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Factors associated with transactional sex among a cohort of gay, 
bisexual, and other men who have sex with men in Vancouver, 
Canada 
Heather L. ArmstrongA,* , Jordan M. SangB, Ales SkalaC, Lu WangB, Julia ZhuB, Nathan J. LachowskyB,D, 
Kiffer G. CardD , Cecilia BenoitD, Gbolahan OlarewajuB,C, Robert S. HoggB,E, David M. MooreB,C and 
Eric A. RothD 

ABSTRACT 
For full list of author affiliations and
 
declarations see end of paper
 Background. Gay, bisexual, and other men who have sex with men (GBM) who engage in 

transactional sex (sex in exchange for drugs, money, or goods) experience increased risk of 
sexually transmitted infections (STI), including HIV. This study explored additional psychosocial and 
health-related factors associated with transactional sex among GBM. Methods. Respondent-driven 
sampling was used to recruit GBM in Vancouver, Canada, from 2012 to 2015, with follow up every 
6 months until July 2019. We examined factors associated with transactional sex using multivariable 
three-level mixed-effects modelling. Results. Among 698 GBM, 22.1% reported ever receiving 
drugs, money, or goods for sex. Transactional sex was more likely to be reported by GBM who 
were younger (<30 years) and who had lower incomes, less education, and insecure housing. 
GBM reporting transactional sex were more likely to report substance use (i.e. crystal 
methamphetamine, poppers, GHB, and non-steroid injection drugs) and higher risk sexual 
behaviours (i.e. more sex partners, sex party attendance, and condomless anal sex with 
serodifferent or unknown HIV status partners); however, they were no more likely to be living 
with HIV or to report a recent bacterial STI diagnosis. GBM who reported higher loneliness, anxiety, 
and cognitive escape were also more likely to report transactional sex. Conclusions. More than 
one-fifth of GBM in Vancouver reported transactional sex and those who did were more likely to 
also experience psychosocial stressors, increased substance use, and higher risk sexual behaviours. 
Programs which consider the interconnections of personal, social, and structural challenges faced by 
GBM engaging in transactional sex are necessary to support improved mental, physical, and sexual 
health for these men. 
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Introduction 

Gay, bisexual, and other men who have sex with men (GBM) are disproportionally affected 
by human immunodeficiency virus (HIV) and other sexually transmitted infections (STI).1,2 

In 2019, GBM in Canada represented 43.1% of newly diagnosed HIV cases, the largest of 
any exposure group,2 and within the GBM community of Vancouver, Canada, the estimated 
prevalence of HIV is 23.4%.3 Individuals who engage in transactional sex, commonly 
defined as the trading of money, goods, or drugs for sexual services,4 are also at 
increased risk of HIV and STI transmission.5 Many factors, including sexual behaviour 
and substance use, as well as psychosocial social factors such as loneliness, community 
connectedness, sensation seeking, cognitive escape, and symptoms of anxiety and 
depression, which may contribute to increased risk of HIV and other STIs among GBM, 
may also be associated syndemically with participating in transactional sex. 
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Although transactional sex is often thought of as escort 
work or prostitution, other exchange relationships also exist 
(e.g. sugar daddies/babies) and these can be casual or 
ongoing.6 It is estimated that approximately 20–25% of 
adults engaged in sex work are men7 and, although the 
majority of their clients also identify as men, research 
shows most of these clients do not identify as gay or 
bisexual and many have cisgender women as their regular 
sex partners.8 Further contributing to the challenges of 
studying and understanding transactional sex among GBM 
are high levels of stigma,9 which consequently mean that 
GBM who engage in transactional sex rarely identify as sex 
workers.8 Given these challenges, for the present study, we 
consider transactional sex as an umbrella term that includes 
all manner of formal and informal arrangements, and we 
employ a behavioural definition of having received, or having 
received and given, any type of goods, drugs, or money in 
exchange for sex. 

Among GBM, several studies have shown that there are 
multiple interrelated factors, such as social inequities, 
substance use, mental health (e.g. anxiety and depression), 
psychosocial factors (e.g. loneliness, cognitive escape, 
sensation seeking), and behavioural HIV and STI risk, which 
are associated with transactional sex.10–15 In a large, 
multisite US study of 8411 GBM, 7% reported transactional 
sex and those who did so were more likely to identify as 
Black, be living in poverty, use substances, report condomless 
anal sex (CAS) with multiple partners, and be living with HIV 
(both aware and unaware of their status).14 Likewise, in a 
longitudinal study of 722 US GBM living with HIV, 8% 
reported recent transactional sex, and results from this study 
indicated that transactional sex was associated with Black 
(vs White) race, younger age, lower income, and increased 
levels of intimate partner violence, substance use, and 
depression.15 Taken together, results from these studies show 
that there are multiple, overlapping epidemics, which work 
together syndemically to increase vulnerability to each 
concurrent negative health outcome for GBM and, as such, 
are best considered within a syndemic framework. Further, it 
has been shown that the more syndemic factors GBM had, 
the  more likely  they were to also report recent  transactional  
sex.10,15 As such, research among GBM needs to consider a 
variety of psychosocial, behavioural, and physical and 
mental health factors to develop a better understanding of 
the true scope of transactional sex. 

When considering transactional sex among GBM, most 
research has looked at associations to HIV risk. In a scoping 
literature review of HIV and cisgender men who engage in 
sex work, including studies from countries around the 
world, Baral et al. identified multiple risk factors and barriers 
that may increase HIV risk including stigma, criminalisation 
of sex work, reporting older partners, sex in combination 
with substance use, and less access to preventative and care 
services compared to GBM who do not engage in sex work.8 

However, generalisability of previous studies is limited due 

to geographic variability of HIV prevalence among GBM in 
general, and among GBM who engage in transactional sex 
in particular.5 

Within the Canadian context, the majority of research on 
GBM sex work has also focused on HIV risk. For example, 
in a previous study of GBM aged 18–30 years, living in 
Vancouver between 1995 and 1999, 16% (125/761) reported 
engaging in sex work in the previous year and among these, 
the prevalence of HIV was previously 7.3%.16 However, 
most of this work is dated and more current studies are 
needed.16,17 One exception is a 2018 study from Vancouver 
in which Argento et al. used qualitative interviews with 
GBM and transgender women who buy or sell sex to 
examine the role of the online environment in relation to 
transactional sex.18 The authors found that although the 
loss of physical environments for sex work led to social 
isolation and loss of social supports, the online environment 
for transactional sex provided greater control, negotiation 
capacity, and increased security.18 

Given the need for more recent research to better 
understand transactional sex work among GBM within 
Canada, the current study aimed to describe characteristics 
of GBM who engage in transactional sex in Vancouver, from 
2012 to 2019. We also sought to explore how sexual 
behaviours, substance use, psychosocial factors, and specific 
HIV prevention strategies were associated with engagement in 
transactional sex. Understanding which factors are associated 
with transactional sex may help target HIV and STI 
prevention and treatment programs for this marginalised 
population and improve their overall health and wellbeing. 
We hypothesise that GBM who report transactional sex 
will experience greater psychosocial stressors, increased 
substance use, and higher risk sexual behaviour than GBM 
who do not; however, we also hypothesise they will also be 
less likely to report use of HIV prevention strategies. 

Methods 

Participants were part of the Momentum Health Study, a 
longitudinal cohort study of GBM in Vancouver, Canada. 
Recruitment used respondent-driven sampling (RDS), a 
sampling method used to reach harder-to-reach populations 
based off chain-referral sampling.19 Sampling is started by 
selecting ‘seeds’ who meet eligibility criteria from the 
target population through community groups or through 
digital social-sexual networking services. Study participants 
were trained in peer-recruitment by study staff and given 
six vouchers to recruit participants in their networks. 
Eligibility criteria were that participants had to identify as 
men (including trans men), be aged at least 16 years, reside in 
Metro Vancouver, report having sex with another man in the 
past 6 months, and be able to complete the questionnaire in 
English. Additionally, participants must have either been 
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selected as seeds or have received a valid study voucher from 
another participant. Participants received a CA$50 
honorarium for participating at each study visit and an 
additional CA$10 for each enrolling participant they recruited 
using their study vouchers. Payment could be taken in cash or 
equivalent prize draw tickets. Recruitment occurred between 
February 2012 and February 2015 and follow-up visits 
occurred every 6 months until July 2019. HIV-negative 
participants completed a maximum of eight study visits, 
whereas participants living with HIV did not have an upper 
limit for number of visits. At every study visit, participants 
completed a computer-assisted self-interview (CASI), which 
included a variety of psychosocial, behavioural, and health-
related measures, and a nurse’s study visit, which included 
HIV and STI testing. Full methodology has been published 
elsewhere.3 Ethics approval was received from the research 
ethics boards of the University of British Columbia, Simon 
Fraser University, and the University of Victoria, and all 
participants provided informed consent. 

Measures 

Outcome measure 
Transactional sex was identified through a series of 

questions which asked about recent (past 6 months) 
transactional sex through receiving and giving drugs, money, 
or goods for sex (e.g. ‘Have you received money in exchange 
for sex?’; ‘Have you given drugs in exchange for sex?’) with  
response options: no; yes, in the past 6 months; and yes, but 
not in the past 6 months. Participants were also asked to 
indicate if they had received money from ‘escort work or sex 
work’ in the past 6 months. As only five participants 
reported only giving drugs, money, or goods for sex, these 
were removed from the analysis. Remaining responses were 
dichotomised into ‘Yes’, if participants indicated having 
‘received’ or ‘received and given’ something for sex in the 
past 6 months, or if they indicated escort or sex work in the 
past 6 months, and ‘No’, if participants indicated ‘no’ or ‘yes, 
but not in the past 6 months’. 

Sexual behaviours 
We asked participants to report the number of male and 

female sex partners they had had in the past 6 months and 
their preferred anal sex position (top, bottom, versatile, 
prefer no anal sex). We assessed online sexual behaviours 
such as recent (past 6 months) use of chat lines, phone-
based apps, and websites to seek sex. We also assessed 
additional recent (past 6 months) sexual behaviours 
including sex party attendance (defined as an event where 
four or more people get together for sex, including 
darkroom and blackout events), fisting, using sex toys with 
partners, engaging in watersports, and condomless anal sex 
with a serodifferent or unknown HIV-status partner. We also 
asked participants to indicate which of the following 
strategies they use to prevent themselves or their partners 

from getting HIV (participants could indicate more than one 
response): always using condoms for anal sex, being the top 
(for HIV-negative participants) or bottom (for participants 
living with HIV) for anal sex (referred to as sero­
positioning), having sex which doesn’t include anal sex, 
having sex without condoms only with guys I know are HIV-
negative (for HIV-negative participants) or HIV-positive 
(for participants living with HIV) (referred to as sero­
sorting), having sex without condoms with HIV-positive 
guys who have low viral loads or are on HIV treatment (for 
HIV-negative participants) or having sex without condoms if 
my viral load is low or I’m on HIV treatment (for 
participants living with HIV) (referred to as viral load 
sorting), not letting my partners cum inside me (for HIV-
negative participants) or not cumming inside my sex 
partners (for particpants living with HIV) (referred to as 
withdrawal), and asking sex partners about their HIV status 
before sex. We also asked participants how often they 
disclose their own HIV status prior to sex. 

Community connectedness 
Community connectedness measured attendance at pride 

parades in the past year, and attendance at gay bars and 
gay-specific groups in the past 6 months. Responses for 
each question were dichotomised: Yes and No, based on 
participant self-report. 

Substance use 
We assessed a variety of substances used in the past 

6 months including erectile dysfunction drugs (EDD) (with 
prescription and without prescription), crystal metham­
phetamine, poppers, ecstasy, gamma-hydroxybutyric acid 
(GHB), ketamine, cocaine, heroin, morphine (without 
prescription), and non-steroid injection drugs. We also 
included the Alcohol Use Disorder Test (AUDIT), which 
measures problematic alcohol use in the past 12 months. 
We dichotomised scores by low to medium risk (scores 
<16) and harmful to possible dependence risk (scores ≥16).20 

Psychosocial measures 
Our psychosocial measures include the Sexual Sensation 

Seeking Scale (11 items, four-point Likert scale response, 
α = 0.73),21 the Cognitive Escape Scale (12 items, four-
point Likert scale response, α = 0.90)22 and the Loneliness 
Scale (six items, five-point Likert scale response, 
α = 0.77).23 We also included the Hospital Anxiety and 
Depression Scale (HADS) (14 items, four-point Likert scale 
response, α = 0.84 for anxiety, and α = 0.78 for depression) 
to measure anxious and depressive symptomology.24 

Sociodemographic measures 
Our sociodemographic measures included age, income, 

ethnicity, education, sexual identity, relationship status, 
housing arrangement, student status, HIV serostatus, and 
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whether the participant had any STI diagnoses in the past 
6 months. 

Analysis 
We used the overall transactional sex variable as the 

outcome variable in univariable and multivariable models 
to examine factors associated with reporting transactional 
sex over the study period. We first conducted univariable 
generalised linear mixed models to assess the probability of 
reporting transactional sex. Variables with P < 0.20 at the 
univariable level were then tested in multivariable three-
level (RDS chain: participant: visit) mixed-effects logistic 
regression modelling. Level-1 units were visit-level observa­
tions, level-2 clusters were at the participant-level, and 
level-3 clusters were at RDS chains. A backward selection 
procedure based on the Akaike Information Criterion (AIC) 
and minimisation of Type-III P-values25 was used to 
determine the final model. All analyses were conducted 
using SAS v9.4 (SAS Institute Inc., Cary, NC, USA). 

Results 

Overall, 698 GBM consented to the longitudinal cohort study 
and responded to questions on transactional sex. Of these, 154 
(22.1%) reported receiving or both receiving and giving 
money, drugs, or other goods for sex (past 6 months), or 
having received money for escort or sex work in the past 
6 months, at any visit over the study period. Five participants 
who reported only giving money, goods, or drugs in exchange 
for sex (past 6 months) were removed from subsequent 
analyses. Thus, 693 participants completed 4200 visits, and 
among those with two or more study visits (n = 581/693), 
the median follow-up time was 3.5 years (Q1, Q3 = 3.1, 3.8). 

Among our sample, the median age at baseline was 
33 years (Q1, Q3 = 26, 47); the most reported sexual identity 
was gay (86.3%) and the most reported race/ethnicity was 
white (75.4%). Twenty-eight percent of participants were 
living with HIV, and the median number of male sex partners 
reported (past 6 months) was five (Q1, Q3 = 3, 15). 39.4% of 
participants reported engaging in condomless anal sex (CAS) 
with a HIV serodifferent or unknown HIV status partner (past 
6 months). Full baseline demographics and univariable results 
are presented in Table 1. 

In univariable analyses, GBM living with HIV were more 
likely to report transactional sex than HIV-negative GBM 
(OR = 2.44, 95% CI: 1.17, 5.08), as were GBM who scored 
in the harmful or possible dependence range on the AUDIT 
scale (OR = 1.85, 95% CI: 1.07, 3.19), and those who 
reported recent (past 6 month) diagnosis of gonorrhoea, 
chlamydia, or syphilis (OR = 2.90, 95% CI: 1.57, 5.37). 
However, after consideration of additional factors in multi-
variable models, these associations were no longer significant 
(described below). Further, with respect to HIV prevention 

strategies, in univariable analysis, there was no difference in 
likelihood to report always using condoms, anal sex avoidance, 
asking the HIV status of sex partners, or serosorting between 
GBM who reported transactional sex and those who did not. 
In univariable analysis, transactional sex was associated with 
sero-positioning (OR = 1.62, 95% CI: 1.06, 2.48), viral load 
sorting (OR = 2.13, 95% CI: 1.39, 3.26), and withdrawal 
prior to ejaculation (OR = 2.41, 95% CI: 1.55, 3.76), but 
only withdrawal remained significantly associated with 
transactional sex in the final multivariable model (see below). 

Multivariable analysis found increased odds of trans­
actional sex were associated with identifying as bisexual or 
‘other’ (vs gay; aOR = 2.38, 95% CI: 1.21, 4.69), 
Indigenous ethnicity (vs white; aOR = 5.27, 95% CI: 1.34, 
20.80), having more recent (past 6 months) male 
(aOR = 1.01, 95% CI: 1.005, 1.02) or female sex partners 
(aOR = 1.95, 95% CI: 1.35, 2.81), using internet sites to 
find sex partners (past 6 months; aOR = 3.26, 95% CI: 1.77, 
6.00), and sex party attendance in the past 6 month 
(aOR = 3.65, 95% CI: 2.14, 6.22). Men who reported more 
CAS with serodifferent or unknown HIV status partners 
were also more likely to report transactional sex 
(aOR = 1.83, 95% CI: 1.03, 3.26) as were those who 
reported using withdrawal as an HIV preven­
tion strategy (aOR = 1.79, 95% CI: 1.003, 3.20). Substance 
use (past 6 months) was also associated with increased odds 
of transactional sex, specifically crystal methamphetamine 
(aOR = 4.57, 95% CI: 223, 9.39), poppers (aOR = 2.53, 95% 
CI: 1.39, 4.60), gamma-hydroxybutyric acid (aOR = 2.14, 
95% CI: 1.15, 4.00), and non-steroid injection drug use 
(aOR = 3.26, 95% CI: 1.15, 9.29). Transactional sex was also 
more likely among those with higher sexual escape motiva­
tion (aOR = 1.06, 95% CI: 1.01, 1.10), higher loneliness 
(aOR = 1.19, 95% CI: 1.02, 1.39), and higher current 
symptoms of anxiety (aOR = 1.08, 95% CI: 1.001, 1.17). 

Decreased odds of transactional sex were associated with 
older age (30–44 vs <30 years: aOR = 0.27, 95% CI: 0.13, 
0.54; ≥45 vs <30 years: aOR = 0.09, 95% CI: 0.03, 0.22), 
annual income >$30 000 CAD (aOR = 0.56, 95% CI: 0.32, 
0.99), having post-secondary education (aOR = 0.30, 95% 
CI: 0.13, 0.70), and having stable housing (aOR = 0.39, 
95% CI: 0.19, 0.82). GBM who reported greater depressive 
symptomology were also less likely to report transactional 
sex (aOR = 0.89, 95% CI: 0.81, 0.97). Full results can be 
found in Table 2. 

Discussion 

Among a community-based sample of GBM in Vancouver, 
22.1% reported recent (past 6 months) transactional sex 
over the study period from 2012 to 2019. We found that 
those who engaged in transactional sex (i.e. those who 
reported receiving or both receiving and giving money, 
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Table 1. Baseline participant demographics and univariable generalised linear mixed models for engaging in transactional sex (past 6 months). 

Transactional 
sex (n = 103) 

No transactional 
sex (n = 576) 

Univariable: transactional sex 
vs no transactional sex 

(n = 693) 

n % n % OR 95% CI 

Demographic variables 

Age (years) 

<30 42 40.8 214 37.2 Ref 

30–44 38 36.9 186 32.3 0.55 0.29, 1.06 

≥45 23 22.3 176 30.6 0.28 0.14, 0.57 

Income (CAD) 

<$30 000 77 74.8 340 59.0 Ref 

≥$30 000 26 25.2 236 41.0 0.45 0.28, 0.73 

Ethnicity 

White 74 71.8 438 76.0 Ref 

Asian 6 5.8 62 10.8 0.25 0.09, 0.68 

Indigenous 16 15.5 24 4.2 8.90 2.27, 34.91 

Latino/Other 7 6.8 52 9.0 1.10 0.36, 3.35 

Education 

≤High school 41 39.8 100 17.4 Ref 

>High school 62 60.2 476 82.6 0.15 0.07, 0.35 

Sexual identity 

Gay 76 73.8 510 88.5 Ref 

Bisexual/other 27 26.2 66 11.5 3.95 2.18, 7.15 

HIV status 

HIV-negative 58 56.3 431 74.8 Ref 

HIV-positive 45 43.7 145 25.2 2.44 1.17, 5.08 

Any STI diagnoses (p6m)A 20 19.8 37 6.7 2.90 1.57, 5.37 

Relationship status 

In a relationship 26 25.2 242 42.0 Ref 

Single 77 74.8 334 58.0 2.36 1.47, 3.80 

Stable housingA 71 68.9 525 92.4 0.20 0.11, 0.39 

Currently a studentA 12 11.7 127 22.0 0.47 0.23, 0.97 

Attended last pride paradeA 61 59.2 368 63.9 0.72 0.51, 1.02 

Attended gay bars (p6m) A 73 70.9 475 82.5 1.43 0.86, 2.37 

Attend gay-specific groups (p6m)A 40 38.8 224 38.9 1.70 1.19, 2.43 

Sexual behaviours (p6m) 

Used chat lines to seek sexA 28 27.2 55 9.5 5.60 2.49, 12.58 

Used apps to seek sexA 65 63.1 319 55.4 2.52 1.65, 3.84 

Used websites to seek sexA 86 83.5 349 60.6 7.49 4.39, 12.79 

Attended sex partiesA 54 52.4 124 21.5 8.17 5.27, 12.67 

FistingA 26 25.2 51 8.9 5.82 3.07, 11.06 

Sex toysA 45 43.7 153 26.6 3.74 2.53, 5.54 

WatersportsA 24 23.3 74 12.8 3.92 2.26, 6.80 

CAS with serodifferent/unknown partnerA 60 58.8 202 35.9 4.72 2.91, 7.65 

(Continued on next page) 
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Table 1. (Continued). 

Transactional 
sex (n = 103) 

No transactional 
sex (n = 576) 

Univariable: transactional sex 
vs no transactional sex 

(n = 693) 

n % n % OR 95% CI 

Anal sex preference 

Bottom 28 27.2 202 35.1 Ref 

Versatile 38 36.9 146 25.3 1.50 0.86, 2.61 

Top 34 33.0 202 35.1 0.94 0.48, 1.82 

No anal 3 2.9 26 4.5 0.29 0.10, 0.83 

HIV prevention strategies (p6m) 
 Always using condomsA 44 42.7 324 56.5 0.80 0.51, 1.24 

 Sero-positioningA 34 33.0 163 28.4 1.62 1.06, 2.48 
A No anal sex 42 40.8 275 48.0 1.11 0.76, 1.61 

 Sero-sortingA 46 44.7 235 41.0 1.29 0.88, 1.88 
 Viral load sortingA 28 27.2 100 17.5 2.13 1.39, 3.26 

 WithdrawalA 33 32.0 166 29.0 2.41 1.55, 3.76 
 Asking HIV status of sex partnersA 59 57.3 344 60.0 0.98 0.69, 1.39 

How often do you disclose your HIV status to your male sex partners 

<50% 14 13.6 72 12.5 Ref 

≥50% 59 57.3 295 51.2 1.95 1.19, 3.21 

Only when asked 30 29.1 209 36.3 1.69 1.01, 2.82 

Substance use (p6m) 
 EDDs, no prescriptionA 36 35.0 64 11.1 6.51 3.68, 11.53 

 EDDs, prescriptionA 20 19.4 71 12.3 2.24 1.25, 4.00 

 Crystal methamphetamineA 61 59.2 73 12.7 28.94 15.53, 53.92 

 PoppersA 60 58.3 202 35.1 6.93 4.17, 11.51 

 EcstasyA 46 44.7 128 22.2 4.81 3.02, 7.64 

 Gamma-hydroxybutyric acidA 48 46.6 83 14.4 12.63 7.21, 22.13 

 KetamineA 33 32.0 64 11.1 7.84 4.53, 13.59 

 CocaineA 45 43.7 132 22.9 4.21 2.67, 6.66 
 SpeedA 16 15.5 22 3.8 9.12 3.92, 21.20 

 HeroinA 14 13.6 9 1.6 14.69 3.20, 67.49 
 Morphine, no prescriptionA 6 5.8 0 0 6.35 2.19, 18.36 

 Non-steroid injection drugsA 30 29.1 14 2.4 13.47 5.59, 32.44 

AUDIT score (p12m) 

Low/medium 77 77.8 504 87.7 Ref 

Harmful/dependence 22 22.2 71 12.3 3.10 1.55, 6.20 

Median Q1–Q3 Median Q1–Q3 OR 95% CI 

Continuous psychosocial variables 

Sexual Sensations Scale (α = 0.73) 33 30–37 30 28–34 1.25 1.16, 1.35 

Cognitive escape scale (α = 0.90) 32 29–36 28 24–32 1.13 1.09, 1.17 

Loneliness scale (α = 0.77) 3 2–5 2 1–4 1.31 1.18, 1.47 

HADS anxiety (α = 0.84) 9 7–11 7 5–10 1.14 1.09, 1.21 

HADS depression (α = 0.78) 5 3–8 3 1–6 1.10 1.03, 1.17 

(Continued on next page) 
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Table 1. (Continued). 

Median Q1–Q3 Median Q1–Q3 OR 95% CI 

Continuous sexual behaviour variables 

No. male sex partners (p6m) 15 4–30 5 2–10 1.03 1.02, 1.04 

No. female sex partners (p6m) 0 0–0 0 0–0 1.92 1.26, 2.93 

ADichotomous yes/no variable.
 
OR, odds ratio; CI, confidence interval; Ref, reference; p6m, past 6 months; CAS, condomless anal sex; EDD, erectile dysfunction drugs; AUDIT, Alcohol Use Disorder
 
Test. 

drugs, or other goods for sex, or having received money for 
escort or sex work) were more likely to report psychosocial 
stressors, including younger age, bisexual or ‘other’ 
self-identity, annual income <$30 000 CAD (the mean 
Canadian income in 2018 was $44 70026), and to be 
unstably housed. They were also more likely to report 
greater sexual escape motivation, loneliness, and anxious 
symptoms, but less likely to report depressive symptoms. 
GBM who reported transactional sex were more likely to 
use some substances, specifically those which are typically 
used in sexualised situations (i.e. crystal methamphetamine, 
poppers, GHB, and non-steroid injection drug use), and to 
engage in behaviours associated with higher risk of HIV 
and STI transmission (i.e. having more sexual partners, 
attending sex parties, and having CAS with serodifferent or 
unknown HIV status partners). However, despite increased 
sexual risk behaviour, we found that those who engaged in 
transactional sex were no more likely to be living with HIV, 
to report a recent gonorrhoea, chlamydia, or syphilis 
diagnoses, or to use a variety of HIV-prevention strategies 
including condoms, asking about a partner’s HIV status, 
sero-positioning, sero-sorting, or viral-load sorting. GBM 
who reported transactional sex were, however, more likely 
to report using withdrawal as an HIV prevention strategy. 

Consistent with the findings of the current analysis, 
compared to GBM in general, those who engage in transactional 
sex have been shown to also report higher rates of lifetime 
and recent drug use, including crystal methamphetamine, 
poppers, and GHB.27,28 Among GBM in Vancouver, previous 
research found associations between sex work and substance 
use, such as poppers, injection drugs, cocaine, and heroin.16 

Findings on specific drug use and transactional sex have 
been mixed, with some studies showing transactional sex to 
be associated with injection drug use, as well as cocaine 
and/or crack cocaine use, but not methamphetamine.29,30 

The use of substances among GBM who engage in trans­
actional sex is likely to have complex and interrelated 
motivations and consequences. Substances may be used as a 
coping mechanism to manage ongoing stressors such as 
marginalisation due to multiple and intersecting stigmatised 
identities and behaviours, including transactional sex itself. 
Substances may also facilitate engaging in transactional sex, 
as suggested by the finding in this study that those engaging 
in transactional sex also reported greater escape motivation. 

However, the use of substances may lead to decreased 
inhibitions and participation in sexual behaviours which are 
associated with higher levels of STI and HIV transmission.31 

As such, a syndemic approach10,15 is needed in order to 
better understand and support the needs of those who report 
polysubstance use and/or chemsex and also engage in 
transactional sex. 

Previous research has indicated that men who engage in 
transactional sex are more likely to be living with HIV16,27,28 

and are more likely report having more sex partners, 
including more CAS partners.14,16,27,29,32 In the present 
study, we did not find an independent association between 
HIV status and transactional sex, highlighting the 
importance of considering other contributing factors that 
are associated with both transactional sex and likelihood of 
living with HIV. For instance, consistent with past research, 
participants in this study who reported transactional sex 
were more likely to report more sex partners, more CAS 
with serodifferent or unknown HIV status partners, and 
were more likely to participate in group sex parties. Of note, 
when considering behavioural HIV prevention strategies, we 
found that those who engaged in transactional sex were 
equally as likely as those who did not to report always 
using condoms, sero-positioning, sero-sorting, viral load 
sorting, anal sex avoidance, and asking the HIV status of 
their sex partners. However, those who engaged in 
transactional sex were more likely to report using 
withdrawal as an HIV prevention strategy. 

Given advances in biomedical HIV prevention strategies 
such as Treatment as Prevention, U = U, and pre-exposure 
prophylaxis (PrEP) since the beginning of our study, 
subsequent changes in sexual behaviour, including decreased 
condom use, are likely.33,34 PrEP, specifically, has been freely 
available since January 2018 for anyone who needs it through 
the government of British Columbia, and HIV-negative GBM 
who engage in transactional sex are likely to be indicated 
for PrEP due to increased sexual and substance-related 
behavioural risk. Therefore, greater outreach to increase 
awareness of biomedical HIV-prevention methods among 
GBM who engage in transactional sex is warranted. Among 
GBM living with HIV in Vancouver, previous analysis of the 
Momentum cohort has shown that rates of viral suppression 
surpass 95%.35,36 Although the risk of HIV transmission is 
low, risk of STI transmission remains and STI incidence has 
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Table 2. Multivariable generalised linear mixed model for engaging in Table 2. (Continued). 
transactional sex (past 6 months). 

Transactional sex vs no transactional sex 

aOR 95% CI 

Demographic variables 

Age (years) 

<30 Ref 

30–44 0.27 0.13 0.54 

≥45 0.09 0.03 0.22 

Annual income (CAD) 

<$30 000 Ref 

≥$30 000 0.56 0.32 0.99 

Education 

≤High school Ref 

>High school 0.30 0.13 0.70 

Sexual identity 

Gay Ref 

Bisexual/other 2.38 1.21 4.69 

Race/ethnicity 

White Ref 

Asian 0.54 0.18 1.67 

Indigenous 5.27 1.34 20.80 

Latino/other 0.89 0.25 3.21 

Stable housingA 0.39 0.19 0.82 

Sexual behaviours (p6m) 

Use internet sites to seek sexA 3.36 1.77 6.00 

Use chat lines to seek sexA 2.61 0.95 7.18 

Attended sex partiesA 3.65 2.14 6.22 

CAS with serodifferent/unknown partnerA 1.83 1.03 3.26 

Anal sex role preference 

Bottom Ref 

Versatile 1.91 0.95 3.83 

Top 1.23 0.58 2.58 

No anal 0.36 0.09 1.42 

HIV prevention strategies (p6m) 

WithdrawalA 1.79 1.003 3.20 

Substance use (p6m) 

Crystal methamphetamineA 4.57 2.23 9.39 

PoppersA 2.53 1.39 4.60 

Gamma-hydroxybutyric acidA 2.14 1.15 4.00 

Non-steroid injection drug useA 3.26 1.15 9.29 

Continuous psychosocial variables 

Cognitive escape scale 1.06 1.01 1.10 

Loneliness scale 1.19 1.02 1.39 

HADS anxiety 1.08 1.001 1.17 

HADS depression 0.89 0.81 0.97 

Transactional sex vs no transactional sex 

aOR 95% CI 

Continuous sexual behaviour variables 

No. male sex number 1.01 1.005 1.02 

No. female sex number 1.95 1.35 2.85 

ADichotomous yes/no variable.
 
p6m, past 6 months; CAS, condomless anal sex; HADS, Hospital Anxiety and
 
Depression Scale.
 

been increasing.1,37 Thus, regular and effective STI screening, 
treatment, and prevention which is inclusive of, but limited 
not to, condom use and the use of biomedical prevention 
strategies, needs to be continuously encouraged and 
promoted among GBM, particularly those who engage in 
transactional sex. 

Exploring psychosocial factors, we found that reporting 
higher cognitive escape, loneliness, and anxious symptoms 
were associated with greater odds of engaging in trans­
actional sex, whereas greater depressive symptoms were 
associated with lower odds. This suggests that some of 
these men may be experiencing challenging life situations in 
which they may feel unsafe or unsupported. Consequently, 
they may benefit from increased support services through 
government or community agencies, as well as from an 
increase in peer support specifically. These findings bring 
nuance to the complexity of mental health experiences and 
highlight a difference between loneliness (which may be a 
precursor to depression) and depression.38 In previous 
research, there have been mixed findings as to the 
relationships between depression and higher risk sexual 
behaviours.39 A longitudinal analysis of 4295 HIV-negative 
GBM found depression to have a U-shaped relationship 
with higher risk sexual behaviour such that those with 
moderate levels of depression engaged in higher risk 
behaviours than those with fewer or greater depressive 
symptoms.40 Further, although Alvy et al. (2011) found a 
positive relationship between depressive symptoms and HIV 
transmission risk (defined as CAS with a serodifferent or 
unknown HIV-status partner), they also found that cognitive 
escape partially mediated this relationship.39 As such, our 
findings further illustrate that the specific relationships 
between psychosocial variables and transactional sex are 
complex and give further support to the importance of 
considering transactional sex within a syndemic framework. 

This study has several limitations. As with all self-report 
studies, this study is subject to interpretation bias. For 
example, we did not define what was meant by ‘goods’ and 
this may have been interpreted differently by different 
participants. However, given our use of multiple measures 
to assess engagement in transactional sex, we believe that we 
have mitigated this bias and ultimately, exchanging any form 

(Continued on next page) of ‘goods’ for sex could still be classified as transactional sex. 
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Further, the open nature of our categorisation of transactional 
sex may have allowed us to capture a wider range of 
transactional sex behaviours than is typically considered. 
Second, our study began prior to the approval and 
widespread use of PrEP in Canada. Consequently, some of 
the participants had already completed the study before 
PrEP was made freely available and we were therefore 
unable to include PrEP use in the analysis. An additional 
limitation of this study is due to the small proportion of 
participants who reported transactional sex in general, and 
giving drugs, goods, or money in exchange for sex, 
specifically. Consequently, we were unable to explore 
further nuances of transactional sex, such as differences in 
those who report receiving drugs or goods for sex as 
compared to those who receive money for sex, or potential 
differences between those who buy sex compared with 
those who sell sex.14,27 However, as these analyses are 
beyond the focus of the current study, we recommend 
further research that can tease apart these nuances and 
separates those who only buy, those who only sell, and 
those who do both, as meaningful similarities and 
differences have been noted.13 

Conclusion 

This study explored multi-level factors associated with 
transactional sex among GBM in Vancouver, Canada. Based 
on our findings, structural support, which uses a holistic 
approach, may be beneficial for health and social care 
programs targeted specifically to GBM who engage in trans­
actional sex to better address their specific needs. Using 
online interventions may be particularly relevant for these 
men, as they tend to be highly engaged in online environ­
ments to seek sex partners. Moreover, stigma associated 
with sex work and transactional sex may deter them from 
engaging in in-person community services.8 One such 
example of a virtual intervention is Get Checked Online, an 
online tool supported by the BC Centre for Disease Control 
to enable online testing for STIs in an easy and convenient 
manner.41 

Furthermore, given the significant associations reported 
above between substance use and transactional sex, we 
support substance use intervention programs aimed at reduc­
ing problematic substance use behaviours and recommend 
programs specifically for GBM who also engage in 
transactional sex.42 

Finally, our findings demonstrate the need for supportive 
structural interventions such as increased housing stability 
and access to alternative occupational and educational 
programs for GBM who engage in transactional sex. 
Given the complexity of the motivations for and outcomes 
associated with transactional sex, a syndemic approach 
that considers the multifaceted and interrelated nature of 

transactional sex, substance use, sexual behaviour, and 
psychological functioning is recommend for supportive 
programming and future research. 
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