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Summary
Background
The COVID-19 crisis has had an enormous impact globally and affected almost every area of life in the countries which have been 
worst hit. This includes disruption to health care services, restrictions on social interactions, closures of parts of the economy, 
job losses and limits on social and sexual relationships. In the Republic of Ireland, COVID-19 restrictions have included national 
lockdowns and a tiered system of restrictions aiming to limit social contact to protect the health service and reduce morbidity 
and mortality.  

Gay, bisexual and other men who have sex with men (gbMSM) may be at greater risk of poor health and well-being outcomes re-
lated to the COVID-19 crisis and government restrictions. GbMSM have higher rates of HIV and STIs than other groups. Closing 
sexual health services during the COVID-19 crisis will have disrupted gbMSM’s ability to access HIV and STI testing, as well as 
other preventative services. In addition, gbMSM tend to have poorer mental health and higher rates of substance use compared 
to heterosexual people and these issues may have been made worse during the pandemic. 

Understanding the scale and impact of these issues, and which sub-groups of gbMSM are most affected is critical in designing 
responses which will aid recovery efforts targeting these groups. 

The EMERGE study (Effect of COVID-19 and government restriction on the sexual health and well-being of gay and bisexual 
men) is a collaborative survey funded by HIV Ireland as part of its MPOWER programme and run by Sigma Research at the Lon-
don School of Hygiene and Tropical Medicine. 

EMERGE aims to investigate the effect that COVID-19 and associated government restrictions have had on the sexual behaviour, 
health and well-being of gbMSM in Ireland. 

Methods
We ran an anonymous online survey between 4th June and 5th July 2021 recruiting 942 gbMSM resident in the Republic of 
Ireland. Recruitment occurred online through social media (Facebook, Instagram, Twitter), dating apps (Grindr) and the LGBT 
press. The survey was hosted on Alchemer online survey software. 

Results
The recruited sample was predominantly gay (85%, n=799), cisgender (98%, n=921), with a mean age of 37 years (range 18-89, 
median 34). Most (74% n=689) were born in Ireland, with Brazil being the next most common country of birth (8%, n=80). Fol-
lowing was the UK (4%, n=40), then Poland (1% n=14) and Spain (1% n=10). 

Sixty-one percent of the sample was based in Dublin for the majority of the COVID-19 crisis. The sample was highly educated 
(68%, n=642 achieved degree or higher). Six percent of respondents reported having a disability. 

The vast majority of participants (72%, n=668) reported having no partners or reducing their partner numbers during the 
COVID-19 crisis. COVID specific prevention measures during sex with new or casual partners included enhanced hygiene tech-
niques, sex without mouth-to-mouth contact, and wearing masks during sex. 

Sexual health service access was highly disrupted. GbMSM between the ages of 18-24 years old, older than 35, bisexual, based 
outside of Dublin and those without a degree were least likely to access services during this period. Services which were most 
disrupted were STI testing, HIV testing, PrEP and sexual health vaccinations. HIV positive gbMSM on the whole were able to 
continue to access HIV care. 

Overall 17% of participants were concerned about their alcohol use, drug use, or both. Of participants who had consumed alco-
hol in the preceding 12 months, 27% (n=213) screened positive for alcohol use disorder. Although prevalence varied by age with 
peak prevalence of problem drinking between 25-54, results were statically significant only for differences in region, with more 
gbMSM in Dublin screening positive. Cannabis and cocaine were the most commonly used drugs. 

The majority of gbMSM (75%, n=684) reported that their mental health was a little or a lot worse during the COVID-19 crisis. 
The closure of LGBT venues and social distancing restrictions contributed to a worsening of well-being in 57% of gbMSM. Only 
23% of gbMSM accessed mental health services during this period. 
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Employment was impacted for 34% of participants; this was most commonly having reduced income followed by being in receipt 
of Pandemic Unemployment Payment. Impacts on education were felt by 24%, most commonly classes moving online or changes 
to further education plans. 

Discussion
Despite pronounced reductions in frequency of sex with new and casual partners, there is substantial unmet sexual health need 
as the COVID-19 crisis continues to evolve. Large portions of the gbMSM population were unable or did not attempt to access 
sexual health services despite obvious need. Services urgently need to be expanded and additional HIV/STI testing options im-
plemented to meet the needs of diverse gbMSM. 

Problematic alcohol and drug use was common in the sample, highlighting the importance of targeted interventions supporting 
individuals struggling with these issues. In addition, work developing the capabilities of drug and alcohol services to meet the 
needs of gbMSM is required. 

A focus on improving well-being for gbMSM is critical. This group frequently has more fragile social networks, something clearly 
exacerbated by COVID-19 social distancing regulations and venue closures.  

1. Background
The COVID-19 crisis has caused enormous disruption to social, economic and healthcare systems worldwide. Governments 
have had to quickly adapt and prioritise maintaining healthcare systems by enforcing social distancing and other measures to 
reduce viral transmission. This has impacted virtually every aspect of everyday life in the most affected countries. 

Significant challenges have been faced in Ireland. As of the 1st of March 2022, Ireland has had over 1.3 million COVID-19 cas-
es and 6,497 deaths (1). Like many other nations, Ireland has implemented rapidly changing measures which have sought to 
reduce the impact on the health service by reducing SARS-COV-2 transmissions (2). The term “government restrictions” is 
used throughout this report to denote any public policy measure adopted by the Irish Government following the onset of the 
COVID-19 pandemic aimed at curbing transmission of the virus among the general population, minimising pressure on available 
health service resources. 

Gay, bisexual and other men who have sex with men (gbMSM) in Ireland face higher incidence of HIV and sexually transmitted 
infections (STIs) than the general population, have higher rates of substance misuse and of common mental illness (3-6). These 
three, interrelated epidemics are often termed a syndemic whereby effects of each amplify and exacerbate the others (7-9). The 
COVID-19 crisis is likely to have worsened all three morbidities in distinct ways, driven by lack of access to services, increases 
in substance use and common mental illnesses. This could exacerbate health inequalities, alongside increasing financial precarity 
and decreases in community support. 

Sexual health services have faced substantial disruption with significant service reductions, due to government restrictions and 
sometimes complete service closure, including those driven by staff shortages caused by redeployment. This has likely led to a 
decrease in testing opportunities and potentially longer waiting times for STI treatment. Evidence suggests limits on social mixing 
have had detrimental impacts on mental health in Ireland (2, 10); gbMSM may be more vulnerable to these as this population of-
ten has weaker social ties, something which may be especially true for certain subgroups such as older men and migrants (11-15). 

New and escalating levels of substance use during the pandemic has been observed in many settings (16-18). It is plausible that 
this will disproportionately impact gbMSM in Ireland given the higher rates of substance use observed in this group compared to 
the general population prior to COVID-19 (3, 4). In addition, economic precarity may have a more pronounced impact on some 
gbMSM because of pre-existing vulnerabilities, again perhaps leading to mental health challenges (19). Protective behaviours 
(including access to PrEP and PEP) may have been interrupted due to issues related to accessing clinical services, and through 
changes in personal circumstances including worsening mental health.

GbMSM from Latin American backgrounds are a critical priority group in Ireland in the context of increased risk to health and 
well-being (3, 20). The COVID-19 crisis may have had greater impacts on this group when compared to White Irish gbMSM given 
their pre-existing vulnerabilities related to employment, weaker social ties and marginalisation. In addition, as Latin American 
gbMSM are disproportionately represented in sex work, incomes for some men will likely have been curtailed by social distanc-
ing measures as sex work globally has been disrupted (21).  

Understanding the potential effects of the COVID-19 crisis to date on different groups of gbMSM is essential for planning and 
delivering sexual health and well-being services in the near and medium terms. Social and structural marginalisation drive signif-
icant health inequalities within the diverse communities represented in gbMSM which interact with HIV and STI risk, ability to 
access services as well as mental well-being and substance use. These are related to educational attainment, country of origin 
and sexual identity (3, 22). Recovery efforts as the pandemic moves into a new phase must address both those inequalities which 
existed previously and those exacerbated by the pandemic. Understanding the scale of these is therefore critical. 

EMERGE is a collaborative study funded by HIV Ireland as part of its MPOWER programme and conducted by Sigma Research 
at the London School of Hygiene and Tropical Medicine. The study methodology employed a cross-sectional survey of gbMSM 
in Ireland to investigate the impact of the COVID-19 crisis, including government restrictions, on the sexual behaviour, health 
and well-being of this group. The recommendations arising from the findings of this study should inform the planning of effective 
service provision aimed at gbMSM. 
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Aim: 
To investigate the effect that COVID-19 and associated government restrictions have had on the sexual behaviour, health and 
well-being of gbMSM in Ireland. 

2. Methods
EMERGE was a rapidly conducted cross-sectional, anonymous online survey of gbMSM (cis and trans) resident in the Republic 
of Ireland. A cross-sectional survey was chosen to gather a broad but thorough understanding of the behaviours and needs of 
gbMSM during the crisis. The resulting data provides considerable insight into the scale of the challenges for service planning 
ahead and of potential solutions. 

Eligible participants were men (cis and trans) aged 18 years or who lived in Ireland for some or all of the COVID-19 pandemic, 
and who reported sexual attraction to other men (cis or trans) or lifetime sex with men (cis or trans). 

2.1 Survey design and measures
Survey items were developed by the core team in collaboration with the project advisory committee. The survey questionnaire 
is available to access at mpower.hivireland.ie/emerge. 

The survey asked for baseline details (age, gender, sexual orientation, ethnicity, country of birth, highest educational qualifi-
cation, employment status, income, city & county of residence) and behavioural details (number of partners in preceding 3/12 
months, condom use in preceding 3/12 months, HIV testing history, PrEP use). We also asked for perceptions of how their own 
sexual behaviour changed during the crisis. We asked about specific sexual behaviours to assess not only sexual health need, 
but also understand potential COVID risk. We also asked about the use of specific drugs to enhance sex (termed chemsex) and 
whether or not chemsex participation had changed during the COVID-19 crisis. 

In addition, we collected data on ability to access sexual and mental health services, changes in PrEP use, drug and alcohol use 
and impact of the COVID-19 crisis on employment and education. We asked participants the degree to which access to sexual 
health service was disrupted. We included the CAGE-4 validated scale in order to screen for potential alcohol dependence 
(AUD). It includes 4 questions and a cut-off value of ≥2 positive answers was utilised, which is recommended to detect poten-
tial alcohol use dependence with the optimal combination of sensitivity and specificity (23). Although internationally-validated, 
CAGE-4 remains a screening rather than diagnostic tool (24).

Data on ability to access sexual and mental health services, changes in PrEP use, drug and alcohol use and impact of the 
COVID-19 crisis on employment and education was also collected. The purpose of collecting this information was to investigate 
the degree to which access to sexual health service access was disrupted among the cohort of participants.

Participants were asked to provide information about their COVID-19 vaccination status, willingness to be vaccinated, how 
anxious they were about COVID-19 and about their precautionary behaviours in sexual situations. 

The survey was delivered in English, Spanish and Brazilian Portuguese to meet the needs of diverse communities and reduce bias 
related to language fluency. 

The survey was piloted with 10 gbMSM (6 English, 2 Brazilian Portuguese and 2 Spanish speakers) to ensure that any errors were 
identified and corrected before roll-out. 

Upon completing the survey, participants were provided with additional signposting information to the MPOWER Programme 
and other relevant organisations for further information and support. 

2.2 Consent to participate and Data Protection
The survey was designed to be anonymous. All participants were required to consent to participate prior to accessing the 
questionnaire. The opening page of the survey described the project, the inclusion criteria and the data protection procedures. 
Potential participants were required to tick a box to confirm that they provided consent to participate in the study and for their 
data to be processed. 

2.3 Sampling approach and recruitment
We sought an overall sample of 800 gbMSM from across the country. 

Recruitment was primarily through social media (Facebook, Instagram & Twitter), with smaller numbers recruited through 
geo-social sexual networking apps (Grindr, Squirt & Growlr), and through the LGBT press during a project launch campaign. 
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Recruitment used motivational language and imagery inclusive of a range of gbMSM identities. The language used emphasised 
how participation in the study would contribute to the well-being of the gbMSM community while also highlighting the potential 
to inform service delivery and planning. The report appendix contains example adverts. 

Table 1: Recruitment by source, 
EMERGE Survey, 2021 

3. Results
3.1 Recruitment
Overall 946 gbMSM were recruited to the study between June 5th and July 4th 2021. During the initial phase of recruitment, 
an error in the survey which allowed participants who did not live in Ireland during the COVID-19 crisis was discovered and 
corrected. During analysis 4 ineligible participants were identified and removed, leaving a final sample of 942 gbMSM. 

EMERGE primarily recruited participants through social media (Twitter, Facebook & Instagram) through a series of paid and 
unpaid adverts, including targeted posts seeking specific groups (e.g. Latin American gbMSM, gbMSM who use PrEP). 70% of 
participants came through these channels. Paid advertising on apps (Grindr, Squirt and Growlr) were also used and contributed 
20% of the sample. Small numbers (9%) came through other recruitment sources including the LGBT press and an email mailing 
list. Table 1 provides overall recruitment source details.

The majority of participants completed the survey in English (n=915, 97%) with a minority completing it in Brazilian Portuguese 
(n=18, 2%) and Spanish (n=9, 1%).

3.2 Sample description
This section describes the demographic features of the recruited sample as well as their sexual health status. Following we out-
line their personal circumstances during the COVID-19 crisis before exploring their history of COVID-19 infections and their 
vaccination status. 

3.2.1 Demographic features
The recruited sample was predominantly gay (85%, n=799), cisgender (98%, n=921), with a mean age of 37 years (range 18-89, 
median 34). Most (74% n=689) were born in Ireland, with Brazil being the next most common country of birth (8%, n=80). Fol-
lowing was the UK (4%, n=40), then Poland (1% n=14) and Spain (1% n=10). 

Sixty-one percent of the sample was based in Dublin for the majority of the COVID-19 crisis. The sample was highly educated 
(68%, n=642 achieved degree or higher). Six percent of respondents reported having a disability. 

3.2.2 Baseline sexual health status
Seventy-five percent were HIV negative at last test (n=707), 17% (n=161) had not previously tested for HIV and 8% (n=70) were 
HIV positive. Of the HIV negative participants who had previously tested for HIV, 51% had tested in the 3-months preceding 
enrolment, 14% in the 3-12 months preceding and 35% longer than 12 months previously. Eighteen percent of the HIV negative 
participants reported they were using PrEP in January 2020. 

Of the HIV positive participants, 91% were on treatment with an undetectable viral load; 9% (n=6) were not on treatment. Table 
2 provides sample baseline demographics. 

Overall 80% of the sample had previously tested for STIs. Of those who had, 39% had done so in the preceding 3 months, 23% 
within 3-12 months, and 39% longer than 12 months prior to enrolment. 

3.2.3 Personal circumstances during the COVID-19 crisis
The majority of participants (79%) were in employment, with 6% unemployed. The majority of the remainder were students 
(9%), retired (4%), or medically retired / on long term sick leave (1%). Most participants (n=532, 58%) were single, with 19% in a 
monogamous relationship, 8% in a complicated relationship and 15% in a non-monogamous relationship. Overall 25% were either 
cocooning (defined as staying home most or all of the time because of high clinical vulnerability to COVID-19 or older age) or 
living with someone who was cocooning. Table 3 describes living arrangements.

2.4 Analysis
Data was analysed using quantitative research software Stata V16, cleaned and organised by variables of interest. Analysis began 
with a descriptive analysis of dependent and independent variables. Following, we applied chi2 tests for associations between 
independent variables and outcomes of interest. 

Ethnicity categories were taken from standard Irish ethnicity codes. Responses were re-categorised into Asian, Black, Latin 
American, White and Other. 

In order to understand service access need, we created a binary variable from a question investigating sexual health service ac-
cess experiences. Those who were able to access with no difficulty or with some difficulty were classed as ‘able to access’, and 
those who were not able to access services or did not attempt to access services as ‘did not access services’. We then explored 
associations between service access and baseline demographic and behavioural variables of interest using chi2 tests. 

We created a variable classifying participants who scored 2+ on CAGE questions as screening positive for alcohol use disorder. 
We then compared prevalence of alcohol use disorder by key demographic and behavioural variables using tests.   

Ethical approval was granted by the LSHTM observational research ethics committee (ref: 25827) and the Irish College of Gen-
eral Practitioners research ethics committee (ref:21_0016).  
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3.2.4 COVID-19 infections and vaccinations
At the time of fieldwork in June 2021, 7% (n=61) of participants reported previously having had a test confirming they had 
COVID-19, while a further 12% (n=110) suspected so but either were unable to or did not access testing (see fig 1). Just over 
half (52% n=468) had received either one or two doses of a COVID-19 vaccine by the time our fieldwork was undertaken. Of 
the unvaccinated participants, reported vaccine hesitancy was low: 4% (n=9) stated they would not take a vaccine when offered, 
while 3% (n=7) were unsure. Response rates to this question were low however (<50%). The remaining 93% (n=199) of the un-
vaccinated group would take a COVID-19 vaccine when offered. 

Table 3. Living arrangements for the majority of the COVID-19 crisis, EMERGE survey, 2021
* direct provision, rehabilitations facility, prison.  

7%
Yes, this was 
confirmed by a test

6%
I suspected so but
but did not access testing 

6%
I suspected so but
but could not access testing 81%

No

Figure 1: Have you had COVID-19?

Table 2: Baseline demographic and behavioural features, EMERGE survey, 2021
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GbMSM who reported having sex with new or casual partners during the COVID-19 crisis (n=550) were asked about what 
COVID specific protective behaviours they used (if any). Although just over half of gbMSM did not engage in specific protective 
behaviours for COVID-19 during sex, a range of methods to reduce risk were used across the sample, the most popular being 
enhanced hygiene techniques, followed by sex without mouth-to-mouth contact and wearing masks during sex (see Figure 3).

3.3.2 Sexual behaviour in the preceding 12-months
In the 12-months preceding the survey, 76% (n=697) of gbMSM reported having male (cis or trans) sexual partners. Types of sex 
were diverse, oral sex being most common, followed closely by anal sex (Figure 4 provides more information). Approximately 
11% (n=77) reported chemsex participation during that period. Of the 11% reporting chemsex, 53% (n=40) had either less or the 
same amount as in the preceding 12-months as they would have had usually, while 47% (n=36) increased the amount of chemsex 
they had compared to what they would have had usually. 

Figure 3. What, if any, COVID-19 prevention measures have you taken during sex with new or casual partners?

Figure 4: Type of sex in the preceding 12-months in those reporting sexual behaviour.

3.3 Sexual behaviour 
This section outlines results pertaining to sexual behaviour during the COVID-19 crisis overall, then by the 12- and 3-months 
preceding recruitment. We explore changes in sexual partner numbers during this period, protective behaviours adopted and 
types of sex had.

3.3.1 Sexual behaviour during the COVID-19 crisis overall
Most gbMSM (60% n=558) had sex with new or casual partners during the COVID-19 crisis. The majority (91% n=505) met ca-
sual partners online. Cruising grounds or other public places were less common (15% n=82), followed by sex parties (11% n=60) 
and other meeting places (6% n=31). The vast majority (72% n=668) either had no sex or reduced the amount of sex they were 
having during the COVID-19 crisis, with a small proportion (11% n=99) increasing their sexual activity levels (see table 4). Two 
percent of participants (n=22) had sold sex since January 2020, with a smaller number (n=4) reporting they started selling sex 
because of financial pressure related to the COVID-19 crisis. 

Anxiety or concern about contracting COVID-19 through sex with new or casual partners was reported frequently, with only 
21% not concerned about contracting COVID through sexual contact (see Figure 2). 

Table 4: changes in sexual contact during the COVID-19 crisis

Figure 2. How often have you felt anxious or concerned about contracting COVID-19 through sex with new or casual partners?
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Figure 5: Access to PEP during the COVID-19 crisis for those who felt they needed it.

3.4.2 Access to sexual health services
Sexual health services were disrupted primarily for HIV negative and HIV untested gbMSM, with less evidence disruption for 
those with diagnosed HIV. 

In HIV negative / untested men, 19% (n=190) had attempted but were unable to access services, 41% (n=353) did not attempt to 
access, whereas 27% (n=232) had some difficulty but were ultimately able to access services, and 13% (n=115) accessed services 
with no difficulty. For HIV positive gbMSM, 44% (n=31) accessed services with no difficulty, compared to 21% (n=15) who had 
some difficulty but were able to access, 10% (n=7) who were unable to access services, and 24% (n=17) who did not attempt 
services. 

In order to identify unmet sexual health service access need, we explored associations between demographic and behavioural 
characteristics and not accessing or not being able to access sexual health services during the COVID-19 crisis. In chi2 tests, 
those most likely to not access or not be able to access services were gbMSM aged 18-24 years and 35-65+ years, bisexual men, 
gbMSM living outside Dublin, and those without a degree. HIV positive gbMSM were most likely to be able to access services. 
All tests for associations were statistically significant, demonstrating diversity of experience during the COVID-19 crisis based 
on demographic and behavioural variables. Table 7 presents full results. 

HIV negative and untested gbMSM reporting difficulty with service access were asked what services they were attempting to 
access. Responses showed they were primarily attempting to access STI testing (82%, n=317), HIV testing (73%, n=283), PrEP 
(53%, n=204) with less than a quarter attempting to access sexual health vaccinations (22%, n=84), condoms and lube (17%, 
n=66), general advice (11%, n=41), PEP (5%, n=20) or chemsex support (1%, n=5). 

When considering PrEP, 51% (n=82) of participants who were taking PrEP in January 2020 maintained their regimen, while 24% 
(n=38) interrupted and restarted, 11% (n=17) changed their dosing, 8.0% (n=13) interrupted and had not restarted but planned 
to, and 7% (n=12) stopped all together.  

Overall, 7% (n=62) of HIV negative/untested men felt they needed PEP during the COVID-19 crisis, of these 36% (n=21) were 
able to access it, while the remainder either were unable to get to a clinic or emergency department (32%, n=19), didn’t access 
PEP because of the emergency department charge (20%, n=12) or because they wanted to avoid clinics and hospitals during the 
crisis (18%, n=11). One man was told he was not eligible (see Figure 5). 

HIV positive gbMSM who reported difficulty with service access (n=39) were primarily attempting to access STI testing (86%, 
n=19), sexual health vaccinations (32%, n=7) condoms and lube (14%, n=3) followed by general advice (14%, n=3).

Overall, 14% (n=126) participants experienced symptoms of an STI during the COVID-19 crisis, 12% (n=112) had an STI treated 
by a clinician. In a further question, 7% (n=60) reported self-medicating for an STI they thought they had. 

3.3.3 Sexual behaviour in the preceding 3-months
In the preceding 3-months, 63% of gbMSM reported having male (cis or trans) sexual partners. As with at the 12-month point, 
oral and anal sex were most popular, with relatively small numbers having chemsex (9%, n=50). Of the 63% who reported having 
anal or other penetrative sex partners in the preceding 3-months, 76% (n=377) reported having 1-3, with small numbers having 
10 or more. Condom use patterns were similar to 12-months (see Table 6).

Table 5: Anal and other penetrative sex partners in the preceding 12-months (overall and condomless)

Table 6: Anal and other penetrative sex partners in the preceding 3-months (overall and condomless)

3.4 HIV & sexual health service access
This section describes access to HIV and sexual health services during the COVID-19 crisis. We provide analysis of which groups 
were least likely to access sexual health services during this period, and outline which services gbMSM struggled to access. We 
also explore changes in PrEP use and PEP accessibility. 

3.4.1 Access to HIV services
HIV care remained accessible to most participants during the COVID-19 crisis: 87% (n=61) were able to access care while 13% 
(n=9) reported care disruption. Disruption was most commonly to bloodwork (56%, n=5) followed by mental health support 
(44%, n=4) and then HIV treatment (33% n=3).  
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3.5 Drugs & alcohol
This section describes results from the drugs and alcohol portion of the survey. First, we explore the overall proportion who 
reported concerns with alcohol and/or drugs, then examine problem drinking by demographic and behavioural characteristics. 
We then explore types of drugs used, and the ability of gbMSM to access drug and alcohol services during the COVID-19 crisis. 

3.5.1 Concerns with alcohol and drug use 
Results on alcohol and drug use were highly variable. Seventeen percent (n=160) of the sample described being concerned about 
their alcohol or drug use, with the majority (59% n=94) being concerned about alcohol, with smaller numbers being concerned 
about drugs (22%, n=35) or both drugs and alcohol (19%, n=31). 

In terms of alcohol, overall, 38% (n=354) reported that their alcohol consumption increased either a little or a lot during the 
COVID-19 crisis, with a similar proportion (34% n=319) reporting decreases in alcohol consumption or complete cessation, and 
17% (n=155) reporting no change. 

When considering drug use during COVID-19, 15% (n=139) reported that their drug use increased a little or a lot, with 13% 
(n=119) reporting that they reduced their drug use or stopped entirely; 61% (n=561) of the sample reported not using drugs at all.

3.5.2 Problem alcohol use 
Using CAGE-4, a validated scale which assesses potential alcohol use disorder, 27% (n=213/782) of those who had drank in the 
preceding 12 months screened positive for alcohol use disorder (defined as a score of 2 or more). Table 8 reports proportions 
screening negative and positive on alcohol use disorder by demographic and behaviour variable with associations tested using 
chi2 tests. 

Groups with higher-than-average prevalence of alcohol use disorder were gbMSM between 26-45 years old, who described their 
sexual orientation as gay, were HIV negative, based in Dublin and born in Latin America and the Caribbean. However, differences 
in alcohol use disorder screening were statistically significant for area of residence only.

 3.5.3 Types of drugs used 
Among all who reported using drugs during the COVID-19 crisis (n=363), in the 12-months preceding recruitment, cannabis was 
most popular (62%, n=188), followed by cocaine (58%, n=174) and MDMA (46%, n=138). Methamphetamine and GHB/GBL were 
used by smaller numbers: 15% (n=45) and 23% (n=68) respectively. Figure 6 provides full details of the popularity of specific drugs 
among men that used any of these drugs. 

When considering accessing services for alcohol or drug use, of those with concerns (n=160), 71% (n=112) reported not attempt-
ing to access services. A further 16% (n=25) did not know how to access services, 4% (n=7) were unsuccessful in attempts at 
access. Small numbers were able to access services with no problems (3%, n=5), or with some difficulty (6%, n=10). 

Figure 6: Types of drugs used during the COVID-19 crisis among gbMSM who had used drugs.

Table 7. Sexual health service accessing by demographic and behavioural variables using chi2 test
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3.6 Impacts on mental health, well-being, 
employment and education
This section described impacts on mental health and well-being for gbMSM during the COVID-19 crisis. Following we describe 
and characterise impacts on employment and education. 

3.6.1 Impacts on mental health and well-being
Impact on mental health and well-being were felt by many gbMSM during the COVID-19 crisis. Overall, 75% (n=684) described 
their mental health as being a little or a lot worse, 16% (n=142) reported no change, while 10% (n=92) reported that it had im-
proved a little or a lot. 

The closure of LGBT venues during the COVID-19 crisis was felt to contribute to a worsening of well-being in 57% of gbMSM 
(n=523) while 22% reported no impact (See Figure 7). 

Limits on socialisation with other LGBT people through sport or social groups were also felt by many: 61% (n=554) reported this 
negatively impacted on their well-being a little or a lot, 18% (n=165) reported no change based on this, while 3% (n=24) reported 
an improvement. 18.9% (n=173) felt this was not applicable as they did not participate in such groups.

Mental health service access during the COVID-19 crisis was highly variable. Although 34% (n=314) felt they did not need to 
access these, 7% (n=61) did not know how to access such services, 6% (n=54) tried unsuccessfully and 11% (n=104) were able to 
access but with some difficulty (see Figure 8). 

Participants reported varying amounts of COVID-19 anxiety: 36% (n=333) reported they felt anxious about COVID-19 more 
than half the time or more frequently. Only 8% (n=71) reported they were never anxious about COVID-19. See fig 11.

Table 8: Demographic and behavioural categories and alcohol dependence screening using Chi2 tests

Figure 7. Thinking about the closure of LGBT venues during the COVID-19 crisis, how has this impacted your well-being?
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Figure 10: How has the COVID-19 crisis impacted on your employment opportunities?

3.6.2 Impacts on employment 
This section describes impacts on employment and education for gbMSM. 

Overall 34% (n=314) said the COVID-19 crisis had impacted on their employment opportunities, of which 54% (n=502) said it 
had not and 12% (n=111) said this was not applicable. For those reporting impacts, these took several forms: most commonly 
gbMSM reported having less income (39%, n=121), and/or being in receipt of the Pandemic Unemployment Payment (36% n=110), 
followed by a decrease in working hours (29%, n=88) (see Figure 10).

Figure 11. How COVID-19 impacted on education, among those that reported an impact

3.6.3 Impacts on education
Impacts on education were reported by 24% of gbMSM (n=221). For those that reported an impact of COVID-19 on their educa-
tion, there were impacts to how they learned, such as classes moving online (80%, n=125), Leaving Certificate being interrupted 
(12%, n=18) and further education plans being changed (28%, n=44) (see Figure 11). 

Figure 8. Access to mental health services during the COVID-19 crisis.

Figure 9. How much of the time have you felt anxious about COVID-19 overall?
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4.2 Implications for policy and practice
Despite a clear reduction in sexual partner numbers and in chemsex engagement for the vast majority of respondents, these data 
provide important insights into the extent of unmet sexual health need as the COVID-19 crisis evolves. Large proportions of 
individuals reported not accessing services, with concerning numbers attempting unsuccessfully to access sexual health services. 
This is reflected by the 6% who treated themselves for an STI they thought they had, potentially leading to unresolved infections. 

Although a significant increase in syphilis infections was recognised prior to the COVID-19 crisis, the disruption in sexual health 
services (and especially to STI testing) will have led to many syphilis (and other) infections not being diagnosed promptly, with 
clear implications for an acceleration of onward transmission, even if rates of sexual partner change are somewhat lower as a 
consequence of COVID-19 and associated government restrictions. It is essential that sexual health services have the resources 
and personnel to proactively tackle the substantial unmet HIV and STI testing need. 

Given the substantial proportion who screened positive for alcohol use disorder, and relatively significant proportions who 
increased their alcohol and drug intake, substance misuse is a clear area for further intervention. Indeed, a significant minority 
(17%) reported being concerned about their alcohol and/or drug use. As in other settings, social isolation and poor mental health 
during the crisis will have likely exacerbated need, as will the interruption of services. Ensuring that alcohol and drug use services 
are equipped to meet the needs of gbMSM will be a key activity in order to address this. 

Finally, gbMSM reported significant impacts on employment and well-being (and education to a lesser extent). As this group 
often has more fragile social networks, it is important that initiatives to build social connectedness among the most marginalised 
are considered. These could include support for LGBT community events and sports or increased investment in relevant com-
munity spaces where gbMSM (and the LGBT community more broadly) can socialise and build connectedness.  

4.3 Strengths and limitations
This is the first community survey of gbMSM in Ireland investigating impacts of the COVID-19 crisis. These findings are novel and 
will be useful for a range of community services and commissioners in responding to health inequalities and unmet need within 
this group. Never-the-less some limitations are noted. 

This cross-sectional study recruited an online convenience sample and all data were self-reported. This means that we cannot be 
sure that data are unbiased with regards to representativeness or that relationships between outcomes are necessarily causal. 

Although our sample includes a large proportion of gbMSM from Latin American and the Caribbean, other migrant groups were 
recruited in smaller proportions, including gbMSM from Poland and Lithuania. This is likely because our survey was available in 
English, Brazilian Portuguese and Spanish, but not in some of the other languages commonly spoken by gbMSM in Ireland. Our 
results therefore do not provide insights into the needs of these other sub-populations of gbMSM who may be at greater risk of 
financial and social precarity. 

Our sample was primarily recruited through social media, with smaller proportions (20%) being recruited from geo-location so-
cial networking applications than previous studies (3, 25). This may have led to increases in those with stronger social networks 
participating, potentially leading to an underestimation in the proportion experiencing impacts on well-being. 

Generally speaking, our sample included larger numbers of gbMSM with high levels of education and income. This may reduce 
our confidence in outcomes relating to the most marginalised.  

In order to measure service access during the crisis we re-categorised a categorical into a binary variable. This included col-
lapsing a range of experiences into ‘accessed services’ and ‘did not access services’. This has had the impact of obscuring the 
degree of difficulty faced by many when attempting to access sexual health care. Never-the-less this analysis provides important 
evidence on health equity impacts of restrictions during the COVID-19 crisis.  

Finally, except for our use of CAGE-4 to screen for alcohol use disorder, we did not rely on validated scales to measure mental 
health and well-being. This was a deliberate choice, as we sought to measure self-identified rather than clinical need in a number 
of areas. Never-the-less this will potentially have underestimated the proportion with mental health need emerging from the 
COVID-19 pandemic. 

4. Discussion
4.1 Summary
This study of gbMSM in the Republic of Ireland provides timely and important insights into the experiences of this key group 
during the COVID-19 crisis. 

Most participants reported that they had not had a ...COVID-19 infection at the time of our field work. In line with expectations 
given the national vaccination programme prioritised older people and those with health conditions, more than half had already 
received at least one dose of a COVID-19 vaccine when they survey was conducted. Encouragingly hesitancy was very low in 
the unvaccinated group. 

Although the vast majority (72%) reduced their sexual activity during the COVID-19 crisis, well over half of respondents re-
ported having sex with new and casual partners. Meeting new partners online was reported by most who had new and casual 
partners, with small proportions of gbMSM meeting partners in public places or cruising grounds. More common protective 
behaviours employed by gbMSM when having sex with new and casual partners included enhanced hygiene, having sex without 
mouth-to-mouth contact and wearing masks during sex. A relatively small proportion of gbMSM (8%) reported having chemsex 
during the 12-months preceding enrolment, a substantial reduction from the 14% reporting stimulant drug use to make sex more 
intense or last longer in EMIS 2017 (3). 

Encouragingly, HIV care services remained accessible to 87% of the diagnosed HIV positive gbMSM in the sample. For those who 
experienced care disruption, this was primarily for blood work and mental health support. However, three gbMSM with HIV 
were unable to access HIV treatment which is vital to preserve health and prevent onwards transmission.

Access to sexual health services was much more problematic, with widespread disruption experienced. For HIV negative and 
untested gbMSM, 60% did not access sexual health services during the COVID-19 crisis, this includes almost one in five who 
attempted to access sexual health care and were not able to do so. A smaller proportion of HIV positive gbMSM did not or were 
not able to access these services, perhaps reflecting the reality that HIV care provides this function for many and that this group 
likely has more experience and skills in accessing services generally. Overall, older men (age 55+), bisexual men, men who had 
never tested for HIV and those with medium or low levels of education were least likely to have or been able to access sexual 
health care. Services most likely to be disrupted were HIV and STI testing. 7% reported self-treating an STI they thought they 
had. Moreover, more than half of those reporting difficulty accessing services were attempting to access PrEP care. Further, 
nearly half of PrEP using gbMSM reported having changed their dosing regimen. In addition, for gbMSM who felt they needed PEP 
during the crisis, only 36% were able to access it. 

Alcohol consumption changed for many during the COVID-19 crisis, with similar proportions reporting their consumption had 
increased (38%) and decreased (34%). In our sample, 17% reported being concerned about their alcohol or drug use. Concern 
about alcohol was most common (60%) with fewer (40%) being concerned about drug use, or both. A quarter (27%) of the 
whole sample screened positive for alcohol use disorder (defined as a score of 2+ on CAGE-4). A greater proportion of gbMSM 
in Dublin screened positive for alcohol use disorder than in Connaught and Ulster. 

Drug use increases and decreases were reported by similar proportions (15% and 13% respectively). Cannabis was the most 
popular drug, followed by cocaine and MDMA, with smaller numbers using methamphetamine and GHB/GBL, echoing findings 
about lower chemsex engagement during the crisis. 

Mental health impacts were felt by the vast majority, with 75% reporting their mental health was a little or a lot worse during the 
COVID-19 crisis. In line with expectations, well-being was impacted by the closure of LGBT venues, and limits on socialisation 
through LGBT sports and social groups. As with sexual health, mental health services were largely not accessed with only 17% 
accessing these despite clear evidence of increased need during this period. 

A substantial proportion of gbMSM (34%) reported impacts on their employment. These were primarily having less income, be-
ing in receipt of the Pandemic Unemployment Payment or decreased working hours. Impacts on education were felt by a smaller 
proportion (24%), with 80% of impacted gbMSM reporting educational activities had moved online. 
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2. Well-being and mental health

3. Alcohol and drug use

4.4 Recommendations
1. Testing and access to services
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