1. Strategic findings

This report paints as comprehensive as possible a picture, given their desire for secret lives, of who regional, remote and isolated men who have sex with men in Queensland are; what they do; the pressures they are under; how they respond to those pressures; what they know about safe sex and STIs; what they want to know; and what the issues are getting information to them.

The twin purposes of this research were to better understand the situation of these men; and to lay the basis for more effective communication with them in future.

2.1
The social marketing model

The first broad conclusion of the research is that the social marketing model is an effective framework for future communications. It reminds us that simple information provision is not enough. The hard work of communicating is to address personal, interpersonal and environmental barriers to change in a ways that are physically and culturally accessible. The research findings, which are organised along social marketing lines, should help educators better understand the breadth of the task in front of them.

Recommendation

1. That the social marketing framework should be used to plan and deliver safe sex interventions for MSMs.

2.2
An emphasis on men’s health

While a great deal is said about ‘strategy’ in communications planning, it comes down to a simple proposition: there should be clear, commonsense and believable reasons as to why communications will work with people.

The research shows that the approach taken by much safe sex and STI material - to be ‘gay-friendly’ and explicit about involving other men in sex – may be a strategic mistake for communications with regional, remote and isolated MSMs. It is certainly a mistake to be upfront in communications about being gay (whether conveyed by words or clichéd graphics) and it may even be a mistake to allude to what MSMs take pleasure in doing. 

The research suggests that the best way to address the many barriers to communicating safe sex and STI information to MSMs – to provide information that men can ‘take home’ - is to put it in the broader context of men’s health. As two respondents who are connected with sexual health clinics said,

‘These are men who need to talk about a range of deep personal issues, not only about sexuality, and who don’t have the opportunity.’

‘We get a very low percentage of the general population, for a range of reasons, but mostly because of the difficulties of addressing and raising the profile of men’s health. We have to normalise men’s sexual health and get it up there on the agenda with smoking, alcohol and other drugs, cancer and heart health. We’re fighting 50 years of the “pox clinic” mentality.’ 

Respondents generally felt effective STI communication required raising the profile of men’s health. While it is part of a gay man’s mindset to keep an eye on his health (including his sexual health), this is not so for straight-identifying MSMs. As three respondents said,

‘A guy in the locker room chatting to a friend will admit he’s having trouble pissing, but he’ll hold off going to a doctor. They’d rather risk dying of prostate cancer than get it checked. Men are wimps!’

‘Generally, men’s health is a very difficult area. Ill-health doesn’t fit the macho image, and it’s well-known that men don’t think much about their health.’

‘It should be put more in the context of men’s health, under a broader men’s health banner. There’s been so much focus on women’s health, but men’s health is really lacking. Men don’t access health services: they’ll wait till there’s a crisis till they do something.’

Some respondents had a clear picture of what the ideal material would be. As two said,

‘It would be focused on men’s health in general and mainstream, with sexual health dealt with in a minor way (or by implication). It would be the sort of stuff that could be taken home without stigma. As well as STIs, it would deal with exercise, diet, tobacco, alcohol and other drugs, communication, how weight affects health, easing the burden on your heart and liver, testicular health and prostate cancer.’

‘Diabetes, hypertension, obesity, cardiac risk factors should be included in broader messages’.

It is important to note that respondents were not arguing for STIs to be subsumed or made subservient to other health messages, but that ‘men’s health’ should be the strategic approach. It is not hard to imagine campaigns where ‘men’s health’ was a Trojan horse for messages primarily about sexual health. Such an approach would also allow for coalitions across Queensland Health sectors to provide a more integrated approach to the different areas of men’s health campaigning and information.

To restate this point, safe sex and STI prevention should have a greater profile with MSMs at present, and the best way to do this would be as part of a broader campaign about men’s health. For STIs and safe sex to be a significant and recognisable component, such a campaign would have to be a major Queensland Health initiative.

We envisage a coordinated social marketing strategy, of which safe sex and STI prevention is a specific, high-profile and identifiable component. This campaign would have a strong community profile, good community uptake and adequate resourcing.

Recommendation

2. That Queensland Health address safe sex and STI as a specific and identifiable component of a broader social marketing campaign about men’s health.

2.3
Testing as a key point of intervention

The central messages of the research are:

· the desire by most MSMs to keep their behaviour secret

· the lack of awareness of MSMs that their homosexual behaviour carries sexual health risks

· the various (accurate or inaccurate, explicit or implicit) risk assessments that MSMs do to conclude that they are at low risk

· the lack of engagement by MSMs with sexual health networks (clinics, GPs and gay community organisations)

· fear they have caught an infection is what mainly drives engagement with sexual health networks.

In sum, these messages indicate that regional, remote and isolated MSMs are very difficult to identify and intervene with until they decide to attend a sexual health service for an STI test. This makes these services very much more important to intervening with regional, remote and isolated MSMS than with gay men, for whom there are many more points of intervention. Indeed, a sexual health service may well be the only point of intervention with many of these men.

Strategically, the research suggests that testing would be the most effective point of intervention with these men. ‘Testing’ effectively means ‘visit a sexual health service’. In the same way as sex-on-premises venues were kept open during the height of the HIV/AIDS epidemic because men would visit them and become accessible for safe sex interventions, doctors and sexual health services appear to be the only network regional, remote and isolated MSMs are likely to contact (except, of course, for sex-on-premises venues, where the logic of our argument also applies).

Thus, just as city MSMs are engaged by their desire for sex, regional, remote and isolated MSMs can be engaged by their desire to alleviate their fears of infection.

While this might not be an ideal strategy, it may well be the only practical one for these men.

There is, of course, nothing new in this concept: sexual health services already use this strategy. The research recognises this, and the success of the concept. Our proposal is to recognise this, focus on it and resource it adequately.

Implementation of this strategy would have to be carefully considered. The positioning of the strategy within a broader men’s health approach, the right communications approach, the adequacy of existing services to conduct minimal interventions with clients and convincing practitioners of the importance of them, and the requirement for confidentiality and physical accessibility, would all need to be carefully considered. 

Recommendations

3. That Queensland Health recognise that the desire for testing by MSMs is the main strategic (as distinct from operational or tactical) point of intervention in ensuring safe sex and STI prevention among MSMs.

4. That Queensland Health further investigate the service delivery implications of promoting testing as the main strategic point of intervention, with the intention of making it so.

Summary of findings and recommendations

Methodology

1. This study is a social inquiry into the situation of rural, remote and socially-isolated gay, bisexual and other homosexually active men who have sex with men (MSM) in Queensland, not including those in Brisbane, the Gold Coast or parts of the Sunshine Coast.

2. These men are by and large secretive with regards to their sexual behaviour and unwilling to talk to researchers. We believe, inevitably, that we recruited a disproportionately high percentage of MSMs who identify as gay, and a disproportionately low percentage of MSMs who don’t. The methodology seeks to allow for this. We caution though that all statistics in the report are only broadly indicative because of this sampling bias.

Who are men who have sex with men?

3. Male / male sex is reported as occurring at unknown (but probably very low) levels among prisoners, miners and ringers (who are isolated for long periods from women); and among some men from Papua New Guinea who are in Queensland temporarily.

4. A typical progression is for an early teenage man to recognise a sexual attraction for another male; to act or not act on it. Post-school, they may leave their remote location for the city, or stay. If they stay, they are most likely to marry and have kids; but they may also stay single, often living with parents. Married MSMs often divorce after the kids grow up and head for Brisbane, Cairns or other cities. A small number come out (commonly in their teens or twenties) and are known to varying degrees as gay.

5. It was not possible to estimate the total number of MSMs in the study area, including those who identify as gay. What data and information were collected, combined with respondent’s intuition, suggested they may number some 6 000.

6. The Internet, outdoor cruising areas and friends and past sex partners were the most common ways of meeting other men for sex.

7. Some 40% of survey respondents reported always or most times travelling away from home for sex. They will do so to avoid being found out, or to find men to have sex with; or they might be travelling for business or other reasons and take the opportunity to have sex. Men travel away from regional, remote and isolated areas for sex, but men don’t travel to it: eight out of ten survey respondents who last had sex locally had it with a local or with a man from nearby.

Identity and factors that influence it 

8. There is a crucial difference between homosexuality (a behaviour) and being gay (an identity). MSMs commonly see themselves as ‘straight’. Although they engage in homosexual acts, they do not see themselves as gay, or identify with a gay culture. That is, they have homosexual behaviours and a straight identity.

9. They might call themselves ‘gay’ to some people (potential sex partners, close friends) but this appears to mean that they have sex with men (i.e. to describe behaviour), rather than that they identify with a gay culture (i.e. to describe identity). MSM’s attitudes to gay culture (as they understand it to be) tend to be negative. ‘Bisexual’ also tends to be used to describe behaviour, rather than identity. 

10. This pro-straight, anti-gay labelling by MSMs is a result of personal, interpersonal and environmental pressures in regional, remote and isolated Queensland.

11. The environmental pressures are:

· machismo, the product of the harsh environment and tough, male-dominated jobs, which is learnt young and passed from father to son and is about ‘getting married and having kids, being a brawler, drinking beer, playing sports … 

· its everyday and acceptable face of ‘being straight’, usually meaning getting married and having children 

· homophobia, discrimination and the cultural norm of anti-gay sentiment 

· religious fundamentalism, and their strong to fanatical disapproval of homosexuality

· small town values, which can be either negative for MSMs (gossip, little respect for diversity) to neutral / positive (a live and let live mentality)

· an often-negative perception of country gay life among MSMs.

12. The interpersonal factors are:

· physical violence (although the general opinion was that there is not much of it)

· harassment, intimidation and ostracism

· rejection by family, and by friends, which was reported as the most powerful of all factors 

13. The personal factors are:

· an inability, or unwillingness, to talk about having sex with other men (and often about sex in general)

· the decision-making skills and self-efficacy skills required to withstand environmental and interpersonal pressure. 

14. While LGBT police liaison officers appeared to be a valuable and increasingly-recognised resource, it was felt that the liaison program was weakening in some areas, and not effective in others. Concerns were also expressed either about police impersonators or police acting beyond their powers, about the briefs of liaison officers, and about the ability of MSMs to report crimes to police.

Recommendation

5. Given the valuable role of the Police Liaison to the LGBT Communities Program, that this program be evaluated with a view to addressing deficiencies and defining possible linkages with health education.

15. Rejection by friends and family is a key factor in restricting the ability of MSMs to make life choices, particularly young men. This can lead to a range of mental health issues (discussed later). There is a role for Queensland Health, as both a sexual and mental health matter, to help create a ‘space’ where young MSMS and their parents can talk about the issues. Such efforts would also be expected to create a more supportive environment within the families of older MSMs.

Recommendation

6. That Queensland Health undertake promotion and information activities to advise parents that some children are attracted to the same sex, the social and health importance of supportive responses and suggested supportive responses.

16. Given that concern about legal penalties is a powerful motivation for change in small and medium enterprises, and an apparent opposition to discrimination by large employers, it might be relatively easy to encourage employers to reject if not vilification of MSMs then at least employment discrimination, with the right information and approaches. 

Recommendation

7. That Queensland Health work with other government agencies and industry representative bodies to raise the profile of anti-discrimination legislation as it affects MSMs, and employer responsibilities under the legislation.
How MSM respond to identity pressures

17. The most common way that regional, remote and isolated MSM respond to the pressures on them is to identify as ‘totally straight, not at all gay’. They overcome the obvious contradiction between their straight identity and their homosexual behaviour by seeing the sex with other men as a purely physical act with absolutely no other consequence; by simply not thinking about it; or by acknowledging it but not seeing it as a challenge to their straight identity.

18. This accommodation between the straight identity and homosexual behaviour appears to be a stable and acceptable situation for many men, and does not appear to be problematic for them. The intuition of many respondents was that perhaps half of MSMs reach this stable, non-problematic accommodation. But for others, it raises various problems.

19. Some MSMs appear to have anti-gay attitudes stronger than would be expected from the environmental or interpersonal factors they face. It has been suggested that these attitudes reflect an increasing level of discomfort between what the man does, and who he sees himself as being; and that the strong anti-gay attitudes are a form of self-hatred.

20. Other men respond to the contradiction between their straight identity and their homosexual behaviour by becoming increasingly confused about their identity, or by not having sex.

21. Some men respond by seeking refuge in religion which, in line with 19 above, can increase anti-homosexual attitudes within these churches; that is, that men whose reconciliation of their straight identity and homosexual behaviour is problematic are using churches to promote discrimination.

22. Mental illness can become a significant issue for men who are unable to resolve their conflict between identity and behaviour. It appears that a majority of MSMs live in fear of friends, relatives and workmates finding out they have sex with men. This leads them to close themselves off, to isolate their feelings from others. They are unwilling or unable to talk about this part of their lives, and may deceive their partners. Low self-esteem is both a reason for and a consequence of being unable to resolve the questioning and confusion about their sexuality. These men are also subject to loneliness, depression, anxiety and stress. There is evidence that this can lead to alcohol and other drug misuse and to suicide.

23. MSM who are moving toward resolving the conflict between their identity and behaviour may identify as bisexual (primarily in sex-seeking situations, but more broadly as they move closer to resolution).

24. Their female partner might also know of the homosexual behaviour. This may cause the female partner major distress and (or) stress on the relationship; or they may reach some accommodation.

25. Those MSMs who do come out report mixed experiences: from general tolerance and acceptance through to continuing harassment, violence, discrimination and ostracism.

Social marketing, safe sex and STIs

26. Although use of condoms for anal sex appears widespread, so does non-use.

27. The threat of HIV/AIDS, and the importance of safe sex, appears to have a low profile in the general community and consequently among regional, remote and isolated MSMs.

28. There appears to be widespread understanding among MSMs that wearing a condom prevents spreading HIV during anal intercourse. However, this understanding is not universal and is still challenged (by, for example, the Vatican). However, MSMs do not appear to be as aware of the benefits condoms offer for preventing other STIs.

Recommendation

8. That, without diffusing the message that condoms protect against HIV, education efforts should cite the scientific source of this claim, and broaden it to include other STIs.

29. Ambiguity about whether HIV is spread through oral sex, and about whether the safe sex message is to wear a condom (or a dental dam) for oral sex, are the main distortions of the safe sex message. Two-thirds of survey respondents believe that HIV is not transmitted through oral sex.
Recommendation

9. That Queensland Health work with gay community health educators to develop a clear and consistent safe sex message relating to oral sex. The message should be based on the actual risk this type of sex involves and contain detailed information.

30. MSMs feel that the main health risk they face from having sex with men are STIs generally, and HIV/AIDS specifically. They are concerned about catching an STI, but think their risk is little to none. 

31. Among men who recognise the need to use condoms to prevent STIs, the main reason for not using condoms is dislike of doing so.

32. Among men who recognise the need to use condoms to prevent STIs, the second main reason for not using condoms is trust that their partner doesn’t have an STI. Different strategies of varying effectiveness are used to determine whether the partner has an STI or not. These include a monogamous partner, knowing a casual partner from before, checking him out, talking to him about it, listening to his attitude, not having sex with men who have lots of partners, limiting one’s number of partners, having regular partners, not having sex with strangers in dark venues and not having more than one partner at a time.

33. These ‘clean partner’ strategies are commonly combined with using a condom, to provide two lines of defence.

34. Eight in ten survey respondents don’t have problems getting condoms confidentially. 

35. Among men who recognise the need to use condoms to prevent STIs, other significant reasons for not using condoms are:

· they don’t have one on hand at the moment of having sex

· they are simply forgotten or overlooked in the heat of the moment

· the other sex partner may not mention them, or may not want to use them, or the MSMS may not be prepared to ask the other partner to use them

· the MSM might be under the influence of alcohol or other drugs.

36. There appears to be a very low recognition among straight men of the need to use condoms to prevent STIs; and that when condoms are thought of, it is usually in the context of preventing pregnancies. Straight-identifying MSMs appear to have similar low recognition and many appear not to think, or to worry, about the risk they might catch an STI.

37. Their low concern about the risk of catching an STI is partly a belief that ‘it won’t happen to me’, because:

· HIV/AIDS is a ‘city poofter’ thing that doesn’t affect them because they’re not gay and don’t live in the city

· they have not caught an STI to date, so are not likely to in future

· they don’t have much sex

· their partner appears to be healthy

· they will hear as gossip if anyone in their town has an STI

· they are young and believe themselves to be invincible

· they only engage in masturbation and oral sex, which they consider safe.

38. The environmental factors that lead to low concern by MSMs about the risk of catching an STI and disinterest in safe sex are:

· the invisibility of HIV/AIDS within their communities or among their peers

· with gay-identifying MSMs, the rise of ‘barebacking’ and the consequent mixed messages about the necessity of safe sex, every time

· that condom use is not part of the macho image

· the longstanding culture that if one catches an STI, the doctor will fix them up, which may be reasserting itself with the arrival of more effective treatments, including PEP.

39. There is evidence that providing information and motivational messages about safe sex improves attitudes towards it and makes MSMs more likely to have safe sex. It also gives them peace of mind and increases their confidence. 

40. There appears to be significant unmet demand for information about STI transmission and prevention, how to recognise symptoms, how to access services confidentially and the safety of oral sex.

41. A significant percentage of MSMs, when seeking information about safe sex and STIs, also sought information about dealing with their sexuality. This supports the widespread belief among health educators that an effective personal response to safe sex depends on the person resolving questions and confusions about their sexual identity.

42. While most survey respondents knew where to go to get information about safe sex and recognising and treating an STI, and received all or most of what they wanted, interview respondents felt that information services were difficult to access; and that in many places there was ‘next to nothing’ available. What information is available is in gay meeting places, or in sexual health clinics, not in the mainstream.

43. A small number of MSMs reported feeling uncomfortable with ‘gay’ images (explicit images of male-male sex or stereotypical gay men), graphic images of symptoms and (closely related to the second), information about the consequences of infection. A much larger number of MSMS appear to feel not so much discomforted as disconnected by materials with these images and information.

44. Gay images do not appeal to most men who identify as straight. They do not identify with the underlying message of these materials: that it’s happy, healthy and desirable to be gay. They do not relate to ‘city-gay’ imagery. They are afraid of being identified as gay, and are more likely to respond to straight imagery in a country setting. 
Recommendation

10. That material intended for regional, remote and isolated MSMs avoid ‘gay imagery’ in favour of straight, country imagery.

45. There would appear to be a role for graphic images of symptoms, in the context of conveying information about the possible consequences of behaviour rather than trying to shock MSMS into changing behaviour.
46. Many people find colloquial language about sex offensive and are off-put by ‘bad language’; and the knowledge or perception that safe sex and STI information contains offensive material is a barrier to providing or accessing it.
Recommendation

11. That materials avoid the use of colloquial language for sex terms, and recognise the offence that ‘bad language’ gives to many people.

47. Brochures and general discussion through sexual health services and GPs the most popular ways of getting information about STIs and safe sex. However, it is felt that many MSMs do not use sexual health clinics.

Recommendations

12. To improve accessibility and the sense of confidentiality, that Queensland Health sexual health clinics do not prominently identify their premises as sexual health clinics.

13. That clinics provide areas where materials can be confidentially viewed and the means to confidentially take materials away.

14. That Queensland Health formally recognise the importance of gay-identifying staff at clinics.

15. That clinics, in promotions, focus more on the benefits they offer the public.

16. That there be statewide policy and action on evaluating the operations of clinics.

17. That Queensland Health establish formal links between mental health and sexual health clinics, to better coordinate the services provided to clients. 

18. That Queensland Health provide education and training for relevant staff about issues affecting MSMs.

48. General practitioners are a key source of advice about STIs and safe sex. However, their usefulness is reduced in the minds of MSMs if they feel they cannot talk to their GP about their homosexual behaviour. MSMs would like to be able to talk to their GP about their homosexual behaviour, but are concerned about confidentiality and rejection, however mild. While it appears that many GPs are well-thought-of, others lack the training and empathy for the task.

Recommendation

19. That Queensland Health work with professional associations to better understand GP attitudes and levels of information about regional, remote and isolated MSMs, with a view to improving the capability of GPs to provide services to these men.

49. Confidentiality is a key issue for MSMs. While sexual health clinics recognise and address the need for confidentiality, MSMs are still concerned about lack of confidentiality.

Recommendations

20. That a statewide confidentiality policy be developed for all clinics, and that rigorous steps be taken to enforce it. 

21. That clinic staff be trained in the importance of confidentiality, particularly with regard to casual or social lapses.

50. The Internet is a popular and desired way of accessing information about safe sex and STIs. Quite apart from the introduction services offered by several commercial sites, 

51. It also has potential as a way of enabling men to explore their sexuality

Recommendations

22. That Queensland Health establish a website to provide safe sex and STI information to regional, remote and isolated MSMs.

23. That Queensland Health communicate with gaydar.com.au and gay.com to ascertain their policy toward the use of these websites for health education purposes, including health education research. 

52. Telephone services (the main one being the QuAC 1800 line) are a popular and desired way of gaining safe sex and STI information, as well as support. Several issues were raised with the QuAC line, which were often compared with previous times when local lines were run. 

Recommendation

24. That the QuAC 1800 line be evaluated, and that such evaluation include a comparison with the local lines offered previously.

53. Beat outreach programs were generally well-received.

54. There was a desire for more information and advertising on TV and radio about safe sex and STI services available, particularly more mainstreamed information including information in men’s magazines. 

55. Local government generally does not appear to respect MSMs, or in many cases to respect diversity.

Recommendation

25. That Queensland Health work with local government organisations to determine how local government policies and services could be more supportive of regional, remote and isolated MSMs.

· Lit review findings

· -How do we get messages to them? Do they have networks? If so, how are they accessed?

· MSM use wide variety settings to get sexual partners – [descending priority] other towns/beats/ads in mainstream press/pool or beach/ads in gay press. Also common to find other MSM through social/friendship networks. Goodbun found over half places that men meet other MSM are heterosexual settings. Other study says is distinction between where places where arrange to have sex [malls/gyms etc] and where sex happens [toilets/parks/alleys] So the range of locations to provide info are greater than the range where sex happens.

· Attempts to generate social interaction in regional areas involves gay identified men not other MSM

· Beat outreach widely used – hard to sustain on large geographic scale/ also sometimes problems with using gay men as outreach workers. Open gay men can alienate these MSM.

· These men come from all walks of life thus have to use wide variety strategies to reach them

· What are the content of the ‘messages’? To promote how to get info, or, are the messages giving info themselves?

· Can try to incorporate inclusion in/of other health promotion initiatives eg men’s health promotion/sexual health promotion/reproductive health [expand framework of content and of agencies/services]

· These men don’t have networks as such & thus attempts to do outreach through groups doesn’t work

· -What sorts of messages, images and formats are relevant for them & will capture their attention and be read by them?

· Only in recent years have NGCA MSM been identified as a focus for HIV prevention & so there is limited research & knowledge.

· Education levels are relevant – for STIs & hepatitis the lower level of education meant lower levels of knowledge – but knowledge of HIV transmission was high among low levels of education. 

· Much of HIV prevention materials designed for gay men & their contexts eg communication about sex and condoms/relationships /enjoyment etc not so transferable/relevant to MSM

· Need to address the effects on sexual practices & attitudes of living in remote locations, eg ‘safety of the country’ & thus that even in the country can get STIs/HIV. Also the lack of anonymity/privacy/confidentiality in country places. Also ways of judging eg ‘straight looking’ means is acceptable & healthy. So services and campaigns need to take this into account.

· Country people place great emphasis on use of GP & chemist for health promotion info & put low value on media/radio [possibly due to lack of exposure/messages designed for rural audience] Stated in Malecall also where NGCA MSM would use GP as most comfortable source info on HIV.

· Messages should refer to what these men take pleasure in doing rather than refer to a specific label. ‘If you “like”’ rather than “if you “are”’.

· Men are motivated from fear of giving disease to family/spouse so use protection of wife & kids.

· May not need to be explicit about involving other men rather just educate about sex outside of marriages or about multiple partners

· Because these men have chosen not to identify with gay communities this must be respected and factored into the education strategy eg suggestion of use of radio narratives that reinforce not alone. Also can reinforce that doing MSM doesn’t mean the bloke is gay which normalises for him and for others such as health providers etc.

· Use of the ‘logic’ such MSM may use eg he ‘looks’ healthy, I am not at risk

· -What sorts of resources and messages will be displayed/passed along to these men by professionals & other networks?

· Health service providers are important source of info for MSM. Especially GPs who are seen by MSM as main source & as comfortable.

· Frame messages as ‘male health’ or ‘male sexual health’ – helps to normalise the behaviour. Also can assist in encouraging to come forward to service if they not seen as gay or gay related.

· But health providers etc are often affected by the same beliefs and concerns that these MSM are eg conservative etc and so would need to be educated in their own right before being able to educate others.

· -How can we best make them aware of the services that are out there for them [including police services such as how to make a complaint, how their confidentiality is protected, even that having sex with men is not illegal]

· XX Takes in the initial findings of the literature review
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