 

Table 1: How often do you useFacebook, Gay Social Networking Websites, Smartphone 

Apps and Bareback social media? (6 categories) 

 
  Facebook Gay Social 

Networking 

Websites 

Gay Social 

Networking 

Apps 

Bareback 

Websites and 

Apps 

  Fq % Fq % Fq % Fq % 

Never  Never 203 15.5 169 13.2 530 43.6 1012 85.3 

Rarely  Once a month or less 69 5.4 125 9.8 75 6.2 56 4.7 

Sometimes Every few days/Weekly 240 18.2 623 39.0 212 7.4 65 5.5 

Often At least once a day 242 18.4 283 22.2 157 12.9 21 1.8 

Often Several times a day 336 25.5 124 9.7 147 12.1 8 0.7 

Often All the time 226 17.2 76 6.0 95 7.8 25 2.1 

 Total 1316 100.0 1274 100.0 1216 100.0 1187 100.0 

 Missing 10  52  110  139  

 Total 1326  1326  1326  1326  

 

Table 2: How often do you use Facebook? 

   NHS Region 
 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 
Never 203 15.4 17 12.9 51 14.7 135 16.1 
Rarely 69 5.2 5 3.8 12 3.5 52 6.2 
Sometimes 240 18.2 20 15.2 61 17.6 159 19 
Often 804 61.1 90 68.2 223 64.3 491 58.7 
Total 1316 100 132 100 347 100 837 100 
Missing 10  0  2  8  
Total 1326  132  349  845  
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Bivariate Analysis 

We undertook additional analyses to understand the factors associated with frequency of 

Facebook use for men in Lanarkshire. It was necessary to collapse our measure of Facebook 

use frequency into a bivariate variable, to meet the assumptions of the Chi2 statistics test, 

given our Lanarkshire MSM sample size. Therefore, Lanarkshire participants’ Facebook use 

frequency was categorised as either ‘Weekly or less’ (21.2%, n=28), ‘Every few days or 

more’ (78.8%, n=104).  

 

Bivariate comparisons were conducted for the following variables; HIV testing (ever vs. 

never), regular HIV testing (at least once a year vs. less than annual or no testing pattern), 

STI testing (ever vs. never), regular STI testing (at least once a year vs. less than annual or no 

testing pattern), age (younger ≤24 years vs. older ≥25 years), highest educational 

qualifications (Highers or lower vs. degree or better), relationship status (single vs. regular 

male partner), gay scene use in the last year (ever vs. never), level of outness (out to most 

people vs. not out to most people), high risk UAI in the last year (some vs. none) and 

Negotiated Safety in the previous year (yes vs. no).  

 

Chi2 analysis (Chi2=11, df=2, p<0.01) suggested that younger men (95.5%) in Lanarkshire 

were significantly more likely to report Facebook use ‘every few days or more’ than older 

men (70.5%). No other significant differences were found. 

 

Gay Social Networking Website use 

Gay social networking website (GSNW) use was similarly ubiquitous (86.8%, n=1105), with 

77% (n=980) reporting at least weekly and 38% (n=357) at least daily use (see Table 1). 

Significant variation across the 3 NHS regions was apparent (Chi2 =15.8, df=6, p<0.05, Table 
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3), such that Glasgow participants were more likely to never and less likely to rarely or often 

use these websites and the Rest of Scotland participants were less likely to never and more 

likely to rarely use these websites. In summary, men in Lanarkshire the Rest of Scotland were 

significantly more likely to use GSNW than Glasgow participants. 

 

Table 3: How often do you use Gay Social Networking Websites? 

   NHS Region 
 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 
Never 169 13.3 15 12.0 63 18.5 91 11.2 
Rarely 125 9.8 13 10.4 23 6.8 89 11.0 
Sometimes 497 39.0 45 36.0 135 39.7 317 39.2 
Often 483 37.9 52 41.6 119 35.0 312 38.6 
Total 1274 100.0 125 100.0 340 100.0 809 100.0 
Missing 52  7  9  36  
Total 1326  132  349  845  

 

Bivariate Analyses 

We undertook additional analyses to understand the factors associated with frequency of 

GSNW use for men in Lanarkshire. It was necessary to collapse our measure of GSNW use 

frequency into a bivariate variable, to meet the assumptions of the Chi2 statistics test, given 

our Lanarkshire MSM sample size. Therefore, Lanarkshire participants’ GSNW use 

frequency was categorised as either ‘Weekly or less’ (31.2%, n=39), ‘Every few days or 

more’ (68.8%, n=86).  

 

Bivariate comparisons were conducted for the following variables; HIV testing (ever vs. 

never), regular HIV testing (at least once a year vs. less than annual or no testing pattern), 

STI testing (ever vs. never), regular STI testing (at least once a year vs. less than annual or no 

testing pattern), age (younger ≤24 years vs. older ≥25 years), highest educational 

qualifications (Highers or lower vs. degree or better), relationship status (single vs. regular 
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male partner), gay scene use in the last year (ever vs. never), level of outness (out to most 

people vs. not out to most people), high risk UAI in the last year (some vs. none) and 

Negotiated Safety in the previous year (yes vs. no). 

 

Men who said they were ‘not out to most people’ (81.8%, n=36) were significantly more 

likely to report frequent GSNW use (Chi2=4.0, df=1, p<0.05) than men who were ‘out to 

most people’ (63.7%, n=37). Men who did not report negotiated safety (90%, n=27) were 

significantly more likely to report frequent GSNW use (Chi2=8.155, df=1, p<0.005) than men 

who did report negotiated safety (57.1%, n=16). Men who reported high risk UAI in the 

previous year (80.1%, n=38) were significantly more likely to report frequent GSNW use 

(Chi2=5.1, df=1, p<0.05) than men who reported no high risk UAI (61.5%, n=48). 

 

Gay Social Networking Smartphone App use 

Gay social networking smartphone apps (GSNA) were used by just over half (56.4%, n=686) 

of all participants, with 50.2% (n=611) reporting at least weekly and 42.8% (n=399) at least 

daily use (Table 1). Significant variation across the 3 NHS regions was apparent (Chi2=14.5, 

df=6, p<0.05, Table 4). Lanarkshire participants were less likely to sometimes, and more 

likely to often access these apps; Glasgow participants were less likely to never and more 

likely to sometimes access these apps; the Rest of Scotland were more likely to never and less 

likely to sometimes and often access these apps. In summary, Glasgow participants used 

these apps more frequently than Lanarkshire participants who in turn used them more 

frequently than the Rest of Scotland participants. 
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Table 4: How often do you use Gay Social Networking Smartphone Apps? 

   NHS Region 
 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 
Never 530 43.6 49 41.2 121 37.5 360 46.5 
Rarely 75 6.2 8 6.7 18 5.6 49 6.3 
Sometimes 212 17.4 16 13.4 74 22.9 122 15.8 
Often 399 32.8 46 38.7 110 34.1 243 31.4 
Total 1216 100.0 119 100.0 323 100.0 774 100.0 
Missing 110  13  26  71  
Total 1326  132  349  845  

 

Bivariate Analyses 

We undertook additional analyses to understand the factors associated with frequency of 

GSNA use for men in Lanarkshire. It was necessary to collapse our measure of GSNA use 

frequency into a bivariate variable, to meet the assumptions of the Chi2 statistics test, given 

our Lanarkshire MSM sample size. Therefore, Lanarkshire participants’ GSNA use frequency 

was categorised as either ‘Weekly or less’ (50.4%, n=60), ‘Every few days or more’ (49.6%, 

n=59).  

 

Bivariate comparisons were conducted for the following variables: HIV testing (ever vs. 

never), regular HIV testing (at least once a year vs. less than annual or no testing pattern), 

STI testing (ever vs. never), regular STI testing (at least once a year vs. less than annual or no 

testing pattern), age (younger ≤24 years vs. older ≥25 years), highest educational 

qualifications (Highers or lower vs. degree or better), relationship status (single vs. regular 

male partner), gay scene use in the last year (ever vs. never), level of outness (out to most 

people vs. not out to most people), high risk UAI in the last year (some vs. none) and 

Negotiated Safety in the previous year (yes vs. no). 

 

None of the factors analyses were significantly associated with frequency of GSNA use for 

Lanarkshire participants. 
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Bareback Websites and Smartphone Apps 

In contrast to the ‘generic’ MSM socio-sexual networking websites and smartphone apps 

discussed, Bareback networking websites and smartphone apps (BBWA) were used by only 

14.7% (n=175) participants, with 4.7% (n=56) of users doing so once a month or less (Table 

1). A smaller group of 10.1% (n=119) of participants used Bareback social media at least 

once a week, with a small group of daily users (4.6%, n=54). Bareback social media use was 

not patterned significantly differently across the 3 NHS areas (Chi2=10.8, df=6, p=ns) though 

a trend (p=0.09) suggested that they were used less frequently in Lanarkshire and Glasgow 

than the Rest of Scotland (Table 5). 

 

Table 5: How often do you use Bareback Networking Websites & Smartphone Apps? 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 

 n % n % n % n % 
Never 1012 85.3 100 89.3 281 89.5 631 82.9 
Rarely 56 4.7 2 1.8 10 3.2 44 5.8 
Sometimes 65 5.5 5 4.5 14 4.5 46 6.0 
Often 54 4.5 5 4.5 9 2.9 40 5.3 
Total 1187 100.0 112 100.0 314 100.0 761 100.0 
Missing 139  20  35  84  
Total   132  349  845  

 

Bivariate Analyses 

We undertook additional analyses to understand the factors associated with frequency of 

BBWA use for men in Lanarkshire. It was necessary to collapse our measure of BBWA use 

frequency into a bivariate variable, to meet the assumptions of the Chi2 statistics test, given 

our Lanarkshire MSM sample size. Therefore, Lanarkshire participants’ BBWA use 

frequency was categorised as either ‘Never’ (86.6%, n=97), ‘Ever’9 (13.4%, n=15). Although 

                                                
9Here, we also included men who said that they ‘used to’ use BBWA. 
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this resulted in a very small sample size of men in the ‘Ever’ category, we did not violate the 

assumptions of the Chi2 test. 

 

Men with lower educational qualifications (22.4%, n=11) were significantly more likely to 

have used BBWA (Chi2=5.5, df=1, p<0.05) than men with higher educational qualifications 

(7.1%, n=4). Men who reported UAI in the last year (25%, n=15) were significantly more 

likely to have used BBWA (Chi2=13.42, df=1, p<0.001) than men who reported no UAI (0%, 

n=0). Note, all men in Lanarkshire who had reported BBWA use also reported UAI in the 

previous year. Men who reported negotiated safety in the last year (10.3%) were significantly 

less likely to have used BBWA (Chi2=6.8, df=1, p<0.01) than men who reported no 

negotiated safety (40%, n=12). Men who reported high risk UAI in the past year were 

significantly more likely to have used BBWA (Chi2=18.8, df=1, p<0.001) than men who 

reported no high risk UAI. Note, all but 1 of the 15 men in Lanarkshire who reported BBWA 

use also reported high risk UAI in the previous year.  

 

Finally, we considered whether HIV positive men in Lanarkshire were using BBWA as a 

means of serosorting. Of the 15 BBWA users in Lanarkshire, 13% (n=2) were HIV positive, 

53% (n=8) were HIV negative and 33% (n=5) did not know their HIV status. Therefore, 

whilst these HIV positive men may use BBWA for serosorting, the majority of our 

Lanarkshire participants who have used BBWA said they were HIV negative or did not know 

their status. 

 

Social Networking Summary 

In summary, Facebook and GSNW use was extremely common amongst SMMaSH 

participants. GSNA were less ubiquitous, but used by over half of the sample whereas only a 



	  
	  

106	  

small proportion of participants reported ever using BBWA. Although Facebook use did not 

differ across the 3 NHS regions, GSNW use was more popular in Lanarkshire and the Rest of 

Scotland than Glasgow. Glasgow participants uses GSNA more frequently than Lanarkshire 

participants who in turn used them more frequently than men in the Rest of Scotland. BBWA 

were used less often in Lanarkshire and Glasgow compared to the Rest of Scotland. 

 

In Lanarkshire, almost 80% of participants used Facebook every few days or more, with 

younger men more likely to report frequent Facebook use. Almost 70% of Lanarkshire 

participants used GSNW every few days or more, with frequent users significantly more 

likely to report high risk UAI, less negotiated safety and are more likely to be not out to most 

people. Gay social network apps were used every few days by almost 50% of Lanarkshire 

MSM, with more frequent use associated with HIV testing. Finally, whilst only 14% of 

Lanarkshire men had used BBWA, analyses suggested that these men engaged in multiple 

sexual health risks. 
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4.3. Reasons for Social and Socio-sexual Media Use 

We asked participants who reported any use of each social media type to provide their 

reasons for use (Table 6). These reasons fell into 2 broad categories of ‘social’ reasons or 

‘sexual’ reasons.  

 

Table 6: Participants’ reported reasons for using each of the 4 types of social media. 

 Facebook Gay Social 
Networking 

Website 

Gay Social 
Networking 
Smartphone 

Apps 

Barebacking 
Website & 

Smartphone Apps 

Social Reasons 
 Fq % Fq % Fq % Fq % 
Social networking 831 74.5 404 36.4 221 32.1 14 8.0 

Chat to friends/family 794 71.3 195 17.6 126 18.4 8 4.6 

To check friends’/family’s status 

updates 

753 67.5 62 5.6 30 4.4 6 3.4 

To post/view photos with 

friends/family 

684 61.3 47 4.3 19 2.8 3 1.7 

To update my status 550 49.4 65 5.9 30 4.4 7 4.0 

To reconnect with old friends 539 48.4 96 8.7 50 7.3 2 1.1 

Arranging social events/meet my 

friends 

444 39.8 52 4.7 25 3.6 2 1.1 

To kill time 424 38.1 377 34.0 255 37.1 28 15.9 

Arrange other group activities 218 19.6 15 1.4 11 1.6 2 1.1 
         

Sexual Reasons 

Meet guys for sex 38 3.4 723 65.3 437 63.5 80 45.2 

Meet guys for dates 42 3.8 531 47.9 343 49.9 32 18.2 

Make new friends 193 17.3 401 36.2 215 31.3 10 5.7 

To look for a boyfriend 47 4.2 373 33.7 239 34.8 17 9.6 

To arrange sex when I am 

travelling/away from home 

21 1.9 367 33.2 206 30.0 33 18.9 

Swap naked photos 25 2.2 349 31.5 275 40.1 28 15.9 

To connect to the gay community 85 7.6 336 30.3 147 21.4 10 5.7 

Cyber sex (swap erotic messages) 30 2.7 302 27.3 206 30.0 19 10.8 

Webcam sex 16 1.4 193 17.5 63 9.2 15 8.5 

Access sexual health information 10 0.9 53 4.8 13 1.9 3 1.7 

To access support 17 1.5 19 1.7 10 1.5 1 0.6 

To look for bareback sex 9 0.8 116 10.5 68 9.9 79 44.9 

To arrange sex parties 10 0.9 119 10.8 79 11.5 33 18.9 

Total  n 1113  1105  686  175  
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To analyse these reasons, we ordered first those which were most common for Facebook Use. 

Perhaps unsurprisingly, Facebook was primarily used for social reasons. Social Networking 

was an important reason for Facebook (74.5%), GSNW (36.4%) and GSNA (32.1%) but not 

BBWA (8.0%). Whilst Facebook was frequently used to chat to friends and family (71.3%) 

this was far less common on GSNW (17.6%), GSNA (18.4%) and BBWA (4.6%). Moreover, 

other social activities were common on Facebook (checking friends’/family’s updates 

(67.5%), post view family/friend photos (61.3%), status updates (49.4%), reconnecting with 

old friends (48.4%), arranging social events (39.8%), arranging group activities (19.6%)), 

these reasons were uncommon on GSNW, GSNA and BBWA (no more than 9% for any 

category). Killing time was a common reason for use of Facebook (38.1%), GSNW (34.0%), 

GSNA (37.1%) but less so with BBWA (15.9%) suggesting that the latter is used for more 

focused activity. 

 

In contrast, it is clear that GSNW/GNSA/BBWA are oriented more towards sexual than 

social networking. The overwhelming reason for their use was to meet guys for sex (GSNW, 

65.3%; GSNA, 63.5%; BBWA, 45.2%) in stark contrast to Facebook (3.4%). Whilst GSNW 

and GSNA were also used to meet guys for dates (GSNW, 47.9%; GSNA, 49.9%) and to 

look for a boyfriend (GSNW, 33.7%; GSNA, 34.8%), these were uncommon on BBWA 

(18.2%; 9.6%) and Facebook (3.8%; 4.2%). Both GSNW (36.2%) and GSNA (31.3%) were 

used to make new friends and whilst this was less common on Facebook (17.3%) it was 

relatively rare on BBWA (5.7%). The gay oriented sites were also used to arrange sex when 

travelling (GSNW, 33.2%; GNSA, 30%; BBWA, 18.9%), to swap naked photos (GSNW, 

31.5%; GSNA, 40.1%, BBWA, 15.9%), for ‘cyber sex’10 (GSNW, 27.3%; GSWA, 30.0%; 

                                                
10Cyber sex refers to the exchange of sexually explicit messages. 
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BBWA, 10.8%) and ‘webcam sex’11 (GSNW, 17.5%; GSNA, 9.2%; 8.5%) unlike Facebook 

(1.9%; 2.2%; 2.7%; 1.4%). Unsurprisingly, a primary reason to use BBWA was to source 

bareback sex (44.9%), far more common than GSNW (10.5%), GSNA (9.9%) and Facebook 

(0.9%). Similarly arranging sex parties was more common on BBWA (18.9%) than GSNW 

(10.8%), GSNA (11.5%) and Facebook (0.9%). 

 

Both GSNW (30.3%) and GSNA (21.4%) were used to connect to the gay community, unlike 

Facebook (7.6%) and BBWA (5.7%). Moreover, none of these portals were used to access 

support (≤1.7%) and only a few GSNW users (4.8%) accessed sexual health information 

there, unlike the other portals (≤1.9%).  

 

In summary, Facebook provides users with social but rarely sexual networking opportunities. 

GSNW and GSNA primarily provide sexual networking access but some social possibilities, 

particularly making new friends which was higher than for Facebook. These portals are also 

used to ‘kill time’ by around one third of users. BBWA are more focused on bareback casual 

sexual possibilities, although some users do seek sexual relationships through these forums. 

  

                                                
11Displaying or viewing others performing sex acts online in real time. 
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Reasons to use social media by NHS region 

Participants’ reasons to use the 4 different social networking forums were broken down by 

NHS region (see Tables 7-10). Statistical analyses of the distribution of these reasons across 

the 3 NHS areas was conducted using Chi2 analysis. For many comparisons, the sample size12 

was not sufficiently large to allow meet the test assumptions. In order to reduce the chance of 

Type 1 errors13 the Bonferroni-Holm correction for multiple comparisons was employed. 

When we applied this correction,it suggested that the very few significant differences 

observed by NHS region were likely the spurious result of conducting so many comparisons 

and were therefore discarded. Therefore, our analyses suggested that there were no significant 

differences found across the 3 NHS regions when taking the potential error for multiple 

comparisons into account. 

 

Considering, the overall pattern across men’s reasons to use Facebook (Table 7) there were 

few differences across the 3 NHS regions. It did seem that larger proportion of Lanarkshire 

men use Facebook to ‘chat to friends/family’ than in Glasgow and the Rest of Scotland but 

this was not a significant difference. Social reasons dominated whilst sexual networking 

reasons were rare and the order of importance for the reasons was almost identical across 

Lanarkshire, Glasgow and the Rest of Scotland.  

 

 

                                                
12Chi2 requires expected values to be at least 5 in each cell analysed. For many comparisons, 

and indeed most comparisons around BBWA use, Chi2 analyses violated these assumptions 

and would therefore be unreliable. 

13Probability of Type 1 error, α = P=0.05 or 1 in 20. Therefore, when making 4 x 21 analyses, 

we would expect at least 4 spurious significant differences to occur by chance. 
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Table 7: Participants’ reported reasons for using Facebook, ordered for Lanarkshire. 

 Lanarkshire Glasgow Rest of 

Scotland 

 n % n % n % 

Chat to friends/family 92 80.0% 206 69.4% 496 70.7% 

Social networking 91 79.1% 228 76.5% 512 72.9% 

To check friends’/family’s status updates 78 67.8% 218 73.2% 457 65.1% 

To post/view photos with friends/family 74 64.3% 190 63.8% 420 59.8% 

To update my status 63 54.8% 154 51.9% 333 47.4% 

Arranging social events/meet my friends 49 42.6% 141 47.3% 254 36.2% 

To reconnect with old friends 49 42.6% 136 45.8% 354 50.4% 

To kill time 35 30.4% 121 40.7% 268 38.2% 

Make new friends 20 17.4% 45 15.2% 128 18.2% 

Arrange other group activities (e.g. sports, drama etc.) 16 13.9% 72 24.3% 130 18.5% 

To connect to the gay community 7 6.1% 16 5.4% 62 8.8% 

Meet guys for dates 5 4.3% 6 2.0% 31 4.4% 

Meet guys for sex 5 4.3% 7 2.4% 26 3.7% 

To look for a boyfriend 5 4.3% 7 2.4% 35 5.0% 

Cyber sex (swap erotic messages) 2 1.7% 8 2.7% 20 2.8% 

Swap naked photos 1 0.9% 7 2.4% 17 2.4% 

To arrange sex when I am travelling/away from home 1 0.9% 5 1.7% 15 2.1% 

Access sexual health information 0 0% 3 1.0% 7 1.0% 

To access support 0 0% 6 2.0% 11 1.6% 

To arrange sex parties 0 0% 4 1.4% 6 0.9% 

To look for bareback sex 0 0% 4 1.4% 5 0.7% 

Webcam sex 0 0% 4 1.4% 12 1.7% 

Total n 115  297  702  
 

 

Gay social networking websites (see Table 8) were primarily used to sexual reasons across 

the 3 NHS regions and the order of importance for the reasons was almost exactly the same 

for Lanarkshire, Glasgow and the Rest of Scotland. Lanarkshire men did seem to use GSNW 

for social networking and to make new friends more than men in Glasgow and the Rest of 

Scotland. They also seemed to use GSNW to meet guys for dates and to swap naked photos 

less often than men in Glasgow and the Rest of Scotland. These differences were not 

significant, however. 

 



	  
	  

112	  

Table 8: Participants’ reported reasons for using Gay Social Networking Websites, 

ordered for Lanarkshire. 

 Lanarkshire Glasgow Rest of 

Scotland 

 N % N % N % 

Meet guys for sex 69 62.2% 179 64.6% 475 66.0% 

Meet guys for dates 48 43.6% 143 51.6% 340 47.2% 

Make new friends 48 43.2% 86 31.0% 267 37.0% 

Social networking 46 41.8% 87 31.4% 271 37.5% 

To look for a boyfriend 38 34.5% 94 33.9% 241 33.4% 

To kill time 38 34.5% 98 35.4% 241 33.4% 

To arrange sex when I am travelling/away from home 32 29.1% 80 28.9% 255 35.5% 

To connect to the gay community 31 28.2% 72 26.0% 233 32.2% 

Swap naked photos 26 23.6% 94 33.9% 229 31.8% 

Cyber sex (swap erotic messages) 26 23.6% 86 31.0% 190 26.4% 

Chat to friends/family 22 20.0% 38 13.7% 135 18.8% 

Webcam sex 16 14.5% 41 14.8% 136 18.9% 

To look for bareback sex 13 11.8% 25 9.0% 78 10.9% 

To arrange sex parties 10 9.1% 23 8.3% 86 12.0% 

To reconnect with old friends 8 7.3% 18 6.5% 70 9.7% 

To check friends’/family’s status updates 8 7.3% 7 2.5% 47 6.5% 

To post/view photos with friends/family 5 4.5% 7 2.5% 35 4.9% 

To update my status 4 3.6% 15 5.4% 46 6.4% 

Access sexual health information 4 3.6% 15 5.4% 34 4.7% 

Arranging social events /meet my friends 2 1.8% 9 3.2% 41 5.7% 

To access support 1 0.9% 4 1.4% 14 1.9% 

Arrange other group activities (e.g. sports, drama etc.) 0 0% 4 1.4% 11 1.5% 

Total 110  277  722  
 

The distribution of reasons to use gay social networking apps was also remarkably similar 

across the 3 NHS regions (see Table 9). Lanarkshire men also seemed less likely to use 

GSNA to meet guys for sex, to find dates or a boyfriend, to swap naked photos, to arrange 

sex when away from home, to have cyber sex or to 'kill time' than men in Glasgow and the 

Rest of Scotland. These differences were not significant, however. 
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Table 9: Participants’ reported reasons for using Gay Social Networking Apps, ordered 

for Lanarkshire. 

 Lanarkshire Glasgow Rest of Scotland 

 N % N % N % 

Meet guys for sex 38 54.3% 125 61.6% 274 66.0% 

Meet guys for dates 30 42.9% 105 52.0% 208 50.0% 

Make new friends 26 37.1% 65 32.2% 124 29.9% 

Social networking 21 30.0% 60 29.7% 140 33.7% 

Swap naked photos 20 28.6% 88 43.6% 167 40.3% 

To kill time 19 27.1% 81 40.1% 155 37.3% 

To look for a boyfriend 18 25.7% 77 38.1% 144 34.8% 

To connect to the gay community 14 20.0% 38 18.8% 95 22.9% 

To arrange sex when I am travelling/away from home 13 18.6% 54 26.7% 139 33.6% 

Cyber sex (swap erotic messages) 12 17.1% 65 32.2% 129 31.2% 

Chat to friends/family 12 17.1% 34 16.8% 80 19.3% 

To look for bareback sex 9 12.9% 14 6.9% 45 10.8% 

To arrange sex parties 5 7.1% 15 7.4% 59 14.3% 

To update my status 4 5.7% 5 2.5% 21 5.1% 

To check friends'/family’s status updates 4 5.7% 6 3.0% 20 4.8% 

To reconnect with old friends 3 4.3% 11 5.4% 36 8.7% 

To post/view photos with friends/family 2 2.9% 2 1.0% 15 3.6% 

To access support 2 2.9% 1 0.5% 7 1.7% 

Arranging social events/meet my friends 2 2.9% 4 2.0% 19 4.6% 

Webcam sex 1 1.4% 12 5.9% 50 12.1% 

Arrange other group activities (e.g. sports, drama etc.) 1 1.4% 3 1.5% 7 1.7% 

Access sexual health information 0 0% 2 1.0% 11 2.7% 

Total 70  202  416  
 

In contrast, the order of reasons to use BBWA was somewhat different across the 3 NHS 

regions (see Table 10), although here the very small sample size relating to men in 

Lanarkshire, and for some variables in Glasgow and the Rest of Scotland means that we must 

interpret these results with extreme caution.  
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Table 10: Participants’ reported reasons for using Bareback Websites and Apps, 

ordered for Lanarkshire (note the very small sample size for Lanarkshire). 

   Lanarkshire Glasgow Rest of Scotland 

 N % N % N % 

Meet guys for sex 6 50.0% 20 60.6% 54 40.9% 

To look for bareback sex 5 41.7% 22 66.7% 52 39.7% 

To kill time 4 33.3% 3 9.1% 21 16.0% 

To arrange sex parties 2 16.7% 10 30.3% 21 16.2% 

Meet guys for dates 2 16.7% 5 15.2% 25 19.1% 

Make new friends 2 16.7% 2 6.1% 6 4.6% 

Chat to friends/family 2 16.7% 1 3.0% 5 3.8% 

To arrange sex when I am travelling/away from home 1 8.3% 12 36.4% 20 15.4% 

Cyber sex (swap erotic messages) 1 8.3% 5 15.2% 13 9.9% 

To look for a boyfriend 1 8.3% 1 3.0% 15 11.4% 

Webcam sex 1 8.3% 3 9.1% 11 8.4% 

Social networking 1 8.3% 2 6.1% 11 8.5% 

To update my status 1 8.3% 1 3.0% 5 3.8% 

To check friends’/family’s status updates 1 8.3% 1 3.0% 4 3.1% 

To reconnect with old friends 1 8.3% 0 0% 1 0.8% 

To post/view photos with friends/family 0 0% 0 0% 3 2.3% 

To connect to the gay community 0 0% 1 3.0% 9 6.9% 

To access support 0 0% 0 0% 1 0.8% 

Swap naked photos 0 0% 7 21.2% 21 16.0% 

Arranging social events/meet my friends 0 0% 1 3.0% 1 0.8% 

Arrange other group activities (e.g. sports, drama etc.) 0 0% 0 0% 2 1.5% 

Access sexual health information 0 0% 0 0% 3 2.3% 

Total 12  33  130  
 

Lanarkshire participants said they used BBWA to meet guys for sex less often than Glasgow 

men but more often than men in the Rest of Scotland. Men in Lanarkshire and the Rest of 

Scotland did seem to use BBWA to look for bareback sex, and to arrange sex when travelling 

less often than men in Glasgow. Similarly for Lanarkshire, BBWA was more often used to 

‘kill time’ than in Glasgow or the Rest of Scotland. These differences were not significant 

and once again we must emphasise the very small sample size for Lanarkshire men that this is 

based on. 
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In summary there were few differences across the 3 NHS regions in terms of MSM’s reasons 

for using Facebook, GSNW, GSNA and BBWA. Rather, participants’ reasons for using these 

different social media are characterised by remarkable similarities overall, not just in terms of 

the proportion of participants who cited each reason across the different social media types 

but also in the ordering of the most popular reasons.  

 

Social Networking and Sexual Health Promotion 

We asked participants whether they would be happy to receive/access sexual health 

information and advice via various forms of digital media including social media forums, 

dedicated smartphone apps and a phone based text service (Tables 11a - g). Most Lanarkshire 

participants felt it would be acceptable for sexual health advisors to have passive profiles on 

GSNWs (85.5%) or GSNAs (73.4%) where they could be contacted. However, fewer 

Lanarkshire men said it was acceptable for sexual health advisors to contact them directly 

either on GSNWs (54.6%) or GSNAs (40.5%). Indeed, a sizeable proportion of participants 

said that such unsolicited sexual health intervention was unacceptable both on GSNW 

(27.3%) and particularly GSNA (41.1%). Kruskall-Wallis analysis suggested that the 

acceptability of web or smartphone active and passive netreach strategies did not significantly 

differ across the 3 NHS regions (see Tables 11a - d for details of the statistical tests 

involved). 

 

Finally, we asked men their views on various innovative sexual health promotion approaches. 

In Lanarkshire, half of participants (50.5%) said they were ‘likely’ or ‘very likely’ to talk to a 

sexual health advisor on a smartphone app, with slightly more (51.8%) reporting they were 

‘likely or ‘very likely’ to use a sexual health advice smartphone app. Finally, in Lanarkshire 

exactly half said they were ‘likely’ or ‘very likely’ to use a service which sent a text-message 
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reminding them it is time to go for a 6 monthly sexual health check-up. Kruskall-Wallis 

analysis suggested that the acceptability and likelihood of use of these various web and 

smartphone based services did not significantly differ across the 3 NHS areas (see Tables 11 

e - g for details of the statistical tests involved). 

 

Table 11a: Sexual health advisor profile on GSNW so I can contact them (Passive 

advisor). 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
1 Acceptable 850 73.1 76 69.1 215 70.3 559 74.8 
2 146 12.6 18 16.4 38 12.4 90 12 
3 106 9.1 8 7.3 37 12.1 61 8.2 
4 29 2.5 4 3.6 9 2.9 16 2.1 
5 Unacceptable 32 2.8 4 3.6 7 2.3 21 2.8 
Total 1163 100 110 100 306 100 747 100 
Missing 163  22  43  98  
Total 1326  132  349  845  
   (KW=0.005, df=2, p=ns) 
 

Table 11b: Sexual health advisor profile on GSNA so I can contact them (Passive 

advisor). 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
1 Acceptable 726 63.2 69 63.3 190 62.7 467 63.5 
2 130 11.3 11 10.1 33 10.9 86 11.7 
3 134 11.7 9 8.3 39 12.9 86 11.7 
4 51 4.4 8 7.3 16 5.3 27 3.7 
5 Unacceptable 107 9.3 12 11.0 25 8.3 70 9.5 
Total 1148 100 109 100 303 100 736 100 
Missing 178  23  46  109  
Total 1326    349  845  
   (KW=3.3, df=2, p=ns) 
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Table 11c: Being contacted by sexual health advisor on a GSNW (Active advisor). 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
1 Acceptable 438 37.7 41 37.3 109 35.5 288 38.6 
2 196 16.9 19 17.3 59 19.2 118 15.8 
3 212 18.2 19 17.3 61 19.9 132 17.7 
4 121 10.4 13 11.8 34 11.1 74 9.9 
5 Unacceptable 196 16.9 18 16.4 44 14.3 134 18 
Total 1163 100 110 100 307 100 746 100 
Missing 163  22  42  99  
Total 1326  132  349  845  
   (KW=0.5, df=2, p=ns) 
 

Table 11d: Being contacted by sexual health advisor on GSNA (Active advisor). 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
1 Acceptable 313 27.2 28 25.7 81 26.7 204 27.6 
2 153 13.3 16 14.7 47 15.5 90 12.2 
3 211 18.3 21 19.3 57 18.8 133 18.0 
4 154 13.4 15 13.8 40 13.2 99 13.4 
5 Unacceptable 319 27.7 29 26.6 78 25.7 212 28.7 
Total 1150 100 109 100 303 100 738 100 
Missing 176  23  46  107  
Total 1326  132  349  845  
   (KW=0.1, df=2, p=ns) 
 

Table 11e: Would you use a mobile phone app which just gave you sexual health 

information? 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
1 Very Likely 309 27.1 32 29.4 82 27.3 195 26.7 
2 238 20.9 23 21.1 70 23.3 145 19.9 
3 183 16.1 27 24.8 46 15.3 110 15.1 
4 98 8.6 6 5.5 27 9.0 65 8.9 
5 Very Unlikely 311 27.3 21 19.3 75 25.0 215 29.5 
Total 1139 100 109 100 300 100 730 100 
Missing 187  23  49  115  
Total 1326  132  349  845  
   (KW=3.6, df=2, p=ns) 
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Table 11f: Would you use a mobile phone app which let you chat 1-2-1 with a sexual 

health adviser? 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N  
1 Very Likely 341 29.5 34 30.9 90 29.7 217 29.3 
2 268 23.2 23 20.9 87 28.7 158 21.3 
3 214 18.5 23 20.9 55 18.2 136 18.4 
4 77 6.7 6 5.5 18 5.9 53 7.2 
5 Very Unlikely 254 22.0 24 21.8 53 17.5 177 23.9 
Total 1154 100 110 100 303 100 741 100 
Missing 172  22  46  104  
Total 1326  132  349  845  
   (KW=3.6, df=2, p=ns) 
 

Table 11g: Would you use a service which sent a text message to remind you it is time to 

go for your sexual health check-up? 

   NHS 
 Whole sample Lanarkshire Glasgow Rest of Scotland 
         
1 Very Likely 346 29.9 34 30.9 102 33.4 210 28.3 
2 226 19.5 21 19.1 63 20.7 142 19.1 
3 173 14.9 15 13.6 47 15.4 111 14.9 
4 109 9.4 10 9.1 26 8.5 73 9.8 
5 Very Unlikely 304 26.3 30 27.3 67 22.0 207 27.9 
Total 1158 100 110 100 305 100 743 100 
Missing 168  22  44  102  
Total 1326  132  349  845  
   (KW=5.2, df=2, p=ns) 

 

Bivariate Analyses 

We undertook additional analyses to examine the factors associated with Lanarkshire 

participant’s views on the various digital media based health promotion methods described 

above. Here, to avoid skewed data, we recoded each variable above into men who found the 

method acceptable (rating of 1-3) or not acceptable (rating of 4-5) or likely (rating of 1-3) or 

unlikely (rating of 4-5). Table 12 shows the number and proportion of Lanarkshire men in 

each category. 
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Table 12: Proportion of men who rated various digital media based health promotion 

methods as acceptable or unacceptable. 

 Acceptable Not Acceptable  

 N % N % Missing 

Website Passive Health Advisor 102 92.7 8 7.3 22 

App Passive Health Advisor 89 81.7 20 18.3 23 

Website Active Health Advisor 79 71.8 31 28.2 22 

App Active Health Advisor 65 59.6 44 40.4 23 

 Likely Unlikely  

Sexual Health Advice App 82 75.2 27 24.8 22 

Sexual Health Chat App 80 72.7 30 27.3 22 

Sexual Health Checkup Text 70 63.6 40 36.4 22 

 

Bivariate comparisons were conducted for the following variables: HIV testing (ever vs. 

never), regular HIV testing (at least once a year vs. less than annual or no testing pattern), 

STI testing (ever vs. never), regular STI testing (at least once a year vs. less than annual or no 

testing pattern), age (younger ≤24 years vs. older ≥25 years), highest educational 

qualifications (highers or lower vs. degree or better), relationship status (single vs. regular 

male partner), gay scene use in the last year (ever vs. never), level of outness (out to most 

people vs. not out to most people) and high risk UAI (none vs. some). 

 

Website Passive Health Advisor 

No significant differences were identified across the variables investigated. 

 

Mobile App Passive Advisor 

No significant differences were identified across the variables investigated. 

 

Website Active Health Advisor 

Men who agreed that receiving this intervention was acceptable (Chi2=4.3, df=2, p<0.05) 

were significantly more likely to use the commercial gay scene (79%, n=49) than men who 
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said it was not acceptable (60.5%, n=26). 

 

Mobile App Active Advisor 

Men who agreed that receiving this intervention was acceptable (Chi2=6.9, df=2, p<0.05) 

were significantly more likely to use the commercial gay scene (71%, n=44) than men who 

said it was not acceptable (45.2%, n=19). 

 

Sexual Health Information App 

No significant differences were identified across the variables investigated. 

 

Sexual Health Chat App 

No significant differences were identified across the variables investigated. 

 

Sexual Health Checkup Reminder Text 

Men who said they were likely to use this service were significantly more likely (Chi2=4.1, 

df=1, p<0.05) to use the gay scene (66.2%, n=45) than men who said they were unlikely to 

use this service (45.9%, n=17). Men who said they were likely to use this service were 

significantly more likely (Chi2=4.2, df=1, p<0.05) to report high risk UAI in the last year 

(50%, n=35) than men who said they were unlikely to use this service (30%, n=12). Men who 

said they were likely to use this service were significantly more likely (Chi2=9.3, df=1, 

p<0.005) to report no or less than annual HIV testing pattern (92%, n=23) than men who 

reported an annual testing pattern (53.8%, n=14). Men who said they were likely to use this 

service were significantly more likely (Chi2=8.2, df=1, p<0.005) to report no or less than 

annual STI testing pattern (84.8%, n=28) than men who reported an annual testing pattern 

(53.8%, n=14). 
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In summary, few factors were associated with Lanarkshire men’s views on the various digital 

media based health interventions examined herein. Men who use the commercial gay scene 

were significantly more likely to find active sexual health advisor intervention on both gay 

social networking websites and apps acceptable than those who never use the gay scene. 

However, our findings around the notion of a sexual health checkup reminder text service 

provide strong evidence of the value of introducing such a service within Lanarkshire. 

Specifically, those very men who we would want to use such a service (men who report high 

risk UAI and those who do not report annual HIV and STI testing) rated themselves as 

significantly more likely to use such a service.  
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4.4. Discussion 

As the participants presented in this report were all sampled from social media sources, we 

must be careful when drawing conclusions about social media use from this population to the 

wider group of Lanarkshire MSM. Clearly, those MSM who do not use social media are not 

represented in the SMMaSH survey, and so it is important that this group are not ignored. It 

is also likely that more frequent users of social media were over-recruited into this study. In 

sampling men from Facebook, Gaydar, Grindr, Recon and Squirt only, these particular 

networks will also be overrepresented. However, our pilot study conducted with attendees of 

the Glasgow Pride event in June 2012 (n=64) suggested that these five were the most 

frequently used websites14/apps, and that some social media use was nearly ubiquitous, which 

helps ensure the comprehensiveness of our sample. 

 

The majority of Lanarkshire MSM who use social media have some interaction with 

Facebook; over three-quarters of whom report at least weekly use. This would make 

Facebook an ideal medium through which to reach MSM for sexual health promotion. 

Indeed, Day and Hughes (2012) found Facebook to be a cost effective medium to promote a 

rapid HIV testing and sexual health screening service for MSM in Greater London. However, 

during recruitment we discovered that targeting MSM on Facebook was not necessarily 

straightforward because many users do not complete the ‘interested in’ section of their profile 

                                                
14 Use of the various websites and apps was as follows; Facebook (93%), Gaydar (35%), 

Grindr (45%), Gaydar app (20%), Fitlads (20%), Squirt (16%), Recon (13%). Unfortunately 

whilst multiple attempts were made to contact the administrators of Fitlads, our emails were 

not answered. See Chapter 2 for further details. 
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to indicate their sexual orientation. Although we recruited participants who ‘like’15 #LGBT or 

#Gay, which proved to be a more inclusive method, this meant that we systematically 

excluded MSM who use Facebook but do not choose to endorse gay-related issues in this 

way. Moreover, the family/friends focus of social networking suggests that men who are not 

‘out’ are even less likely to do so. Therefore, whilst Facebook presents an ideal medium 

through which to conduct sexual health promotion, further research is required to determine 

whether the means of targeting users will exclude important sub-groups with greater sexual 

health promotion needs.  

 

As participants used Facebook for almost exclusively social rather than sexual networking, 

any intervention therein should eschew the frequently explicit nature of much MSM sexual 

health promotion to more appropriately match this social environment. Indeed, researchers  

have documented difficulties in Facebook advert approval depending on the explicitness of 

visual content (e.g. bare male chests or the word 'gay' frequently led to advert disapproval) 

and we also experienced similar difficulties in recruitment advert approval when rolling out 

our survey to Wales, using the same advert already approved by Facebook in Scotland. These 

problems must be considered before Facebook sexual health promotion for MSM could be 

transferred to Lanarkshire. Frequent facebook use was only associated with younger age, 

otherwise these men were not at increased sexual health need over those who used the site 

infrequently. Although this is not a reason not to promote sexual health through Facebook, 

other media might offer access to men with greater sexual health needs. 

 

                                                
15 On Facebook, users can ‘like’ any kind of content, including individuals, profiles, places 

and issues, which expresses positive endorsement of that content. 
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Use of GSNW such as Gaydar, Recon and Squirt was similarly ubiquitous although weekly, 

rather than daily use was most prevalent. Whilst GSNA was less widespread, still around half 

of participants used this media. Although Lanarkshire men were more likely to use websites 

and less likely to use apps than other men in Scotland, both would provide suitable means to 

access this group. Our evidence suggests that Lanarkshire men who frequently access GSNW 

present with greater sexual health needs, and are less likely to be ‘out to most people’ 

compared to than men who use these social media sites less frequently. In contrast, frequent 

GSNA user did not report greater sexual health risks. Therefore, we argue that GSNW 

provide an ideal forum for sexual health promotion in Lanarkshire. Indeed, as 80% of 

Lanarkshire men in this study said they accessed the commercial gay scene either never or 

less than once a month in the last year, this underscores the importance of GSNW in 

particular, and social media in general, in reaching this group of at risk MSM.  

 

We present clear evidence that all three types of gay specific social media are actually more 

oriented towards sexual than social networking. In addition, the clear sexual nature of these 

sites would seem to make it an appropriate location for discussions around sexual health, 

whilst a more sexually explicit style would befit the highly sexualised nature of these sites, 

with the exception of Grindr (where explicit photos are prohibited due to their connection 

with the Apple Store). However, participants were very clear how any such approach should 

be taken. Firstly, the large proportion of men who felt that proactive approaches by health 

advisors were inappropriate on GSNW and GSNA in particular demonstrate that this method 

may meet much resistance and perhaps even hostility. Secondly, although a passive presence 

of sexual health services was seen as acceptable by most, the efficacy of such an approach 

must be questioned; given that a plethora of sexual health advice and information exists 

online for MSM, the utility of yet another layer, albeit in a slightly different form, is doubtful. 
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Evidence suggests that online health interventions should be sex positive, sexually explicit 

and incorporate notions of pleasure (Hooper et al., 2008) as well as health. Websites such as 

www.HardCell.org.uk (Wardle et al., 2010) and www.ManHuntCares.com are already 

developed to provide such a service; local promotion of and collaboration with these services 

would provide an efficient use of funds whilst capitalising on the content and professionalism 

of existing services. 

 

The relative rejection of active sexual health promotion on GSNW and GSNA amongst men 

in the current study suggests that many men felt these were not suitable forums for such 

sexual health interactions. This resonates with work done in PSEs where specific social and 

sexual areas were delineated and sexual health promotion was only acceptable when men 

move into the explicitly social areas (Frankis and Flowers, 2009). Thus, perhaps creating 

clearly social or health promotion areas of GSMW and GSWA would provide a more 

appropriate forum for these issues, for example, a dedicated sexual health chat room or links 

out to a sexual health area of the main site, as has been developed in the US (manhunt cares). 

As almost half of Lanarkshire GSNW and 40% of GSNA users did so for social networking 

or to make new friends, such a forum may be particularly suitable for Lanarkshire MSM. 

Banner ads or instant messages could provide value for money (Day and Hughes, 2012) in 

terms of recruiting participants into such iniatives. Moreover, since most men in touch with 

services have regular HIV tests and STI screening, online adverts provide an opportunity to 

reach the >50% of Lanarkshire MSM social media users who have never attended for 

screening as well as the 50% of tested men who report no pattern to their screening (see 

Chapter 3). 
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Whilst BBWA were used by proportionately fewer men in Lanarkshire than the Rest of 

Scotland, a small group of men still did so. These men were significantly more likely to 

report multiple measures of sexual health risk, including UAI, high risk UAI, and no 

negotiated safety. Indeed, reporting high risk UAI was almost ubiquitous amongst men who 

had ever used BBWA. It was not the case, however, that these were HIV positive men using 

BBWA as a method of serosorting; only 13% of BBWA users said they were HIV positive. 

Although the small number of BBWA users could render health promotion efforts therein 

inefficient, and the unsafe sexual culture dictate the appropriate issues (e.g. frequent HIV/STI 

screening and risk minimisation rather than condom use), this forum would provide a means 

to contact MSM who explicitly seek UAI. Indeed, fewer men mentioned the social 

possibilities of these sites than other GSNW and GSNA which may make health promotion 

even less feasible. Importantly, we did not assess whether sexual health promotion would be 

acceptable on specifically BBWA; it seems unlikely this would be welcome. However, the 

sibling qualitative analysis also undertaken for NHS Lanarkshire by the authors (published 

May 2013) suggests that such sites provide a form of community support for HIV positive 

MSM as well as sexual liaisons, suggesting an element of health promotion may be possible. 

 

Finally, both the idea of a sexual health mobile phone app and a 1-2-1 sexual health chat app 

met the approval of about half of men in Lanarkshire. Whilst this is initially encouraging, a 

recent review has suggested that despite multiple sexual health apps being already available 

(>55), uptake has been poor and they are relatively poorly reviewed by users (Muessig et al., 

2013). However, these apps did not specifically target MSM, whilst the promotion of these 

apps has not been considered. As such, a review of existing apps could suggest whether a 

suitable candidate already exists for promotion in Lanarkshire, to a user group who appear 

relatively interested to engage with it. Similarly, the notion of a sexual health screening 
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texting service was very well received. Moreover, those very men who we would want to use 

such a service (i.e. men who report high risk UAI and those who do not report annual HIV 

and STI testing) rated themselves as significantly more likely to use such a service. As such, 

we recommend that such a service is explored within the near future as a key component to 

promote the 6-12 month repeat testing initiative (recommended by the BHIVA (2008) HIV 

testing guidelines) for Lanarkshire MSM. 

 

4.5. Implications for Service Provision in Lanarkshire 

Explore the provision of sexual health promotion via Facebook for Lanarkshire MSM. This 

will provide access to younger men but not particularly those who have increased sexual 

health needs. 

 

Health promotion through gay social networking websites (e.g. Gaydar, Recon, Squirt) 

provides an ideal forum for sexual health promotion for Lanarkshire MSM since frequent 

users present with greater sexual health needs. As 80% of the current sample rarely or never 

use the commercial gay scene, gay social networking websites provide a means to access men 

who will miss this ‘traditional’ form of MSM health promotion.  

 

Men in the SMMaSH survey said that sexual health promotion on gay social networking 

websites and apps should adopt a passive approach where the provision of information is 

available but do not actively approach participants to solicit engagement.  

 

Gay social networking apps may also provide a useful forum for sexual health promotion 

although frequent users were not at greater sexual health risk and both passive and active 

health promotion was seen as less acceptable than on gay social networking websites. 
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Linking in to pre-existing online content, rather than providing dedicated Lanarkshire specific 

information or passive online advisors in real time, may be a more efficient means of sexual 

health promotion. 

 

Moreover, creating specific social or sexual health promotion areas of gay social networking 

websites may be culturally more appropriate than outreach within main areas. 

 

Sexual health promotion within barebacking websites and apps would provide access to a 

small group of Lanarkshire participants who are at very high risk of HIV and other STIs 

infection. The unsafe sexual culture would dictate the appropriate issues (e.g. frequent 

HIV/STI screening and risk minimisation rather than condom use).  

 

A dedicated sexual health app would be well received amongst Lanarkshire MSM. 

Reviewing existing sexual health apps, promoting their use amongst Lanarkshire MSM is 

necessary and careful monitoring of uptake is essential given the relative failure of current 

sexual health apps. 

 

A sexual health screening texting service should be explored to promote regular sexual health 

screening amongst Lanarkshire MSM. Such a service would be relatively well received, 

particularly amongst those men who report high risk UAI and those who do not report annual 

HIV and STI testing. 
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5.1. Overview 

This chapter examines the attitudes of Lanarkshire MSM towards HIV testing barriers, 

condom proficiency and unprotected anal intercourse, using various previously validated 

psychosocial measures. We compare Lanarkshire participants with those in Glasgow and the 

Rest of Scotland before analysing the behaviours of Lanarkshire participants in greater detail. 

Firstly we consider HIV testing behaviours amongst MSM in Scotland. Then we examine the 

impact of various barriers to HIV testing amongst this group; perceived fear of a positive 

HIV result, perceived benefits of HIV testing, clinic related barriers, attitudes towards sex 

with HIV positive partners and peer norms around HIV testing. Next, we analyse MSM’s 

perceptions of their own condom proficiency, before examining two key components of 

unprotected anal intercourse; norms around barebacking and condom use. Finally, we discuss 

the implications of these data for sexual health promotion within Lanarkshire before making 

specific recommendations for practice. 
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Introduction 

In this chapter we address three distinct areas; attitudes towards HIV testing, perceptions of 

condom proficiency and norms around condoms.  

 

Increasing both the number and frequency of HIV antibody tests amongst men who have sex 

with men (MSM) remains central to attempts to normalize HIV testing, reduce undiagnosed 

HIV infection, prevent new HIV infections and decrease HIV-related morbidity (Chou et al., 

2005, Frieden et al., 2005). Moreover, it also figures as a core part of HIV prevention, 

reflected for example in recent constructs such as ‘treatment as prevention’ (Cohen and Gay, 

2010), other biomedical approaches to HIV prevention (Grant et al., 2010, Cohen et al., 

2011), and indeed the range of older HIV testing-based risk-reduction strategies such as 

serosorting (Zablotska et al., 2009). The shift in HIV testing policy in the UK from opt-in to 

opt-out testing (Ross et al., 2004) has been associated with unprecedented increases in testing 

at the community level (Williamson et al., 2009, Knussen et al., 2011), and a drop in 

undiagnosed HIV infection (Health Protection Scotland, 2010). In order to design and 

implement interventions to promote the normalization of HIV testing (European Centre for 

Disease Prevention and Control, 2010), it is essential that we identify and understand the 

remaining factors that appear to either promote or deter people from testing (Imrie and 

Macdonald, 2009) and address barriers to regular, frequent testing (Guy et al., 2010). 

 

Multiple studies (Hickson et al., 2010, Knussen et al., 2011, McDaid et al., 2012), including 

the current report (see Chapter 3), document the continuing high levels of high risk UAI 

amongst MSM in Scotland. It is therefore essential to understand men’s attitudes toward 

unprotected anal intercourse and the use of condoms. This information provides an essential 

starting point for the development of appropriate, targeted interventions. Moreover, it is also 
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important to understand men’s perceptions of their own condom proficiency. Recent evidence 

within Scotland has suggested relatively high experience of condom slippage (27%) and 

breakage (40%) amongst MSM (Knussen et al., 2011), whilst Goodall et al. (2012) found that 

perceived condom proficiency was associated with self reported STI diagnosis. Therefore, it 

is also important to examine whether MSM’s ability to use condoms should form a focus of 

contemporary health promotion. 

 

Contemporary, validated measures of attitudes of MSM towards HIV testing (Flowers et al., 

2012), condom proficiency (Goodall et al., 2012) and UAI (Knussen et al., 2011) have been 

developed and examined in Scotland. Within this chapter we examine the attitudes of 

Lanarkshire MSM to these issues, using the Social Media, MSM and Sexual Health study 

(SMMaSH) 2013 survey data. We also examine whether Lanarkshire MSM differ from those 

in Glasgow and the Rest of Scotland to identify any particular areas of inequality. This 

information will enable more effective targeting of local health promotion activities. Our 

specific research questions are: 

 

1. What attitudes towards HIV testing do MSM within this sample hold? 

2. How do MSM within this sample perceive their own proficiency to use condoms? 

3. What are the norms around unprotected anal intercourse within this sample of MSM? 

4. How are these issues patterned by sociodemographics and sexual health behaviours? 
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Statistical Analyses 

Data were analysed using SPSS 21.0 for Mac. Non-parametric analyses were used where data 

were not normally distributed. Variables with two levels were assessed with either Chi2 or 

Mann-Whitney U tests. Variables with three levels were assessed with Chi2 or Kruskall-

Wallis (KW) tests and significant differences further explored using Tukey’s HSD (Honestly 

Significant Difference) tests or Tamhane’s Test for Unequal Variances, as appropriate. 

Where multiple comparisons were made, the Bonferroni-Holm correction was considered 

(Holm, 1979). As is appropriate for non-parametric analyses the median, rather than the mean 

is presented, as the key measure of central tendency (i.e. the ‘average’).  

 

The analytical focus of this chapter was to examine the sexual health behaviours of 

Lanarkshire MSM, sampled online. This was achieved in two clear ways. Firstly, we compare 

Lanarkshire participants with those in Glasgow and the Rest of Scotland, defined by their 

NHS regions (see Chapter 2). This allowed us to contrast medium-town urban Lanarkshire 

with its large urban neighbour Glasgow and the Rest of Scotland as a measure of the ‘whole 

country’. Secondly, we examined the behaviours of Lanarkshire participants in greater detail. 

For these bivariate comparisons we assess the impact of the following sociodemographic 

variables; age (younger ≤24 years vs. older ≥25 years), highest educational qualifications 

(highers or lower vs. degree or better), relationship status (single vs. regular male partner), 

gay scene use in the last year (ever vs. never), level of outness (out to most people vs. not out 

to most people). We also examine the impact of one behavioural variable; high risk UAI in 

the last year (some vs. none), where, following McDaid et al. (2012), high risk UAI was 

defined to include men who reported any one of the following three behaviours: i) UAI with 

two or more partners, ii) UAI with casual partners and/or iii) UAI with HIV status 

unknown/serodiscordant partners in the previous 12 months. On occasion, small sample size 
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prohibited our proposed analyses. The specific analyses made, and instances where small 

sample size prohibited this, are detailed as appropriate. 

 
Participants 

A total of 1,326 participants completed the online survey, of whom 10% (n=132) live within 

the NHS Lanarkshire boundary, 26% (n=349) live within the NHS Greater Glasgow and 

Clyde boundary and 64% (n=845) live within the Rest of Scotland. Further details of the 

sampling frame and demographic characteristics of this sample are available in Chapter 2. 

The number of participants for each particular item is shown in the tables below. 
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5.2. Understanding HIV Testing 

This section examines HIV testing at two distinct levels. Firstly we examine how attitudes to 

HIV testing differed at the population level between men in Lanarkshire and other men in 

Scotland. Secondly we examine how attitudes to testing were associated with a variety of 

other measures. To begin with, we briefly reconsider the HIV testing experiences of MSM 

within the SMaSH survey, previously examined in Chapter 3. 

 
HIV Testing 

We asked participants about their HIV testing history (Table 1). Overall 45.8% (n=49) of 

Lanarkshire participants had never had an HIV test, far higher than men in both Glasgow 

(25.8%, n=77) and the Rest of Scotland (26.9%, n=198). Chi2 analysis clarified that this was 

a significant difference (Chi2 = 17.7, df=2, p<0.001).  

 

Table 1: Ever had an HIV test? 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
No 324 24.4 49 45.8 77 25.8 198 26.9 
Yes 817 61.6 58 54.2 222 74.2 537 73.1 
Total 1141 86 107 100 299 100 735 100 
Missing 185 14 25  50  110  
Total 1326 100 132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with HIV testing for 

Lanarkshire participants. Bivariate comparisons were conducted for the following variables: 

age (younger ≤24 years vs. older ≥25 years), highest educational qualifications (highers or 

lower vs. degree or better), relationship status (single vs. regular male partner), gay scene use 

in the last year (ever vs. never), level of outness (out to most people vs. not out to most 

people) and high risk UAI in the last year (some vs. none).  
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Chi2 analysis suggested neither qualifications or level of outness were related to HIV testing. 

However, in terms of ever having an HIV test, younger men (36.4%) were significantly less 

likely (Chi2=6.2, df=1, p<0.05) than older men (62.2%), single men were significantly less 

likely (Chi2=6.7, df=1, p<0.01) than men in a relationship, and men who never used the 

commercial gay scene (42.9%) were significantly less likely (Chi2=3.9, df=1, p<0.05) than 

men who did. Finally, Chi2 analyses suggested that tested and untested men were equally 

likely to report high risk UAI (Chi2=1.444, df = 1, p=ns) in the last 12 months. Therefore 

tested and untested Lanarkshire men are at equal risk of HIV infection. We analysed the 

behaviour of untested Lanarkshire men (n=58) in more detail. Almost two thirds (62.1%, 

n=36) reported UAI in the last 12 months. Over half (51.7%, n=30) reported high risk UAI in 

the past 12 months.  

 

Recent HIV Testing 

We also asked men when they had their most recent HIV test (Table 2a). Just over one third 

of Lanarkshire men (36.2%, n=12) had tested in the last 6 months, 27.6% (n=16) in the last 6 

months to 1 year, 31% (n=18) 1 to 5 years ago and 5.2% (n=3) over 5 years ago. Overall 

63.8% (n=37) of tested Lanarkshire men had done so in the last year, compared to 65% 

(n=145) in Glasgow and 62.6% (n=336) in the Rest of Scotland. Therefore, whilst the testing 

recency of men across the 3 NHS regions was largely similar, men in Lanarkshire were 

substantially less likely to have ever had a test in the first place.  

 

Table 2a: Most recent HIV test (includes only those men who reported an HIV test). 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
In the last 6 months 330 40.4 21 36.2 92 41.4 217 40.4 
Between 6 months and 1 year ago 188 23 16 27.6 53 23.9 119 22.2 
Between 1 and 5 years ago 214 26.2 18 31 55 24.8 141 26.3 
Over 5 years ago 85 10.4 3 5.2 22 9.9 60 11.2 
Total 817 100 58 100 222 100 537 100 
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To get a more accurate picture of HIV testing recency, we need to compare those men who 

know their status on the basis of a recent test (≤1 year) with those men who have never taken 

an HIV test/those men whose last HIV test result is likely out of date (≥1 year) (see Table 

2b). Whilst only 34.6% (n=37) of men in Lanarkshire report a recent HIV test, nearer to half 

of men in Glasgow and the Rest of Scotland do so, a significant difference (Chi2=6.2, df=2, 

p<0.05). Therefore whilst testing recency amongst Lanarkshire men is the same as Glasgow 

and the Rest of Scotland, the lower rate of testing overall contributed to a significantly greater 

proportion of men in Lanarkshire who do not know their HIV status on the basis of a recent 

test. 

 

Table 2b: Recent HIV testing, including men who have never tested. 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Recent HIV test (≤ 1 year) 518 45.4 37 34.6 145 48.5 336 45.7 

Longstanding (≥ 1 year) or 
Never HIV tested 

623 54.6 70 65.4 154 51.5 399 54.3 

Total 1141 100 107 100 299 100 735 100 

Missing 185  25  50  110  

Total 1326  132  349  845  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with reporting a recent 

(≤1 year) or longstanding (≥1 year/never) HIV test for Lanarkshire participants. Bivariate 

comparisons were conducted for the following variables: age (younger ≤24 years vs. older 

≥25 years), highest educational qualifications (highers or lower vs. degree or better), 

relationship status (single vs. regular male partner), gay scene use in the last year (ever vs. 

never), level of outness (out to most people vs. not out to most people) and high risk UAI in 

the last year (some vs. none).  
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Chi2 analysis suggested there were no significant differences between men who reported a 

recent or longstanding HIV test in terms of age, qualifications, gay scene use and level of 

outness. Single men (30%) were significantly less likely (Chi2=4.3, df=1, p<0.05) to report a 

recent HIV test than men in a relationship with another man (51.6%). Moreover, men who 

reported high risk UAI (39.1%) were not significantly more likely (Chi2=0.7, df=1, p=ns) to 

report a recent HIV test than men who reported no high risk UAI (31.1%) in the previous 

year. Therefore, men in Lanarkshire who practice high risk UAI are no more likely to report a 

recent HIV test than those who do not. 

 

Summary: HIV Testing amongst Lanarkshire MSM 

In concert, these data suggest that Lanarkshire MSM do not engage with HIV testing at an 

optimal level and do so less well than MSM in Glasgow and the Rest of Scotland. Almost 

two thirds of Lanarkshire men do not have accurate knowledge of their HIV status based on a 

recent (<1 year) test. Moreover, regardless of their HIV testing status, Lanarkshire men are 

equally likely to report high risk UAI (see Chapter 3). Therefore it is essential we examine 

Lanarkshire MSM’s attitudes towards HIV testing to try to understand this discrepancy and 

direct future health promotion. 

 

Attitudes Towards HIV Testing: Measures 

Five measures of barriers to testing were included in the current analysis. All items were 

rated on 5-point scales from 1 (‘Strongly Agree') to 5 (‘Strongly Disagree’). Scores were 

computed from the mean of contributing items. Participants with missing values in any of the 

barrier measured were excluded from the analysis. The specific items that comprise each of 

the five measures are shown in Table 2. 
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Table 2: Attitudes towards HIV testing. 

Fear of a positive HIV test result. Five items: 

• ‘Fear of a positive result puts me off testing.’ 

• ‘I do not want to test because of the psychological consequences of a positive result.’ 

• ‘I would rather get ill than find out I was HIV positive.’ 

• ‘I would rather not know my HIV status than risk being told I am HIV positive.’ 

• ‘It's much better to live with an uncertain HIV status than waking up every morning actually 

knowing you're positive.’ 

Perceived benefits of HIV testing. This consisted of three items. 

• ‘If more people had an HIV test there would be fewer new HIV infections.’ 

• ‘Having an HIV test can help you plan your life.’ 

• ‘Having an HIV test puts your mind at rest.’ 

Clinic-related barriers. Four items: 

• ‘Clinics don't open at the right times for gay men to get tested.’ 

• ‘The way staff treat people when they get tested puts them off having a test.’ 

• ‘Gay men avoid HIV testing because they can't bear waiting for the results.’ 

• ‘I wouldn't go for an HIV test if I had to wait more than a day for the results.’ 

Attitudes towards sex with HIV positive partners. Three items: 

• ‘I wouldn't have anal sex with anyone I knew was HIV positive.’ 

• ‘I wouldn't have oral sex with anyone I knew was HIV positive.’ 

• ‘Nobody would want to have sex with me if they knew I was HIV positive.’ 

Norm for HIV testing. One item:  

• ‘Most of my gay friends have had an HIV test.’  

 

Attitudes Towards HIV Testing: Analysis 

We compared the results of men across the 3 NHS regions in terms of their perceptions of 

barriers to HIV testing (Table 3). At the population level there were no significant differences 

in perceptions of clinic related barriers (median=3.5 in each region) or attitudes to sex with 

HIV positive partners (median score=2 in Lanarkshire, and 2.33 in Glasgow and the Rest of 

Scotland) across the 3 NHS regions. These median figures suggest that clinic related factors 
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were largely not seen as barriers to HIV testing for men in Scotland. However, these median 

scores also suggest that participants reported largely negative attitudes concerning sex with 

HIV positive men.  

 

Table 3: Barriers to HIV testing (1 Strongly Agree, 5 Strongly Disagree; average score 

across each measure). 

*Median 
 

 

Fear of a positive result was distributed significantly differently across the 3 NHS regions 

(KW=8.8, df=2, p<0.05). Tukey’s HSD suggests that, overall, men in Lanarkshire 

(median=4) report a greater fear of a positive result than men in Glasgow (median=4.2, 

p<0.05) and the Rest of Scotland (median=4.2, p<0.05). The measure for HIV testing peer 

norms was also significantly different for MSM across the 3 NHS regions (KW=11.6, df=2, 

p<0.005). Tukey’s HSD suggests that men in Glasgow (median=3) more strongly agreed HIV 

testing was normative amongst their gay friends than participants in Lanarkshire (median=3, 

p<0.005) and the Rest of Scotland (median=3, p<0.05) 16 . Finally, a trend towards 

                                                
16 Here we present the median scores because Kruskall-Wallis is a non-parametric test. 

Although these median scores were the same, the overall distributions were not. As these 

distributions were significantly different, Tukey’s HSD tells us where the differences lie and 

we can look to the mean scores (see Table 3) to assess their direction. 

  NHS 

  Lanarkshire Glasgow Rest of Scotland 

  N M* Mean sd N M* Mean sd N M* Mean sd 

Fear of HIV Positive 
Result 

p<0.05 83 4 3.7 1.00 226 4.2 4.0 0.87 555 4.2 4.0 0.97 

Perceived benefits of 
HIV testing 

p=0.055 82 2 2.1 0.62 230 2 1.9 0.63 556 2 2.0 0.75 

Clinic Related 
Barriers 

n.s. 83 3.5 3.4 0.81 231 3.5 3.5 0.78 550 3.5 3.4 0.77 

Attitudes to sex with 
HIV+ Partners 

n.s. 83 2 2.2 1.05 230 2.3 2.5 1.10 555 2.3 2.4 1.03 

HIV testing peer 
norms 

p<0.005 84 3 2.9 1.01 237 3 2.5 1.00 562 3 2.7 1.03 
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significance (KW=5.8, df=2, p=0.055) was found for differences in the ‘Benefits of HIV 

testing’ across the 3 NHS regions. Tukey’s HSD suggests that, overall, men in Glasgow 

(median=3) more strongly agreed with the benefits of HIV testing than men in the Rest of 

Scotland (median=3, p<0.05). Men in Lanarkshire (median=3) did not differ from Glasgow 

or the Rest of Scotland participants on this measure. 

 

In summary, we found that at the population level there were differences between men in 

Lanarkshire, Glasgow and the rest of Scotland. Men in Lanarkshire largely disagreed that fear 

of a positive HIV test result put them off of testing although overall they had significantly 

greater fear over a positive result than other gay men in Scotland. They agreed that testing for 

HIV was generally beneficial but were unsure whether HIV testing was normative amongst 

their friends (testing was rated significantly more normative in Glasgow). They were also 

ambivalent whether clinical barriers impacted their ability to take a test. They did however 

hold generally negative attitudes towards sex with HIV positive partners. Overall, these 

findings begin to outline issues for sexual health promotion within Lanarkshire. 

 

Bivariate Analyses 

We undertook additional analyses to understand HIV testing amongst men in Lanarkshire. 

The analysis examines the relationships between barriers to HIV testing, sociodemographic 

characteristics and high risk UAI. Only participants with no missing data on attitudes 

variables were included for these analyses. Bivariate comparisons were examined for the 

following variables: HIV testing (ever vs. never), regular HIV testing (at least once a year vs. 

less than annual or no testing pattern), STI testing (ever vs. never), regular STI testing (at 

least once a year vs. less than annual or no testing pattern), age (younger ≤24 years vs. older 

≥25 years), highest educational qualifications (highers or lower vs. degree or better), 
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relationship status (single vs. regular male partner), gay scene use in the last year (ever vs. 

never), level of outness (out to most people vs. not out to most people) and high risk UAI 

(none vs.. some). Results of these analyses, the number of men in each category, and the 

median score on each component of the HIV testing attitudes scales are shown in Table 4.  

 

Men who had never had an HIV test and men who had never had an STI test rated 

significantly more fear of a positive result, more clinic related barriers and negative attitudes 

to sex with HIV positive persons than men who had ever tested. Reporting a regular (at least 

yearly) HIV test was not related to any of the HIV testing attitudes. However men who 

reported regular (at least yearly) STI testing rated significantly less fear of HIV testing, 

greater benefits of HIV testing, fewer clinic related barriers and more positive attitudes 

towards sex with HIV positive people. Men who had ever had an HIV test said this was more 

normative amongst their friends than men who had never tested17. Younger men reported 

significantly more fear of a positive result, more clinic related barriers and negative attitudes 

to sex with HIV positive persons than older men. Men with higher educational qualifications 

and single men rated significantly less fear of a positive result. Men who were more out 

reported more positive attitudes towards sex with HIV positive partners. Frequency of gay 

scene use and reporting high risk UAI were not related to HIV testing attitudes. As we have 

conducted multiple comparisons within this analysis, taking the Bonferroni-Holm correction 

into account (Holm, 1979), we would suggest the apparent impact of relationship status and 

outness be discounted as likely type I errors (that is, finding a significant relationship where 

none exists). 

 

                                                
17 Although the medians are the same, examining the Mann-Whitney mean rank allows us to 

determine the direction of this result. 
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Overall, these results suggest that whilst HIV testing is perhaps unsurprisingly more 

normative for those men who have ever had an HIV test, this is not related to regularity of 

testing. In contrast, HIV testing is more normative both for men who have ever had an STI 

test and for those who regularly do so, compared to those men who do not. In particular, 

issues around fear of a positive result, clinic related barriers and attitudes towards sex with 

HIV positive partners were most often significantly different across the measures 

investigated, suggesting these are the most important areas to focus health promotion efforts 

in order to enhance both testing frequency and regularity. 
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Table 4. Bivariate analysis of Attitudes to HIV testing for Lanarkshire participants. 

Mann-Whitney U test p values are shown in bold where significant or ns where not significant. 

  Fear of 
Positive 
Result 

Benefits of 
HIV 

Testing  

Clinic 
Related 
Barriers 

Attitudes to sex 
with HIV 

positive partners 

HIV 
Testing 
norm 

Ever had an HIV test? N % Median Median Median Median Median 

Yes 58 54.2 4.0 2.0 3.8 2.7 3 

No 49 45.8 3.4 2.0 3.0 1.7 3 

Total/p value 107 100 0.003 ns 0.003 0.001 0.012 

Missing 25       
 

Ever had an STI test?       

Yes 47 56.0 4.0 2.0 3.8 2.3 3 

No 37 44.0 3.4 2.3 3.3 1.7 3 

Total/p value 84 100 0.005 ns 0.007 0.002 ns 

Missing 38       
    

Regular STI testing?       

Yes (annually or more) 40 31.1 4.2 2.0 3.8 2.8 3 

No (never or <annually) 54 68.9 3.6 2.3 3.3 2.0 3 

Total/p value 84 100 0.013 0.04 0.015 0.023 ns 

Missing 48       
 
Age        

Younger (≤24 years old) 44 33.3 3.2 2.0 3.25 1.33 3.0 

Older (≥ 25 years old) 88 66.6 4.0 2.0 3.75 2.0 3.0 

Total/p value 132 100 0.045 ns 0.008 0.014 0.014 

Missing 0       
 

Educational Level       

Highers or less 37 46.3 3.8 2.0 3.3 2.0 3 

Degree or better 43 53.8 4.2 2.0 3.8 2.0 3 

Total/p value 80 100 0.009 ns ns ns ns 

Missing 52       
 
Relationship Status       

Single 50 65.8 3.8 2.0 3.5 2.0 3 

Male partner 26 34.2 4.0 2.0 3.8 2.2 2.5 

Total/p value 76 100 0.035 ns ns ns ns 

Missing 56       
 
How out are you?       

Out to nearly everyone (score >3) 49 59.8 4.0 2.0 3.5 2.3 3 

Not very out (score ≤3) 34 41.5 3.8 2.0 3.4 1.7 3 

Total/p value 82 100 ns ns ns 0.036 ns 

Missing 50       

        

Total Participants 132       
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5.3. Understanding Condom Proficiency 

Again, two distinct questions are addressed here. Firstly, we examine whether there are 

differences in perceptions in condom proficiency between men from Lanarkshire and other 

populations in Scotland. Secondly, we examine the key factors that are associated with 

condom proficiency amongst men in Lanarkshire.  

 

Perceptions of Condom Proficiency: Measures 

We assessed participants’ perceptions of their own condom proficiency, using a 3 item scale 

originally developed by Goodall et al. (2012). All items were rated on 4-point scales as in 

Table 5 below. Participants’ scores were computed from the mean of contributing items once 

item 3 had been reversed. Therefore lower scores indicated higher perceptions of condom 

proficiency. Participants with missing values in any of the barrier measured were excluded 

from the analysis. 

 

Table 5: Perceptions of Condom Proficiency. 

• How easy is it for you to have safer sex? (1 Very easy to 4 Very difficult) 

• How easy is it for you to negotiate condom use with partners? (1 Very easy to 4 Very 

difficult) 

• How confident are you at using condoms? (1 Not at all confident to 4 Very confident) 

 

Table 6 shows the descriptive statistics for the composite measure as well as each constituent 

scale. Perhaps the most marked finding is the almost identical distribution of scores across 

the 3 NHS regions; means and medians for each measure are identical in all but one cell. For 

this reason, we did not conduct a comparison across NHS regions. In Lanarkshire, on 

average, men felt it was easy for them to have safer sex (mean=1.5) and easy to negotiate 
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safer sex (mean=1.5) although they were somewhat less confident at using condoms 

(mean=2.6).  

Table 6: Perceptions of Condom Proficiency. 

   NHS 

  Whole 
Sample 

Lanarkshire Glasgow Rest of 
Scotland 

Perceptions of condom proficiency 
(Average of 3 measures) 

N 881 84 232 565 

Mean 1.9 1.9 1.9 1.8 

Median 2 2 2 2 

Std. Deviation 0.74 0.68 0.69 0.77 

How easy is it for you to have safer 
sex?  

N 892 85 235 572 

Mean 1.5 1.5 1.5 1.5 

Median 1 1 1 1 

Std. Deviation 0.71 0.61 0.69 0.73 

How easy is it for you to negotiate 
condom use with partners?  

N 892 84 236 572 

Mean 1.5 1.5 1.5 1.5 

Median 1 1 1 1 

Std. Deviation 0.73 0.65 0.69 0.76 

How confident are you at using 
condoms? 

N 887 85 234 568 

Mean 2.5 2.6 2.6 2.5 

Median 3 3 3 3 

Std. Deviation 1.41 1.36 1.39 1.42 

 Total 929 88 249 592 

 

Bivariate comparisons 

We undertook additional analysis to examine the factors associated with condom proficiency 

amongst men in Lanarkshire in more detail. Only participants with no missing data on all 

three perceptions of condom proficiency variables were included in these analyses. Bivariate 

comparisons were examined between condom proficiency and the following variables: UAI 

partners in the last year (none vs. 1+ UAI partners), negotiated safety in the last year 

(reporting negotiated safety vs. UAI outwith negotiated safety), high risk UAI in the last year 

(none vs. some), age (younger ≤24 years vs. older ≥25 years), highest educational 

qualifications (highers or lower vs. degree or better), relationship status (single vs. regular 

male partner), gay scene use in the last year (ever vs. never) and level of outness (out to most 

people vs. not out to most people). 
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Men who reported high risk UAI in the last year (n=35, median=2.3) rated themselves 

significantly less proficient in using condoms than men who reported no high risk UAI 

(n=49, median=2.0, p<0.05). No other significant bivariate relationships were observed. 

 

Overall we see that whilst MSM in Scotland feel it is easy for them to have safer sex and 

negotiate condom use, they were somewhat less confident about using condoms at the 

population level. Moreover, high risk UAI was significantly related to lower condom 

proficiency, highlighting the importance of condom skills training in Lanarkshire. 
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5.4. Understanding Unprotected Anal Intercourse 

Once more two distinct levels of analysis are addressed here. Firstly, we examine differences 

in norms around UAI between men in Lanarkshire with those in other areas of Scotland and 

secondly, we examine the factors that relate to our measures of norms for men in Lanarkshire 

in greater detail.  

 

Understanding Unprotected Anal Intercourse: Measures 

We assessed participants UAI norms using two scales, one which focused on attitudes around 

‘Barebacking’ (4 items) and the second which operationalized norms around condom use (6 

items). The items that comprised these measures of norms are shown in Table 7. All items 

were rated on 5 point Likert scales from 1 'Strongly Agree' to 5 'Strongly Disagree'. Scores 

were computed from the mean of contributing items. Thus, low scores indicate a pro-

barebacking attitude or an anti-condom attitude, respectively. Participants with missing 

values in any of the items measured were excluded from the analysis.  

 
 

Table 7: Norms around Unprotected Anal Intercourse. 

Barebacking Norms. This consisted of four items:  

• ‘Barebacking is now part of the gay culture.’ 

• ‘I think of myself as a barebacker.’ 

• ‘Barebacking porn tempts me to have anal sex without a condom.’ 

• ‘I know people who would describe themselves as barebackers.’ 

Condom Use Norms. Six items:  

• ‘A lot of gay men have stopped using condoms all the time.’ 

• ‘I only need to use condoms with casual partners.’ 

• ‘I only need to use condoms with partners who have a different HIV status from me.’ 

• ‘I can't be bothered with using condoms.’ 

• ‘The more you love someone the more difficult it is to use condoms.’ 

• ‘I enjoy the thrill of not using condoms with guys whose status I don't know.’  
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Understanding Unprotected Anal Intercourse: Analysis 

Table 8 shows the descriptive statistics for measures of Barebacking and Condom Use norms 

for the whole sample and stratified across the 3 NHS regions. This population level data 

shows striking similarities between the mean scores around bareback norms for men in 

Lanarkshire (mean=3.2), Glasgow (mean=3.4) and the Rest of Scotland (mean=3.3) 

(KW=4.26, df=2, p=ns). A mean score of 3 would suggest that men are neither pro- nor anti-

barebacking on average, so these scores suggest a very mild anti-barebacking stance overall. 

Even greater agreement was observed for the condom norms scores with men in Lanarkshire 

(mean=3.7), Glasgow (mean=3.8) and the Rest of Scotland (mean=3.8) reporting identical 

attitudes on average (KW=3.8, df=2, p=ns). Here, the average attitude indicated that men 

were on average pro-condoms but again not strongly so. 

 

Table 8: Barebacking and Condom Use Norms. 

   NHS 

  Whole Sample Lanarkshire Glasgow Rest of 
Scotland 

Barebacking Norms N 883 84 234 565 

 Mean 3.3 3.2 3.4 3.3 

 Median 3.5 3.25 3.5 3.5 

 Std. 
Deviation 

0.89 0.87 0.88 0.90 

Condom Norms N 870 81 228 561 

 Mean 3.8 3.7 3.8 3.8 

 Median 3.8 3.7 3.8 3.8 

 Std. 
Deviation 

0.74 0.69 0.71 0.76 

 Total 929 88 249 592 

 

Bivariate Analyses 

We examined Lanarkshire participants’ barebacking and condom use norms in more detail. 

Only participants with no missing data within the overall norm measure were included for 

these analyses. Bivariate comparisons were examined for the following variables: HIV testing 

(ever vs. never), regular HIV testing (at least once a year vs. less than annual or no testing 
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pattern), STI testing (ever vs. never), regular STI testing (at least once a year vs. less than 

annual or no testing pattern), UAI partners in the last year (none vs. 1+ UAI partners), 

negotiated safety in the last year (reporting negotiated safety vs. UAI outwith negotiated 

safety), high risk UAI in the last year (none vs. some), age (younger ≤24 years vs. older ≥25 

years), highest educational qualifications (highers or lower vs. degree or better), relationship 

status (single vs. regular male partner), gay scene use in the last year (ever vs. never) and 

level of outness (out to most people vs. not out to most people).  

 

Results of the significant analyses, the number of men in each category, as well as the median 

score on the Barebacking and Condom norms scales are shown in Table 9. Men who reported 

any UAI, any high risk UAI, no negotiated safety in the last year and higher educational 

qualifications rated significantly higher bareback norms. Men who reported any UAI, any 

high risk UAI in the last year and lower educational qualifications reported significantly 

lower condom use norms. No further significant differences were found from the remaining 

bivariate comparisons. 
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Table 9: Bivariate analysis of Barebacking and Condom Norms for Lanarkshire 

participants. 

  Bareback norms Condom Norms 

Any UAI in the last year? N % Median Median 

Yes 46 54.8 2.8 3.3 

No 38 45.2 3.5 4 

Total/p value 84 100 <0.001 <0.001 

Negotiated Safety in the last year?   

Yes 22 48.9 3 3.5 

No 23 51.1 2.3 3.3 

Total/p value 45 100 0.024 ns 

Any high risk UAI in the last year?   

Yes 34 40.5 2.75 3.3 

No 50 59.5 3.5 4 

Total/p value 84 100 0.001 0.005 

Educational Level    

Highers or less 37 46.3 2.75 3.5 

Degree or better 43 53.8 3.5 4 

Total/p value 80 100 <0.001 0.005 

 

Overall we see that barebacking norms are related to all 3 of our measures of risky sexual 

encounters in the previous year whilst condom norms are related to 2 of them. We also found 

an interesting relationship with educational qualifications in that men with higher 

qualifications said that both barebacking and condom use were significantly more normative 

than men with lower educational qualifications. As such, higher qualifications were related to 

both ‘healthier’ condom norms and less ‘healthy’ barebacking norms.  
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5.5. Discussion 

Understanding MSM’s barriers towards HIV testing is necessary to underpin the 

development of effective, targeted health promotion initiatives to encourage initial and 

regular screening amongst this group. Indeed, this is particularly important for Lanarkshire 

MSM, given the low levels of HIV testing reported herein (see above, and Chapter 3 for more 

details). In terms of our analysis of population level differences between Lanarkshire MSM, 

Glasgow and the Rest of Scotland, we found that clinic-related barriers (the opening times 

and waiting time associated with testing) were perceived to be no more problematic for 

Lanarkshire MSM compared to those in Glasgow and the Rest of Scotland. Whilst this may 

imply that current provision of services in Lanarkshire is rated equally to the rest of the 

country, it is also the case that at least 44% of Lanarkshire men use services located 

elsewhere. Whilst further research is required to determine exactly why this is the case, the 

widespread use of gay specific services such as the Steve Retson Project and Gay Men’s 

Health, or gay friendly services such as THT, by Lanarkshire MSM suggest it is important 

that men perceive that services adopt a clearly gay-positive approach. What is clear is that 

many Lanarkshire MSM prefer to access sexual health services outwith their immediate NHS 

locality. However, in our more detailed analysis amongst Lanarkshire MSM we found 

significant relationships between clinic related barriers and patterns of HIV and STI testing. 

There were higher perceptions of clinic related barriers amongst men who had never had an 

HIV test, those unscreened for other STIs and men who do not report regular STI screening. 

In addition, younger men reported more clinic related barriers, suggesting that this may be an 

important reason why these men are more likely to have never tested for either HIV or other 

STIs (see Chapter 3 for more details). Therefore, addressing the issues of waiting times, 

perceived attitude of clinic staff (which is not necessarily based on actual experiences, given 
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that many of these men have never attended such clinics) and availability of testing is a key 

issue for sexual health promotion within Lanarkshire.  

 

Lanarkshire men displayed more fear of a positive HIV result (the perceptions of the meaning 

and consequences of HIV testing) than men in Glasgow and the Rest of Scotland, and also 

said that testing was less normative amongst their friends than Glasgow men. Moreover, 

within Lanarkshire, fear of a positive result was significantly higher amongst men untested 

for HIV, those never screened for other STIs, younger men, single men and those with lower 

educational qualifications; again, we see these variables cluster together around the HIV 

testing issue. Thus, work needs to focus on the benefits of ‘knowing one’s status’ and the 

positive impact of early drug treatment, shifting the impetus of concern from an HIV positive 

status to an undiagnosed HIV positive status. Our data suggest that is particularly important 

within Lanarkshire. Given the substantially lower rates of HIV testing in Lanarkshire than 

elsewhere in Scotland, it is unsurprising that testing was seen as less normative here than in 

Glasgow. Moreover, within Lanarkshire, men never tested for HIV said this was less 

normative amongst their peers than tested men. Reducing clinic related barriers and fear of 

HIV testing locally will likely improve testing rates and therefore enhance the norm of HIV 

testing amongst MSM; however, from a public health perspective it is important that men’s 

testing does not occur only as a reaction to risky sex or a lethargic response to longstanding 

testing absence but instead forms part of a normative sexual health screening process, 

regularly adopted when at potential sexual risk, despite the absence of symptoms. Only such 

regular screening amongst those potentially at risk can effectively reduce undiagnosed 

infection and reduce transmission through treatment as prevention initiatives. 
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Issues around the sexual stigma of a positive diagnosis also play a key part within the HIV 

testing of Lanarkshire MSM. Although Lanarkshire MSM did not show greater fear of sex 

with HIV positive men than elsewhere in Scotland, Lanarkshire participants who were 

untested for HIV and those unscreened against other STIs were significantly more likely to 

hold negative attitudes towards sex with HIV positive partners. Again, younger men also held 

more negative attitudes in this respect. Clearly, continued focus on the risks associated with 

particular sexual acts and undiagnosed HIV, against the relative benefits of knowing a 

partners’ status and the theoretical prophylaxis of an undetectable viral load forms an 

essential part of this destigmatisation.  

 

We note that the most consistent predictor of low barriers to HIV testing amongst 

Lanarkshire MSM relates to reporting a regular (at least annual) pattern to STI testing. 

Indeed, whilst no relationship between barriers to HIV testing and regular HIV testing was 

found, this may be obscured by missing data, which were particularly high here. Instead, it 

seems that those men in Lanarkshire who do engage with regular STI screening have less fear 

of a positive result, see fewer clinic related barriers, greater benefits of HIV testing and more 

positive attitudes to sex with HIV positive people. Unfortunately, the current study design 

does not allow the causal direction of this relationship to be assessed; we cannot be sure 

whether positive attitudes causes or allows STI screening or whether the screening itself 

enhanced these attitudes. However, promoting regular STI screening amongst MSM should 

be perceived as a less ‘hazardous’ strategy for the men themselves, who report more fear of 

HIV, fewer benefits towards testing and greater sexual stigma towards HIV positive partners. 

Screening for less stigmatised STIs provides the opportunity to be diagnosed and treated, and 

subsequently being in regular STI screening appears to promote those conditions that allow 

HIV testing. 
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Finally, a particularly important issue relating to barriers towards HIV testing was related to 

age. Overall, younger men (aged ≤24 years) had significantly greater fear of a positive result, 

saw more clinic related barriers to testing, held a more negative attitude towards sex with 

HIV positive partners and felt that HIV testing was less normative amongst their peers. We 

also found that these issues are positively related to HIV and STI testing. Although, as noted 

above, we cannot be sure of any causal relationship between barriers and testing, these data 

do provide a clear direction for local health promotion, not just to target younger men, but 

that focusing on these four key issues may have an even greater benefit. This is particularly 

importance given that younger men were also significantly less likely to have ever had an STI 

or HIV test (see Chapter 3) but were no less likely to report high risk UAI in the previous 

year. In concert, these data suggest that not only are younger Lanarkshire MSM at risk of 

STIs including HIV and are not optimally screening to have their undiagnosed infection(s) 

treated but that health promotion focusing on fear of a positive result, perceptions of clinic 

related barriers, attitudes towards sex with positive partners and peer norms around HIV 

testing would have real benefits in this area. 

 

A recent systematic review (Lorenc et al., 2011) highlighted the paucity of good-quality 

evidence relating to how best to promote HIV testing among MSM. It did, however, note the 

promise of particular approaches such as rapid testing and counseling in community settings 

and intensive peer counselling. When combined with our findings, this suggest that potential 

interventions aimed at addressing psychosocial aspects of HIV testing – both the perceived 

consequences of positive test results and negative attitudes to sex with HIV positive men – 

and harnessing normative influence to increase the regularity and uptake of rapid tests within 

community settings may well be viable candidate interventions for local implementation 

within Lanarkshire. 
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Issues around condom proficiency were no different in Lanarkshire than elsewhere in 

Scotland, with men reporting safer sex to be relatively easy and condom use quite negotiable. 

Confidence in condom use was a little lower overall, again, suggesting a challenge to health 

promotion to improve this issue. Moreover, within Lanarkshire those men who reported high 

risk UAI in the previous year rated themselves as significantly less proficient in using 

condoms. This suggests that local health promotion efforts should consider the inclusion of 

condom use skills training to help improve this issue. Indeed, recent research has highlighted 

the potential of such training amongst young heterosexual men (Crosby et al., 2009, 

Milhausen et al., 2011). It seems that in Lanarkshire, some men are eschewing condoms not 

just for reasons of love, intimacy and trust (Flowers et al., 1997) but also because of a lack of 

confidence, poor negotiation skills and reduced ease of use. 

 

Striking similarities around both barebacking and condom norms were found for men in 

Lanarkshire, Glasgow and the Rest of Scotland, suggesting a largely pro-condom stance and 

mildly anti-barebacking stance is normative within the online community. Lanarkshire, then, 

does not represent a ‘special case’ within Scotland and generally the online sexual culture is 

largely supporting of these key sexual health promotion messages. However, it is also clear 

that this health focus was not universal amongst Lanarkshire participants. Within 

Lanarkshire, barebacking was more normative amongst men who report any UAI, high risk 

UAI and no negotiated safety in the past year, whilst condom use was less normative amongst 

men who report any UAI and high risk UAI. Therefore, challenging normative assumptions 

around both of these issues would likely provide a fruitful direction for health promotion 

within Lanarkshire. Whilst sample size limits the power to analyse the impact of each 

condom use and barebacking norm item separately, the content of the scale items provides an 

initial direction for health promotion. 
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Finally, we also found that an interesting impact of educational qualifications upon both 

barebacking and condom use norms. Specifically, higher educational qualifications were 

related to both pro-barebacking and pro-condom use norms. It is tempting to assume this 

effect stems from wider exposure to alternative ideologies and more sophisticated decision 

making including serosorting and treatment as prevention. Alternatively men with higher 

qualifications may see themselves beyond health promotion ideas, understanding that many 

policies (e.g. population screening for cancer) work best at a population rather than individual 

level. They may believe they have high levels of HIV prevention literacy which will enable 

them to tailor more detailed risk reduction strategies that our measures do not assess such as 

strategic positioning (i.e. the HIV positive partner adopts the receptive role during anal sex), 

withdrawal and the use of undetectable viral load to inform infectiousness. Clearly, future 

analysis of this phenomena is warranted to fully understand the implications of these apparent 

differences.  

 

In summary we see that analysis of sociosexual norms around HIV testing, condom 

proficiency and unprotected anal intercourse have highlighted multiple key issues for local 

sexual health promotion. Lower levels of HIV testing amongst Lanarkshire MSM may be 

underpinned by greater barriers towards HIV testing amongst these men. Moreover, within 

Lanarkshire, younger men demonstrate particularly strong barriers towards HIV testing. 

Whilst condom proficiency was similar in Lanarkshire to other Scottish locations, evidence 

suggests that condom skills training is needed to help improve this issue. Finally, whilst 

Lanarkshire does not represent a special case within Scotland, barebacking and condom use 

norms were clearly related to UAI therein and provide a direction for local health promotion. 
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5.6. Implications for Service Provision in Lanarkshire 

Challenging perceptions of clinic related barriers may facilitate HIV and STI testing amongst 

Lanarkshire MSM. 

 

Challenging MSM’s fear of a positive HIV test result is particularly important within 

Lanarkshire. This should emphasise the benefits of knowing one’s status, shifting the impetus 

of concern from an HIV positive status to concern around an undiagnosed HIV status. 

Focusing on younger (≤24 years) men, single men and men with lower (<graduate) 

qualifications would be particularly pertinent. 

 

Challenging sexual stigma of a positive diagnosis may also promote HIV and STI screening. 

 

Promoting regular STI screening, which allows diagnosis and treatment of less stigmatised 

infections may facilitate those conditions that allow HIV testing. 

 

Younger men in Lanarkshire appear to represent a group with specific need in relation to HIV 

and STI testing. In particular, challenging fear of a positive HIV test result, clinic related 

barriers, negative attitudes towards HIV testing and peer norms around HIV testing may 

facilitate improve the uptake of HIV screening. 

 

Interventions that address these psychological aspects of HIV testing - both the perceived 

consequences of positive test results and negative attitudes to sex with HIV positive men – 

and harness normative influence to increase the regularity and uptake of rapid tests within 

community settings may well be viable candidate interventions for local implementation 

within Lanarkshire. 
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Local health promotion efforts should include condom use skills training to help improve 

Lanarkshire men’s perceptions of condom proficiency which were suboptimal at the 

population level. That high risk UAI was significantly related to lower condom proficiency, 

further underscores the importance such intervention. 

 

Challenging normative assumptions around both barebacking and condom use would likely 

provide a fruitful direction for health promotion within Lanarkshire. 
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6.1. Overview 

This chapter examines levels of knowledge around both pre- and post exposure prophylaxis 

for HIV infection and the acceptability of pre-exposure HIV prophylaxis (PrEP) amongst 

Lanarkshire MSM. We compare Lanarkshire participants with those in Glasgow and the Rest 

of Scotland before analysing the behaviours of Lanarkshire participants in greater detail. 

Firstly we consider whether MSM are aware of PrEP and examine the sources of this 

knowledge. Next, we consider how likely men said they would be to take PrEP if it were 

available to them today. We then move on to examine men’s knowledge of post-exposure 

prophylaxis for HIV infection and the sources of this knowledge. Finally, we discuss the 

implications of these data for sexual health promotion within Lanarkshire before making 

specific recommendations for practice. 
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Introduction 

Anti-retroviral medications have not only greatly enhanced the lives of people living with 

HIV in developed countries, but also represent a biomedical prophylaxis to prevent HIV 

amongst uninfected individuals. Post-exposure Prophylaxis (PEP) is a short term 

antiretroviral treatment which is able to reduce the likelihood of HIV infection once the virus 

has entered the body of an uninfected individual. PEP has been shown to be cost effective for 

MSM, regardless of whether the partner’s HIV status is known (Bryant et al., 2009). BHIVA 

national guidelines for the use of PEP following sexual exposure were published in 2008 

(BHIVA, 2008) and by 2007, over half of gay men in London reported knowing about PEP 

(Hickson et al., 2009); although relatively low levels of MSM (2% in London) have used PEP 

following sexual exposure. More recently, the efficacy of pre-exposure prophylaxis (PrEP), 

antiretroviral treatment taken by HIV negative individuals to prevent infection, has received 

attention. Clinical trials have demonstrated both the safety and efficacy of PrEP for MSM 

(Grant et al., 2010), although the first PrEP medication approved for use in the US in 2012 is 

not yet approved within the UK. Demonstration of biomedical prophylaxes within clinical 

trials provides evidence only of the potential efficacy of such treatments. In the real world, 

the value of PrEP and PEP for health promotion amongst MSM depends not only on issues of 

efficacy but also its acceptability, uptake and sustainability (Brooks et al., 2012). Recent 

studies in the US have suggested a high level of PrEP acceptability and willingness to adopt 

PrEP amongst HIV negative MSM in Los Angeles, London and Manchester (Aghaizu et al., 

2012, Brooks et al., 2012, Thng et al., 2012). However the multiple sociocultural differences 

between these locations and Lanarkshire question the direct generalizability of these findings.  

 

The aim of this chapter is to assess the knowledge of Lanarkshire MSM about PrEP and PEP, 

along with their attitudes towards using PrEP to reduce their chance of HIV infection using 
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the Social Media, MSM and Sexual Health study (SMMaSH) 2013 survey data. We also 

compare Lanarkshire MSM to those in Glasgow and the Rest of Scotland to identify any 

particular areas of inequality. This information will enable more effective targeting of local 

health promotion activities. Our specific research questions are: 

 

1. Are MSM in this sample aware of PEP and PrEP? 

2. Where did they find out about PEP and PrEP? 

3. To what extent to they find taking PrEP acceptable? 
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Statistical Analyses 

Data were analysed using SPSS 21.0 for Mac. Non-parametric analyses were used where data 

were not normally distributed. Variables with two levels were assessed with either Chi2 or 

Mann-Whitney U tests. Variables with three levels were assessed with Chi2 or Kruskall-

Wallis tests and significant differences further explored using Tukey’s HSD (Honestly 

Significant Difference) tests or Tamhane’s Test for Unequal Variances, as appropriate. 

Where multiple comparisons were made, the Bonferroni-Holm correction was considered 

(Holm, 1979). As is appropriate for non-parametric analyses the median, rather than the mean 

is presented, as the key measure of central tendency (i.e. the ‘average’).  

 

The analytical focus of this chapter was to examine the sexual health behaviours of 

Lanarkshire MSM, sampled online. This is achieved in two clear ways. Firstly, we compare 

Lanarkshire participants with those in Glasgow and the Rest of Scotland, defined by their 

NHS regions (see Chapter 2). This allowed us to contrast medium-town urban Lanarkshire 

with its large urban neighbour Glasgow and the Rest of Scotland as a measure of the ‘whole 

country’. Secondly, we examined the behaviours of Lanarkshire participants in greater detail. 

For these bivariate comparisons we assess the impact of the following sociodemographic 

variables; age (younger ≤24 years vs. older ≥25 years), highest educational qualifications 

(highers or lower vs. degree or better), relationship status (single vs. regular male partner), 

gay scene use in the last year (ever vs. never), level of outness (out to most people vs. not out 

to most people). We also examine the impact of one behavioural variable; high risk UAI in 

the last year (some vs. none), where, following (McDaid et al., 2012) high risk UAI was 

defined as defined to include men who reported any one of the following three behaviours; i) 

UAI with two or more partners, ii) UAI with casual partners and/or UAI with HIV status 

unknown/serodiscordant partners in the previous 12 months. On occasion small sample size 
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prohibited our proposed analyses. The specific analyses made, and instances where small 

sample size prohibited this, are detailed as appropriate. 

 

Participants 

A total of 1,326 participants completed the online survey, of whom 10% (n=132) live within 

the NHS Lanarkshire boundary, 26% (n=349) live within the NHS Greater Glasgow and 

Clyde boundary and 64% (n=845) live within the Rest of Scotland. Further details of the 

sampling frame and demographic characteristics of this sample are available in Chapter 2. 

The number of participants for each particular item is shown in the tables below. 
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6.2. Knowledge of Pre-Exposure Prophylaxis (PrEP) 

We provided participants with a brief definition of PrEP then asked them if they had ever 

heard about PrEP for HIV prevention prior to this survey (Table 1). Overall, significantly 

more participants in Glasgow (35.6%, n=85) said they had already heard of PrEP compared 

to men in Lanarkshire (26.4%, n=23) and the Rest of Scotland (29.1%, n=167) (Chi2 = 6.34, 

df = 2, p<0.05). 

 

Table 1: Before this survey had you ever heard about Pre-Exposure Prophylaxis, or 

what we have been calling PrEP, that can be used to prevent HIV infection?  

 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Yes 275 30.6 23 26.4 85 35.6 167 29.1 
No 553 61.4 58 66.7 127 53.1 368 64.1 
Total 857  82  222  553  

Missing 72  6  27  39  

Total 900  87  239  574  
 

We asked those participants who already knew about PrEP, where they had first heard about 

it (Table 2). In Lanarkshire, the main sources of PrEP knowledge were sexual health clinic(s) 

(39.1%, n=9), the Internet (34.8%, n=8) and sexual health prevention services (30.4%, n=7), 

with newspapers/magazines (13%, n=3) and sex partners (4.3%, n=1) accounting for a small 

proportion. Although these differences were not significant, more men in Glasgow and the 

Rest of Scotland first heard of PrEP from newspapers/magazines (31.8%, 24.0%) and fewer 

from sexual health clinic(s) (29.4%, 30.5%) than in Lanarkshire (13%, 39.1%). 
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Table 2: If you already knew about PrEP, where did you first hear about it? (Ordered 

for Lanarkshire). 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Sexual Health Clinic 85 30.9 9 39.1 25 29.4 51 30.5 

Internet Sources 100 36.4 8 34.8 25 29.4 67 40.1 

Sexual Health Prevention Services 69 25.1 7 30.4 28 32.9 34 20.4 

Newspapers/Magazines 70 25.5 3 13.0 27 31.8 40 24.0 

Friends/Family 21 7.6 1 4.3 9 10.6 11 6.6 

Sex Partners 11 4.0 0 0 4 4.7 7 4.2 

Other 6 2.2 0 0 1 1.2 5 3.0 

Total 275  23  85  167  

 

Bivariate analyses 

We undertook additional analyses to examine the factors associated with knowledge of PrEP 

for MSM Lanarkshire. These are presented below, in conjunction with Lanarkshire MSM’s 

knowledge of PEP as there was a large degree of similarity between these variables. 

 

Acceptability of PreP 

We asked men ‘If this PrEP pill were available today, how likely would you be to use it?’ 

using a 7 point likert scale, ranging from 1 “Extremely Unlikely” to 7 “Extremely Likely” 

(see Table 3). Statistical analysis (KW=7.3, df=2, p<0.05) suggested that men in Lanarkshire 

(median=5, p=0.0618) and the Rest of Scotland (median = 4, p<0.05) were significantly more 

likely to say they would use PrEP than men in Glasgow (median=4). In giving a median score 

of 5 to this question, men in Lanarkshire were ‘somewhat likely’ to use PrEP whilst Glasgow 

men were ‘unsure’. From Table 3, we see that more Lanarkshire men in particular felt they 

were ‘extremely’ likely (28.6%) to use PrEP than men in either Glasgow (13.2%) or the Rest 
                                                
18 Here we identify a trend towards significance. 
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of Scotland (19.1%). Moreover, whilst well over half (58.3%) of Lanarkshire men said they 

were at least somewhat likely to use PrEP, a smaller proportion of Glasgow (44.1%) and the 

Rest of Scotland (47.3%) men did. 

 

Table 3: If this PrEP pill were available today, how likely would you be to use it?  

 Lanarkshire Glasgow Rest of Scotland 

 N % N % N % 
Extremely Likely 24 28.6 29 13.2 105 19.1 

Very Likely 9 10.7 32 14.5 78 14.2 
Somewhat Likely 16 19 36 16.4 77 14 

Not Sure 12 14.3 47 21.4 153 27.8 
Somewhat Unlikely 4 4.8 22 10 44 8 

Very Unlikely 10 11.9 19 8.6 39 7.1 
Extremely Unlikely 9 10.7 35 15.9 54 9.8 

Total 84 100 220 100 550 100 
Missing 4  29  42  

Total 88  249  592  

 

Bivariate Analyses 

We undertook additional analyses to examine Lanarkshire participant's attitudes towards 

taking PrEP in more detail. Bivariate comparisons were conducted for the following 

variables; age (younger ≤24 years vs. older ≥25 years), highest educational qualifications 

(highers or lower vs. degree or better), relationship status (single vs. regular male partner), 

gay scene use in the last year (ever vs. never), level of outness (out to most people vs. not out 

to most people) and high risk UAI in the last year (some vs. none).  

 

No significant differences were observed for any of these bivariate analyses. 
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6.3. Knowledge of Post Exposure Prophylaxis (PEP) 

We asked men if they had ever heard of PEP, defining this as when ‘HIV-negative persons 

take HIV medications after they have had sex to prevent them from becoming infected with 

HIV’ (see Table 4). Significantly fewer men in Lanarkshire (34.7%, n=26) said they had 

heard about PEP compared to both the Glasgow (54.2%, n=114) and Rest of Scotland 

(46.6%, n=235) (Chi2 = 8.98, df = 2, p<0.05) men.  

 

Table 4: Have you ever heard of Post-Exposure Prophylaxis? 

   NHS 

 Whole Sample Lanarkshire Glasgow Rest of Scotland 

 N % N % N % N % 

Yes 375 47.5 26 34.7 114 54.3 235 46.6 

No 414 52.5 49 65.3 96 45.7 269 53.4 

Missing 140  13  39  88  

Total 929  88  249  592  

 

We also asked those participants who had heard of PEP where they first heard about this from 

(see Table 5). Amongst Lanarkshire men, the main sources of PEP knowledge were the 

Internet (42.3%, n=11), sexual health prevention services (34.6%, n=9), sexual health 

clinic(s) (26.9%, n=7) and newspapers/magazine (19.2%, n=5) with friends/family (7.7%, 

n=2) and sex partners (n=0) featuring less often. Statistical analysis (Chi2=6.1, df=1, p<0.05) 

suggested that men in Lanarkshire (42.3%) and the Rest of Scotland (39.1%) were 

significantly more likely to cite the Internet as their first knowledge source of PEP than men 

in Glasgow (26.3%). A trend towards significance (Chi2=5. 2, df=1, p=0.073) was observed 

such that men in Lanarkshire (34.6%) and Glasgow (36%) were more likely to cite sexual 

health prevention services as their first source of PEP knowledge than men in the Rest of 

Scotland (24.7%). Although somewhat more men in Glasgow (37.7%) and the Rest of 
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Scotland (37.9%) cited the sexual health clinic as their first source of PEP knowledge, this 

was not a significant difference. 

 

Table 5: Where did you first hear about Post Exposure Prophylaxis? (Ordered for 

Lanarkshire). 

   NHS 
 Whole Sample Lanarkshire Glasgow Rest of Scotland 
 N % N % N % N % 
Internet Sources 133 35.5 11 42.3 30 26.3 92 39.1 
Sexual Health Prevention 
Services (e.g. local list) 

108 28.8 9 34.6 41 36.0 58 24.7 

Sexual Health Clinic 139 37.1 7 26.9 43 37.7 89 37.9 
Newspapers/Magazines 75 20.0 5 19.2 28 24.6 42 17.9 
Friends/Family 38 10.1 2 7.7 14 12.3 22 9.4 
Sex Partners 15 4.0 0 0 6 5.3 9 3.8 
Total 375  26  114  235  
 

Bivariate Analyses 

We undertook additional analyses to examine the factors associated with knowledge of both 

PrEP and PEP for Lanarkshire participants. Bivariate comparisons, using Chi2 analysis were 

included for the following variables: UAI partners in the last year (none vs. 1+ UAI partners), 

negotiated safety in the last year (reporting negotiated safety vs. UAI outwith negotiated 

safety), high risk UAI in the last year (none vs. some), HIV testing (ever vs. never), HIV 

testing regularity (at least once a year vs. less than annual or no testing pattern), STI testing 

(ever vs. never), STI testing (at least once a year vs. less than annual or no testing pattern), 

highest educational qualifications (highers or lower vs. degree or better), relationship status 

(single vs. regular male partner), gay scene use in the last year (ever vs. never) and level of 

outness (out to most people vs. not out to most people). The Bonferroni-Holm correction for 

multiple comparisons was made here (Holm, 1979), setting the p value as p<0.05.  

 

Men who practiced negotiated safety (Chi2=3.7, df=1, p=0.052), who had ever had an HIV 

test (Chi2=17.1, df=1, p<0.05), who had ever had an STI test (Chi2=13.3, df=1, p<0.05), who 
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reported regular STI testing (Chi2=6.3, df=1, p<0.05), who had higher qualifications (Chi2= 

4.8, df=1, p<0.05), who were in a regular relationship with another man (Chi2=7.2, df=1, 

p<0.05) were significantly more likely to have already heard of PrEP prior to taking part in 

this study. Similarly, men who practiced negotiated safety (Chi2=5.6, p<0.05), men who had 

ever had an HIV test (Chi2=9.4, df=1, p<0.05), men who had ever had an STI test (Chi2=5.8, 

p<0.05), men who had higher qualifications (Chi2=7.9, df=1, p<0.05) were significantly more 

likely to have already heard of PEP prior to taking part in this study.  

 

6.4. Discussion 

Perhaps the most striking finding of this chapter is that significantly fewer Lanarkshire MSM 

have heard of both PrEP and PEP compared to men in Glasgow and the Rest of Scotland. 

Although we argue that overall knowledge of PrEP is low in Scotland, as this prophylaxic 

medication is not yet available in the UK, there is time for health promotion to raise 

awareness should guidelines suggest its adoption for MSM. However, given that BHIVA 

guidelines have recommended PEP for sexual exposure amongst MSM since 2006, it is of 

some concern that less than half of MSM surveyed online in Scotland have heard of PEP. 

Indeed, this is in stark contrast to other UK areas, where evidence suggests that not only did 

over half of MSM in London know about PEP by 2007 (Hickson et al., 2009), this had been 

steadily increasing since 2003. As knowledge of PEP is a necessary but not sufficient 

condition for MSM to use this HIV prophylaxis, further health promotion around the use, 

efficacy and availability of PEP in Scotland is warranted. Moreover, Lanarkshire represents a 

region of particular need for health education around PEP (and potentially, PrEP) since only 

one third of MSM therein have heard of PEP, and less than one quarter PrEP.  
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In terms of sources of knowledge around PEP and PrEP, it is difficult to draw clear 

conclusions. Certainly, key sources of information for MSM within Lanarkshire include the 

Internet, sexual health clinics and sexual health prevention services. Indeed, we found some 

evidence that the Internet and sexual health services are particularly important sources of 

knowledge for Lanarkshire MSM, perhaps more so than sexual health clinics, which were 

more important elsewhere. Therefore these two methods provide the initial location of PEP 

and PrEP awareness raising for Lanarkshire MSM, with sexual health clinics an important 

third source. Certainly we found good evidence that, at a population level, Lanarkshire men 

may be more prepared to use PrEP than men in Glasgow; a much larger group of Lanarkshire 

MSM saying they were at least ‘somewhat’ likely to use PrEP than men in Glasgow or the 

Rest of Scotland. This suggests Lanarkshire might be an ideal first Scottish location to 

implement PrEP provision for MSM following sexual exposure. However, although this 

evidence is encouraging, further research is warranted to investigate the acceptability, 

feasibility and efficacy of PrEP amongst Lanarkshire MSM and indeed Scotland, before such 

awareness raising is appropriate. 

 

Finally, our analyses suggested that there is a particular group of Lanarkshire MSM who are 

more informed about multiple aspects of their sexual health. Men who are informed about 

both PrEP and PEP are also more likely to use sophisticated sexual health strategies (e.g. 

negotiated safety), have tested for STIs and HIV at least once, have higher qualifications and 

in the case of PrEP, are more likely to report regular STI testing. Therefore, a clear focus for 

local health promotion is with these other men who are less informed about most issues 

around their sexual health. They do not appear to be younger men, nor are they men who do 

not use the commercial gay scene or have yet to come ‘out’. Moreover, their participating in 

this study suggests that they are reachable using online social networking technologies in 
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much the same way as this survey has done. However, although online technologies may 

provide access to these men, further work is required to explore how best to target these men 

in an acceptable way which will encourage them to engage with sexual health promotion 

initiatives. 

 

6.5. Implications for service provision in Lanarkshire 

Awareness of PrEP amongst Lanarkshire MSM (and indeed, Scotland) is low, suggesting that 

health promotion must address this issue if guidelines recommend the use of PrEP amongst 

MSM in Scotland. 

 

Promoting awareness of PEP amongst Lanarkshire MSM (and indeed, Scotland) is vital to 

address the current low levels of awareness amongst this group. 

 

The Internet, sexual health promotion services and sexual health clinics currently represent 

the key sources of PEP and PrEP information for Lanarkshire MSM, and therefore would 

represent the most appropriate sites of health promotion. 

 

Despite their lack of knowledge, Lanarkshire men found the notion of PrEP more acceptable 

than men in Glasgow and the Rest of Scotland, suggesting that Lanarkshire MSM will be 

more receptive to health promotion around this issue.  
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Glossary 

BBWA - BareBack networking Websites and smartphone Apps 

GPS - Global Positioning System 

GSNA - Gay Social Networking smartphone Apps  

GSNW - Gay Social Networking Websites 

HIV - Human Immunodeficiency Virus 

MISM - Men who use the Internet to seek Sex with Men 

MSM - Men who have Sex with Men 

PEP - Post-Exposure Prophylaxis 

PrEP - Pre-Exposure Prophylaxis 

PSE - Public Sex Environments 

STI - Sexually Transmitted Infection 

UAI - Unprotected Anal Intercourse 
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Appendix 1 

 

 

 

 

 

 

 
 


