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ABSTRACT
AIMS: To identify predictors of non-condom use among gay and bisexual men (GBM) in New Zealand with 
casual male partners. 

METHODS: We analysed anonymous self-completed data from GBM who participated in the community-
based Gay Auckland Periodic Sex Survey (GAPSS) and Internet-based Gay Online Sex Survey (GOSS), 
undertaken in 2014. Infrequent condom use was defined as not using condoms “always” or “almost always” 
during anal intercourse in the prior six months. 

RESULTS: Of the 1,912 GBM reporting anal intercourse with a casual partner, 27.2% reported infrequent 
condom use. Being recruited from Internet dating sites, Pacific ethnicity, having over 20 recent male 
partners, infrequent condom use with a current regular partner, or being HIV-positive were independently 
predictive of infrequent condom use. Conversely, being older, having a tertiary degree, using a condom at 
first anal intercourse, being exclusively receptive with a casual partner/s, and seeing condoms promoted 
through multiple channels predicted frequent condom use. Attitudes to condoms and safe sex were 
strongly predictive of actual condom use.

CONCLUSIONS: Social marketing should target the modifiable predictors of condom use, such as attitudes 
to safe sex. Interventions also need to engage successfully with GBM reporting non-modifiable traits such 
as HIV-positive GBM. 

Gay, bisexual and other men who have 
sex with men (GBM) are at greatest 
risk of HIV infection in New Zealand, 

accounting for 2,329 HIV diagnoses from 
1985 to the end of 2014,1 and roughly 80% 
of the locally transmitted HIV epidemic.2 
Almost all HIV transmission between GBM 
occurs through anal intercourse without 
a condom, hence health promotion efforts 
have sought to maximise and sustain con-
dom use in this population.3 Trends in con-
dom uptake among GBM in New Zealand 
have largely been high and stable,4,5 how-
ever in 2011 this dropped slightly among 
casual partners, and in 2014 the highest 
ever annual number of locally acquired HIV 
infections among GBM was diagnosed.1

Public health consequently needs a 
better understanding of current patterns in 
non-condom use. Although the fraction of 
HIV infection events attributable to casual 

as opposed to regular sexual partnering is 
unknown, GBM having casual sex are likely 
to change partners more frequently than 
those with regular partners, increasing 
the probability of encountering a sexual 
partner with undiagnosed HIV in the highly 
infectious early acute phase of infection. 
Individuals are also less likely to be aware 
of their casual partners’ sexual and HIV 
testing histories. Identifying predictors 
of unprotected casual anal intercourse 
therefore helps HIV prevention agencies, 
such as the New Zealand AIDS Foundation, 
target and place condom social marketing. 

Previous New Zealand research in 1996 
found that GBM on lower incomes, who 
were not gay-community affiliated, or who 
had fewer sexual partners were more likely 
to never use condoms with casual partners.6 
An analysis of our own behavioural surveil-
lance data among younger GBM aged 
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under 30 between 2006–2011 found that 
condom use was lower among Pacific GBM 
and those with less education. Alterna-
tively, condom use was higher among GBM 
recruited from community venues, who had 
tested HIV-negative, had a modest number 
of recent sexual partners, did not have sex 
with women, or who used condoms with 
any regular male partners.7  

The aim of this study was to investigate 
factors predicting recent non-condom use 
with casual sex partners using a large and 
diverse sample of GBM recruited from 
community and Internet settings in 2014.

Methods
Data collection

We analysed data collected from the 
2014 round of the Gay Auckland Periodic 
Sex Survey (GAPSS) and Gay Online Sex 
Survey (GOSS), an established behavioural 
surveillance system consistent with WHO/
UNAIDS Guidelines.8 GAPSS participants 
were recruited in Auckland by trained 
recruitment staff during one week in 
February, 2014, from a gay community fair 
day and subsequently at all gay bars (four) 
and sex-on-site venues (five) in that city. 
Eligibility criteria were being male, aged at 
least 16 years, having had sex with a man 
in the past five years, and had not already 
participated in GAPSS or GOSS that year. 
Questionnaires were voluntary, anonymous 
and self-completed on site. Secure return 
boxes ensured privacy. Following GAPSS, 
the same questionnaire was used for the 
Internet-based nationwide GOSS over the 
next month that accessed participants 
through banners on New Zealand Internet 
dating sites and apps. These included 
NZDating.com, Manhunt, Grindr, Jack’D, 
Hornet and Growlr. Detailed methods are 
provided elsewhere.9 Ethics approval was 
received from the University of Auckland 
Human Participant Ethics Committee 
(#010738) and surveys were funded by the 
Ministry of Health.

Questionnaire
Participants were asked the number, type 

(casual or regular) and nature of current 
regular relationships (“Boyfriend/long-term 
lover/life partner/civil union partner/
husband”, hereafter “BF”; or “fuckbuddy/
friend I have sex with”, hereafter “FB”) in 

the previous six months. Casual partners 
were defined as men they had had sex 
with no more than three times over this 
period, and regular partners men they 
had sex with four or more times. If partic-
ipants had engaged in anal intercourse 
with a casual and/or a current regular 
partner they were asked the sexual position 
(receptive, insertive), and for each position 
the frequency of condom use on a five point 
scale (always, almost always, about half the 
time, very rarely, never). The questionnaire 
contained socio-demographic items and 
items about sexual partnering, HIV and STI 
testing, frequency of exposure to condom 
social marketing, and attitudes to HIV, 
condoms and safe sex. 

Analysis
The main outcome was “infrequent” 

condom use (“never”, “very rarely” or 
“half the time”) for any anal intercourse 
role; “frequent” use being at least “almost 
always” or “always” used a condom. The 
denominator is respondents reporting at 
least one episode of anal intercourse with a 
casual partner in the previous six months. 
Chi-squared tests explored the association 
of condom use with demographic character-
istics, sexual partnering, health screening, 
social marketing exposure and attitudes. 
This informed the multivariate logistic 
regression models of factors independently 
associated with infrequent condom use. 
Due to potential collinearity between safe 
sex attitudes and social marketing on 
condom use, we developed three models: (1) 
containing attitudes and socio-demographic 
variables; (2) containing social marketing 
and socio-demographic variables; (3) 
containing both attitudes and social 
marketing variables. Statistical analyses 
and data management were carried out 
using Stata v.12.1 on non-missing data.

Results
The 2014 surveys attracted 3,141 respon-

dents, of whom 1,912 had engaged in anal 
intercourse with a casual partner in the 
previous six months and reported on their 
condom use. Of these, just under three-
quarters (72.8%) reported frequent condom 
use, and just over a quarter (27.2%) infre-
quent condom use. The latter equated to 
16.7% of all GAPSS/GOSS respondents.

In univariate analyses, infrequent 
condom use varied significantly by 
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Table 1: Infrequent condom use by socio-demographic characteristics

Socio-demographic 
characteristics

Number Reported infrequent 
condom use (n,%)

X2  
p-value

Total 1,912 518 27.2

Recruitment site

Offline: community event 485 106 21.9 *

Offline: bars 51 6 11.8

Offline: sex-on-site venue 125 13 10.4

Online dating site 1,244 393 31.6

Age group

16–29 819 227 27.7 Ns

30–44 553 141 25.5

45+ 488 139 28.5

Ethnicity

European 1,370 371 27.1 *

Māori 173 66 38.2

Pacific 56 21 37.5

Asian 198 40 20.2

Other 72 11 15.3

Highest education qualification

Less than tertiary degree 998 332 33.3 *

Tertiary degree or higher 863 175 20.3

Free time spent with other gay men

None 76 18 23.7 Ns

A little 655 178 27.2

Some 590 154 26.1

A lot 510 143 28.0

Sexual identity

Gay or homosexual 1,535 432 28.1 Ns

Bisexual or other 365 83 22.7

* p<0.001. Ns=not statistically significant. 
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Table 2: Infrequent condom use by behaviours and HIV screening

Behaviours  
and screening

Number Reported infrequent 
condom use (n,%)

X2  
p-value

Condom used at first anal intercourse with a male

No 730 277 38.0 *

Yes 1,132 232 20.5

Number of male sexual partners in last 6 months

One 146 41 28.1 Ns

2–5 795 204 25.7

6–10 436 112 25.7

11–20 269 72 26.8

21–50 188 64 34.0

>50 52 20 38.5

Partnering and protective behaviours in last 6 months

Casual only or no current regular partner 986 253 25.7 *

Current BF and no anal intercourse with him 61 14 23.0

Current BF and frequent condom use with him 109 5 4.6

Current BF and infrequent condom use with him 238 98 41.2

Current FB and no anal intercourse with him 73 15 20.6

Current FB and frequent condom use with him 226 6 2.7

Current FB and infrequent condom use with him 171 116 67.8

HIV testing history

Last tested HIV-negative 1,329 334 25.1 *

Diagnosed HIV-positive 108 51 47.2

Untested or no result 412 122 29.6

STI diagnosed in last 12 months

No 1,539 384 25.0 *

Yes 290 108 37.2

* p<0.001. Ns=not statistically significant. BF=boyfriend-type regular partner. FB=friend with benefit-type 
regular partner
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Table 3: Infrequent condom use by condom social marketing exposure

Condom social  
marketing exposure

Number Reported infrequent 
condom use (n,%)

X2  

p-value

Frequency of seeing condom promotion in last 12 months

Very frequently 829 187 22.6 *

Often 515 139 27.0

Occasionally 333 107 32.1

Rarely 165 60 36.4

Never 39 18 46.2

Number of places recalled seen condoms promoted in last 12 months†

None 89 40 44.9 *

1 466 152 32.6

2 260 73 28.1

3 325 76 23.4

4 267 69 25.8

5 287 52 18.1

6 178 45 25.3

* p<0.001. † Options included “promos at gay events”, “billboards or bus-stop 
adverts”, “condom packs”, “promos online or on a mobile app”, “posters”, “material 
at saunas or cruise clubs”. 
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Table 4: Infrequent condom use by attitudes to condoms, HIV and safe sex

Attitude Number Reported infrequent 
condom use (n,%)

X2 

p-value
“HIV/AIDS is a less serious threat than it used to be because of new treatments”
Agree/strongly agree 632 217 34.3 †

Disagree/strongly disagree 1,244 291 23.4

“Condoms are OK as part of sex”
Agree/strongly agree 1,796 449 25.0 †

Disagree/strongly disagree 86 63 73.3

“If he doesn’t want to use condoms I won’t bother using them”
Agree/strongly agree 404 270 66.8 †

Disagree/strongly disagree 1,470 238 16.2

“We all have a shared responsibility to protect other gay and bisexual men by using 
condoms for anal sex”
Agree/strongly agree 1,766 434 24.6 †

Disagree/strongly disagree 105 73 69.5

“I don’t like wearing condoms because they reduce sensitivity”
Agree/strongly agree 793 345 43.5 †

Disagree/strongly disagree 1,070 165 15.4

“It’s no-one else’s business whether or not I use condoms”
Agree/strongly agree 602 270 44.9 †

Disagree/strongly disagree 1,257 240 19.1

“I would sometimes rather risk HIV transmission than use a condom during anal sex”
Agree/strongly agree 241 148 61.4 †

Disagree/strongly disagree 1,612 360 22.3

“The sex I have is always as safe as I want it to be”
Agree/strongly agree 1,594 375 23.5 †

Disagree/strongly disagree 262 130 49.6

“I would never be willing to use condoms for anal sex”
Agree/strongly agree 111 62 55.9 †

Disagree/strongly disagree 1,743 445 25.5

“A man who knows he has HIV would tell me he was positive before we had sex”
Agree/strongly agree 757 227 30.0 *

Disagree/strongly disagree 1,092 281 25.7

*P<0.05. † p<0.001.

recruitment site, ethnicity and education 
status (Table 1), condom use at first inter-
course, HIV testing and STI history (Table 2), 
condom social marketing exposure (Table 3) 
and attitudes to HIV, condoms and safe sex 
(Table 4).

Three separate models were then 
developed to investigate the relationship 
between condom social marketing 
exposure, attitudes to condoms, and other 
potential independent predictors. In the 
first model, six attitude items remained 

associated with infrequent condom use 
after controlling for respondent socio-de-
mographic characteristics (Table 5; two 
were omitted as they obviously indicated 
non-condom use: “I would never be willing 
to use condoms for anal sex” and “I would 
sometimes rather risk HIV transmission 
than use a condom during anal sex”). The 
most strongly predictive was agreement 
that “if he doesn’t want to use condoms I 
won’t bother using them” (AOR 6.8, 95%CI 
5.0–9.1). 
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In the second model, twelve non-attitude 
variables were entered into a multivariate 
logistic regression, including socio-
demographic (recruitment site, age group, 
ethnicity, education, sexual identity), 
behavioural (condom use at first anal 
intercourse, number of partners, recent 
partnering history, anal intercourse 
modality), condom social marketing 
exposure (frequency recalling condom social 
marketing, number of different condom 
social marketing avenues recalled) and 
HIV testing variables. The model found 
infrequent condom use with a casual 
partner was independently predicted by 
being recruited from Internet dating sites, 
being of Pacific ethnicity, having 20 or 
more male sexual partners in the last six 

months, using condoms infrequently with 
a current BF or FB, or being diagnosed 
HIV-positive. Conversely, being older, 
having a tertiary degree, using a condom 
at first anal intercourse with a male, being 
exclusively receptive with a casual partner/s 
during anal intercourse, or seeing condoms 
promoted in multiple ways were predictive 
of frequent condom use with a casual 
partner (Table 6).

Thirdly, when attitudes were introduced 
into model two, each of the attitudes remained 
significantly independently associated with 
condom use (data not shown). However, 
the effect of some of the variables in Table 6 
diminished or disappeared, suggesting that 
their predictive effect may be due to their 
correlation with unfavourable attitudes.

Table 5: Attitudes independently associated with infrequent condom use with casual partners*†c

Attitude Adjusted odds 
ratio (95% CI)

p-value for 
variable

“Condoms are OK as part of sex”

Agree/strongly agree (ref) 1

Disagree/strongly disagree 3.7 (2.0–7.0) <0.001

“If he doesn’t want to use condoms I won’t bother using them”

Agree/strongly agree 6.8 (5.0–9.1) <0.001

Disagree/strongly disagree (ref) 1

“We all have a shared responsibility to protect other gay and bisexual men by using condoms for 
anal sex”

Agree/strongly agree (ref) 1

Disagree/strongly disagree 4.2 (2.3–7.7) <0.001

“I don’t like wearing condoms because they reduce sensitivity”

Agree/strongly agree 2.6 (2.0–3.4) <0.001

Disagree/strongly disagree (ref) 1

“It’s no-one else’s business whether or not I use condoms”

Agree/strongly agree 2.0 (1.5–2.7) <0.001

Disagree/strongly disagree (ref) 1

“The sex I have is always as safe as I want it to be”

Agree/strongly agree (ref) 1

Disagree/strongly disagree 3.4 (2.4–4.8) <0.001

* Two attitude statements were omitted from the model because they would obviously be correlated to condom 
use, including “I would never be willing to use condoms for anal sex” and “I would sometimes rather risk HIV 
transmission than use a condom during anal sex”.
† Socio-demographic variables included in the model were recruitment site, age group, ethnic group, education 
and sexual identity.
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Table 6: Socio-demographic, behavioural, HIV and condom social marketing factors indepen-
dently associated with infrequent condom use with casual partners 

Factor Adjusted odds 
ratio (95% CI)

p-value for 
variable

Recruitment site 0.003

Offline: fair day (ref) 1

Offline: bars and sex-on-site venues 0.5 (0.3–0.97)

Online dating site 1.5 (1.1–2.1)

Age group

16–29 (ref) 1 0.042*

30–44 0.9 (0.6–1.2)

45+ 0.7 (0.5–0.99)

Ethnic group 0.0285

European (ref) 1

Māori 1.4 (0.9–2.0)

Pacific 2.2 (1.1–4.4)

Asian 0.9 (0.6–1.5)

Other 0.5 (0.2–1.03)

Highest education <0.001

Up to tertiary degree (ref) 1

Tertiary degree or higher 0.5 (0.4–0.7)

Sexual identity 0.096

Gay or homosexual (ref) 1

Bisexual or other 0.8 (0.5–1.1)

Condom used at first anal intercourse with a male <0.001

No (ref) 1

Yes 0.4 (0.3–0.5)

Number of male sexual partners in previous 6 months 0.013

Up to 20 (ref) 1

More than 20 1.6 (1.1–2.4)

Modality of anal intercourse with casual partners 0.019

Both insertive and receptive (ref) 1

Receptive only 0.6 (0.5–0.9)

Insertive only 0.8 (0.6–1.05)

Partnering and protective behaviours in last 6 months <0.001

Casual only or no current regular partner (ref) 1

Current boyfriend and no anal intercourse with him or only frequent condom use 0.4 (0.2–0.7)

Current boyfriend and infrequent condom use with him 2.5 (1.7–3.5)

Current fuckbuddy and no anal intercourse with him or only frequent condom use 0.2 (0.1–0.3)

Current fuckbuddy and infrequent condom use with him 4.9 (3.3–7.4)

HIV testing history 0.001

Last tested HIV-negative  (ref) 1

Diagnosed HIV-positive 3 (1.8–5.0)

Untested or no result 1.1 (0.8–1.5)

Frequency of seeing condom promotion in last 12 months 0.086*

For each decline in frequency seeing condom promotion 1.1 (0.98–1.3)

Number of places recall seen condoms promoted in last 12 months 0.008d

For each increase in number of places seen condoms promoted 0.9 (0.8–0.97)

* P-value is for variable entered as ordinal categories.
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Discussion
In this large and diverse sample of gay, 

bisexual and other men who have sex with 
men recruited from community and Internet 
dating sites in New Zealand, around a 
quarter (27.2%) used condoms infrequently, 
that is never, very rarely or at most half the 
time in the six months prior to survey.

Being recruited from Internet dating sites, 
having 20 or more male sexual partners 
in the last 6 months, using condoms infre-
quently with a current regular BF or FB 
partner, being diagnosed HIV-positive 
or being of Pacific ethnicity were inde-
pendently predictive of infrequent condom 
use with a casual partner. Conversely, 
being older, having a tertiary degree, using 
a condom at first anal intercourse with a 
male, being exclusively receptive with a 
casual partner/s during anal intercourse, or 
seeing condoms promoted in multiple ways 
was independently predictive of frequent 
condom use with a casual partner. Atti-
tudes to condoms were strongly predictive 
of actual condom use, and their effect 
remained strong after taking into account 
both socio-demographic and behavioural 
factors. There appeared to be a strong 
connection between the extent of exposure 
to condom social marketing, attitudes to 
condoms, and actual condom use. 

Strengths of this study include the broad, 
non-clinic based recruitment approach, 
the large and diverse sample, the anon-
ymous and self-completed participation 
that should minimise reporting bias about 
sensitive behaviours, the question speci-
ficity providing information on frequency 
of condom use during anal intercourse 
with casual and with regular partner types, 
and the range of potential predictors in the 
questionnaire. 

Limitations include the non-random 
sampling, a standard obstacle to 
researching this population,10 thus the 
findings may not be generaliseable to all 
GBM. The data are based on self-report of 
private activities. Questionnaire space was 
limited so we were unable to explore the 
potential effect of mental health, discrim-
ination, alcohol and recreational drug use 
on condom use.

A different outcome measure makes 
comparisons with early local research 

difficult.6 However, our findings about 
predictors are broadly consistent with 
recent research among younger GBM from 
the earlier GAPSS and GOSS surveys under-
taken in 2006–2011, in particular the role 
of Internet dating sites, HIV test status and 
patterns of condom use across both casual 
and regular sexual partners.7 Unlike that 
analysis, our sample was smaller, so we did 
not analyse condom use predictors by sexual 
position; however, an advantage was our 
ability to explore the relationship with atti-
tudes and social marketing in more detail. 

Gay men in New Zealand appear to 
report higher rates of casual partner 
condom use than GBM in Australia,11 the 
US12 and the UK,13 where similar surveys 
have been conducted, although differences 
in sampling, measurement and reporting 
likewise complicate comparisons. A 
possible explanation is that since 1987, New 
Zealand has focussed on a single message: 
avoidance of anal intercourse without 
a condom, and has supported this with 
comprehensive health promotion and social 
marketing responses to reduce barriers and 
maximise condom uptake. This approach 
recognises that condoms not only reduce 
personal risk, but also help break chains 
of HIV transmission in sexual networks 
and thus have a collective protective effect 
by preventing secondary infections. Else-
where, HIV prevention organisations 
have promoted more diversified non-con-
dom-based risk reduction approaches 
over time, such as encouraging HIV testing 
and disclosure of HIV test status (“sero-
sorting”),14 or promoting non-condom use 
with certain partner types, so long as rules 
around testing, communicating and sexual 
monogamy are adhered to (“negotiated 
safety”).15 

While the latter approaches have the 
appeal of endorsing greater variety of HIV 
prevention options, a risk is that multiple 
public health messages are more resource 
intensive to execute successfully over the 
long term, and if they communicate mixed 
messages or contradict each other (eg, 
“use condoms … don’t use condoms…”) 
may inadvertently de-emphasise condom 
use, or imbue condom use with negative 
connotations (eg, “don’t you know your HIV 
status?”, “can’t you trust your partner?”). 
Further research on the diverging nature 
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of HIV public health responses for gay 
men in different countries would improve 
our understanding of different condom 
use patterns and comparative HIV 
epidemiology. 

Despite this evidence of diversity in 
condom uptake between GBM, general 
population probability studies have shown 
that gay and bisexual men are more likely 
than heterosexual men to use condoms for 
sexual intercourse, at least in countries 
where the HIV prevention responses have 
been peer-led by GBM themselves.16 This 
is not necessarily true for younger GBM, 
such as those at secondary school, who are 
unlikely to have been offered relevant sex 
education.17 Therefore, the majority of gay 
and bisexual men continue to demonstrate 
protective behaviour when supported to do 
so, and this needs to be remembered when 
seeking explanations for the overrepresen-
tation of GBM in HIV statistics.  

Our results should be used to improve 
targeted HIV prevention with GBM commu-
nities. An important general finding is 
that greater exposure to condom social 
marketing is associated with more frequent 
condom use with casual partners. This 
argues for strategies to increase exposure 
of condom promotion through multiple 
channels that is a feature of New Zealand’s 
rejuvenated response to the HIV epidemic.18 

It does, however, pose a challenge to 
non-Government organisations (NGOs), 
such as NZAF, who are endeavouring to 
supplement condom-based behavioural 
HIV prevention with increased promotion 
of timely HIV testing, advice about the 
prevention and personal benefits of early 
HIV treatment,19,20 and the potential benefits 
of HIV pre-exposure prophylaxis (PrEP) 
for high risk GBM under close specialist 
clinical monitoring,21,22 in order to reduce 
HIV incidence. In clinical trials, pharma-
ceutical-based prevention (“treatment 
as prevention”) has reduced HIV trans-
mission risk by 96% in HIV sero-discordant 
heterosexual couples when used by the 
HIV-positive partner,19 and by up to 86% 
when used by GBM as pre-exposure prophy-
laxis by the HIV-negative  partner.21,22 While 
promising at the individual level, these trial 
results have yet to translate into wide scale 
reductions in HIV incidence at the popu-
lation level among GBM, amid concerns 

about behavioural risk compensation 
(condom rates dropping in response to 
pharmaceutical interventions) and imple-
mentation, including adequate scale, actual 
and opportunity costs, clinical capacity and 
clinical retention.23

HIV prevention has consequently become 
an intensely contested marketplace. We 
recommend that the latter interventions 
could build onto, but should categorically 
not replace nor cannibalise, behaviour-
based condom promotion. We recognise 
that this is a difficult task for public health 
NGOs in a context of modest resources, and 
growing pressure from some quarters for 
pharmaceutical interventions to replace 
behaviour change. In the UK, the funding 
allocations are already stark: just £10 
million was allocated to behaviour-based 
prevention in high prevalence local author-
ities in 2014/15, a reduction from £55 
million in 2001/2, whilst spending on HIV 
pharmaceuticals in 2014/15 was 55 times 
this amount.24  

Unsurprisingly, attitudes predicted 
condom use, but we highlight three obser-
vations. Firstly, the statements relate to 
different dimensions of using condoms—for 
example physical sensation (“I don’t like 
condoms because they reduce sensitivity”), 
altruism/collectivism (“we all have a shared 
responsibility…”), and personal resilience 
(“if he doesn’t want to use condoms…”). 
This suggests it is an oversimplification 
to assert that condom non-use is purely 
due to GBM not liking them. Secondly, and 
encouragingly, attitudes are modifiable,25 
and in our data appeared to be influenced 
by social marketing, and therefore poten-
tially by community norms. More nuanced 
prevention responses that engaged GBM 
more compellingly about their sexual 
decision-making could therefore result in 
increased condom use. Thirdly, although 
some unfavourable attitudes were only held 
by a minority of respondents (less than five 
percent), others such as “if he doesn’t want 
to use condoms…” were held by around a 
fifth of respondents and exerted a strong 
impact on condom use. Understanding 
better these more common attitudes, 
and successfully challenging them, could 
potentially shift a high proportion of 
the infrequent condom use that is being 
reported by these GBM.
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Condom use with casual partners was 
related to behaviours with other partners, 
supporting previous work indicating a 
strong patterning or habitual factor to 
condom use across partnerships for many 
GBM.26 This was reinforced by the associ-
ation between early adoption of condoms 
and current use. Both findings argue for 
continued promotion of condoms for anal 
sex between men regardless of partner type, 
because stopping condom use in one circum-
stance (for example with a regular partner) 
may make it more difficult to continue 
condom use in other scenarios (with 
sequential or concurrent casual partners). 
Respondents with higher numbers of recent 
sex partners were more likely to report 
infrequent condom use, and it is important 
to engage these men effectively as they will 
play a disproportionate role in facilitating 
or constraining HIV transmission clustering 
across GBM sexual networks.

Above and beyond these factors, GBM 
recruited from Internet dating sites, 
Pacific-identified respondents, younger 
respondents and those with less than a 
tertiary degree, were more likely to report 
infrequent condom use. Prevention inter-
ventions will need to ensure they engage 
successfully with these groups. Internet 
dating sites and online geo-location apps 
have had an especially profound impact on 
HIV prevention for small communities, such 
as gay men.5 Such apps expand the sexual 
marketplace and improve the efficiency of 
finding a compatible partner with shared 
interests. However, these same features 
facilitate contact between men who wish 
to engage in condomless sex. Furthermore, 
many apps do not seek meaningful part-
nerships with HIV prevention or sexual 
health agencies, unlike the cooperation 
historically shown by physical gay venues. 
Local innovative HIV prevention responses 
into the digital space, such as LYC (“Love 
Your Condom”), have fostered closer rela-
tionships (engaging dating apps, facebook, 
google ads, websites),18 but several sites 
restrict the promotion of HIV prevention 
material, raising questions about the public 
health responsibilities of social media and 
commercial internet dating sites.

Respondents with previously diag-
nosed HIV infection reported less frequent 
condom use. Although some may have 
been serosorting (choosing other HIV-pos-
itive casual partners), for others this 
poses a risk of onward HIV transmission 
especially as not all of these men were on 
antiretroviral therapy. Furthermore, the 
risk of acquiring and transmitting other 
STIs during anal intercourse is high in the 
absence of condoms. HIV-positive GBM 
have been disproportionately represented 
in outbreaks of STIs such as syphilis and 
LGV in New Zealand,27,28,29 and it is imper-
ative that clearer information about these 
risks is communicated to HIV-positive GBM 
alongside improved linkage into support 
and screening. 

Over and above this study’s findings, 
HIV prevention for GBM must consider a 
context of alarming rises in STIs. Among 
GBM in England for example, syphilis 
diagnoses increased by 46% in the past 
year, gonorrhoea diagnoses by 32% and 
chlamydia diagnoses by 26%. GBM now 
account for 81% of syphilis and 52% of 
gonorrhoea cases diagnosed in English 
sexual health clinics.30 The emergence of 
antimicrobial resistance in gonorrhoea is a 
serious concern. Reducing the incidence of 
condomless anal sex will help control these 
bacterial STIs, as well as HIV. GBM should 
be encouraged to screen for STIs regularly 
which may also identify undiagnosed HIV 
infections in a more timely way. 

Finally, continued refinement and scale-up 
of condom social marketing needs to be 
accompanied by better information about 
why condom use is differentially important 
for GBM (elevated risks of anal intercourse, 
dense sexual networks, higher HIV preva-
lence) compared to their heterosexual peers. 
In addition, health promotion for GBM must 
continue the considerable progress made 
over three decades in New Zealand so that 
individuals are empowered to take up the 
advice. This includes anti-discrimination and 
mental health promotion at high schools, 
easier access to relevant information and 
health services, and sexual orientation 
diversity training for health professionals. 
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