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Executive Summary

Introduction

The European Men-Who-Have-Sex-With-Men (MSM) Internet
Survey (EMIS) was planned as a multi-country survey with
22 participating countries. As soon as the project was
funded other countries expressed their interest in taking
part. Organisations and institutions actively cooperated
in 33 countries and more than 100 men participated in 38
countries, making a total sample of over 180000 across
Europe. EMIS is the largest transnational survey among
MSM ever conducted — in terms of the number of partici-
pants, the number of countries covered by the survey, and
the number of different language versions of the survey.

The response from MSM in Europe to a survey that focused
on knowledge about HIV and sexually transmitted infec-
tions (STIs), sexual behaviour and the use of services for
HIV and sexual health is a strong indication that MSM in
Europe care about HIV and sexual health issues. The overall
response was large, despite a wide variation in participation
rates across countries. This may reflect different levels of
household access to the Internet and national variations
in the role of gay websites for MSM.

Results show considerable differences among the 38
national samples of MSM in the survey with respect to:
age, level of education, residence in urban or rural settings,
self-reported sexual orientation and identity, the proportion
of migrants, the levels of testing for HIV, the proportion
of HIV-positive men, the experience of gay-related and
HIV-related stigma and discrimination. This variability
reflects the existing diversities within Europe, especially
with respect to cultural and legal conditions that affect
MSM. Moreover, it reflects differences in the levels of
response, posing challenges for data analysis and cross-
country comparisons. For example, demographic charac-
teristics of national samples can be important confounders
when analysing and comparing behaviour variables.

This joint technical report presents the results of mainly
descriptive analyses of the survey variables. As such, it
represents a first, essential step towards making the rich
data set accessible for further in-depth analysis. Scientists
who are interested in the data are invited to collaborate
with the EMIS Network for further analysis of the dataset.

The national distribution of most variables is presented in
summary tables at the end of each chapter. Since it would
have been almost impossible to describe and compare all
the findings and results for 38 countries, the countries have
been grouped into nine different European sub-regions,
defined by geographic, cultural, political, and historic
characteristics. From these nine sub-regions others can
be constructed within the European Union (EU) area and
the World Health Organization (WHO) European Region.
The regional analysis has proven to be useful as it has
revealed important differences within larger sub-regions

like WHO or EU regions. Nevertheless, national differences
do exist within these nine sub-regions.

The nine sub-regions of Europe used in this report consist
of four western and five eastern sub-regions:

Western sub-regions:

e West - Belgium (be), France (fr), Republic of Ireland (ie),
the Netherlands (nl) and the United Kingdom (uk)

¢ North-West — Denmark (dk), Finland (fi), Norway (no)
and Sweden (se)

¢ Central-West — Austria (at), Switzerland (ch), Germany
(de) and Luxembourg (lu)

e South-West - Spain (es), Italy (it), Portugal (pt), and
Greece (gr).

Eastern sub-regions:

e North-East - Estonia (ee), Lithuania (It) and Latvia (lv)

¢ Central-East — The Czech Republic (cz), Hungary (hu),
Poland (pl), Slovenia (si) and Slovakia (sk)

e South-East (EU) - Bulgaria (bg), Cyprus (cy), Romania
(ro) and Malta (mt)

e South-East (non-EU) — Bosnia and Herzegovina (ba),
Croatia (hr), the former Yugoslav Republic of Macedonia
(mk), Serbia (rs) and Turkey (tr)

e East - Belarus (by), Moldova (md), Russia (ru) and Ukraine

(ua).

Socio-demographic
characteristics

The median age of MSM differed between the western and
eastern parts of Europe. In the four western sub-regions,
the median age exceeded 30 years, with the highest median
age of 35 years in West Europe. In the five eastern sub-
regions the median age was below 30 years, with the lowest
median age in Central-East and South-East Europe. Over
10% of respondents from West, North-West, and Central-
West Europe were 50 years and older, compared with less
than 5% of the participants from South-East, Central-East
and East Europe.

Over half of the respondents in seven of the nine sub-
regions lived in settlements of less than 500 000 inhabit-
ants, indicating that MSM in smaller cities, towns, and
villages could also be reached via the internet. Only in
Eastand non-EU South-East Europe did about two thirds of
respondents live in larger cities. Since the overall partici-
pation rates in these regions were among the lowest,
along with the proportions of households with Internet
access, this suggests that a more preselected urban MSM
population has been reached in these countries. A further
indication of a stronger selection bias of the samples in
non-EU eastern and South-Eastern European countries
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was the higher proportion (»70%) of respondents who
were highly educated.

Across all regions and countries, slightly more than a
half of all respondents were in full-time employment.
Unemployment rates ranged between 4.3% and 8.1% by
sub-region, with higher rates in South-West and non-EU
South-East Europe. In Central-East and South-East Europe
more than 20% of the samples were students, which
reflected the younger median ages. Higher proportions
(>1%) of respondents in the western sub-regions who had
retired from work reflect the higher median age in these
regions. Higher proportions (>2%) on long-term sick leave
or medically retired in West and North-West Europe also
reflect the higher prevalence of HIV infection in countries
where the HIV epidemic started earlier.

Responses concerning sexual attraction, sexual identity,
and the gender of sexual partners all showed a similar
picture. Larger proportions of respondents in the eastern
sub-regions (apart from Central-East, which was more
similar to the western sub-regions) reported also feeling
attracted to women; having a sexual identity other than
homosexual; having steady and non-steady female part-
ners; being married to a woman; having fewer friends who
were also attracted to men and being less likely to have
told their families and friends about having male sexual
partners (out).

The extent to which the socio-demographic differences
identified between sub-regions — mainly between western
and eastern sub-regions — reflect real differences or should
be attributed to sampling bias, or a combination of both,
remains to be investigated. Differences in age range may
reflect differences in access to and familiarity with the
internet, as well as differences in the extent to which MSM
feel affected by HIV, which might reflect the difference
in the length of time since the start of the HIV epidemic
among MSM and the emergence of visible gay communities.

A high percentage of men who completed the survey lived
in large cities, and this was most striking in South-East
and East Europe where homosexuality is socially more
stigmatised. In such a situation, migration to large cities
can offer a means of escape from close social control
in order to find safety, friendship, and social support.
Nevertheless, while more respondents in eastern sub-
regions lived in large cities, fewer of them were out, or
considered themselves to be gay or bisexual. At the same
time, big cities may provide more opportunities to meet
other men and to be out (due to less stigma or lower levels
of conservatism). The environment may be less gay-friendly
in eastern than in western European sub-regions (even in
large cities), but the high proportion of respondents in
South-East and East Europe living in large cities may also
reflect more widespread Internet access in larger cities
within these sub-regions.

EMIS respondents had a higher level of education than the
general population. This may be related to having internet
access and/or using gay websites, and the fact that better
educated men are more willing to take part in surveys. East
and South-East Europe had the highest levels of education,

which suggests that EMIS disproportionately attracted
respondents with a higher level of education in these sub-
regions. In Central-West Europe, where the participation
rates were among the highest, levels of education were
lower. This partly reflects differences in the educational
systems of the countries, but it also suggests that, as levels
of participation rise, the bias that favours participation of
men with higher educational achievements — inherent in
this kind of survey - falls.

Data on sexual orientation and sexual identity further
suggest differences not only between western and eastern
European sub-regions but also between those with lower
and higher levels of education. Sexual orientation and
sexual identity are less dichotomised in lower social strata
than in higher strata. Experience of sexual orientation
differed among the sub-regions of Europe (North, West,
Central-West, South-West, and Central-East), South-East
(both EU and non-EU) and East. In the East, gay communities
and gay commercial venues are more newly established
than their counterparts in the West and men from those
countries still have to deal with higher levels of prejudice,
stigma and discrimination towards homosexuality.

Almost all EMIS respondents had visited a gay website in
the last seven days, regardless of the country of residence.
In contrast, large differences were found with regard to
attendance at gay venues. Gay community centres were
the least frequently visited venues for MSM, while social
venues such as gay bars and cafés and sex venues were
more popular. In general, these places seemed to be visited
less in almost all eastern European sub-regions, which may
reflect a lack of such venues in those sub-regions. The data
on feelings of loneliness and socio-sexual characteristics
suggested that many MSM in the eastern sub-regions
hide their sexual identity, which may be in response to
the social climate towards homosexuality.

Many MSM indicated that they had the possibility to live
alone or to live with a male partner. Living with one or
both parents was more common in South-West, South-
East and East Europe, reflecting the younger median age
of the samples, and probably also to some extent higher
unemployment rates among younger respondents.

Migration

In the EMIS survey, migrants were defined as men who
were born in another country than their current country
of residence. According to this definition, across Europe a
median of 11.9% of respondents were migrants. Luxembourg
was the country with the highest proportion of migrants
(50%). The highest proportion of migrants by sub-region
(22%) was in West Europe, where the UK (28%) and the
Netherlands (23%) were the countries with the highest
proportions. North-East Europe included some of the
countries with the lowest proportions of migrants (3-6%).

In most sub-regions, the largest proportion of migrants
came from the same sub-region, however in South-West
the largest proportion of migrants was from Latin America
and in North-East Europe the largest proportion of migrants
was from the countries of the former Soviet Union.
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Compared with non-migrants, migrants were more likely to
be over 25 years of age, live in a large city, have a higher
university degree, be more open about their sexual orienta-
tion and feel lonely. In addition, migrants more commonly
reported having more partners in the last 12 months, using
more drugs associated with sex and parties, and having
been diagnosed with HIV/STIs in the last 12 months.

Differing cultures and difficulties integrating into the
country of residence may contribute to higher risk behav-
iour among migrant MSM. Among migrants, associations
were found between certain types of risk behaviour that
might increase the danger of their acquiring HIV infec-
tion and STls. Indeed, a higher self-reported prevalence
of HIV and STls among migrant MSM together with lower
access to free or affordable HIV and STI testing services
suggests that prevention interventions should be tailored
towards this group. Social support could be included in
these specific interventions since studies demonstrated
an association between social isolation and sexual risk
behaviour among MSM.

Sexual unhappiness

Over a third of EMIS respondents indicated that they were
not happy with their sex life and at country level a median
proportion of 47% were unhappy with their sex life. Sexual
unhappiness was more common among MSM whose sexual
attraction was unknown by people in daily contact with
them; MSM who did not identify themselves as gay or
bisexual; MSM who lived in smaller settlements; MSM
who had never been tested for HIV; MSM with a medium
level of education and among younger and older MSM.
Sexual unhappiness appeared to vary more in relation to
the particular home country than individual characteristics.
It was particularly common in Bosnia and Herzegovina,
the former Yugoslav Republic of Macedonia and Cyprus.

The most common reason for sexual unhappiness among
MSM across Europe was not having a regular sexual partner,
a situation reported by on average 25% of single and
unhappy men. Various aspects of a sex life were regarded
as important by respondents, to differing degrees, but
emotionally meaningful relationships were the most
commonly valued feature.

Sexual health programmes could be encouraged to include
sexual happinessin the programme objectives. Programmes
intended to reduce sexual unhappiness among MSM need
to involve men outside the typical gay and bisexual scenes,
those not living in large urban centres and those who
have not used sexual health services. The internet is an
appropriate medium for reaching these men.

Programmes concerned with reducing sexual unhappiness
among MSM should focus on promoting, maintaining and
supporting regular partnerships. Services for MSM should
be concerned with the emotional and interpersonal aspects
alongside safety and technique. They should consider
national or structural factors that contribute to sexual
unhappiness as well as trying to work with individuals
through direct services.

HIV testing

In general, respondents reported that they had access to
free or affordable HIV testing except in some countries.
It may not be a coincidence that countries with lower
perceived access to HIV testing ranked high in terms of
gay-related stigmatisation and weak gay communities.
Testing appeared to be more accessible in urban than in
rural settings. Testing rates were lower among young MSM
and MSM who did not visit gay social or sex venues and
they were lower in rural settings.

HIV testing varied widely between and within the regions,
but the demographic associations were similar in all
regions. It suggested that MSM with lower education
were both less likely to test for HIV and more likely to test
positive. Migrants were more likely than non-migrants to
test for HIV and to be diagnosed with HIV infection.

EMIS results suggest that only a minority of respondents
were tested for HIV following episodes of unprotected anal
intercourse (UAI) with partners of unknown HIV status.
However, results also suggest that men who had never
been tested for HIV did not report more UAI with non-
steady partners than men who had had a negative test. In
contrast, within steady partnerships the proportion of men
not using condoms was consistently higher, irrespective of
HIV status knowledge. Thus, men should be encouraged to
check and mutually disclose their HIV status with a steady
partner before abandoning condoms.

Interventions such as skills building and risk reduction
counselling in the context of HIV testing are underutilised.
Testing carried out in hospitals or private practices that did
not specialise in sexual health was poor in terms of taking
sexual histories and counselling specifically for MSM.
Counselling skills in these settings need to be improved
or alternative sites considered for testing and counselling
with skilled staff available.

Social discrimination and exclusion of gay men appears to
be a major barrier preventing MSM from taking an HIV test.
Young MSM and men who are not open about their sexual
preference may have particular difficulties overcoming
this barrier. HIV-related stigma, which is expected not
only from the general population but also from MSM, is
another barrier to HIV testing.

Repeated HIV testing for people with continuous risk of
infection should be promoted and testing should be accom-
panied by the discussion of sexual practices, partner
selection strategies and risk reduction counselling.

Self-reported HIV prevalence
and incidence

The prevalence of self-reported HIV infection and the median
number of years living with an HIV diagnosis varied consid-
erably across Europe, reflecting the different starting points
of the HIV epidemic among MSM. Variety in HIV prevalence
rates among national samples should be interpreted with
caution as the proportion of sexually active MSM in the
adult male population may differ across Europe, with higher
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proportions in northern and western parts of Europe and
lower proportions in eastern and southern parts.

Newly diagnosed HIV infections — defined as the propor-
tion of men diagnosed with HIV among all men tested in
the last 12 months — varied between 2% and 4% in the
most affected age group (25-39 years). In countries with
younger epidemics, the peaks were seen in younger men,
and in countries with older epidemics, they were seen
in older age groups. Migrants reported both higher HIV
prevalence rates and higher proportions of newly diagnosed
HIV infection. This increased vulnerability needs further
investigation to inform the planning and implementation
of prevention intervention programmes.

Growth rates of the HIV epidemic among MSM were higher
in Central-East, South-East and East Europe than in all
western sub-regions of Europe. Growth rate was defined
as the proportion of individuals diagnosed with HIV in the
last 12 months from all individuals ever diagnosed with HIV.

Strong correlations were found between the number
of newly diagnosed HIV infections and the number of
newly diagnosed STIs, supporting a link between STl and
increased vulnerability to HIV infection and/or parallels in
underlying risk behaviour. In the western European sub-
regions, a strong negative correlation was found between
the proportions of (self-reported) HIV positive men who are
on antiretroviral treatment (ART) and the epidemic growth
rates. Such a correlation was not detected in the eastern
sub-regions, which may indicate low levels of HIV testing,
diagnosis and access to treatment in these sub-regions.

HIV care and antiretroviral
therapy

In most European countries over 92% of respondents
diagnosed with HIV infection reported having access to
medical care and monitoring. In eastern and south-eastern
regions of Europe this proportion was lower.

In many countries in the western sub-regions of Europe over
two thirds of the men diagnosed with HIV infection reported
receiving ART. Slightly lower proportions (between 50%
and 66%) were reported by men in Belgium, Luxembourg
and Norway. In contrast, less than 50% of men with HIV
infection reported receiving ART in Russia, Ukraine, Latvia
and Hungary.

Treatment seemed to be less effective in a number of
Member States that joined the EU after 2004' and in
eastern European non-EU countries. A combination of
outdated treatment guidelines, lower treatment literacy,
less convenient treatment regimens, higher HIV-related
stigma and lower perceived affordability and availability
of treatment resulted in lower treatment rates and less
preventive effect (e.g. treatment failure and risk of devel-
oping resistance to ART). Self-reported treatment effec-
tiveness at an individual level was lower in younger men,
those who were less educated and among men living in

1 EU Member States joining in 2004 were Cyprus, Czech Republic,
Estonia, Hungary, Latvia, Lithuania, Malta, Poland, Slovak Republic
and Slovenia and in 2007 Bulgaria and Romania.

smaller cities, possibly indicating a lower level of adher-
ence to treatment. At country level, treatment coverage
correlated strongly with the Human Development Index
(life expectancy, education and gross domestic product).

Post Exposure Prophylaxis (PEP)

The efficacy and cost-effectiveness of PEP after sexual
exposure remain unclear and there was a large variation
across Europe with respect to reported use of PEP. The high
cost of PEP may be a major obstacle to its prescription.
Awareness of PEP and perceived access to PEP was reported
to be low among MSM in most European countries, indi-
cating that PEP is not a first-line prevention intervention.
MSM need to be informed of all potential interventions,
including PEP.

Testing for Sexually Transmitted
Infections (STls)

STl testing rates differed across Europe. In most countries,
men reported uncertainty regarding access to and afford-
ability of STI testing: 20-50% of MSM in all European
sub-regions did not know whether they had access to free
STl testing in their country. An estimated 50-80% of MSM
were not tested for STls on a yearly basis.

Furthermore, in most European countries, STl testing poli-
cies appeared not to be tailored to MSM. In all countries, at
least 80% of STl services included blood tests, but this kind
of testing can only detect HIV, syphilis and viral hepatitis.
Sexual health consultations for MSM in most countries did
not include basic physical examinations or procedures to
diagnose other STl such as (rectal) gonorrhoea, chlamydia,
or genital warts. In 33 of the 38 participating countries,
less than 40% of STI consultations included an inspec-
tion of the anal and penile areas; over 50% of European
countries did not provide this examination in more than
80% of STl consultations.

In 32 countries less than 40% of STI consultations included
an anal swab, and in two thirds of European countries more
than 80% of consultations did not include anal swabbing.
Itis therefore highly likely that anal warts, genital warts,
rectal chlamydia and rectal gonorrhoea remain significantly
under-diagnosed. This is partly a consequence of poor
communication between patients and healthcare providers.
The recording of a sexual history in a non-judgmental
manner is crucial to the provision of the services needed.

Most European countries could consider improving and
tailoring the STl and sexual health services for MSM in
order to provide services that match the health needs
of gay, bisexual and other men who have sex with men.
Under-diagnosis of STls has serious implications for the
individual MSM, for the onward transmission of STl and
acquisition of HIV infection.

Results suggest that the focus in STI prevention messages
should differ from that in HIV prevention messages as
STl testing rates need to be driven by the number of
sexual partners, regardless of condom use. Gay-friendly,
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non-judgmental, easily-accessed and affordable services
are contributing to higher STl testing rates among MSM.
The UK, Ireland, Sweden and the Netherlands are examples
of countries where this has been accomplished across
different healthcare settings.

With regard to hepatitis B, at least 40% of MSM reported
not having been vaccinated against hepatitis B. In many
European countries, particularly in a number of Member
States that joined the EU after 2004 and non-EU countries,
this proportion was substantially higher. By way of contrast,
in other EU Member States, the proportion of vaccinated
MSM was high due to universal (or MSM targeted) vacci-
nation programmes.

Hepatitis C virus infection (HCV) was reported more often
by MSM who reported a history of injecting drug use (IDU)
and, in the absence of a history of IDU, mainly by HIV
positive MSM. Hepatitis C seems to be associated with
drug use in South-West, North-East, South-East, and
East Europe, while in West, North-West, and Central-West
Europe HCV seems to be transmitted between HIV-positive
MSM. Access to specific care for HCV was reported to be
particularly low outside the EU.

Sexual behaviour

Half of the respondents had had their first same-sex experi-
ence before the age of 18 (median) and their first experi-
ence of anal intercourse before they were 20 (with some
variation between sub-regions). This suggests that sexual
education in schools should include issues on sexual
diversity and sexual health.

Overall, 58% of respondents reported having had a steady
partner in the last 12 months, of which 67% had had UAI
(i.e. 39% of all respondents reported UAI with a steady
partner). Twenty-two per cent of men with a steady partner
had non-concordant UAI — UAI with a partner of unknown
or discordant HIV status — with that partner (i.e. 13% of
all respondents). These results indicate that many men
take their HIV status and that of their partnerinto account
when deciding on the use of condoms for anal intercourse.
Italso suggests that prevention efforts to promote mutual
HIV testing and disclosure of HIV status in steady relation-
ships should be continued. Special attention is needed
for young MSM (<25 years) and MSM with a lower level of
education, as they reported significantly higher levels of
non-concordant UAI with steady partners.

Overall, 67% of respondents reported having had one or
more non-steady partners in the last 12 months, of which
39% reported UAl with at least one non-steady partner (i.e.
26% of all respondents reported UAI with a non-steady
partner in the last 12 months). Twenty-five per cent of those
with non-steady partners had non-concordant UAI with a
non-steady partner (17% of all respondents).

After adjusting for seroconcordance in the multivariate
analyses, age and settlement size were not related to
non-concordant UAI with non-steady partners; educa-
tional level was related only when examining unadjusted
UAI. HIV status, on the other hand, was strongly related

to non-concordant UAI, suggesting that almost twice as
many HIV positive MSM reported UAI with non-steady sex
partners as HIV negative and untested men. In addition,
more than half of the MSM reported not having disclosed
their HIV status to their last non-steady partner when
having UAI. HIV positive men were slightly more likely to
have disclosed than HIV negative and untested men (47%
vs. 42%). However, these figures do not necessarily imply
high risk of HIV transmission, since most HIV positive MSM
were receiving antiretroviral treatment and reported having
had an undetectable viral load. Nevertheless, the results
do indicate that prevention strategies should continue to
address the promotion of less new sexual partners, non-
penetrative sexual practices and condom use, while also
focussing on HIV testing and status disclosure.

With regard to results at sub-regional and country level,
MSM from Central-West Europe, France and Belgium
reported the lowest rates of non-concordant UAI with any
male partner while MSM from North-East and South-East
Europe reported the highest rates. The results at country
level are slightly different. Countries with a score below the
25th percentile were Austria, Belgium, Germany, Finland,
France, Greece, Luxembourg, Slovenia and Switzerland
(i.e. countries in West, North-West, Central-West and
South-West Europe). Countries with a score above the
75th percentile were Belarus, Bulgaria, Croatia, Lithuania,
Latvia, Moldova, Romania, Slovakia and Turkey. (It should
be noted that some of the countries in the latter group had
relatively small numbers of respondents.)

In conclusion, there appears to be a West-East divide in rates
of UAI. The proportion of MSM who reported no condom
at last anal intercourse, had had any UAl in the past year
and reported non-concordant UAI with non-steady part-
ners increased from the west (EU/EEA countries) towards
the EU countries in central Europe (those having joined
the EU after 2004) and on to non-EU countries. Further
investigation is required to ascertain whether access to
HIV testing and healthcare, exposure to prevention activi-
ties, discrimination and social and gay community support
had animpact on the frequency on UAl as the findings will
inform prevention intervention policies.

Sex abroad

The median proportion of MSM who reported sex abroad
in the last 12 months was 26%. The highest rates were
reported for West and North-West Europe. Older men
(2 25 years), those with higher education, those living
in larger cities and HIV positive men were more likely to
report sex abroad.

The countries within Europe most commonly cited as desti-
nations for sex abroad were Spain and Germany. Outside
Europe, Thailand was the most common destination for
sex abroad.

The most common way to meet men for sex when abroad
was via the internet: In total, 32% reported having met
their last sexual partner abroad through the internet.
Other places for meeting sexual partners abroad varied
substantially depending on the country visited.
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Among men who had had sex abroad in the last 12 months,
62% (country median) reported having had analintercourse
with their last sexual partner abroad. Of these, a median
of 25% reported having had UAl the last time they had sex
abroad. Men with lower levels of education and HIV posi-
tive men were more likely to report UAI during sex abroad.

Buying and selling sex

In all regions, older and higher educated MSM reported
having bought sex; youngerand less educated men reported
having sold sex. The median proportion of men who had
bought sex in the last 12 months was 7% and the median
proportion of men who had sold sex was 5%. However,
among those who sold sex the vast majority had done so
only once or twice, suggesting that these were opportunistic
exchanges rather than sex work. The highest proportions
of men buying sex were reported from Switzerland, Cyprus,
Russia and Belgium; the lowest proportions were reported
from North-West and Central-East Europe. The propor-
tion of men selling sex varied little between sub-regions:
the highest percentages were reported from The former
Yugoslav Republic of Macedonia, Turkey, Italy and Moldova.
In EU countries having joined the EU before 2004 and in
EEA countries, non-migrants were more likely to buy sex
and migrants were more likely to sell sex, while in non-EU
countries a reverse trend was found.

The median proportion of MSM who reported having bought
sex last time they were abroad was 4%, and the median for
men having sold sex last time they were abroad was 2%.
In general, MSM who reported buying as well as selling
sex did so in both the country of residence and abroad.

MSM who are paid for sex are an important at-risk popula-
tion because they are more likely to engage in risk behav-
iour, e.g. drug use, large numbers of non-steady partners
and UAIl with both steady and non-steady partners.

Apart from being older, MSM who paid for sex were more
likely to have a sexuality which was clandestine (many
reported a female partner).

Substance use

More than a third of MSM had drunk alcohol in the last
24 hours: the highest proportion was reported from the
Netherlands, where half the MSM had drunk alcohol the
day before, and the lowest was in Serbia (22%). In general,
the sub-regions with the lowest consumption of alcohol
were in the south of Europe, while those with the highest
were in the northern and western parts. Respondents’
concern about their alcohol consumption did not mirror
this pattern, however, maybe because the question about
recent alcohol consumption did not ask what or how much
had been drunk. It is suggested that further research into
drinking behaviour in EU countries might help to establish
whether the observed discrepancies resulted from low
awareness of the dangers of alcohol abuse or from different
daily drinking patterns in terms of the amount and type
of alcohol consumed.

Around 5% of the MSM reported having ever injected
recreational drugs or anabolic steroids, with the highest
proportion (9%) being reported from eastern Europe. Data
on the reported monthly use of heroin or crack cocaine
confirmed the relatively limited use of these drugs, not
exceeding 0.4% of men at sub-regional level.

Whereas both lifetime injection of drugs and monthly use
of heroin and crack cocaine were low, the use of other
recreational drugs in the last four weeks was reported to
be high, especially poppers (inhaled nitrites), followed by
cannabis and party and sex drugs.

In EU countries having joined before 2004 and in EEA
countries, significant associations were found between
drug use, age and education. Injecting drugs (other than
steroids) was more common among older men and those
with lower education, while using sex and party drugs was
more common among younger men and highly educated
men.

The EMIS results relating to the consumption of recreational
drugs among MSM are relevant as these drugs may play
arole in reducing safe sex behaviour, although respond-
ents were not asked directly if they used drugs during or
immediately before sex. EMIS data did show that those
who reported recent use of drugs also indicated reduced
control over the sex they have (reduced control over the
safe sex they would like to have or reduced capacity to
say ‘No’ to the sex they do not want), and engaged more
often in UAI during the same period. This might suggest
that efforts to reduce drug consumption in the context of
sexual encounters may contribute to reduction of associated
risk behaviour, although the causality of the association
remains to be demonstrated. Associations found between
age, places visited and drugs taken may be used to guide
health promotion strategies. Prevention of the use of
recreational drugs could be targeted by age, especially
for poppers (used more by older MSM), cannabis and
heroin/crack (used more by younger MSM). No age differ-
ence was determined for ‘party drugs’.

Respondents’ concerns about their own drug use may help
in designing the content of communications intended to
inform about the risks associated with drug consumption
during or before sex. Although poppers are widely used
and perceived as less dangerous than heroin/crack, EMIS
data indicated some concerns that their use might make
unsafe or unwanted sex more likely to occur. Communication
strategies are likely to work better if they address the
concerns of their target audience.

HIV-related stigma,
discrimination and internalised
homonegativity

‘Disclosure concerns’ expressed through disclosure avoid-
ance and concerns that others might react negatively to
disclosure were reported and may play a large role in the
stigmatisation process.
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When the associations between *HIV-related disclosure
concerns’ and 'HIV-related enacted stigma’ subscales and
disclosure to non-steady sexual partners were assessed,
only the former was found to be significant. This could be
interpreted in two ways: anxiety about refusal, stigmatisa-
tion, or negative reactions (rather than having experienced
such reactions) may affect decisions about disclosure
before or during sex. Alternatively, MSM who in general
disclose their positive HIV status are more likely to disclose
it during or before sex with non-steady partners.

The observed association between general disclosure
concerns and the disclosure to non-steady sexual partners
before sex suggests that efforts could be improved to
promote a cultural and social climate to reduce stigmatisa-
tion and to make disclosure easier.

Self-stigma among gay and bisexual individuals (related
to sexual orientation, not to HIV), (defined as ‘internalised
homonegativity’ — IH), is a kind of sexual stigma in which
the gay person directs negative social attitudes inwardly,
leading to a devaluation of the self. In EMIS, a cross-
culturally validated scale measured respondents’ IH, where
a higher score reflected an increased manifest score. The |H
varied significantly across the nine European sub-regions,
with the lowest scores in North and Central-West Europe,
and the highest in East and South-East Europe, possibly
reflecting the extent of tolerance and gay-positive social
and cultural environments. Lower IH was also associated
with being out as gay, exposure to targeted HIV prevention
programmes, knowledge about HIV testing and testing for
HIVand STIs. Among HIV-positive respondents, lower scores
were associated with seeing a physician to monitor HIV
infection and taking ART. Collectively, these results show
that men who exhibited less self-stigma were more likely to
be connected to relevant HIV and STl testing and treatment
programmes. Thus, the results suggest that promoting self-
acceptance of gay identity and being comfortable about
being gay - particularly in those regions with high scores
such as South-East and East Europe and those who are not
open about their attraction to men — may foster improved
mental wellbeing and positive health-seeking behaviour
of relevance for HIV and STI transmission.

Abuse due to sexual orientation

Abuse due to sexual orientation occurs mainly against
men who can be recognised as MSM, which means that
those who hide their identity and sexual orientation are
unlikely to experience it. This was confirmed by EMIS find-
ings about the association between suffered abuse and
self-identification as gay, outness, inclusion in networks
of gay friends and places visited, especially gay commu-
nity centres.

Low percentages of subtle forms of abuse at country and
sub-regional level were often reported alongside higher
percentages of reported overt abuse, verbal, physical or
both, while low percentages of verbal abuse were often
reported alongside more severe forms of abuse such as
physical violence. Therefore, comparison of singular forms
of abuse at country and sub-regional level should be
complemented by an overall assessment of all forms of

abuse. Low percentages of subtle forms of abuse do not
necessarily indicate a higher level of acceptance of homo-
sexuality. Differences in the levels of abuse and anti-gay
violence between European sub-regions and countries
may be even higher than suggested here, because in
sub-regions with lower proportions of men who are out
the reported levels of abuse and anti-gay violence were
higher. Results also suggest that even in regions where
most gay and bisexual men do not hide their sexual orien-
tation, gay organisations are socially active and gay life is
visible in the streets of the cities and in mass media, the
accepting climate could not be taken for granted. Policies
should be strengthened to protect gay and bisexual men
from violence and homophobia.

The observed associations between abuse and age and
abuse and education suggest targets for prevention strate-
gies againstviolence and abuse, by indicating that younger
people and those with lower education were particularly
vulnerable.

Knowledge and being reached
by targeted prevention

Knowledge about HIV, STIs and PEP was assessed and
coverage of prevention programmes was estimated,
revealing a range of prevention needs throughout Europe.
HIV testing was the topic best known across Europe.
Knowledge of HIV transmission was generally more wide-
spread than knowledge about transmission of STls, with
knowledge of post-exposure prophylaxis (PEP) lowest in
every country. Nonetheless, the amount of detail included
in questions about each knowledge area varied, so levels
of knowledge across topics (testing, transmission, etc)
should be compared with caution. Certain outliers in each
knowledge area indicated important points for future work.
MSMin France, for example, were particularly well informed
about PEP, as might have been expected because PEP has
been available and widely promoted for MSM in France
after sexual exposure for some time. The UK has mounted
a similar response more recently and this is reflected in
relatively high rates of knowledge. Turkey, with little or
no prevention programmes for MSM, scored markedly
low in each knowledge area. Ireland and Finland scored
lower than their neighbouring countries, whereas Croatia
and Bosnia and Herzegovina scored higher than Slovenia
and Serbia. These differences may be due in part to the
socio-demographic profiles of the MSM reached in each
country, but they may also reflect national approaches
to HIV prevention for MSM. The differences in knowledge
scores by respondents based on their HIV status were also
noteworthy, especially when compared with differences
by education or age.

Distinct regional differences in coverage by prevention
programmes were identified across the sub-regions. This
division into regions shows that coverage in each country
is best understood by comparison with neighbouring
countries. Exceptions in regional groupings highlighted
particular omissions in coverage. For example, UAI due
solely to not having a condom was relatively common in
Spain, compared with the situation in Slovenia, the Czech
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Republic and Hungary, where rates of UAI due solely to not
having a condom were relatively low. In Ireland, a relatively
low percentage of MSM indicated having access to HIV
testing, whereas in Belarus, Russia and Moldova access to
HIV testing was reported to be relatively high. Importantly,
coverage by targeted prevention programmes across Europe
appeared to privilege European-born respondents, as well
asrespondents who were connected to an established gay
social life. Programme coverage correlated strongly with
knowledge about HIV, other STIs and PEP, as well as with
the equality-adjusted Human Development Index.

Behavioural indicators

Reliable biological and behavioural surveillance is essential
for monitoring the burden of HIV/STIs and public health
responses to the HIV/AIDS epidemic. Regular and compa-
rable behavioural surveillance improves understanding
of the corresponding trends in disease and allows more
precise planning and evaluation of prevention strategies.
Several behavioural surveillance indicators have been
used since the 1990s. In 2009, the European Centre for
Disease Prevention and Control published the results of a
European study on behavioural surveillance related to HIV
and ST, including eight specific population groups such as
MSM (ECDC, 2009). The study revealed that nine European
countries had not introduced behavioural surveillance
among MSM and another four provided no information
(Elford et al. 20009).

Although the study revealed considerable diversity in
behavioural indicators, there was a general consensus
that the most important indicators among MSM could
be grouped into four main headings: unprotected anal
intercourse, condom use, number of partners and HIV
testing (Elford et al. 2009). Based on experience of the
harmonisation process and the mapping exercise for
the European HIV/STI behavioural surveillance system,
a framework was proposed for the implementation of a
key set of HIV/STI behavioural indicators in Europe. This
proposal included six core indicators that could be used
in all populations surveyed and 11 behavioural indicators
specifically designed for MSM populations in all countries.

EMIS is the first study to pilot the proposed ECDC indica-
tors and has therefore enabled strongly comparable ECDC
indicators to be constructed for MSM. Although the levels of
the ECDC indicators across regions and sub-regions should
be compared with caution due to differences in the sample
composition, the trends in demographic associations with
the indicators have shown somewhat consistent patterns
across allregions. This suggests that a convenience sample
can be a useful method for conducting a cross-European
behavioural surveillance study among MSM.

Limitations

Itisimportant to acknowledge the limitations of the socio-
demographic data collected. The lack of good proxies for
migration background, income and socioeconomic status
are critical points to take into account. There were reasons
why the data were difficult to collect: length of the survey,

10

diversity of collaborators and, most importantly, chal-
lenges related to collecting and measuring data across
a large number of countries. Questions on self-defining
migration background and/or belonging to an ethnic or
religious minority were seen as discriminatory. Moreover,
all data are self-reported and limitations such as recall
bias, social desirability bias and interpretation bias may
affect the findings.

Finally, the sample was generated on the internet which
meant that it excluded MSM without access to the Internet,
who may also have exhibited other socio-demographic
and behavioural characteristics.
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1. Introduction

HIVinfection is a major public health concern across Europe
and transmission among men who have sex with men
(MSM) is the predominant mode of transmission in the
EU/EEA. In most European countries, HIV infections are
concentrated in specific sub-populations such as MSM,
certain migrant populations, and injecting drug users
(IDUs). Among the 48 European countries that reported
consistently on HIV diagnoses and mode of transmission
over the period 2004-2010, the number of newly diagnosed
HIV infections among MSM increased by 42%, from 7621
in 2004 to 10854 in 2010 (ECDC 2010).

The European Centre for Disease Prevention and Control
(ECDC) works with EU/EEA countries to help them strengthen
their capacity to prevent and control infectious diseases,
including HIV and sexually transmitted infections (STls).
European HIV and STl epidemics need to be monitored to
inform public health responses.

Reliable surveillance data are essential for monitoring the
HIV/STI disease burden and public health responses. ECDC
has a mandate to implement and conduct surveillance of
infectious diseases at EU level and is supporting countries
conducting behavioural surveillance related to STl and
HIV (ECDC, 2010). Comparable behavioural surveillance
can help to improve understanding of trends in diseases,
enabling more precise planning and evaluation of prevention
responses (Brown 2003; Garnett et al. 2006; McGarrigle
et al. 2006).

1.1 The problem

It is a challenging task to gather reliable information on
the values, prevention needs, and behaviour of minority
groups that may be subjected to stigma and discrimination.
Difficulties in defining groups such as MSM make it harder
to estimate the size of the true population. Moreover, the
stigma connected to homosexual activity and the absence
of a sampling frame mean that random sampling is chal-
lenging, if notimpossible. Therefore, most studies of MSM
have relied on convenience samples recruited in community
venues (such as bars, saunas, or events) or clinical sexual
health services (also known as STl or HIV clinics). In recent
years the internet has become an important setting for
recruiting large samples of MSM. These samples have
been demonstrated to be more diverse in terms of age,
education, bisexuality and geographic distribution than
those recruited through gay community settings (Ross et al.
2000; Whittier et al. 2004; Elford et al. 2004). In countries
with widespread internet access, MSM samples recruited
through the internet have been shown to approximate
to the regional distribution of MSM (Marcus et al. 2009a
and 2009b).

A recent study mapped the current state of behavioural
surveillance programmes related to HIV and STls in Europe,
with a focus on eight key populations including MSM (ECDC,

2009). Of the 31 countries surveyed, 28 responded, 16 of
which claimed to have an established behavioural surveil-
lance system and 14 expressly included MSM. Another
four countries carried out periodic behavioural surveys
among MSM. Nine countries had not introduced behavioural
surveillance among MSM and another four did not provide
any information about HIV among MSM which included
biological surveillance, even though MSM are the group
most affected by HIV in Europe. The study acknowledged
that in some (smaller) countries behavioural surveillance
systems may be difficult to justify, and in others MSM
may be especially hard to recruit due to social, cultural,
or religious barriers.

Where the infrastructure for MSM surveys does exist, almost
all surveys have concentrated on regional or national popu-
lations of MSM. To date there has been little cooperationin
data collection across EU countries regarding HIV and MSM
communities. Where cooperation exists, comparability is
hampered by partial lack of data, different questions and
response sets, a variety of recruitment methods and diverse
biological surveillance and healthcare systems. Moreover,
different ways of accessing and defining MSM lead to
dissimilar sample compositions and divergent questions
targeting the same concept often result in incomparable
results.

1.2 The solution

The European MSM Internet Survey, or EMIS (www.emis-
project.eu), was conceived as a multi-language, pan-Euro-
pean, cross-sectional, HIV prevention needs assessment for
MSM, encompassing behavioural measures and indicators
of needs for HIV prevention. The survey questions were
designed to allow comparisons with past and future national
and regional surveys. They were also devised to enable
the construction of indicators for national HIV responses
suggested by The Joint United Nations Programme on
HIV/AIDS (UNAIDS, 2009) and ECDC (2009). EMIS sought
to advance the harmonisation of survey methods and ques-
tions and to generate comparable data between countries.
It provides data for the planning of interventions and to
facilitate the monitoring of changes over time in HIV-related
behaviour, needs and interventions among MSM. If repeated,
it can serve as the first wave of a pan-European, third-
generation HIV surveillance system that encompasses data
about prevention needs and behaviour.

The focus of the survey was on men living in Europe who had
sex with men and/or felt attracted to men. The criteria for
inclusion in the study were as follows: men living in Europe,
at or over the age of homosexual consent in their resident
country, who are sexually attracted to men and/or have
sex with men, and who indicate that they understand the
nature and purpose of the study and consent to take part.
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The survey design was intended to provide data for the
planning of interventions and (if repeated) to facilitate the
monitoring of changes over time in the behaviour, needs
and interventions affecting HIV incidence among MSM.
Questions addressed HIV/STI diagnoses, sexual risk and
precautionary behaviour, HIV prevention needs and the
performance of prevention interventions (including clinical
services). The prevention-planning objective was to iden-
tify prevention needs which are commonly not met across
diverse groups of MSM (priority aims), and to identify
subgroups of MSM who have multiple prevention needs
which are poorly met (priority target groups).

Other objectives of the project included capacity building
and knowledge transfer within the EMIS Network about
online surveys among MSM; the generation of MSM data-
sets in countries with fewer research resources; facilitating
dialogue between community, academic and public health
sectors and maximising the educational impact of survey
completion among respondents.

The survey was designed by six associate partners based
in five countries (Germany, Italy, the Netherlands, Spain
and the UK) and was funded by the Executive Agency for
Health and Consumers (EAHC) of the European Commission
and co-funded by the six associate partners. Furthermore,
77 collaborating partners were recruited from community,
academic, and public health sectors across 35 countries.
In addition, three large and three smaller commercial gay
dating websites were contracted to advise on and support
the recruitment. Collectively all partners are referred to as
the EMIS Network.

EMIS 2010 was funded for 30 months from March 2009 to
September 2011. Funding included the establishment of the
network, development and agreement of the questionnaire,
a three-month wave of data collection, preparation and
distribution of national and international datasets and the
writing and dissemination of a public report. Nominated
representatives of the entire EMIS network met twice during
the funding period and the associate partners met a further
fourtimes. All other business was conducted remotely. The
project was overseen by a steering group of senior repre-
sentatives from the six associate partners and an advisory
board consisting of two representatives from the collabo-
rating partners (elected at the first general meeting) and
representatives of ECDC and the World Health Organization’s
Regional Office for Europe. The project activity was divided
into nine work packages led by designated associate part-
ners, with overall coordination from a scientific coordinator.
Data was collected during the summer of 2010.

EMIS collected comparable data in 25 languages, adver-
tised and promoted on at least 237 national and trans-
national websites for MSM and via NGOs. It was the first
pan-European survey using a multilingual questionnaire
and comparable recruitment procedures across a large
number of countries.

EMIS results have been and continue to be jointly analysed
and interpreted with a view to reaching a common under-
standing of HIV prevention challenges and fostering coop-
eration between sectors and agencies. These benefits are
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particularly valuable for countries in which MSM communi-
ties and HIV prevention responses are less well established.

1.3 Introduction to European
sub-regions

One of the objectives of EMIS was to generate comparable
population-level data needed to plan HIV prevention for
MSM across countries. Given that EMIS covered 38 coun-
tries, geographical patterns were difficult to depict across
individual countries and therefore countries were grouped
into nine European sub-regions.

The World Health Organization (WHO) distinguishes three
sub-regions within Europe — broadly based on the political
history of the second half of the 19th century. Given that
the political structures of countries have an impact on
the geographical formation of epidemics, such as the HIV
epidemic, this grouping is highly relevant for the analysis of
EMIS data. WHO’s grouping consists of three geographical
entities:

e The WHO sub-region of Eastern Europe includes all succes-
sion states of the Soviet Union. Thus, some countries in
the sub-region today are part of the European Union (such
as the three Baltic states), or they are located outside
Europe. EMIS-2010 was not funded to include residents
of countries in central Asia or the Caucasus region.

e The WHO sub-region of Central Europe encompasses a
wide range of countries, such as all the other (non-Soviet)
European former COMECON members (or their succession
states), as well the succession states of Yugoslavia,
Turkey, and Cyprus.

The WHO sub-region of Western Europe is broadly iden-
tical (except for Malta) to the 15 EU Member States as of
1995, plus the European Economic Area (EEA)/European
Free Trade Association (EFTA) countries such as Norway
and Switzerland.

Atypical grouping for EU-funded analysis is the distinction
between the EU Member States as of 1995, EU Member
States that joined after 2004, and non-EU/EEA countries. A
problem with this grouping, as with the WHO sub-regions,
is the wide range of political histories of the countries
within each sub-region. Political and societal systems have
a substantial influence on how healthcare is organised,
on the social acceptance of sexual behaviour and identi-
ties outside the heterosexual norm and on the perme-
ability of borders and hence mobility. All these factors
can broadly influence the onset and course of infectious
disease epidemics, such as infections with HIV or other
sexually transmissible pathogens.

EMIS data cover 18 countries within the WHO sub-region
of Western Europe (at, be, ch, de, dk, es, fi, fr, gr, ie, it,
lu, mt, nl, no, pt, se and uk) (See list of country codes on
page xvii). The data also covers 13 countries within the WHO
sub-region of Central Europe (ba, bg, cy, cz, hr, hu, mk, pl,
ro, rs, si, sk and tr) and seven countries within the WHO
sub-region of Eastern Europe (by, ee, lt, lv, md, ruand ua).

In EU terms, EMIS data covers the 17 EU/EEA countries (as
of 1995) (similar to Western Europe above, without Malta);
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12 EU Member States (that joined after 2004) (bg, cy, cz,
ee, hu, mt, It, lv, pl, ro, si and sk); and nine non-EU/EEA
countries (ba, by, hr, md, mk, rs, ru, tr and ua).

Because these two groupings do not match, and because
in many analyses of EMIS data they would mask important
differences, in this report we use a third classification
with nine sub-regions, each consisting of fewer and more
comparable countries. Depending on how these nine sub-
regions are combined, both the WHO and the EU groupings
described above can be reconstructed. The placement of
Greece and Malta in our grouping seems geographically
counter-intuitive, but is necessary in order to match the
WHO and the EU groupings.

The nine sub-regions of Europe used within this report are:

e West — Belgium (be), France (fr), Republic of Ireland (ie),
the Netherlands (nl) and the United Kingdom (uk).

e North-West — Denmark (dk), Finland (fi), Norway (no) and
Sweden (se).

¢ Central-West — Austria (at), Switzerland (ch), Germany
(de) and Luxembourg (lu).

¢ South-West — Greece (gr), Spain (es), Italy (it) and Portugal
(pD).

e North-East — Estonia (ee), Lithuania (It) and Latvia (lv).

e Central-East — The Czech Republic (cz), Hungary (hu),
Poland (pl), Slovenia (si) and Slovakia (sk).

e South-East (EU) - Bulgaria (bg), Cyprus (cy), Malta (mt)
and Romania (ro).

e South-East (non-EU) — Bosnia and Herzegovina (ba),
Croatia (hr), the former Yugoslav Republic of Macedonia
(mk), Serbia (rs) and Turkey (tr).

e East-Belarus (by), Moldova (md), Russia (ru) and Ukraine
(ua).

The rationale for grouping EMIS countries is two-fold.
Firstly, names needed to be intuitive to the readerand used
or suggested by international organisations. Secondly, the
grouping of sub-regions needed to be based on data that
are crucial for the purpose of this research.

The United Nations Group of Experts on Geographical Names
suggested six European sub-regions: North Europe, West
Europe, Central Europe, East Europe, South Europe and
South-East Europe. The definition of Central Europe is the
most ambiguous. Out of a plethora of different definitions,
WHO is the only organisation that groups Balkan countries
- South-Eastern European countries such as Bulgaria,
Romania, Turkey or Cyprus —as Central Europe. Therefore,
in this report, when using WHO regions, we highlight this
by referring to ‘the WHO sub-region of Central Europe’.
The EMIS definition of Central Europe is much narrower
and includes both countries from the WHO sub-region
of Western Europe (Austria, Germany, Luxembourg, and
Switzerland - Central-West) as well as Poland, the Czech
Republic, Slovakia, Hungary, and Slovenia (Central-East).

Figure 1.1: Country-level scatter plot for UNGASS-23 versus outness
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Greece was grouped with South-West Europe, while Malta
was grouped with South-East Europe. This geographically
counter-intuitive grouping was done to be able construct
the WHO regions and the EU grouping. For the same reason,
South-East Europe was divided into EU and non-EU coun-
tries; the Baltic countries were labelled North-East and
the Scandinavian countries and Finland were labelled
North-West.

In a survey on HIV prevention for MSM, two dimensions
are important to consider. One dimension is the visibility
of the population in focus (MSM), and the other dimension
is past exposure of the population to HIV. The visibility of
MSM in a given country is reflected by the proportion of
men who do not conceal (are out about) having sex with
men or being attracted to men (outness).

A population’s past exposure to HIV is reflected by the HIV
prevalence among MSM. As a proxy for HIV prevalence, the
proportion of (self-reported) HIV-positive men among those
tested for HIV was used (according to indicator UNGASS-23).

In Figure 1.1, when HIV-prevalence (vertical axis) is plotted
against outness (horizontal axis), the emerging country
clusters support the suggested EMIS sub-regions. For
instance, South-East Europe has low levels of outness
as well as low levels of HIV. North-East and in particular
East Europe have higher levels of HIV and low levels of
outness. Central-East Europe has similar levels of HIV to
those in North-East Europe, but higher levels of outness.
South-West Europe has the same levels of outness as
Central-East Europe, but higher levels of HIV. Central-West
Europe has moderate levels of outness and moderate levels
of HIV. North-West Europe has high levels of outness but
low levels of HIV and in West Europe high levels of outness
are accompanied by high levels of HIV.

This means that the European sub-regions used in this
report are useful groupings with respect to the two main
dimensions of the survey: visibility of MSM and past expo-
sure of MSM to HIV.

1.4 Structure of the report

Chapter 2 describes the methods used to undertake EMIS,
the challenges faced in coordinating such a large network
and the solutions that were applied.

Each chapter from 3 to 11 introduces a number of ques-
tions in a thematic area, explores their associations at the
individual and country levels and investigates some key
questions in more depth. At the end of each chapter the
findings for the questions are presented for each country,
together with medians for all 38 participating countries,
including the 27 EU countries.

Chapter 12 describes how the key indicators for European
second generation surveillance suggested by ECDC (ECDC,
2009) can be constructed from EMIS data. It introduces no
new variables but provides a regional analysis for many of
the areas presented earlier.
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This report presents a descriptive analysis of the EMIS
survey results. Results are not adjusted for national (MSM)
population sizes, national (MSM) age composition, or access
to the internet. MSM population sizes and demographics
are largely unknown and also depend on how men who
have sex with men (MSM) are defined.

Some sub-chapters include multivariable logistic regres-
sion analysis at the individual level. As a general approach,
odds ratios were adjusted for recruitment (the largest
recruiter, PlanetRomeo vs. all others); demographic char-
acteristics (age, education, settlement size), and — where
appropriate — for HIV diagnosis or country of residence.
Some sub-chapters include country-level scatter plots to
visualise country-level associations. Readers are advised
to be aware of the ecological fallacy, and not to interpret
country-level associations as causal.

1.5 Further data analysis plans

Further in-depth analysis of the EMIS European dataset is
currently being undertaken in preparation for a wide range
of academic articles in peer-reviewed journals. Priority will
be given to open-access journals.

More information about EMIS, the entire question and
response set and copies of national reports and other
outputs arising from the data can be found at www.
emis-project.eu. EMIS partners with access to national
or European EMIS data can log in to the internal area of
the website and download instructions and SPSS-based
syntaxes in order to:

e correct coding errors identified during the analysis phase
described in Chapter 2.6;

e exclude respondents where two or more data discrepan-
cies were observed;

e construct all secondary variables used in this report.

Partners dealing with EMIS data — national or European
datasets — are advised to download the syntaxes, read the
respective manual and run the syntaxes on all data. Only
by doing this can we guarantee comparability of results
across European countries and comparability of national
analyses with this report and other analyses published.
Manuals and syntaxes are regularly updated and available
in the internal area of www.emis-project.eu.

1.6 Summary

Some European countries have well-established systems
for behavioural and biological HIV surveillance among
MSM, but others have not begun to monitor behaviour
and therefore study designs and measures used in their
systems cannot be compared. EMIS aimed to develop a
pan-European internet-based survey on HIV-related male
homosexual behaviour and prevention needs, both to
support an expansion of research capacity and to move
towards harmonisation of existing approaches and systems.
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2. Methods

2.1 Questionnaire design
2.1.1 The first draft

The EMIS Network was set up and the first proposal for
the questionnaire developed between April and December
2009.

Representatives from Maastricht University, as the leading
associated partner for questionnaire development, asked
the other partners to share all available national or regional
questionnaires targeting MSM in English. In total, 23 ques-
tionnaires from 20 countries were received. In addition,
the associated partners produced a list of proposed core
indicators that were grouped as:

e indicators of sexual exposure to HIV (and STIs) and
transmission facilitators

e indicators of unmet prevention needs

e indicators of intervention performance (service needs
and actions of others)

e HIV-related discrimination, homophobic violence and
internalised homonegativity

e demographics.

These five categories were used to organise all questions
asked in previous national questionnaires according to
frequency, diversity, terms used, subjects and response
formats. Literature reviews were done, focusing on the five
proposed topic areas, to ensure that the scientific basis
of the questionnaire was supported by psychological and
behavioural theories and previous global qualitative and
quantitative studies.

Previous questionnaires, core indicators, scientific litera-
ture, consultation with experts and feedback from the
associated partners resulted in the first draft of a question-
naire that was presented to the first general meeting of the
EMIS network in December 2009. The first draft contained
262 questions (pieces of information sought, although not
all respondents would be asked all questions).

The network considered all topic areas and items in the
first draft using a floating round table system of discussion
and note-taking and achieved a good level of acceptability
and prioritisation. In addition, the general meeting reached
agreements on four major areas: recall periods, informed
consent, the lower age limit and language register.

National questionnaires used many different recall periods
—forexample, last occurrence, last four weeks, last three,
six, or 12 months — as well as asking whether respondents
had ever engaged in specific behaviour. Shorter periods
are considered more accurate (Bachman & 0’Malley, 1981;
Kauth, St. Lawrence & Kelly, 1991), but longer periods
can be considered more representative, especially for
behaviour that occurs infrequently. It is likely, however,

that the more complex the recall task, the less reliable the
data (Brener, Billy & Grady, 2003). Relatively short periods
and familiar language may improve validity, but may also
lead to erroneous reporting of infrequent behaviour. Valid
estimates of infrequent behaviour require longer recall
periods (for example 12 months). In addition, regardless
of the length of the recall period, studies generally show
that higher frequency behaviour is reported less consist-
ently than lower frequency behaviour, because people
who often engage in a specific behaviour are less likely
to remember specific instances of doing so (McFarlane &
Lawrence, 1999).

UNAIDS (2009) and ECDC (2009) advocate a 12-month
recall period for the behavioural surveillance of MSM. The
regional and national questionnaires that were collated
used a variety of recall periods but most commonly 12
months. To satisfy the need for different binary recall
periods and to ensure more valid data from those who
engaged in behaviour more frequently, we used a quasi-
logarithmic recency scale. Questions were of the form
’When did you last ...?” and the response set was: within
the last 24 hours; within the last seven days; within the
last four weeks; within the last six months; within the
last 12 months; within the last five years; more than five
years ago; never. Some follow-up questions asked about
frequency of sexual behaviour in a more traditional way:
’In the last 12 months, how often have you.../how many
... did you/did it occur that...?’

Many of the EMIS partners were concerned about the
sensitive nature of the data (including sexual behaviour
and postal codes). This might be expected to negatively
affect the overall volume of responses, item non-response
rates and response accuracy (Tourangeau & Yan, 2007),
because men might be afraid that their data would be
misused (Singer, Thurn & Miller, 1995). In order to allay
these fears it was agreed that the opening page of the
survey would describe the study and its aims, inform
potential participants that all possible measures had
been taken to ensure the confidentiality and anonymity
of their data, and that their privacy would be maintained
in line with the European Data Protection Directive. It
was agreed that no IP-addresses or other data that could
be used to identify computers (and hence people) would
be saved and that the survey software would install no
cookies or leave any other trace files on computers. As a
consequence respondents could not pause their completion
of the questionnaire and sign in later to finish. However,
this was a price worth paying to ensure that the survey
was completely anonymous.

The age of consent is different across countries, which
posed a challenge for a unified approach. It was agreed
that participants would be required to declare that they
understood the aims of the study and that they were old
enough legally to have consensual sex with men in their
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country of residence. This ensured that EMIS partners, who
were legally responsible for the survey, could claim/main-
tain that individuals were aware of the aim of the study
and took part on an entirely voluntary basis.

Finally, as slang and colloquialisms are often used in
normal conversations, we chose to use informal language
throughout the questionnaire, with NGOs confirming
whether terms used fitted with their perceptions of common
speech for the target group in their country. The use of
familiar wording is believed to increase reporting of socially
undesirable behaviour (Bradburn, Sudman & Wansink,
2004) and was commonly used in the submitted national
questionnaires.

2.1.2 Development and paper piloting

It took until May 2010 to further develop and agree on the
final questionnaire, pilot the survey tool, translate it into
the 25 languages, plan the recruitment strategy and gain
ethics committee approval.

The steering group and associate partners reviewed and
amended the first draft, based on all the feedback from the
first EMIS general meeting. The second draft was organised
according to four key conceptual areas:

e Levels and distributions of sexual HIV/STI exposure and
transmission facilitators (‘behaviour’);

e Levels and distributions of unmet (prevention) needs of
MSM (‘needs’);

e Population coverage and acceptability of prevention
interventions (‘intervention performance’);

e Information needed to compare samples and target
interventions (‘demographics’).

The survey was designed to strike a balance between the
numbers of questions asked in each of these four areas.
This did not relate to the order in which the questions were
asked (its structure) but the areas of enquiry it contained.
Many interesting questions were discussed that could not
beincluded in the questionnaire. Pertinence to the above
areas was a key criterion for consideration in the survey.

The EMIS questionnaire required questions that were
relevant for the entire European MSM population, regardless
of their biological or social gender, their sexual identity,
or the social and political environment in which they lived.
Adapting existing questions and developing new questions
was especially challenging in the area of demographics,
since most questions and questionnaires had been devised
for specific target groups. For example, information on
migration history or comparable minority characteristics
such as skin colour or religion was difficult to ask across
Europe, because of differences in immigration history,
immigration laws and concepts of minority. Another crucial
challenge was to receive valid responses to sensitive
questions. Online surveys have all the advantages of other
self-administered methods: specifically, respondents
are less likely to over-report desirable behaviour and
less likely to underreport socially undesirable behaviour
because of the sense of anonymity and confidentiality
(Bradburn, Sudman & Wansink, 2004). It was agreed that
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the survey would start and finish with relatively neutral
questions to increase respondent cooperation and reduce
under-reporting.

Following broad agreement among associated partners, the
second draft of the questionnaire was posted on the EMIS
website in mid-January 2010 for consultation among the
network on: the length of the questionnaire, the balance of
topics, the acceptability of questions for specific countries
and the clarity of the (English) wording. Collaborating part-
ners were also asked to pilot the English version among five
MSM who were to complete it using paper-and-pencil and
record their feedback. Detailed comments were received
from 21 EMIS partners. Completion times were obtained
from 51 men and ranged from 10 to 45 minutes (median
30 minutes). In addition to highlighting numerous minor
issues that were incorporated into a third draft of the
questionnaire, this process identified survey length as
a key area of concern and that the length would result in
undesirable levels of attrition. Survey length remained
the one issue on which consensus could not be reached
among the associate partners. The paper version of the
third draft was circulated to the associate partners in
February 2010 for approval. A few minor changes were
needed to obtain this approval.

2.1.3 Online transfer and piloting

The transfer of a paper survey to an online survey requires
numerous modifications, and the first online version was
sufficiently different from the third draft to become the
fourth draft. The questionnaire was constructed using
the chosen internet survey software (www.demographix.
com) in English.

Eleven menin London were observed completing the survey
online and they then responded to questions about how
they completed the survey, to examine their understanding
of the questions and the ease of its completion.

The fourth draft was also shared between EMIS partners in
March 2010 to pilot it online with MSM who had not seen
the survey. This pre-test focused on routing, regional ques-
tion subsets which varied for each country (such as where
men lived or educational qualifications), timing, the HIV
test location response subset, and question acceptability.
Completion times from 76 online pilots were received with
a median time of 26 minutes (range 10-45 minutes).

The fourth draft was reviewed by one of the lead authors
of ECDC’s technical report on harmonised surveillance
Mapping of HIS/STI behavioural surveillance in Europe to
ensure that it would capture the required data to construct
the indicators suggested for MSM. Comments were also
received from 26 partners and numerous changes were
made to create the fifth draft. This version was discussed at
the third EMIS steering group meeting in April 2010. Length
remained an area of concern and required a vote prior to
agreement. Minor changes were made and all routing
associated with the English-language questionnaire was
checked by three researchers working independently. The
final English language online version of EMIS was cleared
by the associate partners in April 2010.
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Following final agreement on the survey instrument, EMIS
2010 was approved by the Research Ethics Committee
of the University of Portsmouth, United Kingdom (REC
application number 08/09:21).

2.1.4 Final content

The final EMIS questionnaire sought 278 data items from
respondents (although not all men were asked all ques-
tions) — 16 more items than the first draft of the survey.
The final draft covered the six core ECDC indicators and
nine of ten MSM-specific ECDC indicators (Dubois-Arber,
Jeannin, Spencer et al., 2010). These are:

e number of sex partners in the last 12 months

¢ use of condom at last (anal) intercourse, separate for
steady and non-steady partners

e having tested for HIV, ever and in the last 12 months;
year and result of the last test

e having paid for sex in the last 12 months; use of condoms
during last paid intercourse

o level of education (International Standard Classification
of Education — ISCED), nationality/origin, sexual orienta-
tion (Kinsey modified classification)

e knowledge of sexual HIV transmission

e age when first had sex

* recent STIs

e condom use with different types of partners

e exposure to risk in the last 12 months

e recency of last hepatitis C test and result

e types of drugs taken

e proportion on treatment

e viral load (detectable or undetectable)

e (D4 count (at diagnosis).

To balance questions on surveillance with other informa-
tion needed for prevention planning, including needs for

policy and structural interventions, the final questionnaire
contained fourteen areas:

e HIV knowledge (transmission, risks, non-risk, safe
condom use, post exposure prophylaxis)

e problems related to alcohol and recreational drug use,
types of drugs and recency of use;

e barriers to accessing early HIV treatment
e HIV-related discrimination

e experiences and perceptions of homophobic violence/
homophobia

e access to MSM-specific information

e access to condoms

e access to HIV and STI testing interventions
e use of HIV and STl testing, service quality
e relationships

e friendships

¢ loneliness

e sexual happiness

e ideal sex life.

Survey questions were presented to all respondents
on 25 internet pages and, depending on the answers to
certain questions (those about country of birth, HIV testing
history, sexual partners and substance use, for example),
respondents were presented with further questions — up
to 18 additional pages. To minimise completion time the
survey used intra-questionnaire filters (routing) wherever
possible. For example, questions about non-steady sexual
partners were not asked (or shown) if the participant had
already stated they had not had any non-steady partners in
the last 12 months. This reduced the number of questions
delivered and probably reduced attrition.

2.2 Translation and online
preparation

The EMIS questionnaire was available in 25 languages
simultaneously. A translation was available for 20 of the
23 official EU languages, excluding Maltese and Slovak (as
EMIS had no national partner in Malta or Slovakia at the
time of translation) and Irish Gaelic (which is spokenina
relatively small number of regions within the Republic of
Ireland and usually as a second language). In addition to
these 20 languages the survey was available in Norwegian
and Ukrainian (as additional funding was available for
these non-EU languages), Russian (a minority language in
Poland, Lithuania, Latvia and Estonia and the commonest
immigrant language in the EU), Turkish (a minority language
in Bulgaria and the second commonest immigrant language
in the EU), and Serbian (a minority language in Hungary
and intelligible to many EU immigrants from the former
Yugoslav states).

Most translations were outsourced to translators suggested
by the national collaborating partners, thereby minimising
costs. Translation was an interactive process involving
native-speaking stakeholders from the field (such as
experts in HIV prevention or in lesbian, gay, bisexual,
and transgender (LGBT) health) and two native-speaking
translators for each language. Several multi-language
proof-readers were involved, to compare the translations
not only with the English original but also with each other.
The proof-readers ensured a harmonised multi-language
questionnaire, while deliberately maintaining certain
differences identified as culturally appropriate, such as
explicitness of language, or the question of formal or
informal address (e.g. ‘Sie’/‘Vous’ or ‘du’/‘tu’).

Translations were carried out directly online, using the
survey hosting software to display the English version on
the left half of the screen and a duplicate on the right half
which was over-written with the translation. This process
minimised routing errors (conditional questions being based
on different questions or answers) and copy-and-paste
errors. Once each translation was complete the associate
partners checked the translated versions for visual integrity
and layout online, and ensured that all language versions
were structurally identical, had the same routing between
questions, and saved their data in an identical format.
Once this was achieved, EMIS partners in each country
were asked to review the final survey and approve their
main language version. Translation and sign-off of the
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other 24 versions of the survey took a month. By the end
of May 2010, all translations had been signed off by the
EMIS country leads.

2.3 Survey promotion

Two major sources of error in the data are due to the lack
of internet access among certain MSM subgroups and the
self-selection bias inherent in the recruitment processes.
There are known differences in the recruitment process
(described below) and in internet access among MSM
across countries.

Access to the internet varies considerably across Europe,
and is generally much easier in the western and northern
parts of Europe than in eastern and southern parts
(International Telecom Union, 2011). Figure 2.1 shows the
proportion of all households with internet access in 2009
by country (countries in brackets had no EMIS partner at
the time of recruitment). Among the 38 countries where
sufficient respondents were recruited to warrant analysis,
less than 20% of households had internet access in four
of them (Moldova, Ukraine, Bosnia and Herzegovina and
Belarus) and less than 33% of households had access in
another seven countries (Bulgaria, Turkey, Serbia, the
former Yugoslav Republic of Macedonia, Russia, Romania
and Greece). As a result, the sample sizes from these
countries were smaller and likely to have been less repre-
sentative of their overall MSM populations.

EMIS 2010 was available online for completion for 12
weeks, between Friday 4 June and Tuesday 31 August 2010.

The partners believed that collecting data in summer was
advantageous in that a wide variety of summer events
and gatherings took place at which the survey could be
promoted. On the other hand, there were concerns that
in countries with a net outflow of migrant labour, that
many MSM might not be in their country of residence.
Ultimately data had to be collected over the summer due
to the overall project planning and funding arrangements,
and it was uncertain what impact this had on the response
and recruitment by country.

The survey was functionally identical in each of the 25
language versions, but each version had its own Uniform
Resource Locator (URL). Each URL could be accessed
directly, but all promotion of the EMIS survey directed
users to a dedicated landing page, hosted alongside the
survey software and accessible via http://www.emis-
survey.eu. This landing page presented the 25 language
names in a five-by-five rectangle. A click on a language
name took respondents to that language’s version of the
EMIS questionnaire. The landing page also included a
single counter for the total number of surveys submitted
across the 25 languages.

The online survey provider stored all incoming data on
multiple secure and encrypted data servers. These were
backed up daily — and even hourly when data were arriving
at the highest rates. Page view data were captured by
our survey software, allowing us to estimate attrition
across the survey. Respondent-derived data (answers)
were transferred to the servers only when the respondent
clicked ‘Submit answers’; data from respondents who did

Figure 2.1: Household internet access in 2009 by country (International Telecom Union, 2011).
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not submit the survey were not captured. On submission,
respondents were asked to nominate up to three friends
to invite via email to complete the survey. Respondents
living in Germany who filled in the German version of the
questionnaire were offered the option of answering a few
extra questions. Whether or not they chose to do this, all
respondents were sent to an HIV prevention website appro-
priate to the language of survey completion and country of
residence. Exit websites were selected by EMIS partners.

The survey software providers produced a consolidated
version of the questionnaire database so that allincoming
data could be monitored online, both within the 25 language
versions and as a single consolidated database. EMIS
partners could access responses to their language version
as the data were collected, allowing them to see how many
respondents accrued in real time and conduct descriptive
analyses as the survey ran. The volume of completed
national responses was monitored daily from the start,
and specific promotions were used to stimulate recruit-
ment in countries where lower responses were predicted
or observed.

The EMIS partners and website partners started planning
for the promotion of EMIS to potential respondents six
months before it was launched. It was agreed that promo-
tion would target national and transnational commercial
and NGO websites, social networking websites, blogs,
printed posters for display in gay venues and business
cards for hand-to-hand distribution. There was a commit-
ment to provide all promotional materials in all requested
languages.

During the latter stages of questionnaire development and
testing, all partners were asked to identify appropriate
national and supranational websites for MSM where EMIS
could be promoted. LSHTM supported national collaborating
partners to establish contact with webmasters and reach
agreements about the type of advertisement and promotion
that was feasible, and fees payable, aiming to guarantee
maximum visibility for minimum investment. If a fee was
requested, the LSHTM liaised directly with the webmasters
to ensure that payment was made and a precise contract
was written and signed.

When a website agreed to promote EMIS, paid or unpaid,
they were allocated a specific URL to use on all online
advertisements, which included a unique source code.
This URL took people to the EMIS landing page, but when
they made their language selection and proceeded to the
survey, the embedded source code was captured as the
first item of data from that participant. As a result, the
websites through which respondents were recruited could
be identified.

The visual identity of EMIS was intensively discussed
among the EMIS partners and, once agreed, it was used
to develop the printed (offline) promotional materials and
the online buttons and banners for websites.

All EMIS partners were consulted on a core slogan to
promote the survey in all materials. The English language
version was ‘Be part of something huge!” It was intended

to promote the benefits to the community of taking partin
the study and to be intriguing and mildly suggestive of the
sexual content of the survey (bearing in mind the sexual
content of many of the promoting websites). National EMIS
partners were allowed to modify the slogan if they did not
believe it was appropriate and some did so.

All partners were asked whether they needed printed
promotion materials for EMIS, including business cards and
posters. The lead partner (LSHTM) for this work package
helped those who requested such items to formulate the
precise wording on the cards and posters and commissioned
Sparkloop to produce the materials. Many partners also
chose to advertise national services on their promotional
materials. Ultimately, 27 different versions of the business
card were produced and 139350 were printed and delivered
to 37 EMIS partners. In addition, 23 versions of the poster
were produced and 6 635 were printed and delivered to 24
EMIS partners.

All partners and prospective advertisers were asked to
confirm the number, size and specification of the online
promotional buttons and banners they required and these
banners were delivered by Sparkloop'. Ultimately they
produced 191 different website buttons and banners in
24 languages, all of which remain available on www.
sparkloop.com/visuals/emis.

2.3.1 Transnational promotion of EMIS

Five international commercial websites were paid to
advertise the survey using instant messages (IMs) to
their membership. These consisted of a short text and/or
picture sent to the users’ personal message box. Clickable
banner advertisements were also used on these websites.
The five sites were PlanetRomeo?, Manhunt/Manhunt
Cares?, and Gaydar“, each of which has members across
Europe, Qguys’ for countries within the Commonwealth of
Independent States and the Baltic countries and Qruiser®
for Scandinavia.

Three other international websites recruited over 1000
men using only banner advertisements. Recon banner
advertising was purchased as a result of requests from a
number of EMIS partners, but more than half of all recruits
lived in the UK. Similarly, advertising on Barebackcity’
was purchased at the request of some partners, but the
majority of recruits were resident in Germany. Finally, the
main website of the International Lesbian, Gay, Bisexual
and Intersex Association (ILGA®) provided free advertising
and recruited more than 100 men residing in a range of
European countries.

1 www.sparkloop.com

www.PlanetRomeo.com

N

www.manhunt.net
www.gaydar.eu
www.Qguys.com
www.Qruiser.com

www.barebackcity.info

0 N oUW

www.ilga.org
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The most successful of all the recruiting websites was the
German-origin, Amsterdam-based site PlanetRomeo. This
was the first website to promote the survey with IMs to
all 1060772 of its members across all target countries.
PlanetRomeo was a superb advocate for EMIS, organising
the delivery of an instant message (IM) prepared jointly
with the scientific coordinator and sending these messages
during the first week of data collection in all 25 EMIS
languages (based on the language members had chosen
for their profile, or based on their country of residence).
An article and a banner on the website’s homepage also
appeared later in the recruitment phase. With an average
(median) response of 10% per country, and a range of
5-15%, the response to the detailed, language-appropriate
PlanetRomeo IMs exceeded all expectations. The 103000
PlanetRomeo recruits lived in all EMIS countries, but 45%
lived in Germany and a further 7% in other German-speaking
countries (at, ch, lu). PlanetRomeo recruitment accounted
for between one half and three quarters of the entire sample
in eight countries (in ascending order of proportion for all
recruits via PlanetRomeo: nl, be, hu, pl, ro, tr, it, at) and
more than three quarters of all recruits in another ten coun-
tries (de, lu, gr, ch, cy, mt, mk, rs, hr, ba. See Figure 2.2).

The second tranche of international advertising was under-
taken by Manhunt/Manhunt Cares (based in the USA), which
sent IMs in six languages (English, French, German, Italian,
Spanish and Portuguese) to 181000 members in targeted
countries during weeks four and five of data collection.
They sent a second tranche of instant messages in the
last week of recruitment to men who had become members
since the first messages were sent out. Manhunt/Manhunt
Cares recruited over 12000 respondents, with the vast
majority residing in Portugal, Spain, Republic of Ireland
and the UK (Figure 2.2).

The final large-scale, international, paid advertising effort
was undertaken by Gaydar, which sent IMs and posted
banner advertisements for EMIS in the last five weeks of
the recruitment period. To save on costs, Gaydar was asked
to target those countries which had not yet reached the
threshold of three respondents per 10000 residents of the
country’s general population. On request, their IMs and
banners targeted potential respondents from Bulgaria,
Czech Republic, France, Hungary, Ireland, Latvia, Lithuania,
Moldova, the Netherlands, Poland, Portugal, Romania,
Russia, Serbia, Sweden, Turkey, the UK and Ukraine. This
flexible strategy had variable success: Gaydar recruited
over 11000 men, more than half of whom lived in the UK
and most of the remainder resided in Ireland, Portugal,
France, the Netherlands and Turkey (Figure 2.2).

In the latter half of the recruitment period, Qguys was
paid to send IMs to all its members in Russia, Belarus,
Estonia, Latvia, Lithuania, Moldova and Ukraine. IMs were
sentin either Russian and English or Latvian and English,
depending on the language in which members were regis-
tered. Almost two thirds (63%) of the 2800 men recruited
by Qguys lived in the Russian Federation, a quarter (27%)
in Ukraine, and a small proportion (5%) in Belarus. The
Qguys recruitment efforts had a limited impact on the
volume of responses in other countries.

24

Similarly, Qruiser was paid to place banner advertising
on its website, and later to deliver pop-up messages to
its members in Sweden, Finland, Norway and Demark,
matching the language in the message with the preferred
language of the member. Ninety per cent of the 2377 men
recruited through Qruiser lived in Sweden. Qruiser recruit-
ment had a very limited impact on the volume of responses
in Norway and Denmark.

In addition, promotional campaigns were organised in most
participating countries via Facebook, the world’s largest
online social network site. Facebook promotion included
the establishment of EMIS ‘event pages’ in all countries,
targeted approaches to popular opinion leaders, HIV and
lesbian, gay and bisexual organisations and gay commercial
organisations. All these people and organisations were
asked to promote EMIS though their Facebook networks.
This free, but very labour intensive approach yielded only
around 1500 recruits, however it did contribute a reason-
able proportion of recruits in some countries, especially
Sweden and Italy, but also Denmark, the UK, Slovakia,
and Belgium.

During the last four weeks, a final method of targeted
recruitment made use of Google Adwords, which presented
targeted (paid) advertisements to people who used specific
search phrases in the Google search engine. The aim was
to boost responses in countries where recruitment had
yielded less than one respondent per 10000 population.
Advertising targeted men who lived in Poland, Romania,
Russia, Slovakia, and Turkey, with a varying degree of
success.

2.3.2 National recruitment to EMIS

The content and purpose of websites for MSM vary consider-
ably between countries. This fact, and the limited funding
available for the EMIS partners, affected the variety and
volume of recruitment activities that occurred in each
country. In some countries, EMIS partners compensated
for the lack of national MSM websites by using business
cards and posters to promote the survey in a wide range
of gay community settings. Elsewhere, the cards and
posters were used alongside advertisements on various
national websites.

In addition to the ten transnational websites already
mentioned, at least another 227 national websites success-
fully promoted the survey. This is the minimum number
of recruiting websites, as some agencies did not use a
unique URL but copied one from another website. In addi-
tion, websites that placed a banner but did not recruit any
qualifying cases will not be included here. Therefore, 237
is the minimum number of unique websites recruiting for
EMIS. Less than 10% of recruiting websites (22) required
any payment, and some of the payments agreed upon by
local partners were small. The goodwill and generosity
displayed, which guaranteed the success of EMIS, might
be emulated in other research areas.

Five EMIS countries (Bosnia and Herzegovina, Croatia,
Cyprus, Luxembourg and Malta) had no active partner
at the time of data collection and did not undertake any
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country-specific recruitment. Partners in another four
countries (Greece, Hungary, Serbia and Slovakia) did not
identify any country-specific websites that could promote
EMIS. The Macedonian partner withdrew from the project
when no funding could be found for a Macedonian language
version. In Turkey only local and regional, but no national,
LGBT organisations exist. Non-EU countries were ineligible
to draw on the EMIS budget for promotion costs. Thus, for
many of these 11 countries, the volume of responses (based
on general population size) were lower than elsewhere.

In all other countries various websites were used for promo-
tion and most national HIV and LGBT NGOs supported
the project, usually at no cost. Fifteen national websites
were paid for the promotion of EMIS, including sites in
Austria, Bulgaria, Denmark, Greece, Ireland, Italy, Latvia,
Lithuania, the Netherlands, Romania, Slovenia, Spain and
Switzerland. In some countries (for example, Germany,
Sweden and the UK) additional national advertising was
financed by national EMIS partners. Resources for all
national advertising were provided by EMIS.

In certain countries over 50% of respondents were reached
by national websites, indicating a high degree of partner

involvement in the recruitment efforts and/or commit-
ment of the commercial partners of EMIS. These countries
included Bulgaria, Belarus, Denmark, Czech Republic,
Estonia, Finland, Lithuania, Latvia, Moldova, Norway,
Russia, Slovakia and Slovenia.

For most countries, however, the largest recruiters were
not national websites but the pan-European websites
that sent IMs to their members. The largest recruiters
were PlanetRomeo (around 100000 respondents overall
and important for all countries except Belarus, the Czech
Republic, Ireland, Lithuania, Latvia, Norway, Portugal,
Russia, Ukraine, and the UK), Manhunt/Manhunt Cares
(around 12 000 respondents, especially important in UK,
Spain, Portugal, and Ireland), Gaydar (around 11000
respondents, especially importantin Ireland and the UK),
Oguys (around 2800 respondents, especially important
in Russia, Ukraine, Belarus) and Qruiser (around 2300
respondents, especially important in Sweden and Finland).

2.3.2 National recruitment to EMIS

The content and purpose of websites for MSM vary consider-
ably between countries. This fact, and the limited funding

Figure 2.2: Number of national websites used for recruitment, percentage of respondents from the three largest

websites, number of promotional cards and posters

# national website:

I M e I T
Austria 3 76.5 0.8 0.0 5000 200
Bosnia & Herzegovina 0 98.2 0.0 0.0 No partner No partner
Belgium 20 58.9 2.4 0.2 15000 500
Bulgaria 8 30.2 1.4 1.8 5000 500
Belarus 1 4.5 0.0 0.0 Joined late Joined late
Switzerland 5 83.9 1.7 0.1 5000 500
Cyprus 0 86.3 0.0 2.6 Joined late Joined late
Czech Republic 4 15.2 0.8 2.2 5450 100
Germany 14 82.7 0.7 0.0 pdf only pdf only
Denmark 2 17.8 1.6 0.1 0 0
Estonia 12 23.8 0.6 0.0 2500 0
Spain 13 45.2 23.5 0.1 10 000 500
Finland 6 29.0 0.9 0.1 7000 750
France 5 49.3 Tl 3.6 12 000 1200
Greece 0 83.8 1.2 0.1 5000 200
Croatia 0 93.9 0.4 0.2 Joined late Joined late
Hungary 0 64.5 0.7 0.1 0 0
Republic of Ireland 12 15.3 19.5 36.2 20000 50
Italy 8 75.0 1.2 0.1 5000 200
Lithuania 3 13.3 0.2 1.0 150 10
Luxembourg 0 831 1.0 0.3 No partner No partner
Latvia 4 14.8 0.4 1.2 1000 50
Moldova 1 13.8 0.0 33 2000 500
The former Yugoslav 0 90.5 1.6 0.0 No partner No partner
Republic of Macedonia

Malta 0 90.2 0.0 2.4 No partner No partner
Netherlands 5 53.0 4.6 8.0 5000 0
Norway 2 1.7 0.8 0.2 100 50
Poland 2 69.9 0.7 33 2600 200
Portugal 19 9.5 57.7 10.2 5000 500
Romania 10 69.8 0.6 1.9 2050 25
Serbia 0 91.8 0.6 1.6 2000 50
Russia 14 101 0.7 1.6 20000 0
Sweden 3 15.5 1.4 0.7 0 0
Slovenia 12 46.3 0.5 0.1 2500 500
Slovakia 0 27.4 1.0 0.3 Joined late Joined late
Turkey 3 73.9 15 6.3 3000 0
Ukraine 7 9.1 0.6 0.1 3000 250
United Kingdom 27 14.8 16.2 46.6 20000 500
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available for the EMIS partners, affected the variety and
volume of recruitment activities that occurred in each
country. In some countries, EMIS partners compensated
for the lack of national MSM websites by using business
cards and posters to promote the survey in a wide range
of gay community settings. Elsewhere, the cards and
posters were used alongside advertisements on various
national websites.

In addition to the ten transnational websites already
mentioned, at least another 227 national websites success-
fully promoted the survey. This is the minimum number
of recruiting websites, as some agencies did not use a
unique URL but copied one from another website. In addi-
tion, websites that placed a banner but did not recruit any
qualifying cases will not be included here. Therefore, 237
is the minimum number of unique websites recruiting for
EMIS. Less than 10% of recruiting websites (22) required
any payment, and some of the payments agreed upon by
local partners were small. The goodwill and generosity
displayed, which guaranteed the success of EMIS, might
be emulated in other research areas.

Five EMIS countries (Bosnia and Herzegovina, Croatia,
Cyprus, Luxembourg and Malta) had no active partner
at the time of data collection and did not undertake any
country-specific recruitment. Partners in another four
countries (Greece, Hungary, Serbia and Slovakia) did not
identify any country-specific websites that could promote
EMIS. The Macedonian partner withdrew from the project
when no funding could be found for a Macedonian language
version. In Turkey only local and regional, but no national,
LGBT organisations exist. Non-EU countries were ineligible
to draw on the EMIS budget for promotion costs. Thus, for
many of these 11 countries, the volume of responses (based
on general population size) were lower than elsewhere.

In all other countries various websites were used for promo-
tion and most national HIV and LGBT NGOs supported
the project, usually at no cost. Fifteen national websites
were paid for the promotion of EMIS, including sites in
Austria, Bulgaria, Denmark, Greece, Ireland, Italy, Latvia,
Lithuania, the Netherlands, Romania, Slovenia, Spain and
Switzerland. In some countries (for example, Germany,
Sweden and the UK) additional national advertising was
financed by national EMIS partners. Resources for all
national advertising were provided by EMIS.

In certain countries over 50% of respondents were reached
by national websites, indicating a high degree of partner
involvement in the recruitment efforts and/or commit-
ment of the commercial partners of EMIS. These countries
included Bulgaria, Belarus, Denmark, Czech Republic,
Estonia, Finland, Lithuania, Latvia, Moldova, Norway,
Russia, Slovakia and Slovenia.

For most countries, however, the largest recruiters were
not national websites but the pan-European websites
that sent IMs to their members. The largest recruiters
were PlanetRomeo (around 100 ooo respondents overall
and important for all countries except Belarus, the Czech
Republic, Ireland, Lithuania, Latvia, Norway, Portugal,
Russia, Ukraine, and the UK), Manhunt/Manhunt Cares
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(around 12 000 respondents, especially important in UK,
Spain, Portugal, and Ireland), Gaydar (around 11000
respondents, especially important in Ireland and the UK),
Oguys (around 2800 respondents, especially important
in Russia, Ukraine, Belarus) and Qruiser (around 2300
respondents, especially important in Sweden and Finland).

2.4 Attrition across the
language versions

The EMIS survey consisted of 25 pages of core questions
shown to all respondents, plus a further 18 pages that were
shown, depending on responses to preceding questions.
Figure 2.3 shows the proportion of men who continued
with the survey at each core page.

The first page of the questionnaire, constituting the intro-
duction to EMIS, is represented as 100% in Figure 2.3,
which shows the proportion of respondents presented
with each of the subsequent 24 core pages. The propor-
tion of respondents who proceeded from the first page
to the second page (by confirming that they had read the
introductory text, consented to participate and were old
enough to have sex legally with men in their country of
residence) varied from 36% (Slovenian) to 76% (English).
This marked difference accounts for most of the total
attrition across the survey. Slovenian stood out from all
other languages in terms of the size of the drop, probably
because one of the most productive Slovenian promotional
sites was not gay-specific, but a generic dating website
with MSM sections.

Almost all respondents in all languages who had reached
page 2 moved on to page 3. Of those presented with page 2,
the proportion of men who reached the 25th page (‘Submit’)
ranged from 62% (in Turkish) to 76% (in Norwegian), with
a mean of 68.5% across the 25 languages.

2.5 Total returns and non-
qualifiers

At the close of data collection there were 184469 cases
in the consolidated EMIS data file. When downloaded,
three cases were found to have been created by incorrect
kerning in the survey software (the creation of another
case by misreading a comma in an open-ended response),
leaving 184 466 cases.

2.5.1 Non-qualifiers

Non-qualifiers were respondents who did not meet the
criterion for inclusion in the study, which were: men living
in Europe, at or over the age of homosexual consent in
their country of residence, who were sexually attracted
to men and/or had sex with men, and who indicated that
they understood the nature and purpose of the study and
consented to take part. Non-qualifying cases, 464 with
no stated country of residence and another 1963 with a
country of residence outside of Europe, were removed
from the datasets.
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This resulted in 182039 remaining cases living in Europe
before the following exclusions were applied:

e Two respondents had not checked that they had read
and understood the introduction;

e 279 cases indicated that they were women (but not
transgender women);

e 122 casesresponded that they were male but were sexu-
ally attracted to women only and thought of themselves
as straight or heterosexual and never had sex with men;

e 74 cases provided no evidence for homosexual desire,
identity, or sex with men (these men answered no ques-
tions on sexual desire, identity or sexual behaviour);

® 303 cases gave no numeric value for age
e 24 cases gave an age between 1 and 12
e 33 cases gave an age over 89.

Certain cases were disqualified on more than one count (for
example, being a woman and not stating age), therefore
the total number of non-qualifying cases is less than the
sum of the exclusions. A total of 181495 cases met the
qualifying criteria (Figure 2.4).

2.6 Datasets

The data were divided into national datasets based on
current country of residence, regardless of the language
used to complete the survey or country of birth, and also
combined into a pan-European dataset. National datasets
are available for all countries with 100 or more qualifying
cases (Figure 2.4). Thirty-eight country datasets were
produced including: Austria, Belarus, Belgium, Bosnia and
Herzegovina, Bulgaria, Croatia, Cyprus, Czech Republic,
Denmark, Estonia, Finland, France, Germany, Greece,
Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, the
former Yugoslav Republic of Macedonia, Malta, Moldova,
Netherlands, Norway, Poland, Portugal, Romania, Russia,
Serbia, Slovakia, Slovenia, Spain, Sweden, Switzerland,
Turkey, Ukraine and the United Kingdom.

Cases living in England, Scotland, Wales, and Northern
Ireland formed a UK dataset. Those living in British Overseas
Territories and Crown Dependencies are available within
the UK dataset. Cases that indicated themselves to be
living in Northern Ireland are available in both the UK and
the Republic of Ireland datasets. Cases living in Overseas
Departments, Territories and Collectivities of France are
available in the dataset for France. Cases that indicated
themselves to be living in the Turkish Republic of Northern
Cyprus are available in both the Cyprus dataset and the
dataset for Turkey. Cases living in Greenland are available
in the dataset for Denmark.

The following 13 European countries and states did not
yield 100 qualifying cases: Albania (10), Andorra (19),
Armenia (7), Azerbaijan (7), Georgia (10), Iceland (76),
Kazakhstan (37), Kosovo® (25), Liechtenstein (16), Monaco
(11), Montenegro (66), San Marino (5) and Vatican City (2).
Data from these 291 MSM are not included in any dataset.

9 Designation of Kosovo in accordance with UN Security Council
Resolution 1244
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The pan-European dataset includes respondents from all of
the 38 countries in Europe with 100 or more qualifying cases
(countries in bold in Figure 2.4). Cases living in Overseas
Departments, Territories and Collectivities of France; in
British Overseas Territories and Crown Dependencies;
orin Greenland are not included in the European consoli-
dated dataset.

In several places the questionnaire allowed logically incon-
sistent data to be supplied, where answers to two ques-
tions could not both be valid. Inconsistent data could be
submitted by moving backwards and forwards in the survey
to change answers given previously. Data could also be
submitted simply by supplying inconsistent answers to one
or more questions. Given the very large sample recruited,
the decision was taken not to try to infer which answer was
‘correct’ in the case of discrepancies in responses from
the same respondent. It was felt that ‘editing’ the data
submitted in this way would resolve some errors but also
introduce new ones. Consequently, to increase the quality
of the data, cases with inconsistent data on key variables
were excluded from the dataset.

Six discrepancy flags were created to indicate whether a
respondent had supplied inconsistent data in the following
six areas: age (six possible inconsistencies), HIV testing
history (four possible inconsistencies), STl testing (three
possible inconsistencies), sexual practices (seven possible
inconsistencies), steady partners (seven possible incon-
sistencies), and non-steady partners (13 possible incon-
sistencies). Overall, 13.2% of qualifying cases in EMIS
countries had a discrepancy in one or more of these six
areas. National databases contain all cases with discrepant
data so that national leads can make exclusions according
to their own needs. To strike a balance with case retention,
this report excludes cases with discrepancies in two or
more areas, which account for 3.7% of qualifying cases
in EMIS countries.

In the process of data analyses, four mistakes were spotted
in language versions:

e The translation for ‘fist-fucking’ in the Turkish version of
the questionnaire was misleading and therefore incom-
parable with the other language versions. Answers to
two questions in the Turkish language version were
therefore defined as missing.

e Respondents to the French version of the questionnaire
were asked ‘Have you ever taken other drugs than ster-
oids or medicine’, instead of ‘injected’. Positive answers
to this question in the French language version were
therefore defined as missing, but the answer ‘No, never’
was kept.

e The Polish language version had an incorrect coding list
for the country of origin, which was corrected with no
loss of data.

¢ In the Spanish language version, one of the questions
needed to calculate the score for internalised homon-
egativity was omitted, leading to erroneous coding
of the subsequent questions. While the subsequent
coding could be corrected without any loss of data, the
omission of the question needed for the score led to a
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Figure 2.4: Cases submitted and non-qualifiers by country of residence

“— > "

E S5 3

2 3 EL =

2 22 2 2 =4
Albania 1 1 1 1 10
Andorra 20 1 1 19
Armenia 7 0 7
Austria 4217 8 1 1 8 1 1 12 4205
Azerbaijan 8 1 1 7
Belarus 379 0 379
Belgium 4150 3 3 2 3 3 10 4140
Bosnia & Herzegovina 165 1 1 1 2 163
Bulgaria 1096 7 4 1 12 1084
Croatia 538 1 1 2 536
Cyprus 27 1 1 1 270
Czech Rep. 2502 6 2 1 7 10 2492
Denmark 1794 2 1 2 2 5 1789
Estonia 629 8 5 1 9 1 1 17 612
Finland 2084 7 4 8 12 2072
France 11692 34 " 4 37 1 51 1641
France overseas 122 1 1 121
Georgia 1 1 1 1 10
Germany 56143 1 92 24 15 97 9 9 151 55992
Greece 3249 3 8 1 6 2 2 18 3231
Greenland " 0 il
Hungary 2151 7 9 2 7 18 2133
Iceland 76 0 76
Ireland 2307 3 1 1 3 4 2303
Italy 16724 18 3 1 2 1 1 35 16 689
Kazakhstan 37 0 37
Kosovo* 25 0 25
Latvia 737 2 1 2 3 734
Liechtenstein 16 0 16
Lithuania 624 3 3 3 6 618
Luxembourg 290 0 290
The former Yugoslav 126 0 126
Republic of Macedonia
Malta 123 0 123
Moldova 123 0 123
Monaco 1 0 1
Montenegro 67 1 1 66
Netherlands 3922 2 1 3 1 5 3917
Norway 2164 4 4 1 5 2159
Poland 2883 5 1 3 6 1 10 2873
Portugal 5406 1 2 3 1 15 5391
Romania 2477 6 4 6 1 1 2466
Russia 5269 2 1 3 2 6 5263
San Marino 5 0 5
Serbia 157 1 1 1 2 1155
Slovakia 606 1 1 605
Slovenia 1052 4 6 5 4 1 16 1036
Spain 13753 1 6 3 12 1 1 23 13730
Sweden 3279 2 6 3 1 10 3269
Switzerland 5182 6 2 2 6 10 5172
Turkey 2025 7 6 1 7 1 15 2010
Turkish Republic of 17 0 17
Northern Cyprus
Ukraine 1794 1 2 3 1 1 7 1787
UK England 16 101 1 5 6 2 8 4 3 24 16 077
UK Northern Ireland 436 1 435
UK Scotland 131 2 2 2 3 1308
UK Wales 577 1 2 1 1 4 573
UK Overseas 84 0 84
Vatican City State 3 1 1 1 2
Total 182039 2 279 122 74 303 24 33 544 181495

* Designation of Kosovo in accordance with UN Security Council Resolution 1244.
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reduction of Cronbach’s alpha. Although this was not
relevant for country comparison, we recommend that
the internalised homonegativity score should not be
used in analyses of the Spanish national dataset.

All the analyses in the remainder of this report use the
consolidated European dataset, which only includes resi-
dents of the 38 countries with more than 100 eligible
participants and excludes all respondents for whom two
or more data discrepancies were observed. This gives us
a final sample of 174 209 men for this report.

2.7 Summary

Six associated partners recruited another 77 collaborating
partners from academia, public health and civil society in
35 countries. Partners’ existing surveys were collected and
collated, producing a meta-survey which was discussed
by all partners at a two-day summit. Survey development
continued through user piloting and partner feedback until
the English language content was agreed. Transfer to an
online survey application was followed by further testing
prior to on-screen translation into 24 other languages,
final testing and sign-off. The project’s visual identity and
promotional materials were developed in close collabora-
tion with all national stakeholders, tailoring products to
match country-specific needs while maintaining an overall
project identity. Five international gay dating websites were
contracted to send instant messages to their members
and the survey was promoted via banners on 232 other
websites. Daily real-time monitoring of responses allowed
targeted spending of the advertising budget to maximise
coverage and daily real-time monitoring of responses
allowed targeted spending of the advertising budget to
maximise the number and geographic distribution of
responses.

Data was collected during June—August 2010. Over 184 469
responses were submitted, 94.4% of which were eligible.
Partners in 38 countries were handed back a national
database of 100 or more respondents for national analysis
and reporting, while the associated partners worked on
comparisons among 174 000 respondents in 38 countries.
EMIS demonstrated the feasibility of a multi-country,
multilingual survey with limited public funding. Active
participation by a large number of collaborators in the
survey design, its visual identity and promotional strategies
ensured that an unprecedented number and geographic
diversity of men were recruited. Flexible planning was
essential and a patchwork of recruitment was required
across a range of commercial and community partners.
Careful design, piloting, and presentation ensured that
the survey was acceptable and authoritative and was
perceived to offer community benefit.
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3. Demographic profiles and use of settings

3.1 Introduction

This chapter describes the EMIS sample of 174209 partici-
pantsin terms of gender, settlement size, age, education,
employment, sexual orientation of respondents and their
male friends, outness, current partnership status and living
situation. It also reports on the respondents’ visiting of
social and sexual settings where prevention interventions
may occur.

Please note that the languages used for survey comple-
tion, country of birth and expatriate status are reported
in Chapter 8 on migration and its associations.

To simplify the presentation of the data, the nine sub-
regions (see Chapter 1) are used. A detailed description
of the main demographic characteristics by country is
presented in the country tables at the end of the chapter.

3.2 Gender

In order to include transgender MSM - and transgender
women who have sex with men (who might identify them-
selves as female but frequent the same subculture or use
the same internet sites as MSM for finding sexual partners)
—the survey offered the options ‘Transgender/transsexual
(woman to man)’ and ‘Transgender/transsexual (man to
woman)’ in addition to the binary distinction between ‘Man’
and ‘Woman’. Almost all eligible respondents identified
themselves as men (over 99%); transgender MSM accounted

Figure 3.1: Gender of the participants by European sub-region

West North-West |  Central-West South-West North East| Central-East South- Egat
N=38 845 N=8 996 N=63 780 N=37 226 N=1897 N=8 789

for 0.16% of the total sample and transgender women for
0.22%. The proportions of transgender men were highest in
Finland (1.7%), Sweden (0.9%), Poland (0.3%) and Norway
(0.3%). The proportions of transgender women were highest
in Latvia (1.4%), Estonia (1%), Serbia (0.6%), Bulgaria
(0.6%), Turkey (0.5%) and Romania (0.5%). By sub-region
the highest proportion of transgender participants was in
North-West (1.2%) and the smallest in East Europe (0.2%).

3.3 Age

Respondents were between 13 and 89 years old (mean: 34.1
years; standard deviation: 11.3). As the age of homosexual
consent varies across Europe (13—18 years), the minimum
age of respondents also varied by country. The median age
was 32 years, but lower in the eastern European sub-regions
(25 years in Moldova, 26 years in Bosnia and Herzegovina
and 27 years in Belarus, the Czech Republic, Lithuania,
Romania and Turkey) and higher in the western European
sub-regions (36 years in the UK and Luxembourg, 37 years
in Switzerland and 4o years in the Netherlands) (Figure 3.2).

The commonest age group overall was 25—-29 years (18% of
respondents). In North-East, Central-East, East and South-
East Europe, over 50% of respondents were younger than
30. For analyses with other variables, age was re-coded into
five-year age groups (see Figure 3.3), or as three groups
based on the quartiles of the national samples: less than
25 years old, 25-39 years old and 4o years and above.

3 °E‘nt:rf$; East
N=3 65 N=7 230

Man 99.7% 98.8% 99.6% 99.8% 99.0% 99.7% 99 4% 99.5% 99.8%
Trans (man to woman) 0.2% 0.4% 0.3% 0.1% 0.9% 0.1% 0.5% 0.5% 0.1%
Trans (woman to man) 0.1% 0.8% 0.2% <0.1% 0.1% 0.2% 0.1% <0.1% 0.1%
Figure 3.2: Age profile by European sub-region
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Comparing the age distribution of EMIS participants with
that of the general population by country, the proportion of
the age group 15—49 years is much higher among respond-
ents for all countries. Almost all participants were 15-49
years (between 79% in Netherlands to 100% in the former
Yugoslav Republic of Macedonia), while the proportion of
this agerange in the general population was around 50%.

As expected, age among EMIS respondents — as in all
surveys on MSM - does not follow a normal distribution
pattern. This is due partly to differences in the age of
homosexual consent, differences in sexual debuts and
coming out and age-specific differences relating to access
to the internet.

3.4 Settlement size

Respondents were asked ‘How would you describe
the place you live in?’ They were offered the response
options: ‘A very big city (a million or more people)’; ‘A
big city (500000-999999 people)’; ‘A medium-sized
city (100000-499999 people)’; ‘A small city or town
(10000-99999 people)’; or ‘A village/the countryside
(less than 10000 people)’. Overall, 46% of respondents
indicated that they lived in a city of over 500 ooo inhabit-
ants, while 54% lived in medium/small cities or a village/the
countryside. Across the 38 countries the median proportion
living in a city with over 500 0oo inhabitants was 48%,

Figure 3.3: Age distribution by European sub-region

with a range from 2% (Malta, whose population is less
than 500 ooo inhabitants) to 87% (Turkey). Most men
from South-East (non-EU) and East Europe (68% and 75%,
respectively) lived in big or very big cities (Figure 3.4).

3.5 Education

Men were asked ‘What is your highest educational qualifi-
cation?’ Exceptionally, the response set for this question
varied by survey language, and the range of responses
reflected the names of educational qualifications in the
countries where the language was (officially) spoken.
Nevertheless, all answer categories were grouped according
to the International Standard Classification of Educational
Degrees (ISCED). Generically these were:

e ISCED 1: no secondary qualification;

e ISCED 2: lower secondary or second stage of basic educa-
tion: designed to complete basic education, usually
following a more subject-oriented pattern;

ISCED 3: (upper) secondary education: more specialised
education typically beginning at age 15 or 16 years and/or
the end of compulsory education;

e |SCED 4: post-secondary, non-tertiary education: captures
programmes that straddle the boundary between upper-
and post-secondary education from an international point
of view — e.g. pre-university courses or short vocational
programmes;

West North-West | Central-West [  South-West North-East|  Central-East South-fgs; Sozlnt:rfgﬂi East
N=38 845 N=8 996 N=63 780 N=37 226 N=1897 N=8 789 TEnge N=3 60 N=7 230
<20 5.0% 7.7% 6.3% 5.3% 10.1% 10.2% 9.5% 7.9% 5.5%
20-24 14.1% 15.3% 16.3% 18.0% 21.4% 24.4% 26.6% 24.9% 20.6%
25-29 15.2% 15.1% 16.1% 18.7% 21.7% 23.8% 211% 26.9% 251%
30-34 14.0% 15.6% 15.0% 16.4% 14.6% 18.4% 18.4% 18.0% 20.6%
35-39 13.3% 12.2% 12.2% 14.5% 10.9% 10.4% 11.7% 10.4% 13.4%
40-44 12.8% 1.5% 13.4% 11.9% 8.9% 6.1% 6.5% 6.1% 8.0%
45-49 10.8% 9.1% 10.0% 8.0% 5.4% 3.0% 2.9% 3.4% 3.6%
50-54 6.6% 5.7% 5.1% 3.8% 3.2% 1.8% 21% 1.4% 1.6%
55-59 4.0% 3.7% 2.7% 1.8% 2.3% 1.0% 0.7% 0.6% 0.9%
60-64 2.6% 2.2% 1.5% 0.9% 1.3% 0.7% 0.3% 0.4% 0.5%
65+ 1.6% 1.8% 1.5% 0.5% 0.4% 0.3% 0.2% 0.2% 0.1%
Total 100.0% 100.0% 100.0% 100.%0 100.0% 100.0% 100.0% 100.0% 100.0%
Figure 3.4: Settlement size by European sub-region
I A very big city or town
West [ ] (a million or more people)
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e ISCED s5: first stage of tertiary education: tertiary (Austria) to 83% (Turkey). Other countries where high levels
programmes having an advanced educational content, of education were commonly reported were the former
cross-classified by field (advanced training); Yugoslav Republic of Macedonia (82%), Ukraine (76%),

e ISCED 6: second stage of tertiary education: tertiary Poland (74%), Russia (72%) and France (72%). As shown
programmes leading to the award of an advanced in Figure 3.5, East, South-East (non-EU) and West Europe
research qualification (e.g. bachelors, masters, PhD). had the highest percentages of men with higher educa-

tion (73%, 71% and 66% respectively) and Central-West

The borders between ISCED 3 and 4, or between 5 and 6 Europe had the highest percentage of men with a lower

are difficult to compare between countries. Implementation level of education (10%).

of the Bologna process, which aims to unify standards
and create educational compatibility between European
countries, is still in progress. We grouped the six ISCED

3.6 Employment

levels into low (ISCED 1 and 2), medium (ISCED 3 and 4) Men were asked ‘Which of the following best describes
and high (ISCED 5 and 6) education. Most respondents your current occupation?’ and were invited to tick one
(50%) reported a high level of education, 42% medium and of the following eight categories: ‘Employed full-time’;
8% low. Across the 38 countries the median proportion of ‘Employed part-time’; ‘Self-employed’; ‘Unemployed’;

men with a higher education was 60%, ranging from 30%

Figure 3.5: Educational qualifications by European sub-region
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Figure 3.6: Employment status by European sub-region

South-East South-East
West North-West |  Central-West South-West North-East|  Central-East East
Employment status N=38 845 N=8 996 N=63 780 N=37 226 N=1897 N=8 789 N=3(E}'J (';l:;g) N=7 230

Employed full-time 55.8% 55.1% 56.7% 46.9% 57.5% 49.7% 53.0% 47.% 65.6%
Employed part-time 5.4% 6.4% 5.5% 5.7% 7.2% 3.3% 2.3% 4.4% 10.2%
Self-employed 11.2% 7.5% 11.2% 15.4% 7.3% 12.2% 12.0% 9.0% 6.3%
Unemployed 6.2% 5.5% 5.3% 8.0% 6.0% 4.3% 4.8% 8.1% 43%
Student 13.2% 18.0% 12.9% 19.1% 15.5% 25.9% 20.2% 27.1% 9.9%
Retired 3.4% 27% 3.2% 1.3% 0.7% 0.9% 0.8% 1.0% 0.6%
t‘r”"ngefiel;';fy"r'ét'ﬁg‘f 26% 27% 1.0% 0.5% 1% 0.6% 0.2% 0.1% 0.5%
Other 2.1% 21% 42% 3.4% 47% 3.2% 6.6% 3.2% 26%
Total 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Figure 3.7: Employment status by HIV testing history

R
Employed full-time 46.7 57.6 53.6
Employed part-time 5.4 5.5 6.6
Self-employed 8.2 13.0 14.0
Unemployed 6.6 5.6 7.9
Student 25.9 12.3 33
Retired 21 2.2 6.5
Long-term sick leave or medically retired 0.8 1.0 5.3
Other 44 2.8 29
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‘Student’; ‘Retired’; ‘Long-term sick leave/medically retired’
and ‘Other’.

Across all countries the median proportion of unemployed
men was 6% with the highest percentages in Serbia (13%),
the former Yugoslav Republic of Macedonia (11%), Spain
(11%), Greece (9%), and Ireland (9%); and the lowest
percentages in Malta (0.8%), Belarus, Cyprus, Czech
Republic, Romania, and Hungary (3% each). The employ-
ment status of participants by sub-region is shown in
Figure 3.6. Respondents living in the East had the highest
full-time employment rate (66%) and respondents from
South-West and South-East (non-EU) had the highest rates
of unemployment (8% in each). Participants from South-East

Figure 3.8: Sexual attraction by European sub-region

West
North-West
Central-West
South-West
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(non-EU) and Central-East Europe had the largest propor-
tion of students (27% and 26%, respectively), which can be
broadly explained by differences in the age distribution.

Figure 3.7 shows employment status by HIV testing history
(see also Chapter 5). HIV positive men are more likely than
untested and HIV negative men to be unemployed, retired
or on long-term sick leave/medically retired.

3.7 Sexual orientation

Sexual orientation is described using three components:
sexual attraction, sexual identity and sexual behaviour
(gender of sexual partners).

I Only to men

[ Mostly to men and
sometimes to women

I Both to men and women
equally

I Mostly to women and
sometimes to men

[ Only to women
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Figure 3.9: Percentage of men who identified themselves as gay or homosexual
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Men were asked ‘Who are you sexually attracted to?’ and
asked to tick one of the following: ‘Only to men’; ‘Mostly to
men and sometimes to women’; ‘Both to men and women
equally’; ‘Mostly to women and sometimes to men’ and
‘Only to women’. Men who responded that they were only
attracted to women were only eligible if they reported
having sex with men.

For analyses, three groups were used: attracted only to
men; attracted to both men and women and attracted only
to women: 71% of respondents reported being sexually
attracted to men only, 29% were attracted to men and
women and 0.1% were attracted only to women. Across the
38 countries the median proportion attracted only to men
was 67% with a range from 47% (in the former Yugoslav
Republic of Macedonia) to 83% (in Malta). The highest
proportions of men who were attracted to both genders
were from South-East and North-East Europe (Figure 3.8).

Men were also asked ‘Which of the following options best
describes how you think of yourself?” and were offered
five options: ‘Gay or homosexual’; ‘Bisexual’; ‘Straight
or heterosexual’; ‘Any other term’ and ‘l don’t usually use
a term’. For this analysis, the last three categories were
grouped into one labelled ‘Other’. Across the 38 countries
the median proportion of men who identified themselves

Figure 3.10: Sexual identity by European sub-region
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as gay or homosexual was 72%, with the highest propor-
tions in the Netherlands (87%), Belgium (85%), France
(84%), the UK (83%), Poland (83%), Norway (82%), Malta
(82%), Spain (80%) and the Czech Republic (80%). The
lowest proportions were found in Bosnia and Herzegovina
(52%), Bulgaria (53%), Romania (54%) and Serbia (55%)
(Figure 3.9).

In the sample overall, 76% of respondents identified them-
selves as gay or homosexual, 15% as bisexual and 9% fell
into the ‘other’ category. The sub-regions with the highest
proportions of men who identified themselves as gay
or homosexual were West (83%), North-West (77%) and
Central-West (76%). The sub-regions with the highest
percentages of men who identified themselves as bisexual
were South-East (EU), North-East and South-East (non-EU)
(28%, 23%, and 22%, respectively) (Figure 3.10).

Sexual orientation based on the gender of partners was
derived from responses to two questions: ‘When did you
last have any kind of sex with a man?’ and ‘When did you
last have any kind of sex with a woman?’ In the last 12
months, most respondents had only had sex with men
(82%), while 11% had had sex with both men and women,
and 2% only with women. Another 5% reported no sexual
activity with men or women in the last 12 months.

I Gay or homosexual

[ Bisexual
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Figure 3.11: Gender of partners in the last 12 months by European sub-region
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Across all countries, the median proportion of respondents
who had only had sex with men was 80%, ranging from 64%
(in Bosnia and Herzegovina) to 88% (in the Netherlands).
The highest percentages of men who had sex with both men
and women were in South-East Europe (EU) and South-East
Europe (non-EU) (21% and 17%, respectively) (Figure 3.11).

3.8 Outness

Outness was defined as the degree to which people are
open about their sexual attraction with others. Respondents
were asked: ‘Thinking about all the people who know you
(including family, friends and work or study colleagues),
what proportion know that you are attracted to men?’ Five
answers were offered: ‘All or almost all’; ‘More than half’;
‘Less than half’; ‘Few’ and ‘None’.

Overall, 39% of men in the EMIS survey were out to all or
almost all who know them and 10% were out to no-one.
There are huge differences in the extent of outness across
Europe. The proportion of men who were out to all or almost
all the people they knew ranged from 3% in Bosnia and
Herzegovina to 70% in the Netherlands (country median:
19%). More than two thirds of men were out in the UK,
France, Sweden, Norway and Belgium. Less than a quarter
were out in the former Yugoslav Republic of Macedonia,

Moldova, Serbia, Romania, Croatia, Turkey, Lithuania,
Ukraine and Belarus. Not being out to anyone was reported
by a median of 12%, with the lowest proportions in Malta
(2%), the Netherlands (4%), Belgium (5%), France (6%)
and Norway; and the highest proportions in Bosnia and
Herzegovina (40%), Serbia (31%), Romania (28%) and
Slovenia (26%).

When analysed by sub-region, over 50% of men from
North-East, East, South-East (non EU), and South-East
(EU) were out to no-one or to only a few people. The sub-
regions of Central-West, North-West, and West Europe
had the highest proportions of men who were out to all/
almost everyone they knew (Figure 3.12).

3.9 Social connections with
other gay or bisexual men

To measure the extent to which men were socially connected
with other gay and bisexual men, they were asked ‘What
proportion of your male friends are attracted to men?’ and
given a set of six possible responses: ‘Almost all of them’,
‘More than half of them’, ‘Approximately half of them’, ‘Less
than half of them’, ‘Almost none of them’ and ‘I don’t have
any male friends’. These responses were re-coded into

Figure 3.12: Proportion of people who are aware of respondent’s attraction to men (by European sub-region)
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Figure 3.13: Proportion of respondents’ male friends who are also attracted to men (by European sub-region)
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three categories: ‘Most or all’, ‘Some’ and ‘None or few’
(the latter including having no male friends).

Across all countries the median proportion of respondents
who indicated that almost all their male friends were
attracted to men ranged from 4% in Moldova to 20% in
the Netherlands (country median: 11%). As shown in Figure
3.13, the sub-regions of South-East (non-EU) and South-
East (EU) Europe reported the highest percentages of men
who had no or only few male friends who were attracted to
men (45% and 40%, respectively). The highest percentages
of respondents with most or all friends attracted to men
were in West (17%), South-West (16%) and Central-West
Europe (15%).

3.10 Current partnership status

Men were asked ‘Are you currently in a steady relation-
ship?’ They were asked to tick all applicable responses
from: ‘Yes, with a man’; ’Yes, with more than one man’;
’Yes, with a woman’; ‘Yes, with more than one woman’,
and ’No, I’'m single’. These responses were re-coded into
four categories. In the overall sample, 54% were single
(currently no steady partner), 39% were in a steady rela-
tionship with a man and 6% were in a steady relationship
with a woman. Less than 1% had both male and female
steady partners at the time of interview. Across the 38
countries the median proportion who indicated that they
were single was 54%, ranging from 42% in Belarus to 70%
in Bosnia and Herzegovina.

Respondents who said that they were currently in a steady
relationship with a man (including the small proportion
with both male and female steady partners) made up 40%
of the whole sample. Across the 38 countries the median
proportion of men in a steady relationship with a man was
39%. Countries with lower percentages of men in a steady
relationship with a man were Bosnia and Herzegovina
(22%), the former Yugoslav Republic of Macedonia (26%),
and Cyprus (29%). Countries with the highest proportions
of men in a steady relationship with a man were Belarus
(53%), Russia (52%) and Ukraine (49%).

In the entire sample, the majority of men who were in a
steady relationship with another man (60%) had been
in that relationship for over three years, while 19% had
beenin a relationship for less than one year. As shown in
Figure 3.14, the sub-regions with the highest percentages
of men in steady relationships were East, North-East and
Central-East Europe (51%, 43% and 43%, respectively).

As expected from the age distribution, men from West,
North-West and Central-West Europe had steady relation-
ships with the longest duration (over five years), whereas
men from South-East (non-EU), South-East (EU), and
Central-East Europe had steady relationships with the
shortest duration (less than one year).

Levels of educational attainment as well as age were
strongly associated with having a steady male partner.

Figure 3.14: Respondents reporting a current steady relationship with a man (by European sub-region)

West North-West | Central-West|  South-West North-East|  Central-East S°u'h'félsj§ SOF::;_ES; East
N=38 845 N=8 996 N=63 780 N=37 226 N=1897 N=8 789 TEne N=3 69 N=7 230

Current relationship with a man (%)

No 58.9 62.4 58.7
Yes 411 37.6 413
Duration of the current homosexual relationship (%) (N=25,138)

Less than one year 16.8 17.2 16.4
1-2 years 17.5 18.2 20.0
3-5 years 221 23.7 24.9
5-10 years 217 22.2 21.6
More than 10 years 21.9 18.7 17.2
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Figure 3.15: Respondents reporting a current steady relationship with a man, by education level (low/medium/high)

and age group
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Higher proportions of older and more educated men
reported having a steady partner (Figure 3.15).

Seven per cent of the total sample reported being in a
current steady relationship with a woman. Across the 38
countries the median proportion of men with a steady
female partner was 7%, ranging from 0.8% in Malta and 3%
in France, Poland and Slovakia to 12% in Latvia, Luxembourg
and Romania, and 14% in Slovenia.

Eighty-two per cent of men with a steady female partner
reported that their relationships had lasted over three
years and 47% reported relationships of over 10 years.
The sub-regions with the highest percentages of men
in heterosexual relationships were South-East (EU) and
North-East Europe (both 10%) (Figure 3.16). Over 75% of
men in steady relationships with women in all sub-regions,
except in South-East (EU) and South-East (non-EU) Europe,
reported that their heterosexual relationship had lasted
over three years.

As with homosexual partnerships, age was strongly associ-
ated with reporting of a heterosexual partnership. Among
men 40 years or over the percentage living in a steady
relationship with a woman was four times higher than for
men under 25 years. There were small differences in the
proportion with a steady female partner across the educa-
tion groups, with less well-educated men being slightly
more likely to have a steady female partner in the older
age groups (Figure 3.17).

3.11 Living situation

Men were asked ‘Who do you live with?’ and asked to tick
all that applied from the following list: ‘Male partner’,
‘Female partner’, ‘Child(ren)’, ‘Friends’, ‘One or both of
my parents’, ‘Other family members’, ‘Others’ and ‘I live
by myself’. Over a third of all respondents reported that
they lived alone (38%), 23% reported living with a male
partner and 19% lived with their parents.

Across all countries the median proportion of men living
alone was 30%, ranging from 13% in Moldova to 50% in
Sweden. The median proportion of men living with one
or both parents was 26% (range: 7% in the Netherlands
to 54% in the former Yugoslav Republic of Macedonia).
Household structures by sub-region are summarised in
Figure 3.18. The highest proportions of men living with
one or both parents were in South-East (non-EU), South-
East (EU) and South-West Europe (42%, 30%, and 30%,
respectively) and the highest proportions of men living
alone were in North-West, Central-West and West Europe
(49%, 45% and 38%, respectively).

As participants who lived with their parents or by them-
selves were the largest groups, these two categories were
analysed by age group (<25, 25-35, »35 years). In all age
groups, the proportion of participants who lived with their
parents was highest in South-East Europe, whereas North-
West and Central-West showed the largest proportions of
men who lived by themselves.

Figure 3.16: Respondents reporting a steady relationship with a woman (by European sub-region)

West North-West | Central-West South-West North-East|  Central-East South- East
N=38 845 N=8 996 N=63 780 N=37 226 N=1897 N=8789 N=3 74

Current relationship with a woman (%)

95.1 93.2 91.6
Yes 4.9 6.8 8.4
Duration of the current heterosexual relationship (%) (N=11 579)
Less than one year 6.6 9.0 7.0
1-2 years 8.0 121 10.8
3-5years 121 15.6 15.4
5-10 years 14.7 16.4 18.6
More than 10 years 58.6 46.9 48.1
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Figure 3.17: Respondents reporting a steady relationship with a woman, by education level (low/medium/high) and age
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3.12 Social and sexual venues

The social and sex lives of MSM are often organised around
specific social venues and places ('scenes’). Participation
inthese scenes can differ between MSM, however, both at
individual and country level. At the individual level, attend-
ance at particular venues is related to the expression and
self-definition of identity. At a country level, stigma and
homophobia at social and institutional levels can influence
the public expression of personal identities and the ability
to self-organise as a unified community.

3.12.1 Classification of social and sexual
venues

Respondents were asked when they had last visited the
following places in their country of residence: a gay commu-
nity centre, organisation or social group; a gay café, bar
or pub; a gay disco or nightclub; the backroom of a bar,
a gay sex club or a public gay sex party; a gay sex party
in a private home; a gay sauna; a porn cinema; a cruising
location where men meet for sex (street, roadside service
area, park, beach, baths, lavatory) or a website for gays
or bisexuals.

Factoranalysis was performed in order to generate a prelimi-
nary idea of possible clusters. The result was interpreted
following theoretical criteria in order to construct clusters
(categories) as follows: community centres, organisa-
tions and social groups; commercial social venues; sex
venues and websites. Although factor analysis grouped
this variable with the second category (social venues),
internal consistency was improved by keeping ’community

centre, organisation and social groups’ out of the social
venue cluster, which also improved interpretability. In fact,
attendance of gay community centres is often linked with
activism and specific commitment to gay communities, while
bars and discos are less frequently linked with activism
or community. Furthermore, the availability of these two
types of places could differ from one country to another,
depending on the social and institutional climate with
regard to homosexuality. Therefore, cafés, bars, and pubs
with gay discos and night clubs, were clustered as commer-
cial social venues. All other venues, except gay websites,
were clustered together as sex venues. The category ’'gay
websites’ was used alone as the original variable.

Recent attendance was defined as attendance in the last
four weeks, with the exception of the gay websites, where
recent attendance was defined as in the last seven days.

3.12.2 Gay community centres, organisations
and social groups in the last four weeks

Overall 12% of the sample had visited a gay community
centre, organisation or social group in the preceding four
weeks. The highest percentages were found in Sweden
(22%), Denmark (21%) and Moldova (20%), and the lowest
in Bosnia and Herzegovina (1%), Latvia (3%) and Russia
(4%). At the sub-regional level the picture was even clearer:
in all eastern European sub-regions, percentages did not
exceed 10% of respondents (ranging from 6% in East to
10% in Central-East Europe), while in the western European
sub-regions these percentages always exceeded 10% and
reached 18% in the North-West (Figure 3.19).

Figure 3.18: People that the respondents live with, by European sub-region
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Age appeared to be only weakly associated with attending
these venues: 13% of respondents were aged 40 years
or above, compared with 11% of those between 25 and
39 years and 12% of those under 25 years. Other venues
showed much greater variation by age. After adjusting for
other factors, however, age was significantly associated
with gay community venue attendance: men under 25
years were more likely to visit gay venues than men over
4o (Figure 3.20).

Education was not clearly associated with attendance
of these venues. Slightly more men with higher levels of
education had visited them recently (12%) than those with
medium (11%) or lower levels of education (11%).

Consideration of socio-sexual identity variables, such as
self-definition, visibility and friends who are attracted to
men clarified tendencies towards venue attendance. Those
who identified themselves as gay or homosexual visited
gay community centres (13%) more often than those who
self-identified as bisexual (6%) or who had some other
identity label (8%). A higher percentage of those who
reported that they were out to most of the people they
knew visited these venues (15%) than those who were
not (7%). Those who reported that they had a network
of friends most of whom were attracted to men visited
gay community centres more often (18%) than those who
reported that only some or a few friends were attracted
to men (14% and 4%, respectively).

3.12.3 Gay social-commercial venues in the last
4 weeks

Commercial social venues were visited more frequently than
community centres, organisations and groups. Almost half
of the overall sample reported having visited such venues
in the preceding four weeks (46%), ranging from 5% (Bosnia
and Herzegovina), 20% (Slovenia) and 23% (Croatia) to 54%
(United Kingdom), 56% (Belgium) and 61% (Spain). As with
community centres, the highest percentages were found
in the western European sub-regions, ranging from 45% in
North-West to 52% in the West Europe. Meanwhile in the
eastern European sub-regions percentages were always
below 30%, with the exception of Central-East Europe (40%).

As with the community centre category of venue, an asso-
ciation was found with age. Those who reported recent
attendance at social-commercial venues were more likely
to be aged 25 to 39 years (50%), while younger and older
MSM reported lower levels of attendance (42% and 43%,
respectively).

Again, a higher educational level was associated with
attendance. More highly educated men had recently visited
commercial social venues (49%) than those with medium
(44%) or lower (39%) educational levels.

An association with socio-sexual identity was also found
with these venues: those who self-identified as gay or
homosexual visited social-commercial venues (53%) more
often than those who self-identified as bisexual (21%) or
who had some other identity (28%). Those who reported
being out to most of the people they knew visited such

Figure 3.19: Demographic associations with use of particular social settings

% Visited gay centre, organisation
or social group in last four weeks

European sub-region

West 14.3
North-West 17.8
Central-West 10.8
South-West 1.4
North-East 6.7
Central-East 10.0
South-East (EU) 7.0
South-East (non-EU) 9.3
East 6.5
Age

(25 m.7
2539 11.0
25-39 1.0
Education

Low 1.3
Medium 1.2
High 12.2
Sexual identity

Gay or homosexual 13.3
Bisexual 5.9
Other 7.6
Outness

Out to most people 15.3
All other answers 6.8
Proportion of male friends also attracted to men

Most or all 18.4
Some 13.9
None or few 4.4
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% Visited gay commercial venue
in last four weeks

% Visited a sex-venue

% Visited a gay website
in last four weeks

in last seven days

52.0 35.3 94.1
453 231 94.1
45.8 30.5 92.6
50.4 33.4 94.0
28.6 23.6 94.2
39.7 20.9 93.7
25.4 221 921
28.9 17.3 94.0
28.5 22.9 95.5
42.2 16.1 941
49.6 29.8 93.6
49.6 29.8 93.6
38.6 33.2 90.4
43.8 28.5 93.4
49.4 31.7 94.2
531 317 94.2
1.4 28.4 92.2
281 23.0 90.0
58.5 33.1 93.8
29.4 26.9 93.3
69.3 42.2 94.6
54.5 32.0 93.8
19.3 2.8 92.6



TECHNICAL REPORT EMIS 2010 - Findings from 38 countries

venues (59%) more than those who were not (29%); those years had visited a sex venue recently (44%) than men

who reported having a network of friends most of whom aged 25-39 years (30%) and those under 25 years (16%).

were attracted to men visited social commercial venues

(69%) more than those who had only some (55%) or few Afurtherassociation was found with socio-sexual identity:

(19%) friends that were attracted to men. more men who self-identified as gay or homosexual had
visited sex venues recently (32%) than those who self-

3.12.4 Sex-venues in the preceding four weeks identified as bisexual (28%) or had some other identity

(23%). Those who reported that they were out to most
of the people they knew visited such venues (33%) more
than those who were not out (27%). Those who reported
that most of their friends were attracted to men visited sex
venues (42%) more than those who reported that only some
(32%) or few (22%) of their friends were attracted to men.

Overall, 30.5% of the sample had visited a sex venue in the
previous four weeks. The highest percentages were found
in the Netherlands (41%), France (39%), Belgium (38%)
and Spain (38%), and the lowest percentages in Slovakia
(12%), Serbia (14%) and Norway (15%). In western European
sub-regions, percentages of those visiting a sex venue in

the previous four weeks were higher, ranging from 30% of 3.12.5 Gay websites in the previous seven days
respondents in Central-West to 35% in South-West Europe.

North-West (23%) constituted the only exception, where Since EMIS respondents were recruited online and since
the percentage was similar to those in eastern European 96.6% of the overall sample had visited gay websites in
sub-regions, ranging from 17% in South-East (non-EU) to the preceding four weeks, the percentages of those who
24% in North-East Europe. visited gay websites were analysed using a shorter time

span of one week.
In addition, there was an association with age and the
difference between older and younger MSM was larger Overall, 94% of the sample had visited a gay website in the
than that for all other kinds of venues. More men over 39 last seven days. In general, percentages in all countries

Figure 3.20: Demographic associations with use of particular social settings (multivariable logistic regression)

mmercial venue (last four

Gay sex venue (last four weeks) Internet (last seven days)

PlanetRomeo 0.79 0.77 0.82 m 1.08 113 113 110 116 137 1.31 1.43
Other 1 1 1 1
<25 119 114 1.24 1.62 1.56 1.67 0.30 0.29 0.31 1.32 1.25 1.40
25-39 0.90 0.86 0.93 1.47 1.43 1.51 0.59 0.57 0.60 1.08 1.03 113
40+ 1 1 1 1
Low/Medium 0.96 0.93 0.99 0.86 0.84 0.88 1.03 1.01 1.06 0.84 0.80 0.88
High 1 1 1 1
<500 000 0.93 0.90 0.96 0.46 0.45 0.48 0.88 0.86 0.90 1.06 1.02 m
Larger cities 1 1 1 1
Untested or last test negative 0.78 0.74 0.82 0.81 0.78 0.85 0.47 0.45 0.49 117 1.09 1.26
Last test positive 1 1 1 1
Out to no-one or only a few 0.63 0.60 0.65 0.57 0.56 0.59 1.01 0.98 1.03 1.05 1.00 110
Out to more than a few 1 1 1 1
West 1.94 175 215 2.77 2.60 2.95 1.47 137 1.56 0.66 0.58 0.75
North-West 2.7 2.42 3.04 2.44 2.27 2.64 0.88 0.81 0.95 0.73 0.63 0.85
Central-West 1.74 1.56 1.93 2.53 2.37 2.70 119 112 1.27 0.48 0.42 0.55
South-West 1.83 1.65 2,03 3.24 3.04 3.45 1.49 1.40 1.59 0.64 0.56 0.73
North-East 113 0.91 1.39 1.49 1.31 1.69 1.09 0.96 1.23 0.76 0.60 0.96
Central-East 1.55 137 1.75 178 1.65 1.92 0.93 0.86 1.01 0.61 0.53 0.71
South-East (EU) 1.35 114 1.59 122 110 1.35 1.06 0.96 117 0.48 0.41 0.58
South-East (non-EU) 2.09 1.79 2.44 1.26 114 1.40 0.76 0.68 0.84 0.58 0.48 0.70
East 1 1 1 1
Gay or homosexual 1.21 113 1.30 178 170 1.85 1.20 115 1.25 177 1.66 1.89
Bisexual 0.97 0.89 1.05 0.97 0.92 1.02 1.41 1.34 1.48 1.35 1.25 1.45
Other 1 1 1 1
Most or all 3.76 3.55 3.98 5.63 5.42 5.85 2.07 1.99 2.15 131 1.22 1.40
Some 2.94 2.80 3.09 3.55 3.45 3.65 1.51 1.47 1.55 110 1.05 116
None or few 1 1 1 1
Constant 0.05 0.14 0.64 9.97
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exceeded 90%, with the only exceptions being Finland,
Slovenia, and Bulgaria (89%, 89% and 90%, respectively).
More men under 25 years had visited a gay website in the
last seven days than men aged 25 to 39 years, or those
aged 4o and above (94%, 94% and 93%, respectively).

Education was associated with visiting gay websites in a
pattern similar to that shown for gay social venues (both
commercial and community): more highly educated men
had visited a gay website in the last seven days (94%) than
those with medium or lower levels of education (93.4%
and 90%, respectively).

Finally, MSM who self-identified as gay, who were more
out and who had more friends who were attracted to men
were more likely to visit gay websites than other men.

3.12.6 Social needs and settings used

Loneliness and opportunities to make new friends were
found to be associated with the attendance of venues for
gay men. Loneliness was assessed through disagreement
oragreement with the statement’l sometimes feel lonely’
on a five-point Likert scale from 1 (strongly disagree) to 5
(strongly agree). Opportunities to make new friends were
assessed with a similar scale in relation to the statement
’l know where to go if | want to make some new friends’.

With regards to loneliness, mean scores were lower
among those who reported visiting gay community centres
(mean=3.22), gay commercial social venues (3.24), or
sex-venues (3.21) in the preceding four weeks than among
those who had visited them previously or never (3.32, 3.37,
3.35, respectively). Conversely, the mean score for feelings
of loneliness was higher among those who had visited a
gay website in the previous seven days (3.32) than among
those who had visited in the past or never (3.19). A similar
difference was also apparent between those who had and
had not visited a gay website in the last 24 hours.

Those who attended non-virtual places more frequently
were found to have more opportunities for new friendships.
Those who reported that they had visited gay community
centres, gay social commercial venues, or sex venues in the
last four weeks had higher mean scores for new friendship
opportunities (3.58, 3.49, 3.46, respectively) than those
who had visited them in the past or never (3.29, 3.17, 3.26,

Figure 3.21: Setting use associations with social needs

. I know where to go if | want
- emnedines feel(:‘):::g to make some new friends
(mean)

Visited gay community centres, organisations or social groups in the last four weeks

Never or before 3.32 3.29
Last four weeks 3.22 3.58
Visited a gay social commercial venue in the last four weeks

Never or before 3.37 3.17
Last four weeks 3.24 3.49
Visited a gay sex-venue in the last four weeks

Never or before 3.35 3.26
Last four weeks 3.21 3.46
Visited a gay website in the last seven days

Never or before 3.19 3.29
Last four weeks 3.32 3.32
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respectively). Those visiting gay websites in the last seven
days had slightly higher mean scores (albeit significant from
a statistical point of view) for knowing where to make new
friends (3.32) than those who had never visited or done so
further in the past (3.29). This result was also confirmed
by analysing data for a 24-hour period.

3.13 Limitations

Some relevant socio-demographic data were not collected
inthe survey. The lack of good proxies for migration back-
ground, income and socioeconomic status are critical
points to consider. These data were difficult to collect
due to the length of the survey, the diversity of EMIS
partners and, most importantly, difficulties related to
collecting and measuring data across countries and soci-
eties. Questions on self-defining migration background
were seen as discriminatory by a number of EMIS partners.

EMIS respondents were recruited through the internet.
Previous studies have shown that respondents surveyed
online differin several aspects from men surveyed at gay
venues (Rhodes et al. 2002, Elford et al. 2004, Knapp
et al. 2004, Chiasson et al. 2007, Fernandez-Davila &
Zaragoza, 20009).

Like most (if not all) studies on MSM, the large EMIS sample
is a convenience sample and cannot be assumed to be
representative of all MSM in Europe.

3.14 Summary and conclusions

There are obvious socio-demographic differences between
residents of countries and sub-regions, mainly when
comparing North-East, South-East and East Europe with
other sub-regions.

Differences in the age compositions of the national samples
do not reflect differences in the countries’ male popula-
tions. Itis unclear, however, whether they reflect variations
in national MSM populations, age-specific disparities in
terms of access to the internet, being reached by EMIS
promotion, willingness to take part in a survey for MSM,
or attrition while taking part in the survey.

A high percentage of respondents lived in large cities and
this percentage increased with age and level of education.
This was most striking in the countries of South-East
and East Europe, where homosexuality is less socially
accepted. In this case, migration to a big urban area may
be an escape from oppression to find safety, friendship
and social support (Egan et al. 2011). Nevertheless, while
more men in the eastern European sub-regions reported
living in large cities, fewer of them were out, or considered
themselves to be gay or bisexual. Large cities often provide
more opportunities to meet other men, or to be open
about one’s sexuality. It might be that there is a less gay-
friendly environment in the eastern parts of Europe (even
in large cities) than in western parts. The high proportion
of respondents living in large cities in these sub-regions
might also indicate better access to the internet.
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EMIS respondents had higher levels of education than
the general population. Better educated men might have
better internet access and be more willing to take part in
surveys. Respondents from East and South-East Europe
reported the highest levels of education, suggesting that
EMIS disproportionately reached men with higher levels
of education. On the other hand, in Central-West Europe
where participation rates were among the highest, levels
of education were lower. This partly reflects continuing
differences in national educational systems, but it also
suggests that with increasing levels of participation the
bias that favours participation of men with higher educa-
tional levels - inherent in this kind of survey - diminishes.

Experience of sexual orientation differs between sub-
regions of Europe (North, West, Central-West, South-West
and Central-East compared with South-East (EU), South-
East (non-EU), and East Europe). In eastern parts of Europe,
gay communities are more recently established than their
western counterparts (Tripathi et al., 2009) and MSM from
those countries still have to deal with prejudice, stigma
and discrimination.

The current economic crisis in some European countries
(e.g. Spain and Greece) is reflected in the rate of unemploy-
ment in South-West Europe.

Many respondents had known independence (living alone)
and been able to lead an openly gay life by living with a
male partner. In some countries in the South-West, living
with one or both parents may reflect cultural patterns
rather than the possibility of being independent.

Almost all respondents had visited a gay website in the
previous seven days, regardless of the country or European
sub-region. On the other hand, large differences were
found with regard to physical locations, in terms of venues,
and socio-sexual identity characteristics. Gay community
centres were visited less frequently than social-commercial
venues and sex venues. In general, these physical locations
seemed to be less visited in almost all eastern sub-regions,
although there was one exception (North-West) when sex
venues were taken into consideration. Our data on feelings
of loneliness and socio-sexual characteristics suggest
that many MSM still conceal their sexual identity, perhaps
because of the social climate towards homosexuality.

Variations in the demographic profiles of MSM between
countries might be due in part to differences in acceptance
of homosexuality, access to the internet, types of website
used to promote recruitment to the survey and willing-
ness to fill in a survey on homosexuality and HIV. These
possible demographic differences should be considered
when designing public health policy initiatives to address
the needs of MSM in Europe.
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3.15 Country table

Population

Median age

) the coun(tory

Demographics

Born
outside of

%,

Expatriates
(%)

at  Austria EU Central-West 8,383,784 31 46.6 16.9 10.0 30.3 43
be  Belgium EU West 10,741,048 34 43.6 226 8.5 65.4 5.4
bg  Bulgaria EU South-East (EU) 7,602,116 28 65.3 4.3 18.0 57.9 8.7
¢y  Cyprus EU South-East (EU) 870,000 30 4.3 33.8 33.5 61.7 3.0
¢z Czech Republic EU Central-East 10,474,607 27 44.3 10.9 6.1 40.5 3.3
de  Germany EU Central-West 82,062,249 33 M 8.3 4.0 313 5.5
dk  Denmark EU North-West 5,519,259 34 51.2 14.0 8.4 49.0 5.9
ee  Estonia EU North-East 1,340,341 30 9.8 4.7 919 45.6 6.1
es Spain EU South-West 45,853,045 32 51.4 224 53 58.6 10.8
fi Finland EU North-West 5,325,115 33 38.2 6.7 7.2 49.2 6.6
fr France EU West 64,105,125 34 50.9 13.3 10.9 72.4 7.3
gr  Greece EU South-West 11,262,539 30 7.3 1.9 9.4 64.8 9.3
hu  Hungary EU Central-East 10,029,873 28 63.7 8.9 8.5 67.2 3.5
ie  Republic of Ireland EU West 4,517,758 31 50.0 22.8 15.6 69.6 9.2
it Italy EU South-West 60,090,430 33 34.9 7.0 71 427 5.9
It Lithuania EU North-East 3,350,385 27 42.7 2.9 15.0 68.6 6.3
lu  Luxembourg EU Central-West 493,300 36 3.7 50.4 31.5 51.6 5.8
lv Latvia EU North-East 2,261,132 30 611 6.0 14.1 48.3 5%
mt  Malta EU South-East (EU) 410,290 32 1.8 16.9 16.8 61.9 0.8
nl  Netherlands EU West 16,481,139 40 42.4 231 12.2 61.7 3.9
pl Poland EU Central-East 38,130,302 28 62.4 3.5 27.6 73.9 4.7
pt  Portugal EU South-West 10,631,800 30 1.8 17.7 8.1 56.7 6.7
ro Romania EU South-East (EU) 21,496,664 27 461 2.7 19.1 54.9 3.4
se  Sweden EU North-West 9,259,044 35 521 17.7 5.6 54.0 5.7
si Slovenia EU Central-East 2,053,393 30 23 6.2 5.7 45.8 6.3
sk Slovakia EU Central-East 5,379,455 26 24.6 5.2 30.5 49.5 6.2
uk  United Kingdom EU West 61,612,255 36 50.9 27.7 7.0 63.6 5.8
ch  Switzerland EEA/EFTA/acceding Central-West 7,667,715 37 13.5 26.5 9.6 45.9 3.5
hr  Croatia EEA/EFTA/acceding South-East (non-EU) 4,489,409 29 51.3 9.7 27.5 64.2 7.4
no  Norway EEA/EFTA/acceding North-West 4,825,500 31 40.6 1.9 5.4 63.1 3.9
ba  Bosnia & Herzegovina other South-East (non-EU) 4,613,414 26 17.2 14.3 55.6 56.8 8.8
by  Belarus other East 9,489,000 27 62.2 12.2 20.5 67.7 2.7
md  Moldova other East 4,122,847 25 57.4 8.6 32.7 60.3 6.9
mk ;'g;;gm‘%’fn‘agf:ml . other South-East (non-EU) 2,114,550 28 612 8.8 287 81.7 3
rs  Serbia other South-East (non-EU) 7,498,001 28 52.6 121 13.1 56.2 13.4
ru  Russia other East 141,000,000 30 781 1.2 11.0 72.4 4.4
tr Turkey other South-East (non-EU) 70,586,256 27 86.8 8.3 10.7 83.0 4.8
ua  Ukraine other East 45,994,287 29 68.6 12.0 4.7 75.5 41

Low 25.0 1.8 2.7 4.0 30.3 0.8

Median 802,137,427 30.0 483 1.9 1.0 59.5 5.8

High 40.0 86.8 50.4 55.6 83.0 13.4

EU27 median 499,736,448 31.0 44.3 1.9 9.9 56.7 5.8

2 Over 500000 inhabitants
b |SCEDs5 and ISCED6
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Visited gay

community | Visited gay
. Most/all centre, | commercial | Visited gay | Visited gay
relatiifnesahdiy relatizfliﬁy alsde:t'?: Attracted otonone of male | organisation social | sex-venue| websites
with a mag with g homos,gezual only to men friends are or social | venue in the in the in the
@) | woman (%) %) (%) attracted to i preceding | preceding 4| previous 7
Q « Q men (%) 4weeks | weeks (%) days (%)

(%)
39.2 8.3 74.7 70.8 81.5 39.8 10.8 12.9 9.3 46.0 29.3 93.0
45.7 4.5 84.8 78.6 87.1 58.9 5.3 15.7 16.9 56.0 38.1 93.0
34.7 9.1 52.5 50.1 68.2 12.5 21.2 8.2 53 24.8 28.0 89.8
285 8.2 67.3 63.2 77.2 12.8 19.2 12.4 8.5 29.2 28.8 91.4
47.7 41 80.4 71.6 83.1 311 6.5 101 12.4 42.4 16.7 923
4.3 8.3 76.1 72.2 81.2 45.7 10.7 15.9 10.8 45.8 30.1 92.6
34.8 6.8 76.7 72.8 823 46.3 6.8 15.7 20.5 49.5 30.3 971
40.4 9.5 65.1 57.8 719 15.0 15.7 10.4 6.8 32.9 23.6 91.9
32.2 4.0 79.9 74.8 86.7 451 7.2 19.8 10.0 61.0 37.9 95.8
4.8 8.7 72.9 68.9 76.2 34.4 8.7 15.4 1341 44,2 241 88.9
47.2 3.4 83.5 78.1 85.7 46.4 5.8 13.4 15.6 46.4 39.2 93.2
35.1 6.2 66.5 62.7 78.4 14.3 16.9 1.3 9.7 44,2 26.4 90.2
4.1 7.8 721 69.5 78.7 19.2 1.6 13.9 8.9 377 19.6 93.6
29.2 7.0 77.9 72.9 81.6 39.8 1.5 13.6 17.5 53.1 253 93.8
36.3 5.6 73.6 69.9 83.8 26.4 12.5 15.8 14.3 45.8 31.9 93.4
44.4 7.4 65.7 60.3 719 7.5 239 15 i 26.9 213 94.6
39.8 1.5 711 65.8 81.2 39.7 10.1 7.2 4.6 4.5 27.0 92.9
44.6 12.2 58.6 57.9 74.9 1.6 18.9 9.4 2.9 26.5 25.7 95.9
37.3 0.8 81.5 83.2 86.2 311 17 17.6 10.9 50.4 31.9 94.9
46.5 45 87.0 79.8 88.0 70.2 4.1 20.3 9.2 52.6 40.5 96.7
42.0 3.2 82.9 75.9 85.6 17.5 8.8 8.0 9.8 47.8 27.7 96.0
37.0 7.4 69.7 63.0 79.7 19.2 12.0 1.0 7.2 4.0 30.6 93.8
36.8 1.6 53.9 49.9 68.3 8.9 28.0 9.2 73 241 18.2 93.1
39.0 7.3 75.2 69.9 79.4 54. 6.6 15.4 221 45.7 23.7 93.7
35.4 14.0 60.1 54.6 68.6 16.1 25.8 8.7 8.4 20.6 19.8 89.4
40.3 2.6 783 70.8 80.4 19.5 9.9 9.6 71 29.0 1.9 951
36.6 5.8 82.9 76.3 85.2 48.8 6.4 18.6 13.6 54.3 32.4 94.4
42.2 9.4 76.3 70.7 80.8 421 10.8 123 12.9 45.9 36.9 92.6
35.6 5.0 68.0 61.5 79.3 8.6 25.2 10.1 6.9 225 20.9 95.0
33.5 4.4 82.0 74.0 82.6 56.9 5.8 10.8 13.6 422 15.3 97.2
21.6 10.1 52.0 47.0 63.5 3.4 40.3 5.4 13 5.3 16.6 93.3
53.3 %) 66.2 64.3 77.7 6.9 1.5 1.2 12.4 24.6 19.0 95.2
43.6 6.8 67.5 64.1 75.0 4.3 22.2 4.3 20.4 27.2 23.9 95.6
25.9 9.5 60.7 47.0 70.2 5.2 30.2 6.0 14.7 241 19.8 94.0
321 8.3 54.7 511 73.4 6.8 31.4 7.4 8.2 23.3 13.8 94.4
51.7 6.8 68.0 65.3 80.0 9.1 1.9 13.7 4.2 30.3 23.7 95.9
34.2 7.6 69.8 61.2 74 8.8 2.4 8.8 10.9 36.4 18.4 93.5
49.2 9.1 63.3 60.9 75.8 8.0 14.1 10.5 10.9 24.2 21.4 94.7
21.6 0.8 52.0 47.0 63.5 3.4 17 4.3 5.3 1.9 88.9
39.1 7.4 71.6 67.4 79.6 19.2 1.6 1.3 10.4 §n3 24.7 93.8
53.3 14.0 87.0 83.2 88.0 70.2 40.3 20.3 221 61.0 40.5 97.2
39.2 73 74.7 69.9 81.2 311 10.7 12.9 9.8 44.2 217 93.4
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4. Sexual unhappiness

4.1 Introduction

The World Health Organization states that ‘Sexual health
is a state of physical, mental and social well-being in
relation to sexuality. It requires a positive and respectful
approach to sexuality and sexual relationships, as well as
the possibility of having pleasurable and safe sexual experi-
ences, free of coercion, discrimination and violence.’ Being
happy with one’s sex life is therefore a health promotion
goal of similar importance to avoiding the transmission
of infections.

HIV health promotion recognises the rights of MSM to
pursue a satisfying and happy sex life and to have control
over their involvementin HIV transmission. Consequently,
promoting, enforcing or engaging in choice architecture to
encourage MSM to practice unsatisfying or unhappy sexis
not an acceptable way to reduce HIV incidence. It should
not be the goal of prevention programmes to minimise HIV
incidence at any cost. Reducing sexual misery is, for some
agencies and organisations, a population goal alongside
(or ahead of) reducing HIV transmission. This chapter
addresses the work of such agencies and organisations
in particular.

This chapter reports on the extent of sexual unhappiness
among different groups of MSM across Europe and the
reasons men gave for being sexually unhappy. To our
knowledge this is the first time that such a question has
been asked in a survey of MSM. The results will be useful
for planners whose interventions are intended to reduce
sexual unhappiness, in that they help identify those groups
who would most benefit from such interventions and the
common reasons for sexual unhappiness. The chapter
discusses the potential intervention target groups in which
sexual unhappiness is most common and the most common
reasons for sexual unhappiness among MSM.

4.2 Questions

Sexual unhappiness was assessed using a single binary
item. In English, men were asked ‘Are you happy with your
sex life?” and were offered the answers ‘No’ or ‘Yes’. The
proportion of respondents that ticked ‘No’ was taken to
indicate the extent of sexual unhappinessina group (5.7%
declined to answer the question while 94.3% supplied an
answer). The question was translated as shown below.

e English: Are you happy with your sex life?

e Bulgarian: loBonHu nu cTe 0T Balumns cekcyaneH XuBot?
e Czech: Jste spokojeny se svym sexualnim Zivotem?

e Danish: Er du tilfreds med dit sexliv?

e Dutch: Ben je tevreden met je seksleven?

e Estonian: Kas Sa oled oma seksuaaleluga rahul?

e Finnish: Oletko tyytyvdinen seksieldmddsi?

e French: Etes-vous heureux dans votre vie sexuelle ?

e German: Sind Sie mit Ihrem Sexleben zufrieden?

¢ Greek: Eioal euxaplotnpévog pe tn ce&oualikin gou wn;
e Hungarian: Elégedett a szexualis életével?

e |talian: Sei contento della tua vita sessuale?

e Latvian: Vai esat apmierinats ar savu seksualo dzivi?
e Lithuanian: Ar)as patenkintas savo lytiniu gyvenimu?
e Norwegian: Er du forngyd med seksuallivet ditt?

e Polish: Czy jestes zadowolony ze swojego zycia
seksualnego?

e Portuguese: Estas feliz com a tua vida sexual?

e Romanian: Esti multumit de viata ta sexuala?

e Russian: Bbl 40BO/IbHbI CBOEW CEKCYaNbHOWM XNU3HbIO?
e Serbian: Da li si zadovoljan svojim seksualnim zivotom?
e Slovenian: Ali si zadovoljen s svojim spolnim Zivljenjem?
e Spanish: ;Estas satisfecho con tu vida sexual?

e Swedish: Ar du n6jd med ditt sexliv?

e Turkish: Seks hayatinizdan memnun musunuz?

e Ukrainian : Yn 3apoBonieHi Bu cBOiM cTaTeBUM KUTTAM?
Men who answered ‘No’ to the initial question on sexual
happiness were asked ‘Why are you not happy with your

sex life?” and given a list of 13 possible reasons to answer
from (more than one reason could be indicated).

‘Why are you not happy with your sex life?’ (Tick as many
as apply)

e | am not having any sex.

e | would like more sexual partners.

e | worry about having too many sexual partners.

Iwould like more sex with the man/men | have sex with.
e | want a steady relationship with someone.

e | have problems in my steady relationship.

e | am not as sexually confident as | want to be.

e | worry about passing on HIV or other STls.

e | worry about picking up HIV or other STIs.

¢ | have problems getting or keeping a hard-on (erection).
e My sex drive is too low.

e My health problems interfere with sex.

e My partner’s health problems interfere with sex.

e Otherreason.

The list of possible responses were generated from qualita-
tive answers to the same question in a previously unpub-
lished English language survey in the United Kingdom.

The order in which the reasons were offered was rotated
to prevent presentation bias.
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4.3 Sexual unhappiness across
target groups

Programmes and interventions intended to reduce sexual
unhappiness will be more efficient if they target groups
among whom sexual unhappiness is more common.
Targeted programmes may also reduce disproportionate
levels of unhappiness within certain groups.

Among all EMIS respondents, 38.6% indicated that they
were not happy with their sex life, suggesting that sexual
unhappiness is very common among MSM. Figure 4.3 gives
the proportion of MSM unhappy with their sex life across six
potential groups for targeted intervention. It also shows the
odds ratios for unhappiness across each subgroup (taking
one value of the subgroup as a reference group), adjusted
for the other five groups of characteristics, country of
residence and recruitment source. The data suggest that
being unhappy with one’s sex life is independently associ-
ated with being younger or older (rather than in the middle
age group); having a medium level of education; living in
smaller settlements; being sexually attracted to men but
not identifying oneself as gay or bisexual and not having
revealed one’s sexual attraction to men to acquaintances.

Age: At the univariable level, the youngest group of men
appeared most likely to be unhappy with their sex life.
However, after adjusting for the other factors, relative to
the middle age group the younger age group were signifi-
cantly less likely to be unhappy, while the older age group
did not differ significantly.

Education: At the univariable level, men with a lower level
of education appeared most likely to be unhappy with their
sex life. However, after adjusting for other factors, those
with a lower level of education and those with a higher

education were significantly less likely to be unhappy
than those with medium education.

Settlement size: Men who lived in larger settlements were
less likely to be unhappy with their sex lives. Adjusting
for other factors, men who lived in very large, large or
medium-sized cities and towns did not differ significantly
in the level of unhappiness with their sex lives but those
living in small towns, villages or the countryside were
significantly more likely to be unhappy.

HIV testing history: At the univariable level, men who had
never tested for HIV were most likely to be unhappy with
their sex life and there appeared to be little difference
between those who had tested positive and those whose
last test was negative. However, when adjusting for other
factors, compared with men who had tested positive,
those who had never tested were significantly more likely
to be unhappy and those who had tested negative were
significantly less likely to be unhappy.

Sexualidentity: Atthe univariable level it appeared that men
who used a term other than gay/homosexual or bisexual
(or who used no term for their sexuality) were most likely
to be unhappy with their sex life, while those who identi-
fied themselves as gay/homosexual were least likely to
be unhappy. However, in multivariable analysis, men who
identified themselves as bisexual were less likely to be
unhappy than those who identified themselves as gay/
homosexual, who were less likely to be unhappy than
those using no term or some other term.

Outness: Among MSM sexual unhappiness was posi-
tively associated with not being out to family, friends and
acquaintances. At the univariable level the proportion of
men unhappy with their sex life was highest (53.0%) among
those who were out about their sexuality to no-one and was

Figure 4.3: Extent of sexual unhappiness among MSM in demographic sub-groups

% not happy with their Age-adjusted odds ratio (AOR) for sexual
sex life unhappiness (95%-Cl) **

All respondents

Under 25 years (N=38,119)
Age* 25 t0 39 years (N=80,283)
40 years and older (N=45,926)
Low (N=13,083)
Medium (N=68,471)
High (N=81,596)

Education*

Very large town or city: over one million people (N=49,046)

Large town or city: 500 000-999 999 people (N=24,059)
Settlement size*
Small town or city: 10 000-99 999 people (N=31,967)
Village or countryside: less than 10 000 (N=20,624)
Never tested (N=47,800)
Tested positive (N=12,570)
Last test negative (N=10,2793)
Gay or homosexual (N=12,4958)
Bisexual (N=24,813)
Other (N=14,200)
All or almost all (N=63,495)
More than half (N=30,556)
Less than half (N=17,682)
Few (N=34,829)
None (N=16,900)

HIV testing history*

Sexual identity*

Outness (proportion of
people who know I'm
attracted to men)*

* Univariable chi-squared p<o.01

Medium town or city: 100 000-499,999 people (N=34,678)

38.6 -

39.3 0.92 (0.89-0.96)
38.6 1.00

37.9 1.02 (0.99-1.05)
37.4 0.93(0.89-0.97)
394 1.00

38.4 0.95(0.93-0.97)
37.0 1.00

36.2 0.97 (0.94-1.00)
38.2 1.00 (0.97-1.03)
4.2 1.07 (1.03-1.10)

05 1,07 (1.03-1.11)

47 1.33 (1.27-1.39)

35.1 1.00

343 0.93(0.90-0.97)
36.6 1.00

437 0.89 (0.86-0.92)
47.2 117 (113-1.22)

31.0 1.00

36.7 1.28 (1.24-1.31)

40.8 1,51 (1.46-1.57)

45.9 1.85 (1.80-1.91)

53.0 2.46 (2.36-2.56)

** Adjusted for age, education, settlement size, HIV testing history, sexual identity, outness, country of residence and recruitment source.
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lowest (31.0%) among those who were out to everybody
or almost everybody. After adjusting for other factors,
compared to men who were out to all or almost all the
people they knew, sexual unhappiness was significantly
more common (AOR 1.24-1.31) even among those who were
out to over half the people they knew. Among those who
were out to nobody sexual unhappiness was more than
twice as likely (AOR 2.36-2.56).

In summary, sexual unhappiness is more common among
MSM whose sexual attraction is unknown to the peoplein
daily contact with them; MSM who do not identify as gay
or bisexual; MSM who live in smaller settlements; MSM
who have never tested for HIV, MSM with a medium level of
education and among younger and older MSM. Therefore
programmes intended to reduce sexual unhappiness among
MSM should ensure that some of their activities engage
with men who do not take part in the gay and bisexual
scenes; those who live in smaller communities, and those
who have not had contact with sexual health services. The
internet may prove invaluable for contacting and interacting

4.4 Sexual unhappiness across
European countries

Any agency or organisation concerned with sexual unhap-
piness among MSM across Europe can reduce inequalities
and increase efficiency by focusing their attention on those
countries where unhappiness is more common. National
agencies may also benefit from comparisons with other
countries.

Figure 4.4 shows the proportions of EMIS respondents in
each country who were unhappy with their sex life, and the
odds ratio for a man living in that country being unhappy
with his sex life to the odds for a man living in the UK
being unhappy with his sex life (which was 0.72), adjusted
for age, education, settlement size, HIV testing history,
sexual identity, outness and recruitment source. The UK
was chosen as the reference country for the comparison
as its respondents were closest to the mean for unhappi-
ness with their sex lives and it had a very large subsample.
The countries in the table are ordered by this odds ratio.

with these men.

Figure 4.4: Extent of sexual unhappiness among MSM in different countries

Sub-sample size Unhappy with thelr sex

Bosnia and Herzegovina 61 3
Republcof Nocedonia 2 554
Cyprus 255 53.7
Sweden 2,932 47.8
Hungary 1,952 50.4
Russia 4,790 50.2
Croatia 476 52.7
Ukraine 1,627 51.5
Estonia 565 50.8
Belarus 353 51.8
Finland 1,910 47.8
Ireland 2,071 46.7
Norway 1,871 43.9
Serbia 1,072 50.6
Slovakia 558 47.7
United Kingdom 16,379 0.7
Moldova 12 48.2
Bulgaria 990 47.0
Lithuania 570 49.5
Greece 2,875 44.2
Czech Republic 2,284 42.5
Turkey 1,727 453
Latvia 673 46.7
Denmark 1,545 39.4
Germany 51,278 38.4
Slovenia 936 44.0
Luxembourg 264 40.2
Poland 2,599 39.7
Malta m 37.8
Romania 2,215 42.9
Austria 3833 351
Italy 15,361 37.3
Belgium 3731 31.7
Netherlands 3575 30.7
Spain 12,41 31.9
Portugal 4,995 34.3
Switzerland 4,707 31.2
France 10,471 27.8

* Adjusted for age, education, settlement size, HIV testing history, sexual identity, outness and recruitment source.

Ad usted odds ratio for sexual unhappiness (95% confidence interval) *
| Uppervalue|

1 42 0.99 2.01
132 0.90 1.94
1.30 1.00 1.69
130 1.20 1.4
1.22 110 134
117 110 1.26
116 0.97 1.40
116 1.04 129
116 0.97 138
115 0.92 1.42
115 1.04 127
113 1.02 1.24
1.07 0.97 118
1.02 0.90 116
1.00 0.84 1.20
1.00 - -
0.99 0.68 1.45
0.99 0.87 113
0.96 0.81 114
0.92 0.84 0.99
0.92 0.84 1.01
0.89 0.80 0.99
0.88 0.75 1.03
0.87 0.78 0.97
0.85 0.82 0.89
0.80 0.69 0.92
0.80 0.62 1.05
0.79 0.72 0.86
0.78 0.52 116
0.76 0.70 0.84
0.74 0.69 0.80
0.72 0.69 0.76
0.69 0.64 0.74
0.66 0.61 0.72
0.65 0.62 0.68
0.61 0.57 0.65
0.60 0.56 0.65
0.54 0.52 0.57
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The median value of the proportion unhappy with their
sex lives across the 38 countries was 46.7% and the mean
was 43.9%. The proportion of men who were unhappy
with their sex life varied widely depending on the country
they lived in, from a minimum of 27.8% in France to a
maximum of 61.3% in Bosnia and Herzegovina. Allowing
for other factors, MSM living in Bosnia and Herzegovina
were 2.61times more likely (AOR; 95%-Cl: 1.83-3.71) to be
unhappy with their sex lives than men living in France — a
larger difference than by any other factor. This suggests
that the country a man lives in has a greater influence on
his sexual happiness than any of the other demographic
factors considered, and that interventions to reduce sexual
unhappiness in MSM may be more effective and efficient
if they focus on country level characteristics than if they
attempt to effect changes in men themselves. Therefore
programmes to reduce sexual unhappiness among MSM
should consider country level or structural factors contrib-
uting to sexual unhappiness as well as trying to change
the individual situation for men through provision of direct
services such as education, training and therapy.

Sexual unhappiness is widespread among MSM across
Europe but appears particularly high in Bosnia and
Herzegovina, the former Yugoslav Republic of Macedonia
and Cyprus. Any agency or organisation concerned with
sexual unhappiness among MSM across Europe should
therefore prioritise change in these countries.

4.5 Reasons for sexual
unhappiness

There may be awide range of reasons why MSM are unhappy
with their sex lives and any measures to reduce sexual
unhappiness will be more effective if they address the
most common of these reasons (Figure 4.5).

Wanting but not having a steady sexual relationship was
the most commonly cited reason for sexual unhappiness in
35 of the 38 countries and was the second most common
reason in the other three. Typically, 25% of men in each
country were unhappy with their sex lives because they
were single. This reason was expressed considerably
more frequently than the two next most common reasons
given: wanting more sex with the man or men they already

had sex with and wanting to be more sexually confident,
cited by 14-15%.

Two of the top three reasons for sexual unhappiness concern
establishing and maintaining steady sexual relationships.
These are complex needs that are poorly served by the
commercial gay leisure-sex industry, which promotes and
profits from the acquisition of new sexual partners. Sexual
health programmes for MSM could therefore include helping
MSM develop opportunities to meet potential longer-term
partners (perhaps outside of or away from sexual settings),
foster steady partnerships, and provide access to relation-
ship support services. State acknowledgement and support
of steady same-sex partnerships should be encouraged.

The main reasons men were unhappy with their sex lives
related to steady partners, wanting but not having a steady
relationship and the challenges of maintaining one. HIV
prevention programmes could reduce sexual unhappiness
and decrease harm by fostering regular partnerships in
association with HIV testing and explicit rules about sex
outside those relationships.

4.6 Components of the best sex
life

If sexual happiness is related to matching desire with reality,
what people desire from their sex life will be as important
as what actually happens (or does not happen). For MSM
the main representations of what constitutes a good sex
life come from the commercial gay leisure-sex industry,
which provides services and products for sexual purposes.
HIV prevention for MSM often reinforces the image of the
best sex life as involving multiple sexual partners, in order
to engage with what MSM are thought to value.

To get a more balanced picture of what aspects of a sex
life are valued by MSM, respondents were asked the open-
ended question ‘What is your idea of the best sex life?’ This
question produced a large amount of shallow, qualitative
data in 25 different languages. Content analysis of these
responses was carried out by two teams working inde-
pendently on responses in different languages (English
and Slovenian) to develop coding frames. These coding
frames were then brought together and consolidated, and
the coding frame tested on data from a third language

Figure 4.5: Common reasons for sexual unhappiness among MSM in 38 European countries

I’'m unhappy with my sex life because... Standard deviation (% Country median (%) Country range (%)

| want a steady relationship with someone

I would like more sex with the man/men | have sex with
I am not as sexually confident as | want to be

I worry about picking up HIV or other STIs

I would like more sexual partners

I have problems in my steady relationship

| 'am not having any sex

I have problems getting or keeping a hard-on (erection)
My sex drive is too low

I worry about having too many sexual partners

My health problems interfere with sex

I worry about passing on HIV or other STIs

My partner’s health problems interfere with sex
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25. 4 25.1 13.8-40.6
15.2 4.5 14.8 9.0-27.7
14.7 3.8 14.2 55-22.9
12.6 33 121 7.6-21.0
12.0 2.9 1.7 6.9-19.8
7.7 47 5.9 3.4-22.4
7.9 3.0 7.5 4.0-15.2
5.7 13 5.6 32-97
4.6 1.2 4.8 29-6.9
31 1.6 2.8 0.9-72
2.8 1.0 2.7 0.0-4.6
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(Norwegian). The topic areas below emerged solely from the
answers men gave in three different languages, although
the way the topics are organised was negotiated among
the researchers.

Nine response topics were identified and a number of
specific sub-topics were elaborated within each. These
areas are briefly described below with typical quotes shown
initalics. The orderin which they are presented indicates
how often themes appeared as part of men’s answers (i.e.
the most common theme was relationship formation and
the least common was ‘Not sure/don’t know’).

Relationship formation: When asked what their idea of
the best sex life was, the most common response was a
desire for a relationship with another man. For most men
this was a committed, monogamous relationship, but open
relationships, polygamous relationships, and casual sexual
relationships were also described. For example: ‘The best
sex life is the one with only one partner for a number of
years in a monogamous relationship.’

Emotional/sexual connection with sexual partner: A
significant proportion of men stated their desire for some
form of loving, intimate or trusting connection with their
partner, but sometimes they talked more broadly of a sexual
connection with another person. These responses gener-
ally referred to mutuality — something shared between the
two (or more) individuals. For example: ‘Two people that
totally connect with each other on all levels.

Volume and variety: Some men stated a desire for regular
sex, or sex more frequently than was already the case, and
stated a desire for varied, exploratory or experimental
sex. This might refer to the variety of sexual acts they
would like to perform, or the variety of men they wished
to have sex with. For example: ‘Having sex whenever |
want (for example, more than four times a week, mostly
on a daily basis).’

Sexual action/behaviour: Some men described specific
sexual acts they would like to engage in. This included
behaviours such as oral sex, anal sex, group sex, domi-
nant or submissive sex, or a desire for particular sexual
positions. For example: ‘Fucking while getting fucked’.

Free from physical harm: A relatively small number of men
described theiridea of the best sex life as one that is free
from physical harm. Such harm might include HIV or other
STls or physical assault. Concerns for consensual sex were
included here. For example: ‘One where HIV is not an issue’.

Idealised physical attributes: A small number of men
associated the best sex life with sexual partners who have
particular physical attributes. Examples of these include
a large penis, an attractive or muscled body, a particular
complexion, or a particular style (for example a twink or
a bear). For example: ‘To regularly have sex with a men
with a huge penis (>20cm)’.

Overcoming psychological and social barriers: A few men
stated their desire to be confident or assertive with regard
to sex and to be able to enjoy sex free from stress. Many
responses in this category were related to overcoming

stigma, such as negative feelings in themselves or others
about sex with men or about having HIV. For example: ‘Open
and honest people who are not ashamed of their sexuality’.

Settings/physical spaces: A very small number of men
described their idea of the best sex life in terms of the
setting or physical space in which it occurred, including
sex in a sauna, at a cruising ground, or on a beach. For
example: ‘On the beach at sunset with the man of my life’.

Don’t know: Finally, a few men simply stated that they did
not know or were not sure what their idea of the best sex
lifeis. In other instances there was insufficient information
with which to code the response.

In summary, homosexual desire is diverse and the sexual
lifestyles most sought after by MSM also vary. There is no
one sexual lifestyle or pattern of sexual behaviour that is
desired by all MSM. Notably, however, relationships and
intimacy appeared far more often in men’s descriptions
of the best sex life than large numbers of partners or
specific sexual acts. The content of these answers may
also reflect a widespread desire among single MSM for a
steady partner, and the social and community needs that
fuel this desire. Aspects of a sex life that are important to
MSM include various features, representing different values
for different men. Emotionally meaningful relationships are
the most commonly valued feature. Therefore programmes
concerned with increasing the quality of MSM’s sex lives
should focus on emotional and interpersonal aspects and
capacities alongside the more commonly addressed topics
of safety and technique.

4.7 Summary and conclusions

Reducing sexual unhappiness in itself is a worthwhile goal
for sexual health programmes. In addition, HIV preven-
tion among MSM will be strengthened if it is not in direct
competition with what men seek from their sex lives.
Programmes should attempt to improve men’s sex lives as
well as making them safer. It is not acceptable to seek to
reduce HIV infections using methods which lead to sexual
unhappiness in the population, such as preventing men
who wish to make sexual contact from doing so, attempting
to make men unhappy about their sexual orientation, or
reinforcing unhappiness about homosexual desire by
suggesting that desire can be changed by therapy. HIV
prevention programmes need to ensure that they do not
cause harm in the process of reducing HIV infections.
Therefore the true goal of such programmes should be to
move the population towards better sex with less harm.

According to EMIS, sexual unhappiness is widespread
among MSM, with a country level average of 47% not being
happy with their sex life. Sexual unhappiness is more
common among MSM whose sexual attraction to men is
unknown to those with whom they have daily contact. Itis
also more common among MSM who do not identify them-
selves as gay or bisexual; who live in smaller settlements;
who have never been tested for HIV; who have a medium
level of education and who are in the younger and older
age groups. However, sexual unhappiness varies more
with the country of residence than with the characteristics
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of men themselves. It is particularly high in Bosnia and
Herzegovina, the former Yugoslav Republic of Macedonia
and Cyprus.

The most common reason for sexual unhappiness among
MSM across Europe is wanting but not having a regular
sexual partner. Aspects of a sex life that are important to
MSM include a variety of features but steady, emotionally
meaningful relationships are the most commonly valued
feature.

As with all the EMIS findings (and with the vast majority of
MSM research) these results are limited by the extent to
which the respondents’ representativeness is unknown.
In particular, since sexual unhappiness is more common
in men who are less out about their sexual attraction to
men, sexual unhappiness might be expected to be higher
among MSM than measured here. A second key limitation
of these findings is the simple binary measure of sexual
unhappiness. This can be addressed in future research by
developing a validated scale of sexual happiness that is
independent of sexual behaviour or function.

4.8 Policy and programme
implications

Sexual health programmes (rather than solely HIV preven-
tion programmes) should make reducing sexual unhap-
piness a key programme goal. Programmes intended to
reduce sexual unhappiness among MSM should include
activities that engage with men who are not active on the
gay and bisexual scenes, those not living in large urban
centres and those who have not had contact with sexual
health services. The internet provides a unique setting for
contacting and interacting with these men.

Programmes concerned with reducing sexual unhappi-
ness among MSM should focus on promoting, maintaining
and supporting regular partnerships. Services for MSM
should be concerned with emotional and interpersonal
aspects and capacities alongside safety and technique.
They should consider national or structural factors that
contribute to sexual unhappiness as well as trying to
change men themselves through direct health and social
services. Any agency with concerned with sexual unhappi-
ness among MSM across Europe should prioritise change
in Bosnia and Herzegovina, the former Yugoslav Republic
of Macedonia and Cyprus.
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4.9 Country table

Reason for unhappiness

% happy with Want more
their sex life w:';trmg:‘: sex with

partner/s
at  Austria EU Central-West 64.9 4.4 121 1.2 10.6 174
be  Belgium EU West 68.3 4.0 8.6 3.2 15.0 16.4
bg  Bulgaria EU South-East (EU) 53.0 10.6 14.3 2.0 15.3 29.2
¢y  Cyprus EU South-East (EU) 46.3 n7z 15.0 6.2 19.0 37.2
¢z Czech Republic EU Central-East 57.5 10.4 8.1 2.8 12.6 25.1
de  Germany EU Central-West 61.6 5.1 13.3 15 123 18.5
dk  Denmark EU North-West 60.6 5.6 13.4 2.8 14.9 20.9
ee  Estonia EU North-East 49.2 8.4 19.8 1.4 17.9 28.3
es  Spain EU South-West 68.1 4.2 8.0 2.8 19.9 17.6
fi Finland EU North-West 52.2 8.1 13.6 23 27.6 24.4
fr France EU West 72.2 4.5 71 3.4 91 16.2
gr  Greece EU South-West 55.8 6.5 1.4 3.1 8.9 24.3
hu  Hungary EU Central-East 49.6 8.0 13.2 1.9 13.8 27.3
ie Republic of Ireland EU West 53.3 10.4 13.8 6.1 15.7 25.1
it Italy EU South-West 62.7 12.5 6.9 3.1 9.0 19.6
It Lithuania EU North-East 50.5 14.7 n3 1.4 18.8 28.7
lu  Luxembourg EU Central-West 59.8 4.8 1.4 1.8 14.3 19.4
lv Latvia EU North-East 5513 5.0 13.5 2.6 15.3 25.8
mt  Malta EU South-East (EU) 62.2 7.0 1.3 7.0 9.6 18.3
nl  Netherlands EU West 69.3 41 8.7 21 19.3 13.7
pl  Poland EU Central-East 60.3 8.2 83 2.8 20.6 22.4
pt  Portugal EU South-West 65.7 7.6 7.4 5.1 9.7 20.5
ro  Romania EU South-East (EU) 57.1 4.8 10.6 2.5 12.7 25.6
se  Sweden EU North-West 52.2 7.4 15.1 2.9 16.7 22.9
si Slovenia EU Central-East 56.0 10.2 1.5 2.5 12.2 211
sk Slovakia EU Central-East 52.3 12.7 8.5 4.0 1.6 27.2
uk  United Kingdom EU West 58.3 10.9 13.8 5.2 14.8 2.2
ch  Switzerland EEA/EFTA/acceding  Central-West 68.8 4.5 1.0 1.8 1.1 14.7
hr  Croatia EEA/EFTA/acceding South-East (non-EU) 47.3 1.8 13.6 6.9 17.9 35.6
no  Norway EEA/EFTA/acceding North-West 56.1 8.2 10.9 4.9 13.9 24.8
ba  Bosnia & Herzegovina other South-East (non-EU) 38.7 8.5 14.4 2.6 14.4 39.2
by  Belarus other East 48.2 5.5 10.5 1.9 21.8 34.4
md  Moldova other East 51.8 5.9 14.4 0.8 13.6 33.9

The former Yugoslav

mk Republic of Macedonia other South-East (non-EU) 44.6 1.6 16.5 4 18.2 34.7
rs Serbia other South-East (non-EU) 49.4 6.4 1.7 2.7 13.5 30.0
ru  Russia other East 49.8 7.2 16.3 2.3 233 32.8
tr Turkey other South-East (non-EU) 54.9 9.6 "4 5.8 9.0 29.0
ua  Ukraine other East 48.8 6.8 14.7 1.8 22.2 35.3
Low 38.7 4.0 6.9 0.8 8.9 13.7
Median 55.2 75 1.6 2.7 14.6 25.0
High 72.2 14.7 19.8 7.0 27.6 39.2
EU27 median 51.5 7.6 1.4 2.8 14.8 22.4
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Reason for unhappiness

Myillheatth|  Partner's

Notas| Worryabout| Worryabout

. 5 A Problems| Sexdriveis s illhealth
confidentas | passing on pickingup | . . interferes :
want to be HIV]STI G| S toolow| yith sex|  IMterferes
5.1 123 33 10.2 5.5 3.4 2.2 0.7
6.8 17.6 21 13.0 43 3.0 33 11
7/ 21.9 2.6 19.7 5.8 5.8 0.7 0.7
8.2 12.5 1.6 1.2 4.4 4.3 23 1.3
6.2 14.9 2.4 10.3 53 3.5 3.0 11
4.9 1.1 2.6 8.2 6.8 5.0 37 13
1.2 15.2 1.9 12.4 6.4 6.9 3.6 1.6
3.4 5.4 2.6 1.4 3.9 3.4 25 0.7
9.5 19.0 1.8 8.0 6.7 Bl 3.4 1.8
4.6 10.9 23 9.1 41 2.9 2.3 0.7
4.2 19.9 2.7 14.3 3.4 4.2 25 0.8
8.8 19.7 1.6 14.3 5.5 4.9 4.1 11
5.9 21.6 3.6 14.4 7.6 6.7 3.5 1.2
4.8 1.4 21 13.0 4.9 3.5 21 0.5
7.8 12.8 4.4 1.0 6.1 4.2 229 1.2
6.2 13.9 4.4 1.4 55 4.8 2.2 1.5
12.9 17.6 2.2 10.9 6.9 6.6 3.6 13
5.2 16.5 1.7 13.0 4.3 5.2 2.6 1.7
41 10.6 3.2 7.7 5.8 4.6 2.8 )
5.7 14.7 2.2 12.6 6.4 4.9 2.8 11
5.4 1341 3.5 12.7 41 3.0 2.5 0.8
6.0 17.0 2.8 12.0 5.4 3.9 2.6 0.8
6.1 17.2 2.6 9.8 7.0 5.5 45 1.9
7.2 14.5 1.3 14.1 5.1 4.5 2.5 0.5
8.5 10.9 1.7 13.9 4.0 4.0 2.8 1.0
5.5 18.9 3.9 1.7 8.4 6.8 4.6 1.5
4.4 10.8 1.5 8.0 4.8 3.0 2.0 0.9
53 18.3 33 20.9 57 6.1 3.7 1.4
5.6 9.1 31 1.6 5.9 5.5 4.2 1.0
33 13.7 3.3 20.3 4.6 3.9 33 0.7
21.2 12.9 3.0 10.5 6.6 5.2 25 0.6
13.6 15.3 3.4 16.1 4.2 3.4 0.0 0.0
33 19.8 33 14.0 9.1 5.0 17 0.8
5.6 14.8 3.7 18.3 6.8 5.2 3.7 0.6
21.4 12.8 3.5 1.8 6.8 5.4 2.4 1.0
9.6 10.0 2.8 12.6 57 3.2 25 0.7
22.6 1341 3.7 12.5 6.3 4.8 1.9 0.8
3.3 5.4 13 7.7 3.4 2.9 0.0 0.0
5.9 14.3 2.6 12.2 5.6 4.7 2.6 1.0
22.6 21.9 4.4 20.9 9.1 6.9 4.6 1.9
6.0 14.7 2.4 1n.7 5.5 4.5 2.8 11
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5.1 Testing for HIV

5.1.1 Introduction

All countries in Europe claim to provide antiretroviral
therapy (ART) to anyone in need (with some exceptions
such as migrants without legal documents or individuals
without insurance coverage). In order to take advantage
of the treatment available an individual must be tested
for HIV. Therefore it is desirable that anyone at risk of
acquiring HIV is tested and anyone who continues to be at
risk has access to free or affordable HIV testing, combined
with HIV risk assessment and risk reduction counselling.

EMIS respondents were asked what they thought their HIV
status was (regardless of whether they had been tested or
not, or how long ago the last test was), how they perceived
the accessibility of HIV testing in their countries, and
whether they had ever received an HIV test result. Those
who had been tested were asked about their test result, and
how long ago and at what type of testing site they had had
their last HIV test. They were also asked how satisfied they
were with confidentiality and the counselling received (if
any), and whether they were treated with respect. Moreover,
respondents were asked about opportunities for open
discussion about HIV transmission risks related to their

Figure 5.1: Assumed HIV status and HIV testing history

Assumption about HIV HIV testing hl.s!or
status Never tested | Tested positive Last test
(%) (%)|  negative (%)

0.7

Definitely negative 58.8 68.7
Probably negative 33.6 0.3 281
Not sure or doesn’t know 7.2 0.2 2.9
Probably positive 0.4 1.0 0.2
Definitely positive 0.1 97.8 0.1
Total 100.0 100.0 100.0

sexual practices and to their male sexual partners with
their counsellor/healthcare provider.

5.1.2 Assumed HIV status and HIV testing
history

As expected, the assumed HIV status of the vast majority
of respondents who had been tested for HIV coincided with
their last HIV test result (Figure 5.1). Among the 29% who
had never been tested for HIV, more than 90% said they
were definitely or probably HIV-negative. The proportion of
men who were not sure about their status or who assumed
that they were HIV-positive was higher among those who
had never been tested than among those whose last test
was negative. Of the 8% of respondents who reported a
positive HIV test result, 1% indicated that they assumed
themselves not to be infected with HIV. This could be due
to misunderstanding the question, errors in completing
the questionnaire, not believing the test result, or not
believing in HIV. The behavioural consequences of discrep-
ancies between assumed and tested HIV status require
further analysis.

The proportion of respondents ever tested for HIV varied
between 43% in Lithuania and 84% in France (median 63%;
see country tables in Section 5.5). A feature common to
all countries was that testing rates were higher among
respondents living in larger cities than those living in
smaller cities or in the countryside. This probably reflects
easieraccess to testing in larger cities, and perhaps larger
numbers of partners. Another common feature was lower
testing rates among men under 25 years of age (Figure 5.2).

5.1.3 HIV testing in the past 12 months

The proportion of men who had received a test result in
the past 12 months (recent testing) varied between 20%
and 47% (median 35%; see country tables and Figure 5.3).
There was no clear geographical pattern: countries where

Figure 5.2: Proportion of respondents who had ever tested for HIV by age group and settlement size
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Figure 5.3: Proportion of respondents who had been tested for HIV in the past 12 months
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Figure 5.4: Proportion of respondents tested for HIV in the past 12 months by age group and EMIS region (age groups
with n¢<50 not shown)
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more than 40% of MSM had recently been tested were
Belgium and France in West, Luxembourg and Austria in
Central-West, and Portugal, Spain and Italy in South-West
Europe, but also Bulgaria in South-East, and Russia in
East Europe. The lowest proportions of recent HIV testing
were found in countries in Central-East, South-East, and
North-East Europe, comprising Bosnia and Herzegovina,
Croatia, the Czech Republic, Finland, Latvia, Lithuania,
Slovakia and Slovenia.

Figure 5.4 shows the proportions of EMIS respondents
tested for HIV in the past 12 months by age group and
geographic region. In the majority of EMIS regions recent
testing was most commonly reported by the 25-29 and
30-34 years age groups. A slight shift towards older age
groups was noticeable in South-West Europe.

5.1.4 Perceived access to HIV testing

Perceived inaccessibility of free or affordable HIV testing
was highest in Lithuania (56%), corresponding with the
lowest proportion of recent testers (20%). In Latvia and
Cyprus, perceived inaccessibility was 31%; followed by
Moldova, Romania, Turkey and Greece (25%). A median of
10% for all 38 countries reported perceived inaccessibility.
In Luxembourg, France and Denmark, less than 5% felt that
HIV testing was inaccessible.

Within countries, perceived inaccessibility of HIV testing
correlated with individuals making assumptions that they
were HIV-infected, despite not having been tested for HIV

Figure 5.5: Predominant types of HIV testing site
I Private practices

I Hospitals

mm Community based testing sites

1 Missing or excluded

Non-visible countries

I Luxembourg
I Malta

(R2=0.62). Perceived inaccessibility also correlated with
problems associated with use of testing facilities. In coun-
tries where access to free or affordable HIV testing was
perceived to be low the proportion of men whose last HIV
test had occurred in the context of blood donation tended
to be higher (R2=0.35). Both associations indicate unmet
HIV testing needs. The strength of these associations
becomes weaker, however, if the outlier country Lithuania
is excluded from this analysis.

5.1.5 Predominant testing sites and testing
experiences

In all European countries HIV tests are accessible in at
least some types of health facilities. Healthcare systems
differ across Europe, and the predominant HIV testing
sites showed clear regional patterns in accordance with
the structures of healthcare systems (Figure 5.5). Private
practices were the main testing sites in Central-West Europe,
as well as in Norway, Denmark, Belgium, France, Spain
and Portugal, but also in Romania. Community-based
testing was most common in the Netherlands, in Central-
East Europe and in parts of South-East and East Europe
(Bulgaria was the only country where most respondents
had had their last HIV test in a mobile medical unit).

Questions on satisfaction with confidentiality, respectful
treatment and the counselling received were used to assess
the performance of all types of testing sites (see country
tables).
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The highest levels of dissatisfaction with confidentiality
were reported by respondents from Turkey (18%), Belarus,
Russia, the former Yugoslav Republic of Macedonia, Malta,
Ukraine, Poland and Serbia. Hospitals are the main or
second most important testing sites in these countries.
Analysing performance characteristics for HIV testing by
type of facility rather than country (Figure 5.6) revealed
weaknesses regarding confidentiality, respectful treatment
and quality of counselling in hospitals, yet few problems
regarding confidentiality and respect at private practices.
Competent counselling seemed to be a challenge, both
in hospitals and private practices. The most meaningful
information about sex and sexual risk were provided at
community-based testing sites, and in the genitourinary
medicine (GUM) clinic system (Ireland, Malta and the UK,
see Chapter 6), where an experienced workforce manages
sexual health issues irrespective of the sexual preferences
and practices of their clients.

5.1.6 Feeling forced or tricked into HIV testing

A median of 6% of respondents who had at some time been
tested for HIV reported feeling forced or tricked into HIV

testing at least once (see country tables). The proportion
ranged from 2% in Lithuania to 14% in the Czech Republic
and Slovakia. Two country clusters were found to have
higher proportions of respondents who felt forced or tricked
into testing: France and Belgium (and Luxembourg) in
West Europe and the Czech Republic, Slovakia and Poland
in Central-East Europe. In the West this was associated
with high overall testing rates, but this was not the case
in Central-East Europe. Comparably high overall testing
rates associated with lower proportions of men feeling
forced or tricked into testing — as in the Netherlands and
Switzerland - suggests that high testing rates can be
achieved without compromising freedom of choice and
individual autonomy.

It should be noted that indiscriminate routine testing in
hospitals in Russia and Belarus seems not to be perceived
as forced testing. An analysis and comparison of effective-
ness and the effects of different testing policies is beyond
the scope of this report.

Figure 5.6: Performance characteristics of HIV testing sites by type of facility

_ Dissatisfied with confldentlallty Dissatisfied with respect (%)

Practice-based physician
Hospital or clinic (outpatient)

Hospital or clinic (inpatient) 13.5
GUM clinic (ie, mt, uk) 3.3
Community service 4.0

Opportunity to talk about sex
and disclosure of having sex
with men (%)

No counselling or dissatisfied
with counselling (%)

517 30.4

51.9 281

12.6 58.2 22.6
5.4 43.4 63.8
5.0 26.0 52.1

Figure 5.7: Tested for HIV in the past 12 months by venue types for gay and other MSM and by EMIS region
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5.1.7 Attending venues for gay and other MSM
and recent HIV testing

For targeted promotion of HIV testing it is important to
know where men can be reached. HIV testing rates were
analysed in relation to the MSM venue types that respond-
ents had visited in the past 12 months (see Chapter 3 and
Figure 5.7). In all European sub-regions, the highest testing
rates were reported by men who visited social venues
for gay men and sex-focused venues for MSM. Men who
did not visit any type of venue for MSM were least likely
to have been tested recently. Although targeted testing
promotion in gay communities may be successful, more
needs to be done to reach the many MSM who do not or
only rarely visit such venues (see Chapter 3). Our findings
suggest that substantial proportions of these MSM could
be reached by online promotion of HIV testing.

5.1.8 Recent testing and sexual risk-taking
Country level analysis

Sexual risk-taking as measured by EMIS was only weakly
associated with HIV testing. Across Europe, unprotected
analintercourse (UAI) with a steady partner of unknown or
discordant HIV status — non-concordant UAI (ncUAI) - was
less common where proportions of recently tested men
were higher. This probably reflects HIV status disclosure
within steady partnerships, which often leads either to
protected anal intercourse or to UAI with a partner who
has the same HIV status as the respondent.

About 50% of men who reported UAl in the past 12 months
with a non-steady partner assumed to have concordant
HIV-negative status also reported testing in the past 12
months. Other studies have shown, however, that up to
50% of men who had an as yet undiagnosed HIV infection
reported a negative test within the previous 12 months
(MMWR 2011). Thus, even a 50% rate of recent testing
may not provide adequate safety for men who believe that
mutual disclosure of their last HIV negative test results with
a non-steady partner reduces their risk of HIV infection
through UAL. In contrast, for men with diagnosed HIV infec-
tion no correlation was observed between HIV prevalence
levels and levels of reported UAI with non-steady partners
whose status was assumed to be the same. This suggests
that HIV sero-sorting occurred both between HIV-positive
sex partners and partners assumed to be HIV-negative.

No association was observed between UAl with non-steady
partners and recent HIV testing. Among men who reported
UAI with a non-steady partner of unknown or discordant
HIV status in the past 12 months, the proportion of men
who had been tested for HIV during this period ranged from
20% in North-East, Central-East and South-East Europe
to 39% in South-West and West Europe. This means that
most men who reported a potential risk for acquiring HIV
in the past 12 months had not been tested for HIV during
this period.

The low levels of recent testing among men who reported
recent risk-taking raises questions about the quality and
validity of their communication of HIV status to non-steady
partners. It suggests that using negative HIV test results

as a means of reducing the risk of HIV transmission by
serosorting between non-steady sex partners may be
unreliable. To facilitate adequate use of HIV status informa-
tion for risk reduction between non-steady partners, clear
counselling about the potential problems of serosorting
between non-steady male partners needs to be provided.
Unfortunately, the low proportion of men who had talked
about the sex they had with other men to healthcare
providers or counsellors during their last HIV test indi-
cates that few received such information. Unsurprisingly,
the required communication skills seem more common in
settings which deal specifically with HIV testing or sexual
healthcare, and less available in hospitals (except GUM
clinics) and many private practices.

Although recency of HIV testing was not correlated with
the proportion of respondents reporting a recent risk of
HIV acquisition (that is, ncUAI), there were geographic
patterns between recent risk-taking and having ever or
recently been tested. The proportions of men reporting
recent HIV risk-taking and also indicating that they had at
some time or recently been tested for HIV were particularly
low in South-East, Central-East and North-East Europe. This
suggests greaterindividual barriers to HIV testing among
men at increased risk of HIV in these areas.

5.1.9 Other associations with HIV-testing
Individual level analysis

In logistic multivariable regression analysis, controlling for
country of residence, the following factors were identified
as being independently associated with testing. Having
ever been tested for HIV was positively associated with age
(reference group 25-39; age <25 AOR=0.96; 95%-Cl: 0.93—
0.99; age 40+ AOR=0.68; 95%-Cl: 0.66—0.70), numbers of
sexual partnersin the past 12 months (reference no partner;
2-5 partners AOR=1.45; 95%-Cl: 1.35-1.56; 10 partners
AOR=2.59; 95%-Cl: 2.41-2.78), perceived access to free
or affordable HIV testing (AOR=2.68; 95%-Cl: 2.55-2.82),
settlement size (500,000 AOR=1.18; 95%-Cl: 1.15-1.21),
outness (AOR=1.36; 95%-Cl: 1.33—1.41) and internalised
homonegativity (per score point from 0-6 AOR=0.94;
95%-Cl: 0.93-0.95). Men who reported living with a steady
partner were less likely to have ever been tested, but more
likely to have had a recent test.

Country level analysis

Factors associated with testing at the country level were
essentially the same as those for individuals.

Countries with younger samples indicated higher propor-
tions of untested men. This strong correlation became much
weaker when looking at recent testing. The proportion of
men tested for HIV in the past 12 months was lowest in the
age group 15—19 years (21%) and peaked in the age groups
30-34 years (42%) and 35-40 years (40%).

The number of sexual partners in the past 12 months
(measured as the proportion of men with more than 10
partners) was strongly and positively correlated with ever
or recently having been tested (Figure 5.8). Accordingly,
the more different types of venue for MSM had been visited
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in the past 12 months, the higher the proportion of men
who had been tested (and who had been newly-diagnosed
with HIV infection).

Outness was strongly and positively associated with
ever being tested: high proportions of men who were
not out correlated with high proportions of men who had
never been tested (R2=0.57). After controlling for age and
partner numbers, however, this correlation did not remain
significant.

5.1.10 Summary and policy recommendations

Perceived accessibility of free or affordable HIV testing for
MSM is high, but some countries lag behind. Apart from
not meeting the testing needs of MSM, perceived inac-
cessibility of HIV testing may result in HIV testing taking
place in the context of blood donation.

Differences regarding access to testing in rural and urban
settings are common and require innovative approaches.
Lower testing rates among young MSM, and MSM who do
not visit gay social or sex venues, are also associated with
these rural/urban differences.

Repeated HIV testing for people with an ongoing risk of
infection should be promoted, and testing should be accom-
panied by discussion of sexual practices, partner selection
strategies and risk reduction. EMIS results suggest that
only a minority of respondents take an HIV test close to
episodes of UAI with partners whose HIV status is unknown.
Nevertheless, EMIS data suggest that men who have never
been tested for HIV do not practise more UAI with non-
steady partners than men who have tested negative. In
contrast, within steady partnerships the proportion of men
not consistently using condoms is much higher, irrespec-
tive of their knowledge of HIV status. Men should therefore
be encouraged to check and mutually disclose their HIV
status with their steady partner before abandoning the
use of condoms.

The potential for risk reduction counselling in the context
of HIV testing is underutilised. If testing occurs in hospitals
or private practices not particularly specialised in sexual
health, the likelihood - particularly as regards the recording

of sexual histories and provision of adequate counselling
for MSM —is quite low. Thus, skills in these settings should
be improved or alternative sites for testing and counselling
by skilled staff should be promoted.

Young MSM and men who are not out about their sexual
preference may have difficulties in deciding whether to
take an HIV test.

5.2 Frequency of HIV infection

5.2.1 Introduction

The frequency with which HIV infection occurs and is
identified in MSM populations in Europe is an essential
parameter for guiding the provision of adequate medicaland
psychosocial support services, budgeting for antiretroviral
drugs to treat HIV infection and planning and evaluating
programmes of HIV prevention.

Since the HIV epidemic among MSM began at different
times in the various regions of Europe, we should expect
the prevalence of HIV infection in MSM to differ between
countries. The prevalence should be higher in Western
Europe, where the HIV epidemic started in the late 1970s
or early 1980s, and lower in Eastern Europe, where the
epidemic started nearly two decades later due to restric-
tions on mobility and on the organisation of social (and
sexual) minorities. The comparison of data on HIV infection
among MSM in different parts of Europe may reveal the
extent to which this historically-determined epidemiological
advantage may be maintained, despite the political, social,
economic and cultural change being experienced by the
countries and people in these European regions.

We know that for another population highly vulnerable to
HIV - injecting drug users — the historic advantage has
been lost in eastern Europe, because the lessons learned
in western Europe were not acted upon.

5.2.2 Self-reported frequency of HIV infection

Larger numbers of partners usually contribute to a faster
spread of sexually transmitted infections (STls), especially
in younger age groups. This is particularly true for the

Figure 5.8: Country level association: number of sexual partners and ever having had a test for HIV
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Box 5.1: Epidemiological indicators to describe the status of the HIV epidemic and their limitations

Important epidemiologic indicators to describe the status of an epidemic of a human-to-human transmitted chronic
infection, are ’prevalence’ (proportion of individuals in a given population currently infected), ’incidence’ (propor-
tion of individuals in a given population that have recently acquired the infection — for example, during the course of
one year), and the basic reproduction number (sometimes called basic reproductive rate or basic reproductive ratio).
The basic reproduction number is the mean number of secondary cases a typical single infected case will cause in a
population that has no immunity to the disease. It is often denoted Ro. Large values of Ro may indicate the possibility
of a major epidemic.

Generally, the larger the value of Ro, the harder it is to control the epidemic. The basic reproductive rate is affected
by several factors including an individual’s duration of infectivity, the infectiousness of the organism, the availability
and use of means to prevent transmission and the number of susceptible people in the population with whom the
affected individuals are in contact.

The problem with HIV epidemics is that all three indicators are very difficult or impossible to measure directly.

The prevalence of HIV infection in MSM in European or national surveillance reports is usually described as either
self-reported HIV prevalence in a given population - e.g. self-reported prevalence of diagnosed HIV infection among
EMIS respondents (EMIS prevalence estimate # 1) — or as directly measured prevalence in a specific sample of the
population, or as estimated prevalence based on the number of men diagnosed with or suspected to be infected with
HIV as a proportion of the estimated total size of the MSM population.

The advantage of the self-reported prevalence in a given population is the clear definition of the population; the
disadvantage is the unknown size of the undiagnosed fraction of infected individuals. To partly adjust for this undi-
agnosed fraction, the proportion of those diagnosed can be related to the population of those who have ever been
tested (EMIS prevalence estimate # 2 = UNGASS 23 indicator). Compared with the real prevalence in the population
this may overestimate prevalence, because it implies that those who have never been tested have the same prob-
ability of being infected as those who have been tested. On the other hand, some of those who have been tested for
HIV and whose results have been negative so far may have acquired HIV infection since their last negative test and
be infected without knowing it.

Measured prevalence has the advantage that the number of infected individuals can be directly determined, but the
disadvantage in the case of HIVin MSM is the unknown size and composition of the MSM population. It remains uncertain
whether this group is representative of the whole MSM population. In most cases it must be assumed that men who
agree to be tested for HIV in a prevalence study are a pre-selected, non-representative part of the MSM population.
HIV-infected men can be over- or underrepresented in such studies, because men at higher risk of HIV infection may be
more likely to take partin such studies, or less likely, because they already know that they are infected. On the other
hand, studies that do not require the informed consent of participants for testing (for example, unlinked anonymous
testing of unrelated blood samples) usually cannot reliably determine the sexual preferences of the tested individuals.

Finally, estimates based on the number of men diagnosed or suspected to have HIV infection as a proportion of the
estimated total size of the MSM population are difficult to compare between countries. This is because very few coun-
tries in Europe have been involved in studies on the proportion of MSM in the general adult male population. Apart
from the lack of data for most European countries, the studies that exist have been conducted at different points in
time and with various methodologies, making it hard to compare results.

These limitations should be keptin mind when looking at the HIV prevalence indicators derived from self-reported HIV
prevalence in EMIS. In particular, further analysis is required on possible self-selection biases in different countries,
and on defining the relative size of the MSM population under study. For example, the population of MSM affected
by HIV in the WHO sub-region of Western Europe comprises all age groups between 15 and 64 years, because the HIV
epidemic in these countries started in the early 1980s. In contrast, men over 5o in the WHO sub-regions of Central
and Eastern Europe have been much less affected by HIV.

Apart from the reported prevalence of HIV infection in older age groups, the median time since HIV diagnosis among
those diagnosed with HIV and participating in the study is another proxy for the age of the epidemic in different countries.
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transmission of an infectious agent (HIV) which is enhanced
in the presence of other STls. Since HIV persists, however,
and since people with HIV can have an almost normal life
span if HIV replication is efficiently suppressed by antiret-
roviral therapy (ART), prevalence increases in older age
groups the longer the epidemic continues. If infectiousness
in larger proportions of people with HIV is not reduced by
ART, increasing HIV prevalence in older age groups may also
resultin anincreasing incidence of HIV, since most sexual
partners are selected from the same age group. Thus, itis
not surprising that a particularly high prevalence of HIV
is reported for MSM within the age groups 45-54 years in
the older EU/EFTA countries. Meanwhile, in the newer EU

Member States and other countries in the sub-regions of
South-East and East Europe where the HIV epidemic among
MSM took hold about 10-15 years later, men of this age
group remain less affected.

Peaks in self-reported prevalence of HIV infection (@among
those who reported ever having been tested) were found
in the 35-39 year age group in East (prevalence 13%) and
in the 40—44 year age group in the South-East (7%) and
North-East Europe (13%). Self-reported prevalence peaked
at 45—49 years in West and Central-West Europe (19—-22%),
at 50-54 years in South-West (19%) and at 60-64 years
in North-West Europe (14%) (Figure 5.9). If, instead of

Figure 5.9: Self-reported HIV prevalence by age group and EMIS region (age groups with n<so are not shown)
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prevalence estimate #2 (prevalence among those ever
tested), the prevalence estimate #1 (prevalence in the
sample) is used, age peaks in some regions move one
age group up or down.

At country level, the median number of years men had lived
with an HIV diagnosis ranged from one to eight. The older
epidemics were in West, Central-West and North-West
Europe, the younger epidemics in Central-East, South-
East and East Europe. The HIV epidemic among MSM in
South-West Europe was in-between the two.

The median number of years men have lived with an HIV
diagnosis correlates strongly with the median age of
respondents from the same country (R2=0.59) (Figure
5.10). This suggests that the differences in the median
ages of the samples reflect the different starting points
of the epidemic among MSM and the differing extents to
which older and younger age groups have been affected
by HIV in specific countries.

5.2.3 Self-reported frequency of HIV infection in
EMIS compared with directly-measured
prevalence

A recent study that used the method of time-location-
sampling at gay venues in six European cities (Barcelona,
Bratislava, Bucharest, Ljubljana, Prague and Verona) meas-
ured HIV prevalence among men visiting the respective
venues by means of antibody tests in oral fluid samples
(SIALON-I study, 2008-2009; SIALON 2010). In addition,

study participants were asked whether they were aware of
their HIV status. The proportions of SIALON participants
who were aware of being HIV-infected correlated very
strongly with self-reported HIV diagnoses among EMIS
respondents from the same cities (R2=0.82) (Figure 5.11).
Although this comparison covers only six cities, the result
suggests that the national samples may be comparable.
Nevertheless, more research is needed on the comparability
of self-reported infection and surveillance data on HIV
prevalence and newly diagnosed HIV, as the representa-
tiveness of MSM samples is always uncertain.

5.2.4 Newly diagnosed HIV infection in the past
12 months

HIV infection diagnosed in the past 12 months (measured
as a proportion of EMIS respondents who tested posi-
tive for HIV among all those tested for HIV in the past 12
months) is an indicator which avoids some but not all the
comparability problems set out in Box 5.1. The question
may still arise as to whether comparable segments of
the MSM population in different countries were reached
by EMIS and whether testing behaviour was comparable
(see Chapters 5.1 and 7).

The proportion of EMIS respondents with newly-diagnosed
HIV infection peaked at 4—5% in North, West, South-West,
Central-East, South-East (EU) and East Europe. The age
groups at which this peak occurred differed across the
sub-regions: from 55-64 years in North-West; 35-39 years
in West; 30-34 years in South-West and South-East (EU);

Figure 5.11: Correlation between directly-measured prevalence of HIV among men aware of their diagnosis (SIALON)

and self-reported frequency of HIV infection (EMIS)
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Text Box 5.2: Comparability of indicators describing newly-diagnosed HIV infections among MSM

Comparing EMIS-derived measures for newly-diagnosed HIV with newly-diagnosed HIV among MSM in national surveil-
lance reports is not straightforward as surveillance reports tend to use the general male population as the denominator.

Taking these values for comparison between countries would imply that the size of the MSM populations is equal or
very similar, which is unlikely to be the case. Moreover, as indicated, the reliability of national surveillance systems in
identifying MSM among newly-diagnosed individuals may differ significantly, for example, in terms of the proportion
of newly-diagnosed individuals whose mode of transmission is reported as unknown.

71



EMIS 2010 - Findings from 38 countries TECHNICAL REPORT

Figure 5.12: Proportion of respondents with newly-diagnosed HIV among those tested for HIV in the past 12 months by
age group and EMIS region (age groups with n¢5o not shown)
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Figure 5.13: Diagnosed HIV among those tested in the past 12 months by region of origin
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30-39 years in Central-East and 25-34 years in East Europe.
The proportion of respondents with newly-diagnosed
HIV infection peaked at 3% in Central-West and at 2% in
South-East (non-EU), and was slightly lower in North-East
Europe. Men aged 25-29 years were the most affected age
group in North-East. South-East (non-EU) had peaks at
both 25-29 years and 35-39 years. In Central-West, the
age groups most affected were 30-44 years and 60-64
years (Figure 5.12).

Higher proportions of men with newly-diagnosed HIV infec-
tion were observed in larger cities (3.3% in settlements
with over 500 ooo inhabitants) than in smaller cities or in
the countryside (2.0%).

Men who reported having had exclusively male sex partners
during the past 12 months were more likely to be newly-
diagnosed with HIV (3.0%) than men who reported partners
of both sexes (1.5%) and men who reported exclusively
female sex partners during the past 12 months (0.2%).

Men who were not born in their current country of residence
were more likely to be newly-diagnosed with HIV than men
with no history of migration, suggesting increased vulner-
ability associated with migration. The highest proportion

with newly-diagnosed HIV was among men born in Latin
America, followed by men originating from Central-East
Europe (Figure 5.13).

5.2.5 Country-level associations with newly-
diagnosed HIV

Correlations for newly-diagnosed HIV infection at the indi-
vidual level are difficult to interpret. Behavioural factors
defy analysis, because behaviour reported by respondents
with diagnosed HIV may change after diagnosis, and thus
represent the consequences rather than the causes of HIV
infection. Other factors determining the probability of HIV
infection, such as HIV prevalence, the presence of STIs in
HIV-infected partners and HIV-exposed individuals, or the
effectiveness of antiretroviral therapy in the HIV-infected
partner are difficult to measure at an individual level.

At country level, the proportion of men with newly-diag-
nosed HIV infection correlated with HIV prevalence (EMIS
estimate #2; R2=0.42; Figure 5.14) and newly-diagnosed
STIs (R2=0.50; Figure 5.15). Linear regression analysis
showed that, in addition to these two factors, the inter-
nalised homonegativity score (see Chapter 10) was also
significantly correlated with newly-diagnosed HIV.

Figure 5.14: Country-level association between the proportions of men diagnosed with HIV among those ever tested
(prevalence estimate #2, UNGASS 23) and among those tested in the past 12 months
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Figure 5.15: Country-level association between newly-diagnosed STls and newly-diagnosed HIV
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Text Box 5.3: Growth rate of the HIV epidemic as an EMIS proxy for the basic reproduction number

The basic reproduction number is the most difficult parameter to measure, but the most informative for assessing
the success of prevention programmes. It naturally changes during the course of an HIV epidemic, being very high
at the start and usually declining over time, because the number of susceptible individuals in a population gradually
declines and awareness of the need for precautionary behaviour increases. It is almost impossible to measure directly,
but has to be estimated by repeated measurements, for example, of HIV prevalence.

Theoretically, growth rate as measured in EMIS would still indicate a growing epidemic in a country where no new
infections were occurring, but prevalent, as yet undetected infections were subsequently detected. Thus, growth
rate has to be measured longitudinally and must be interpreted in the context of other parameters, such as CD4 cell
count at the time of diagnosis (which would decline in the theoretical scenario described). Unfortunately, there is no
indication that any country in Europe has been so successful in HIV prevention that no new infections occur. However,
it should be noted that, in addition to the age of the epidemic, successful HIV test promotion could also seriously
confound the comparison of growth rates among countries in a cross sectional analysis.

Figure 5.16: Epidemic growth rates by EMIS region
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5.2.6 Measuring epidemiological dynamics

As an imperfect proxy for the basic reproduction number
we used the growth rate of the HIV epidemic, measured as
the number of individuals diagnosed with HIV in the past 12
months as a proportion of the total number of individuals
diagnosed with HIV in the national EMIS samples (see
country tables).

Our proxy is imperfect, not only because a considerable
proportion, or perhaps even the majority of new infections,
were transmitted by people who were unaware that they
were infected but also because it can be confounded by
changes in testing behaviour. Countries with high growth
rates are not necessarily countries with the highest HIV
prevalence.

5.2.7 Country-level associations with growth
rates of the epidemic

Growth dynamics were only moderately correlated with
HIV incidence (R?=0.24). A stronger, negative correlation
existed with the age of the epidemic, measured as the
median number of years those infected had lived with their
HIV diagnosis (R2=0.41): the older the epidemic, the lower
the growth rate (Figure 5.17).

In the older EU/EFTA Member States, a strong negative
correlation was seen between the proportion of HIV-positive
respondents who received ART and the growth of the
epidemic. In the newer EU Member States and neighbouring
countries in eastern Europe such a correlation was not seen,
probably because the proportion of infected men receiving
effective treatment is too low to have preventive effects
on the spread of HIV (see Section 5.3 and country tables).

5.2.8 Summary on frequency of HIV infection

The self-reported prevalence of HIV infection and the
median number of years living with an HIV diagnosis varied
considerably across Europe, reflecting the different starting
points of the HIV epidemic among MSM. When interpreting
prevalence levels it should also be considered that the
proportion of sexually-active MSM among the adult male
population may differ across Europe, with higher propor-
tions in northern and western parts of Europe and lower
proportions in eastern and southern parts of Europe.

In the most affected age groups (25-39 years), the propor-
tion of men diagnosed with HIV among those tested in the
past 12 months varied between 2% and 4%. In countries
with younger epidemics, these peaks shifted towards
younger ages, and in countries with older epidemics, they
shifted towards older ages. Migrants reported higher HIV
prevalence and higher proportions of newly-diagnosed
HIV. Pathways for this increased vulnerability need further
exploration to inform the planning and implementation of
prevention programmes.

Participation rates and sample composition differed widely
among countries, so further analysis is needed of self-
reported prevalence and newly-diagnosed HIV infection and
data generated by national infectious disease surveillance
systems. A first more in depth analysis of comparability of

self-reported HIV prevalence in EMIS and other prevalence
studies and estimates has been published (Marcus et al.
2012). Other analyses (e.g. age biases in EMIS samples,
comparability of countries within EMIS and with surveillance
data) were under review at the time this report went to print.

Growth rates of the HIV epidemic among MSM were higher
in Central-East, South-East and East Europe than in all
western sub-regions of Europe. However, Latvia and Estonia,
which are among the EU countries with the highest HIV
prevalence in the general population, had rather low growth
rates in the MSM sub-epidemic, although this finding may
be partly due to low testing rates.

5.3 HIV care and antiretroviral
therapy

5.3.1 Introduction

Across Europe, 13 533 of the 174 209 respondents eligible
for analysis reported having been diagnosed with HIV
infection. In national samples the proportion (prevalence
estimate-1, see Section 5.2) ranged from 0% in Bosnia to
16% in the Netherlands (median 4%; see country tables).
Ten or fewer men reported having been diagnosed with HIV
in eight of the 38 countries covered (Belarus, Bosnia and
Herzegovina, Cyprus, Estonia, Moldova, the former Yugoslav
Republic of Macedonia, Malta and Slovakia), and these
results are not presented. With the exception of Estonia
and Moldova, these are all countries where no EMIS partner
was available during survey recruitment, which resulted
in a smaller sample overall. Fewer than 5o respondents
with diagnosed HIV infection were recruited to EMIS from
Bulgaria (n=15), Croatia (13), Luxembourg (9), Lithuania
(12), Latvia (27), Serbia (31), Slovenia (26) and Turkey (25).
Therefore any findings based on men diagnosed with HIV
inthese eight countries must be interpreted with caution.
Consequently, results in this chapter will be limited to 22
countries (with n»50), or to 30 countries (with n»10). We
acknowledge that the exclusion of many countries because
of small sub-samples introduced selection bias, as most
of the excluded countries were economically weaker than
the majority of those included and were represented by
samples where higher proportions of men (with HIV) were
younger and the HIV epidemic started later.

For individual level analyses of the whole sample, all
respondents with self-reported HIV infection were included
and, where appropriate, pooled with respondents from the
same European sub-region. This section describes how
access to HIV monitoring and care for MSM differs across
countries and other parameters; how access to antiretro-
viral therapy (ART) for MSM varies across countries and
other parameters; what reasons men with HIV give for not
receiving ART and how effective the treatment is —all based
on self-reported data. The last part of this section will look
at the effectiveness of ART from a public health perspec-
tive, focusing on a population-level parameter (community
viral load) that has a large impact on the incidence of HIV
infection (Das et al. 2010; Wood et al. 2009).

75



EMIS 2010 - Findings from 38 countries

TECHNICAL REPORT

5.3.2 Access to HIV monitoring and care

Universal access to HIV monitoring, care and treatment is
one of the key aims of the Joint United Nations Programme
on HIV/AIDS (UNAIDS). The EMIS questionnaire asked how
recently respondents had seen a health professional to
monitor their HIV infection (using the standard response
set for EMIS recency questions). The current Guidelines for
clinical management and treatment of HIV-infected adults
in Europe (2011) recommend the monitoring of T-helper
cells (CD4) and viral load (plasma HIV RNA copies) at least
every six months. Respondents who reported that they
had had their HIV infection monitored within the last six
months were therefore defined as having access to HIV
monitoring and care.

The proportion of men reporting such access ranged from
71% in Ukraine to 97% in Luxembourg (median 93%; see
country tables). In East Europe, where 401 respondents
had been diagnosed with HIV, 7% reported never having
been in contact with HIV monitoring and care services, and
another 10% said that this had been more than six months
ago. In the non-EU countries of South-East Europe, these
proportions were 3% and 7%, respectively. As for Member
States of the European Union, the highest deficits were
found in North-East Europe, where 2% reported never
having been in contact with HIV healthcare services and
10% said contact had been over six months ago.

Individual level analysis

In each of the nine EMIS sub-regions of Europe, individual-
level access to HIV monitoring and care was not associated
with recruitment, age, the level of educational attainment,
employment status, sexual identity, not being born in
the country of residence, or - most remarkably - settle-
ment size. Men living in the countryside were as likely to
report access to HIV monitoring and care as men living in
larger cities.

In northern Europe — Scandinavia (North-West) and in the
Baltic countries (North-East) — access to HIV-specific health-
care was strongly associated with outness (North-West:
95% Vs. 86%; OR=3.47; 95%-Cl: 1.47-8.18; N=408; North-
East: 96% vs. 73%, OR=9.75, 95%-Cl: 1.07-88.59, N=49).

It is plausible that not being out about one’s sexuality
might hamper access to HIV-specific healthcare, because
men might not want to reveal their sexual preference or
lifestyle to the personnel of the healthcare facility or to
fellow patients. Given that the numbers of respondents
with diagnosed HIV in the two northern European sub-
regions was small, however, the confidence intervals are
broad and the findings should be explored in national or
regional analyses.

5.3.3 Antiretroviral therapy and reasons for not
taking it

The guidelines for clinical management and treatment
of HIV-infected adults in Europe suggest that antiretro-
viral therapy (ART) is indicated if a patient presents with
AIDS-defining events or if the CD4 count is below 350 per
microlitre (EACS 2011). These guidelines are not binding
for countries — not even within the European Union — and
national guidelines, particularly in non-EU/EFTA countries,
may differ from the European guidelines. The proportion
of MSM receiving ART varied from 37% in Latvia to 85% in
Denmark (median 67%; see country tables).

Individual level analysis

As CD4 cells decline over time in the presence of (repli-
cating) HIV infection, receipt of ART is dependent on the
duration of HIV infection. EMIS did not collect data on
current CD4 counts, but asked respondents for the year
when their HIV infection was diagnosed and can provide
information on time lived with diagnosed HIV infection.

At an individual level, each extra year lived with HIV
increased the odds of receiving ART by 21% (OR=1.21;
95%-Cl: 1.19-1.21; Nagelkerke’s Pseudo R2=22%). No
relevant associations could be found between receiving ART
and recruitment, level of educational attainment, employ-
ment status, sexual identity, not being born in the country
of residence, or settlement size. Receiving ART was also not
associated with sexual happiness, HIV-related stigma, or
—among those who engaged in analintercourse — condom
use with steady or non-steady partners.

Figure 5.18: Country-level association between median years of living with HIV and proportion on ART
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Country level analysis

National comparisons of MSM who were receiving ART at the
time of the survey must take into consideration the various
onsets of HIV epidemics (among MSM) in the countries
concerned and thus the different average lengths of time
that respondents had been infected. Figure 5.18, based on
the 22 countries with more than 50 HIV-diagnosed respond-
ents, shows a strong positive correlation between the
median time respondents had been living with diagnosed
HIV and the percentage of diagnosed, positive respondents
who were receiving ART. Every dot in the graph represents
a country (Beta=0.74; p<0.001; R2=55%).

Reasons for never having received ART

Men who reported that they were not currently taking ART
(either because they had never received it or because they
had stopped taking it) were asked ‘Why have you never
taken antiretroviral treatment for your HIV infection?’ or
‘Why have you stopped taking antiretroviral treatment
for your HIV infection?’ For both questions, respondents
were given a list of seven reasons to choose from, with
the possibility of indicating more than one reason. The
options were generated from qualitative answers to the
same question in an earlier survey. The order in which the
reasons were offered rotated to prevent the first and last
answers being chosen disproportionately. An eighth option
— ‘Other reason’ — was always given as the last option.
Figure 5.19 shows the proportions of men identifying the
respective answers, grouped by European sub-regions.
Given that the number of HIV-positive men without ART
was very small in some European sub-regions, a broader
grouping was used, comparing the 17 older EU Member
States as of 1995 with the newer Member States that joined
in 2004 and 2007 and non-EU/EFTA countries.

The vast majority of the 3391 men diagnosed with HIV who
had never received ART said it was because their doctor did
not yet recommend it. This reason was followed by ‘I feel
it is not necessary’ and ‘To avoid side effects’. The order
of answers in terms of the proportion of men who checked
them was the same in all sub-regions. For all reasons
given, a clear East-West gradient could be seen. Men living
in non-EU/EFTA countries were more likely to be afraid
of side effects, or not to want to be reminded about HIV
every day, or wish to avoid other people noticing that they
were HIV-infected, suggesting a higher level of HIV-related
stigma (see Chapter 10). They also stated more often that

Figure 5.19: Reasons for never having taken ART

(Multiple response)

My doctor says | don't need anti-retroviral treatment at the moment
I feelitis not necessary

To avoid the side-effects

I don't want to be reminded about HIV every day

I'm afraid people will notice

| cannot afford the treatment

The treatment is not being available in the country | live in

Other reason

they could not afford treatment, or that the treatment was
not available in the country where they lived.

Respondents who checked ‘Other reason’ were asked the
open-ended question ‘For what other reason have you never
taken antiretroviral treatment?’ The following description
usesresponses from 201 MSM who answered the question
in one of the 25 available languages. The responses were
translated into English, their content was analysed and
they were coded into new response types. Typical quotes
have been translated into English.

Diagnosis too recent: By far the most common ‘other reason’
for never having taken ART was having been diagnosed
very recently, not having had time to visit a specialist,
being scheduled for treatment but not yet having taken
it, or still waiting for laboratory results to decide whether
treatment was indicated. ‘I recently discovered the HIV and
| have yet to conclude any analysis to see if the therapies
are required or not’ (Italian") or ‘Because the results are
still so new that you want to watch the development to see
how parameters change’ (German?).

Does not know what antiretroviral treatment is: Some
respondents were unaware that there were treatments
for HIV infection: ‘l was not aware...” (Portuguese’). It was
striking that most answers of this type were given in Dutch,
possibly indicating that in the Netherlands or Flanders a
term other than ‘anti-retrovirale behandeling’ is used in
public health communication: ‘Never heard of it’ (Dutch®).

Distrustin medical science: Some respondents indicated a
lack of trust in research or treatment: ‘ART — this is more a
business than areal need. There are other ways to control
the viral load but one only speaks about ART’ (Russian®);
or lack of trust in reliable knowledge about HIV infection
itself: ‘Firmly embrace the dissident theory of HIV... and
there is evidence that HIV does not cause AIDS!” (Spanish?®).

These additional three options could be added to the set
of answers in future questionnaires.

1 Ho scoperto la sieropositivita da poco e devo ancora concludere tutte
le analisi per verificare se le terapie siano gia necessarie oppure no.

2 Weil das Ergebnis noch so frisch ist, dass man erst die Entwicklung
abwarten will wie sich die Werte verdndern.

3 Naotinha conhecimento...
4 Nog nooit van gehoord.

5 APT - 370 cKopee 6u3Hec yem peanbHas Heob6xoaumocTb. EcTb
Apyrve cnoco6bl KOHTPOAUPOBATL HArPy3Ky HO rOBOPAT NULWb 06 APT.

6 Abrazo firmemente la teoria disidente del vih... Y pruebas de que vih
no es la causa del sida no faltan!
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Reasons for having stopped ART

Among men who reported ever having received antiretro-
viral therapy, 3% (n=278) had stopped taking it. The most
common reason for stopping — as for not having started
yet — was a clinician’s recommendation (58%). However,
28% of those who had stopped treatment had done so
because of experiencing side effects, and some indicated
a certain fatigue about taking regular medication (‘l don’t
want to be reminded about HIV every day’ - 15%).

Again, respondents who checked ‘Other reason’ were
asked the open-ended question: ‘For what other reason
have you stopped taking antiretroviral treatment?’ The
responses from 35 MSM were translated into English and
analysed. Three types of answers seemed to be missing
in the original response set, and the first two may be
considered for inclusion in future questionnaires.

Research: Some men indicated that they had received
treatment as part of a clinical trial: ‘l was on a clinical trial
where treatment was given for 48 weeks to those who could
prove that they had only recently become HIV-positive. That
period of treatment has now ended’ (English).

PEP: A few men said that the ART they had in the past was
post exposure prophylaxis: ‘A year before HIV infection |
received PEP prophylaxis treatment’ (German’).

No hope: A few men indicated that they had lost the will
to live (with HIV), or prolong their lives: ‘I do not want to
live with the shame’ (German®) or ‘Have lived long enough’
(Hungarian?).

7 EinJahrvor der HIV-Infektion war eine Pep-Behandlung.
8 Ich méchte nicht mit der Schande leben.

9 Eleget éltem.

Figure 5.20: Reasons for having stopped ART

(Multiple response) 0 =272';'0(£/:)l

My doctor says | don't need antiretroviral treatment at the moment 58.1
To avoid the side effects 283
I don't want to be reminded about HIV every day 14.7
I feel it is not necessary 1.8
I'm afraid people will notice 5.5
| cannot afford the treatment 3.3
The treatment stopped being available in the country I live in 11
Other reason 12.9

5.3.4 Impact and effectiveness of antiretroviral
therapy

Respondents who reported having had their HIV infec-
tion monitored were asked: ‘What was the result of your
viral load test the last time you had your HIV infection
monitored?’ Figure 5.21 shows the answers, stratified by
three broad European sub-regions. Again, this truncated
regional analysis was necessary because the numbers of
respondents in the five eastern European sub-regions were
too small for further stratification. The differences in the
four western sub-regions were negligible and therefore
they are not presented.

The results shown in the above table are based on all
HIV-positive respondents who had been monitored, whether
they were receiving ART or not. From a clinical point of
view, it would be more interesting to restrict answers to
respondents who reported receiving ART at the time of the
survey, to assess the effectiveness of ART on plasma HIV
RNA copies (viral load). Effectiveness is defined as the
ability of an intervention to produce the desired effect under
real-life circumstances. The efficacy — ability to produce
the desired beneficial effect under ideal circumstances —
of ART is incontrovertible, but effectiveness depends on
various factors, perhaps the most important of which are
viral resistance and individual problems associated with
regularly taking the pills.

Among national samples which included more than 50 men
with diagnosed HIV infection the proportion of respondents
receiving ART and reporting that their viral load had been
undetectable when last monitored ranged from 51% in
Ukraine to 89% in the Netherlands (median 78%). However,
for some countries these values were based on very small
numbers and for most countries estimates of the effective-
ness of treatment can be derived from clinical studies
much more reliably.

EMIS respondents from the five largest Member States of
the European Union (Germany, Spain, France, Italy and the
UK) each comprised over 1 0oo men who reported having
been diagnosed with HIV infection. Therefore for these
countries the EMIS-derived estimates of ART effective-
ness were not limited by small numbers and were 74% in
Italy, 80% in Germany, 81% in Spain, 83% in the UK and
86% in France.

Individual level analysis — possible influences on
effectiveness of ART

Forthese five countries, age had the strongest influence on
effectiveness of treatment. Undetectable viral loads were

Figure 5.21: Result of the viral load test the last time the HIV infection was monitored

Undetectable

Detectable

I was told but | don't remember the result

It was measured but [ was not told the result
It was not measured

I don't remember
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reported by 70% in the age group 20-29 years (n=543),
by 79% in the age group 30-39 years (n=1 958), by 83%
inthe age group 40-49 years (n=3 198) and by 84% in the
age group 50 years and above (n=1301).

When controlling for age, effective treatment was nega-
tively associated with a bisexual identity (AOR=0.60;
95%-Cl: 0.46-0.79), and positively associated with
outness (AOR=1.52; 95%-Cl: 1.31-1.77), living in larger
cities (AOR=1.36; 95%-Cl: 1.20-1.54) and higher educa-
tional attainment (ISCED 11l vs. I+Il: AOR=1.33; 95%-Cl:
1.18-1.51), but unrelated to being born in the country of
residence, to filling in the questionnaire in a language other
than the official language of the country, or the level of
stigma and discrimination respondents had experienced
since being diagnosed.

No association was found between effective treatment
and consumption of recreational drugs (such as cannabis,
or drugs typically used in a sexual context, see Chapter
9) in the 12 months preceding the survey or with alcohol
consumption in the past 24 hours. Looking at more recent
timeframes for the consumption of recreational drugs did
not change this observation. Consumption of recreational
drugs is sometimes regarded as a predictor for non-compli-
ance with rules in general, or for non-adherence to medical
prescriptions in particular, but no such association was
observed in EMIS.

Individual level analysis - possible consequences of
effective ART

In the five countries with the largest samples, reporting an
undetectable viral load was not associated with reporting
higher levels of sexual risk behaviour, such as UAI - either
with steady or non-steady partners — or, in particular,
ncUAI. Clinicians, public health experts, and HIV preven-
tion activists have often stated a fear that the preventive
effects of effective ART might be offset by an increase in

sexual risk behaviour. This assumption was not supported
by EMIS data.

Conversely, effective treatment was positively associated
with a happy sex life (AOR=1.20, 95%-Cl: 1.06-1.37), a
benefit rarely assumed or assessed. Furthermore, effec-
tive treatment was negatively associated with reports of
newly-diagnosed STIs (syphilis, gonorrhoea, or chlamydial
infection, or first diagnosis of anal or genital herpes or
anal or genital warts, allin the past 12 months: AOR=0.80;
95%-Cl: 0.70-0.91). This confirms results from previous
internet studies on MSM (Schmidt et al. 2007), now based
on a much larger sample with respondents from more
than one country

Country level analysis

Wide availability of medical equipment to measure plasma
HIV viral load, availability of the full spectrum of antiret-
roviral drugs, and medical personnel with time to build up
close professional relationships with their patients and to
communicate the information needed to adhere to medical
therapies are all likely to be related to the resources avail-
able within a society. We therefore looked at country-level
associations between the effectiveness of treatment and
the United Nations Human Development Index (HDI).

The HDIis a composite measurement of access to long and
healthy lives, knowledge and economic wealth. It is used
to rank countries by an overall level of human development
on ascale between zero and one. In terms of development,
European countries have a variety of rankings. Of the 169
countries listed in the UN Human Development Report
2010, the countries covered by EMIS ranged from Norway
(rank 1=0.938) to Moldova (rank 99=0.623). Figure 5.23
is based on the 22 countries with over 50 HIV-positive
respondents and shows the positive association between
HDI and effectiveness of treatment.

Figure 5.22: Individual-level associations with ART effectiveness. Respondents from de, es, fr, it, uk (=7 000) with
detectable vs. undetectable viral load with respect to reporting unprotected anal intercourse, consumption of alcohol
or recreational drugs, newly-diagnosed STls, or being happy with their sex lives

Happy with their sex lives

Newly diagnosed STls in the last 12 months
Other recreational drugs (last 12 months)
Cannabis (last 12 months)

Alcohol (last 24 hours)

UAI, steady partners (last 12 months)

UAI, non-steady partners (last 12 months)
ncUAI, last non-steady partner

ncUAI (any partner, last 12 months)

I ART, undetectable viral load

[ ART, viral load detectable
(or unclear)

40 60 80

Percentage

ncUAI: non-concordant unprotected anal intercourse (i.e. with any partner of unknown or different HIV status)

UAI: unprotected anal intercourse

Other recreational drugs: drugs typically associated with sex and parties (XTC, amphetamines, crystal, mephedrone, GHB, ketamine, cocaine)
Newly diagnosed STls: diagnosis of syphilis, gonorrhoea, or chlamydial infection, or first diagnosis of anal or genital herpes or anal or genital warts, all in the last 12

months.
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The relationship between HDI and effectiveness of treatment
was strong (Beta=0.70; p<0.001; R2=48%). Effectiveness
of treatment was also strongly correlated with the median
time living with HIV (Beta=0.66; p=0.001; R2=44%). Two
variables, described in more detail in Chapter 10, had an
even greater explanatory power for effectiveness of treat-
ment: measurements of discrimination and homophobia.
Effectiveness of treatment correlated very strongly with
national mean scores for HIV-related stigma (Beta=-0.79;
p<0.001; R2=62%) and with national mean scores for inter-
nalised homonegativity (Beta=-0.80; p<0.001; R2=64%).
Combined, these two factors explained 72% of the vari-
ance in effectiveness of treatment. HDI was most strongly
associated with homophobia and, to a lesser extent, with
HIV-related stigma (see Chapter 10). The higher the level
of homophobia within EMIS countries, and the lower the
Human Development Index, the younger the respondents
that EMIS could motivate to complete the online question-
naire — and age had the strongest impact on effectiveness
atanindividual data level. All the structural factors exam-
ined were thus interrelated. Further studies will have to
determine how exactly the causal chain works and what
other intermediate factors might exist that EMIS did not
measure.

5.3.5 Community viral load

The last decade has yielded increasing evidence that effec-
tive HIV treatment not only provides clinical benefits for
people with HIV but also reduces the chances of onward
transmission of the virus. This is good news for people with
HIV - because it lessens the fear of infecting others — and for
the planning of public health interventions. The concept of
community viral load is based on three cornerstones (Figure
5.24) that need to be addressed when aiming to reduce
the number of sexually active people with replicating HIV:

e decreasing undiagnosed infections among those infected
with HIV - particularly in the early and late stages of
HIV infection, where individual viral load and the risk
of onward transmission is highest — by scaling up HIV
testing;

e decreasing untreated infections among those who are
diagnosed with HIV, by scaling up treatment;

e decreasing ineffective treatment among those who are
treated for HIV infection by scaling up the effectiveness
of ART.

There is no consensus on the extent to which each of the
three cornerstones contributes to community viral load.
There seems to be consensus, however, that scaling up HIV
testing — even if everybody had a test after every potential
exposure or before every new sexual partner — can only
partially affect HIV transmission during early infection,
when infectivity is highest and antibodies cannot yet be
detected because seroconversion is incomplete. EMIS
data do not enable us to estimate the proportions of MSM
with undiagnosed HIV infections, but they do allow us to
examine the other two cornerstones that affect community
viral load (see Figure 5.25). As this chapter deals with
access to HIV-specific medical care and ART for MSM and
how this varies across Europe, the two treatment-related
cornerstones are combined for country level analysis.

Figure 5.24: Cornerstones of community viral load
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infection

Community
viral load

Ineffective ART

Figure 5.23: Country-level association between the Human Development Index and the proportion of respondents on

ART who report undetectable viral load
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Country level analysis

In the 30 countries with more than 5o respondents diag-
nosed with HIV, the proportion diagnosed with HIV but
not receiving ART, or who reported being on ineffective
treatment, varied from 31% in Denmark to 77% in Ukraine
(median 51%; see country tables). A higher score represents
a greater potential for onward transmission of HIV (from
MSM with diagnosed HIV who engage in ncUAI) and risk
of exposure to HIV (from the perspective of MSM without
HIV infection who engage in UAl with an infected partner).

Together, HDI (Beta=0.44; p<0.001) and the median number
of years since HIV diagnosis (Beta=0.38; p<0.001) explained
58% of the variance in national proportions of MSM with
detectable HIV. The strong correlation with the external
HDI data suggests a structural explanation — for example,
socioeconomic development — for the variation in commu-
nity viral load. Again, further analysis is required to better
understand what other factors might be relevant.

Higher levels of individual mobility between continents
and larger cities meant that the HIV epidemic started much
earlierin countries that now score highly on the HDI. Given
that mobility patterns — including and perhaps particu-
larly those among MSM (see Chapter 8) — have changed
dramatically over the last 20 years, it is important to be
aware that a low prevalence of HIV infection among MSM
in many European countries might be offset by higher viral
loads among those with HIV infection.

As demonstrated for the five largest EU countries at an
individual level, age had a strong influence on effective-
ness of treatment. Being younger, having a lower level
of educational attainment and living in smaller cities are
factors that had a negative impact on treatment success.
All of these factors point towards issues at the individual
level that need to be addressed both in patient follow-up
and when planning new health centres and clinics.

5.3.6 Summary and policy recommendations

Substantial proportions of MSM diagnosed with HIV,
particularly in new EU Member States and non-EU/EFTA
countries, reported deficits in HIV-specific care (monitoring
of infection, viral load testing and access to ART). Only a
very small proportion reported having stopped treatment
once they had started. Nevertheless, effectiveness of
treatment needs to be improved, as detectable viral loads
while on treatment have negative consequences both for
the individual and for public health.

5.4 Post Exposure Prophylaxis
(PEP)

5.4.1 Introduction

The use of post exposure prophylaxis (PEP) as an inter-
vention for preventing HIV infection after sexual expo-
sure has been controversial since the American Centers
for Disease Control and Prevention issued a statement
on its use after sexual exposure in 1997 (CDC, 2005).

Figure 5.25: Proportion of HIV-infected respondents with detectable viral load
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National health authorities in Europe were among the
first to recommend using PEP after sexual exposure. In a
survey carried out during 1998 and 1999, Austria, France,
Germany, Luxembourg and Switzerland recommended
PEP after vaginal or receptive (but not insertive) anal
intercourse with an infected partner (Rey et al. 2000). In
France, PEP was recommended even if the HIV status of the
source person was unknown. In Belgium, Denmark, Ireland,
Poland, Portugal, Romania, Slovenia, Spain, Sweden and
the UK, PEP was available on a case-by-case basis at the
discretion of the physician. Rey and colleagues showed
that easy access to PEP after sexual exposures was not
guaranteed in most European countries and concluded
there was ‘a real challenge in improving access to PEP in
the non-occupational context’ across Europe.

In 2001, the European Commission funded a project on PEP
after sexual exposure to HIV with the objective of developing
European recommendations. The project was coordinated
by CEEISCAT (Centre d’Estudis Epidemiologics sobre les
Infeccions de Transmissié Sexual i Sida de Catalunya), and
14 European countries took part. A consensus was found
to recommend PEP after unprotected receptive (but not
insertive) anal intercourse if ‘the source person is known
as HIV positive or to be from a population group with high
HIV prevalence. (...) All patients should receive medical
evaluation including HIV antibody tests, drug toxicity
monitoring and counselling periodically for at least six
months after the exposure’ (Almeda et al. 2004).

Figure 5.26: Proportion of respondents treated with PEP
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As such recommendations are subject to change, particu-
larly in the context of a growing European Union, the EMIS
coordinator conducted a brief survey among national
partners in September 2009. According to the responses
of EMIS national partners, PEP was available free of charge
after sexual exposure in the following 19 countries: Austria,
Belgium, Denmark, France, Germany, Greece, Ireland, Italy,
Luxembourg, the Netherlands, Norway, Portugal, Serbia,
Slovenia, Spain, Sweden, Switzerland, Ukraine and the UK.
It was not available free of charge after sexual exposure in
the following 12 countries: Bulgaria, the Czech Republic,
Estonia, Finland, Hungary, Lithuania, Latvia, the former
Yugoslav Republic of Macedonia, Moldova, Poland, Romania
and Russia. Availability of PEP could not be determined for
Belarus, Bosnia and Herzegovina, Croatia, Cyprus, Malta,
Slovakia and Turkey.

The efficacy of PEP strongly depends on the time between
HIV exposure and starting treatment: it should start as soon
as possible but certainly within 72 hours of exposure. The
efficacy of PEP after sexual exposure is unknown, however,
and seroconversion despite PEP has been observed (Roland
etal. 2005). Prophylactic treatment for HIV typically lasts
four weeks and mainly uses the same antiretroviral regimen
as for long-term treatment of HIV.

In the EMIS questionnaire, the section on PEP started with
three true statements on PEP and respondents were asked
whether or not they knew this information (see Section 11.1
on knowledge). The first statement was: ‘Post-exposure
prophylaxis (PEP) attempts to stop HIV infection taking
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place after a person is exposed to the virus.” Respondents
were then asked if they had ever been treated with PEP
(respondents with diagnosed HIV were asked if they had
been treated with PEP before being diagnosed). The last
question on PEP was ‘How confident are you that you could
get PEP if you thought you needed it?” Men could respond
on a four-point Likert scale from ‘Very confident’, ‘Quite
confident’, ‘A little confident’ or ‘Not at all confident’, or
they could choose ‘I don’t know’.

Perceived access to PEP was defined as knowing that PEP
attempts to stop HIV infection taking place after a person
is exposed to the virus — indicating some basic knowledge
of what PEP is — and as being ‘quite’ or ‘very’ confident of
being able to obtain PEP if needed.

5.4.2 Country-level and individual-level
analyses of post exposure prophylaxis (PEP)

Country level analysis

In most countries, respondents reported very little expe-
rience of taking PEP (median 1.3%). In 15 of the 38 EMIS
countries, the proportion was 1% or less. In another
11 countries, 2% or less had experience with PEP. In
Poland, Ireland, Austria, Cyprus and the Netherlands the

respective proportion was between 2% and 3%. In Denmark,
Luxembourg, Belgium, Switzerland, and the UK between
3% and 5% had taken PEP. France ranked first on the list
with 9% of respondents, reflecting a PEP policy distinct
from that in all other European countries (Figure 5.26).

It should be emphasised that EMIS did not ask where PEP
was received or prescribed, so respondents living in any
country might have been treated with PEP while abroad.
Nevertheless, while excluding men born abroad from
analysis lowered the proportions of men with experience
of PEP in countries where PEP is not officially available,
the magnitude — even if small - remained unchanged.

Perceived access to PEP (median 17%) correlated strongly
with the proportion having received PEP in the past (Figure
5.27). Perceived access was lowest in the former Yugoslavia
(Serbia, the former Yugoslav Republic of Macedonia and
Bosnia and Herzegovina), and less than 20% in all coun-
tries where the EMIS national partner said that PEP was
not available after sexual exposure. Perceived access to
PEP was highest in France (54%), followed by Switzerland
(46%), Denmark (43%), the UK (40%), Austria (32%), the
Netherlands and Belgium (30%). Among countries where
EMIS national leads stated that PEP was available, it is

Figure 5.27: Country-level association between ever having been treated with PEP and perceived access to it
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Figure 5.28: Individual-level associations with having received PEP (respondents from 17 European countries where PEP
is available free of charge after sexual exposure to HIV (n=136 969))
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important to note that perceived access was just above
the median in Greece, Spain, Ireland, Norway and Portugal
and was particularly low in Serbia and Ukraine.

Individual level analysis

In logistic regression analysis, adjusting for country of birth
and age - since the likelihood of ever having received PEP
increased with age and was higher for migrants (OR=1.51;
95%-Cl: 1-40-1.64) — respondents from France were still
twice as likely to have received PEP (AOR 2.27; 95%-Cl:
2.06-2.51) as respondents from the UK, Switzerland or
Luxembourg, and the ranking of countries remained largely
the same. The geographical pattern of the map in Figure
5.26 is therefore not confounded by recent migration or
the age composition of the samples.

To find out about factors associated with PEP use, another
logistic regression analysis was conducted for those coun-
tries where PEP was available in 2009, according to EMIS
national partners (Serbia and Ukraine were excluded from
this analysis since perceived access to PEP was similar to
countries where PEP was not available).

Having received PEP was neither associated with current
HIV status nor with having engaged in ncUAl in the past 12
months. Having received PEP was associated with reporting
UAI with male partners in the past 12 months (AOR=1.35;
95%-C: 1.26-1.45) and with having experienced the tearing
or slipping off of condoms in the past 12 months (AOR=2.51;
95%-Cl: 2.30-2.74).

Putting lubricant inside the condom before putting it
on (AOR=1.94; 95%-Cl=1.74—-2.17), not having used lots
of lubricant on the outside of the condom (AOR=1.19;
95%-Cl=1.09-1.31), and having had intercourse for over
half an hour without changing the condom (AOR=1.18;
95%-Cl=1.07-1.30) were associated with having received
PEP; all these are behavioural factors that contribute to the
tearing or slipping off of condoms (Figure 5.28).

Although ever having received PEP refers to a different
timeframe to the behavioural parameters indicated, it
is plausible to assume that most experience with PEP
occurred before the behavioural events reported for the
12 months preceding the survey. The results highlight
unmet prevention needs among MSM. Using condoms for
ncUAI is important for reducing the risk of HIV infection,
but knowing how to use condoms correctly and putting
this knowledge into practice remains a challenge for HIV
prevention.

5.4.3 Summary and policy recommendations

While efficacy and cost-effectiveness of PEP after sexual
exposure remain unclear, there is a large variation across
Europe with respect to how often PEP is considered and
prescribed for HIV prevention. The high costs of PEP may
be a major obstacle for its prescription. Awareness of
PEP and perceived access to PEP is low among MSM in
most European countries — indicating that PEP is not a
first-line prevention intervention. MSM who are exposed
to HIV - regardless of the reason for exposure — have a
right to be informed about all potential interventions,
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including knowledge about what PEP is and where it can
be obtained. EMIS findings suggest that condom accidents
and a consistent lack of knowledge on how to use condoms
correctly, rather than carelessness, are associated with
exposure to HIV and related experience of PEP.
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5.5 Country table
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6.0 40 6.4 85 35 234 3.0 31 77.4 20 633 467 16
8.1 3.7 1.5 3.0 0.2 3.7 4.0 25 80.0 4,0 60.0 60.0 11
6.0 3.6 4.8 8.1 3.6 253 2.0 83 711 2.0 44.6 51.4 771 1.0
1.9 0.0 0.0 0.0 0.2 3.7 2.0 12 711 2.0 37.0 51.4 30.7 0.0
6.0 71 41 6.8 2.6 14.0 4.0 136 93.4 4.0 67.0 718 48.6 13
14.2 22.6 15.6 19.7 6.3 333 8.0 4351 96.6 8.0 85.3 88.9 67.1 3.4
6.0 6.9 54 77 25 14.0 45 152 93.7 5.0 68.0 78.9 482 9.0
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6. STIs other than HIV

The sexual health of MSM is often compromised by the
presence of sexually transmitted infections (STIs) such as
anal or genital warts, syphilis, gonorrhoea (pharyngeal,
genital or rectal), and chlamydial infections. Syphilis and
rectal bacterial STls in particular are known to increase the
per-contact risk of HIV infection (Fleming & Wasserheit,
1999). Early detection of asymptomatic STls requires regular
sexual health check-ups (based on each person’s number
of new sexual partners) and physical examinations that, if
appropriate and with the client’s consent, include rectal
and penile inspection and the collection of clinical speci-
mens. Effective detection of STIs at infection sites common
to MSM and specific to their sexual practices is possible
only under these conditions.

Differences in STI-diagnostic approaches may also affect
the comparability of national surveillance data for MSM in
Europe. For these reasons we compared the STl test-seeking
behaviour of MSM, performance of STI testing sites and
recent diagnoses of STIs across Europe. The description
of our findings will be followed by brief sub-chapters on
hepatitis B vaccination needs and hepatitis C.

6.1 Access to STI testing

6.1.1 Introduction

Across Europe — inside and outside the European Union
— preventive services as well as healthcare for STls are
provided by various medical specialists including general
practitioners, urologists and dermato-venereologists.
These services are offered by physicians in private prac-
tice, at genitourinary medicine (GUM) clinics and through
specialised STI services within hospitals, dermatology
clinics, municipal health offices and others. Over the last
decade, a small but increasing number of STl clinics have
been set up specifically to meet the needs of gay and
bisexual men in larger cities such as Amsterdam, Barcelona,
Dublin, Hamburg, London, Stockholm and Zurich.

Allthese sites may differ with respect to fees, anonymity,
confidentiality, services provided and the quality and extent
of counselling (see Chapter 5.1). The respect with which
MSM are treated at STI testing sites is likely to have an
impact on the likelihood of their undergoing regular sexual
health check-ups, especially when they have no symptoms.
Therefore the frequency and regularity of STl testing not
only depends on individual knowledge and attitudes but
also on the accessibility and quality of services.

While the UK, Ireland, Malta (three countries with a common
history of STl clinics) and Sweden — through their respec-
tive national health systems — provide a network of open
access GUM or sexual health clinics, in many European
countries the private sector (physicians in private practice,
including those specialising in infectious diseases and
HIV care) plays an important role in the provision of care

for STIs. Magazines for gay men provide lists of gay or
gay-friendly physicians or private clinics in many cities.
In most of the countries where the private sector plays a
significant role, open access STl care is offered through
municipal health offices. However, this is often limited to
the diagnoses and treatment of certain infections such
as syphilis or gonorrhoea. The Netherlands — one of the
European countries with the highest levels of healthcare
privatisation — also offers open access dedicated STI
services, at least in major cities (for EU/EFTA countries as
of 2002, see the detailed overview by Lowndes et al. 2004).

Eastern European countries, particularly countries which
were part of the former Soviet Union, have largely kept
an approach based on mass screening, contact tracing,
and compulsory therapy. This region has a large number
of STl clinics, whose main approach is to ‘trace and treat’.

6.1.2 Perceived access to STI testing

The section on STls in the EMIS questionnaire began with
a question about how confident respondents were that
they could get a test for STIs other than HIV. Less than two
thirds were ‘quite’ or ‘very’ confident in Turkey, Slovakia,
Bulgaria, the Czech Republic, Bosnia, the former Yugoslav
Republic of Macedonia, Malta and Cyprus, but in most
countries confidence was much higher (median: 88%, see
country tables). The greatest levels of confidence could be
demonstrated not only for the 17 older EU/EFTA countries,
but also for most of the former Soviet Union countries, in
particular Russia, which makes the geographical pattern
look quite distinct from many other issues described in
this report.

Although respondents were confident about being able to
get an STl test, a large proportion said they did not know
ifthey could get free STl testing in the country where they
lived (Figure 6.1). Amedian of 38% had no idea if STl testing
in their country was free or not — the highest proportion
was among MSM in Turkey (63%). Only in two countries did
the answers to this question seem self-evident: in Denmark
and the United Kingdom more than 90% said STI testing
was free, leaving less than 10% who did not know if they

Figure 6.1: Responses (%) by sub-region to ‘Can you
personally get free STI testing in the country you live in?’

| Nl Ves| _ldon'tknow]

West 33 76.4 20.3
North-West 23 791 18.7
Central-West 9.2 58.1 32.6
South-West 8.5 52.1 39.4
North-West 20.1 29.3 50.5
Central-East 7.6 423 50.1
South-East (EU) 18.4 30.0 51.6
South-East (non-EU) 14.5 36.0 48.6
East 25.5 381 36.3
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Figure 6.2: National comparisons for diagnostic approaches: blood tests and penile and anal inspection
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would be charged. It is pointless to offer free services if
those considered to be high-risk do not know about them.

To construct a country level indicator about transparent
low-threshold STI testing services, those who said that
STl testing was not free were asked if they could afford
to pay for it. Twenty-nine per cent of men said they did
not know if they could afford to pay. Only in Belgium,
Switzerland and Luxembourg was this proportion 10% or
less, and about 85% of respondents in these countries said
it was affordable. As expected, being able to afford the
charges for STl testing was age-dependent. Among those
who were aware of the costs, a quarter of those under 20
years said they could not afford to pay for STl testing. In
the 20-24 years age group it was one fifth; in the 25-29
years age group it was one sixth and after the age of 30
this dropped to one eighth.

Overall, the countries that scored highest (when controlling
for age and HIV status) on the indicator for transparently
offering free or affordable STI testing were: Denmark,
the UK, Sweden, Norway, Finland, Luxembourg and the
Netherlands (in order of their score). When controlling for
age and HIV status, it became clear that France, Belgium,
Austria, and Switzerland (in that order) were only about
half as likely to offer free or affordable STI testing. The
lowest scores were for Lithuania, Moldova, Cyprus, Latvia,
Greece, Turkey, Romania, Hungary, and Slovakia (see
country tables).

The lack of clarity surrounding charges for sexual health
check-ups indicates — apart from limited testing experi-
ence - that in most countries, STI testing and care are
dispersed among many services, each with different poli-
cies and prices.

6.1.3 STl testing history

EMIS asked respondents when they had last been tested
for any STlIs other than HIV. Across the 38 countries, the
proportion of respondents who reported having been tested
for STIs in the past 12 months varied widely: 20% or less
in Slovakia, Turkey, Slovenia, Bosnia, the Czech Republic,
and Hungary, around 40% in Moldova, Sweden, Ireland,
Belgium, France, Belarus, Russia, and the UK, and 52%
inthe Netherlands (see country tables). Interestingly, the
countries with the highest rates of STl testing were in the
sub-regions of West and East Europe. Chapter 6.2 indicates
thatin East Europe, but to a certain extent also in Belgium
and France, STI testing rates may broadly reflect mass
screening approaches rather than preventive approaches
specifically tailored to sexual minorities and their needs.

6.1.4 Screening

Respondents were asked if they had any noticeable symp-
toms when they were last tested for STIs other than HIV. If
in any medical setting a patient presents with symptoms
and a medical diagnostic test is carried out to determine
the cause of those symptoms, this is called diagnostic
testing. Across Europe, among respondents who reported
testing for STIs in the past 12 months, between 12% and
34% (median: 21%) reported symptoms at their last test.
Performing a medical diagnostic test in the absence of

symptoms is called screening. In Europe, between 66%
and 88% (median: 79%) reported being screened for STls
at their last test (see country tables).

At an individual level, among those who tested for STIs in
the past 12 months, no relevant associations with screening
could be found for age, educational attainment, settlement
size, sexual identity, outness or HIV status. Section 6.2
compares the diagnostic approaches that were reported
to have been part of STl testing in different countries.

6.2 Performance of STI testing

6.2.1 Introduction

Allrespondents who reported having been tested for STIs
otherthan HIVin the 12 months preceding the survey were
asked what happened during those tests. The questions
were asked in such a way that they could be answered
without knowledge of medical terminology:

® Have you provided a blood sample?

e Have you provided a urine sample?

e Has your penis been examined?’

e Was something inserted into your penis (urethral swab)?’
e Has your anus been examined?

e Was something inserted into your anus (anal swab)?

In addition to ‘No’ and ‘Yes’ respondents could also answer ‘I
don’tremember’. The question to which the largest number
of respondents reported that they did not remember (2.2%)
was: ‘Have you provided a urine sample?’. For penile and
anal examinations 0.7% responded ‘I don’t remember’.

The six different diagnostic procedures were grouped
according to the STls they are able to diagnose. Syphilis
and viral hepatitis can best be diagnosed with antibody
tests performed on blood samples. Viral infections, such
as anal or genital warts or anal or genital herpes, can
be diagnosed only if both penis and anus are inspected.
Examinations of penis and anus (regardless of whether a
swab was inserted or not) are reported here under penile
and analinspection. Urethral chlamydial infections can best
be diagnosed by detecting genetic material in specimens of
urine or urethral secretions. Gonococcal infections of the
male urethra are typically symptomatic (Kent et al. 2004),
presenting with discharge and painful urination, and there-
fore do not require further diagnostic tests after inspec-
tion and the taking of a medical history, unless bacterial
resistance or co-infections with other sexually transmitted
bacteria — particularly chlamydia - are suspected. If a
urine specimen was provided, or the urethra was swabbed,
this was reported under the label genital test. Anal/rectal
infections with gonococci or chlamydia largely present
without symptoms and can be diagnosed only if the anus
is swabbed for microbiological culturing or, preferably
because of higher sensitivity (see Ota et al. 2009), to
detect genetic material using nucleic acid amplification
tests (NAATs). Both are reported here as anal swabbing.

1 This question was not asked to respondents who identified either as
transgender men who have sex with men, or as transgender women
with a history of gender re-assignment surgery.
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Figure 6.4: Country comparison for diagnostic approaches to detect chlamydial and gonococcal infections
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Unlike chlamydial infections of the oropharynx, pharyngeal
gonorrhoea is very common following oral sex between
men, providing another reservoir for onward transmission.
However, EMIS did not query diagnostic approaches to
the detection of pharyngeal gonorrhoea, because little
evidence exists of its routine usage in STl testing in Europe.

6.2.2 Blood tests

Testing blood for antibodies in order to be able to diag-
nose syphilis and viral hepatitis was very common across
Europe. Between 79% and 97% (median: 89%) said they
had provided a blood sample as part of STI tests in the
last 12 months. In all countries, a blood test was the most
common diagnostic approach in STl testing, with the least
variation across Europe (Figure 6.2 and country tables).

6.2.3 Penile and anal inspection

Basic physical examinations of the penis or anus as part
of STl testing varied from under 10% in Romania to nearly
70% in Ireland (and close to 80% in Malta, but this propor-
tion was based on fewer than 50 respondents). The median
was 18%. In Norway, Finland and Denmark, more than 30%
of respondents reported having had their penis and anus
examined as part of an STI check-up. In the Netherlands
and Sweden this proportion was around 50% and in the
UK, Ireland and Malta it was more than 60%.

There was an almost perfect correlation (R2=94%) between
penile/analinspection and anal swabbing (Figure 6.3). As
already mentioned, the UK, Ireland, Sweden and Malta offer
a network of open-access sexual health clinics, and the
Netherlands offers open-access dedicated STl services. It
is in these five countries that the diagnostic procedures
best met the STl testing needs of MSM.

In most European countries, given the lack of basic physical
examinations, certain STIs such as anal or genital warts
or herpes are likely to be profoundly underdiagnosed
among MSM.

6.2.4 Genital test

Diagnostic tests to detect urethral STIs were common
(median 55%), but varied substantially across Europe (Figure

6.4), ranging from 35% in Serbia to 95% in the UK. In the
large majority of countries a urine test was used more
commonly than a urethral swab. Only in Denmark, Latvia,
Estonia, Ukraine, Moldova, Russia, Lithuania and Belarus
(in order of proportion) was urethral swabbing reported
more frequently than the provision of a urine sample. Other
than Denmark, where the difference was small, these are
countries coming within the WHO sub-region of Eastern
Europe, or newly independent states of the former Soviet
Union, indicating historic differences in healthcare.

6.2.5 Anal swabbing

Anal swabbing was the least commonly reported of all
diagnostic approaches (median 16%). It was reported by
less than 10% of respondents in Serbia, Romania, France,
Poland, Belgium, Luxembourg, Portugal, Bulgaria, and
Hungary (in order of proportion). In only eight countries
did more than 20% of STI check-ups include diagnostic
procedures allowing for the detection of rectal gonorrhoea
orrectal chlamydial infection. In Sweden, the Netherlands,
Ireland, the UK and Malta at least 60% reported anal swab-
bing. Several studies applying systematic screening among
MSM in the United States and Germany have shown that
rectalinfections with Neisseria gonorrhoeae or Chlamydia
trachomatis are more common than urethral infections
with these bacteria (Kent et al. 2005, Dudareva et al. 2011).
Consequently, rectal gonococcal and chlamydial infections
are likely to be substantially underdiagnosed among MSM
in most European countries.

6.3 Frequency of STI diagnoses

6.3.1 Introduction

EMIS asked about recently diagnosed STIs common among
MSM: anal/genital warts, anal/genital herpes, gonorrhoea,
chlamydialinfection, syphilis and hepatitis C. Hepatitis C
is primarily bloodborne rather than sexually transmitted,
and so far in Europe its sexual transmission has been
among MSM who are infected with HIV. For this reason
itis reported in Section 6.4 on hepatitis rather than with
STls. Nevertheless, for comparison, newly-diagnosed
hepatitis Cisincluded in Figure 6.12 on newly-diagnosed
STIs among men with diagnosed HIV.

Figure 6.3: Country level association between physical examination of anus and penis and anal swabbing
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One of the aims of EMIS was to suggest an indicator for ‘any
STls other than HIV’ among MSM which could be used in
European surveillance. However, STls have different char-
acteristics, with respect to self-limitation, curability and
the possibility of getting infected more than once. Bacterial
STls such as syphilis, gonorrhoea, or chlamydial infec-
tions can be acquired repeatedly, but infections with the
sub-types of the human papilloma virus (HPV) associated
with anal/genital warts and genital infections with herpes
simplex viruses (HSV 1 and 2) tend to become chronic, with
recurring symptomatic manifestations. Therefore, EMIS
asked for any new diagnosis of syphilis, gonorrhoea, or
chlamydial infection during the past 12 months, and for
any first diagnosis of anal/genital warts or anal/genital
herpesin the past 12 months. All these five variables were
incorporated into the indicator for newly-diagnosed STls
(other than HIV) in the past 12 months.

Country level analysis

Across Europe, 7.4% of respondents reported newly-diag-
nosed STIs (other than HIV) in the preceding 12 months
(range 2.4-14.1%). The most common newly-diagnosed
STIs were anal/genital warts (median: 2.5%; country range:
0.8-3.5%); followed by gonorrhoea (median: 2.0%; country
range: 0.3-5.2%), syphilis (1.9%; 0-5.2%), chlamydial
infection (1.6%; 0.5-7.0%), and anal/genital herpes (0.7%;
0-1.7%).

The situation was similar when looking at the proportions of
MSM who reported ever having been diagnosed with those
five STls: 14.5% gave a history of gonorrhoea, 13.4% of
anal or genital warts, 8.6% of syphilis, 8.1% of chlamydial
infection and 3.6% of anal/genital herpes.

6.3.2 Constructing a comprehensive indicator
for newly-diagnosed STis

Individual level analysis

Factor analysis of individual level data showed that vari-
ation among the five STl variables could be explained
by two (latent) components. On one component, newly-
diagnosed gonorrhoea and chlamydial infections had factor
loadings of 0.74 and 0.72, respectively, and syphilis had a
factor loading of 0.52. On a second component, warts and
herpes had similarly high factor loadings of 0.74 and 0.73,
respectively. The latent components can be interpreted as
an interplay of the various routes of sexual transmission
and different diagnostic procedures needed for detection.
Any comprehensive indicator for newly-diagnosed STls
among MSM should therefore include at least one STI from
each component — gonorrhoea and anal/genital warts at
a minimum, and preferably also syphilis.

Country level analysis

Due toits infrequent occurrence, herpes was of negligible
value for the indicator of newly-diagnosed STIs. At a country
level, using multivariable linear regression analysis, the
other four STIs together explained 95% of the variance of
the aggregated indicator for newly-diagnosed STls. Adding
herpes to the model did not increase the coefficient of
determination for newly-diagnosed STis.
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Newly-diagnosed gonorrhoea alone had the most explana-
tory power: diagnoses of gonorrhoea explained 78% of
the variance of newly-diagnosed STls. The reason for
this is twofold: firstly, gonorrhoea is rather common; and
secondly urethral manifestations of gonorrhoea almost
always cause symptoms. Symptomatic STIs are much less
likely to remain undetected or undiagnosed. Therefore, of
all the STIs reported here (including hepatitis and HIV),
urethral gonorrhoea is the one that is least likely to be
affected by differences in testing performance.

Newly-diagnosed syphilis — diagnosed on the basis of
a blood test — explained only 55% of the variance for
newly-diagnosed STls. Syphilis often presents with symp-
toms that are not suggestive of an STI, particularly if the
primary stage is not noticed. Nevertheless, as blood tests
were the diagnostic procedure that varied least between
countries, self-reported diagnoses of syphilis were much
less affected by differences in diagnostic performance
than by differences in access to and the frequency of STI
screenings. Choosing only syphilis as an indicator for
newly-diagnosed STIs has another shortcoming: syphilis
is unevenly spread among MSM in Europe. Firstly, syphilis
particularly affects men with diagnosed HIV infection (see
below) and secondly, syphilis epidemics show distinct time-
space patterns. They sweep through local MSM scenes,
connect ‘gay metropolitan cities’, or affect European sub-
regions (Renton et al. 1998). For example, after the collapse
of the Soviet Union (and its healthcare system), a major
heterosexually-driven syphilis epidemic occurred in the
newly independent states throughout the 1990s, and this
then also affected MSM.

In contrast, the diagnosis of chlamydial infections among
MSM is highly dependent on national variations in the
testing of urine samples during STl screenings, as well
as on national variations in anal or urethral swabbing.

Genital warts are likely to be noticed by affected men, but
tend to be trivialised. Anal warts are often not noticed,
particularly if they occur above the ano-rectal junction
(rectal warts). Furthermore, there is a strong sense of
shame connected to anal warts — maybe more so than with
all other STIs except hepatitis C (Owen 2008). Therefore
the chance of anal (and genital) warts being diagnosed is
highly dependent on national variations which determine
the likelihood of receiving a physical examination of the
anus and penis.

For allthese reasons, newly-diagnosed warts, herpes and
chlamydial infections had a much smaller explanatory power
(R2=47%, 47%, and 46%, respectively) than gonorrhoea
and syphilis. Country level (and individual level) analyses
of EMIS data suggest that constructing a comprehensive
indicator for newly-diagnosed STls among MSM would
best be achieved by combining newly-diagnosed syphilis,
gonorrhoea, chlamydialinfections and anal/genital warts.

6.3.3 Influence of testing rates and testing
performance on newly-diagnosed STls

Different rates of STl testing and variations in testing perfor-
mance determine the extent to which STls are diagnosed
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and reported within national and European surveillance
systems. EMIS looked at country differences for newly-
diagnosed STls, adjusting for the age composition of the
samples and for HIV status, as both age and HIV infection
affect the likelihood of becoming infected with — and being
tested for — STls.

Several multivariable logistic regression analyses were
performed to compare the odds of newly-diagnosed syph-
ilis, gonorrhoea, chlamydial infections and anal/genital
warts among study participants (controlling for age and
HIV status).

The UK was chosen as a reference because it was among
the countries with the best performance in STl testing as
demonstrated above, and because it had provided one
of the largest samples for EMIS. To reduce the likelihood
of random effects for countries with small sample sizes,
the following analyses are restricted to the 23 EMIS coun-
tries with samples larger than 1 700 respondents (even
in countries with a sample of around 1 ooo MSM - such
as Bulgaria or Serbia — the number of respondents who
underwent anal swabbing, or analand genital inspection,
would only be around 10-30 men, which would be too small
for calculating reliable estimates).

By way of example, the likelihood of respondents living
in Germany reporting newly-diagnosed (in the past 12
months) syphilis was about the same as for respondents
living in the UK. As can be seen in the country tables, the
proportions were 2.0% in the UK and 1.9% in Germany.
When controlling for age and HIV status, the adjusted odds
ratio was 1.03 (95%-Cl: 0.91—1.17). In Figure 6.5, the grey
bar for the UK (reference value) is 1.00 by definition, and
the grey bar for Germany (de) is 1.03, suggesting similar
levels of newly-diagnosed syphilis among respondents
from both countries.

However, while 44% of respondents had been tested for
STls in the UK during the past 12 months, the proportion
was only 27% in Germany. Among those tested, 90%
provided a blood sample in the UK and 85% in Germany.
This means that 40% of the UK respondents had had a
blood test, compared to 23% of those in Germany. This
suggests that more cases of syphilis would have been
diagnosed in Germany if the level of blood testing had been
the same. The red bar for Germany shows that respondents
from Germany would have been 1.5 times more likely to
have been diagnosed with syphilis if the level of blood
testing had been the same as in the UK (AOR=1.52; 95%-Cl:
1.34-1.72; p<0.001).

The greater the ratio between the lengths of the red and grey
bars, the higher the risk of syphilis remaining undetected
(Figure 6.5). The chances of not detecting syphilis were
highest in Turkey, followed by the Czech Republic, Portugal,
Finland, Poland, and Germany. In contrast, in countries
with rates of blood testing similar to that in the UK, such as
Belgium, France, Ireland, the Netherlands, Norway, Russia,
and Sweden, the relative estimates remained unchanged.

Syphilis epidemics among MSM seem to be particularly
pronounced in Ukraine, Russia and on the Iberian Peninsula.
Nevertheless, EMIS data suggest that despite moderate

differences in the likelihood of underreporting, the surveil-
lance systems of most countries do enable the magnitude of
syphilis epidemics among MSM to be estimated, depending
on the systems’ abilities to determine whether reported
cases can reliably be classified as MSM.

Figure 6.6 shows the relative chances of rectal gonorrhoea
going undetected by adjusting for anal swabbing in the
past 12 months. Although usually self-limiting after an
unknown timeframe, if rectal gonorrhoea is not diagnosed
and treated it can be spread to sexual partners.

Compared with the UK, the relative potential for under-
diagnosis and thus underreporting of rectal gonorrhoea
due to low rates of anal swabbing was highest in Portugal,
Romania, Poland, Greece, France, Switzerland, Belgium, the
Czech Republic, Italy, Turkey, Spain, Ukraine, and Germany.
It was lowest in the Netherlands, Ireland and Sweden.

Gonorrhoea was particularly common among respond-
ents from Turkey, followed by respondents from Belgium,
Switzerland, Spain, France, Portugal and Russia.

Many sexually transmitted chlamydial infections remain
undetected if anal swabbing is not performed. Furthermore,
without performing a genital test as previously defined,
many urethral infections remain undiagnosed because
discharge or itching are mild or absent and hence do not
prompt the infected person to seek treatment.

Compared with the UK, the relative potential for under-
diagnosis and thus underreporting of rectal and urethral
chlamydialinfections (due to low rates of anal swabbing and
genital testing) was highest in Poland, Greece, Hungary,
Romania, France, and Italy. No such potential could be
seen in the Netherlands, Ireland or Sweden.

Sexually-transmitted chlamydial infections were particu-
larly common among respondents from Ukraine, Belgium
and France.

The relative potential for under-diagnosis of genital or anal
warts — when compared with the UK — could be seenin every
country apart from Ireland, the Netherlands and Sweden.

Anal and genital warts were particularly common among
respondents from Turkey and Greece, but also among
respondents from Belgium, Spain, France and Italy.

6.3.4 Summary and policy recommendations
(Part 1)

STl testing rates differ widely across Europe and we have
identified deficits in the performance of diagnostic proce-
dures needed for the detection of anal or genital warts,
herpes and rectal STIs such as gonococcal or chlamydial
infections (including lymphogranuloma venereum - LGV).
Figures 6.9 and 6.10 illustrate that most European countries
need to improve their STl services for MSM. Under-diagnosis
of most STIs has implications for the sexual health of
MSM, for HIV prevention and for comparing European
surveillance data. There is an urgent need to provide or
improve sexual healthcare tailored to men at risk of STls
(Schmidt & Marcus, 2011), and to meet the health needs
of gay, bisexual and other MSM.
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Figure 6.5: Odds of obtaining a new diagnosis of syphilis before and after adjustment for having had a blood test
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Figure 6.6: 0dds of newly-diagnosed gonorrhoea before and after adjustment for undergoing anal swabbing
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Figure 6.7: 0dds of newly-diagnosed chlamydial infections before and after adjustment for undergoing anal swabbing

and genital testing
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Figure 6.8: 0dds of newly-diagnosed anal/genital warts before and after adjustment for receiving anal and penile

inspection
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Figure 6.9: Proportions of respondents who underwent anal swabbing for detection of anorectal STls in the last 12 months
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Figure 6.10: Proportion of respondents who had their penis and anus examined in the last 12 months
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6.3.5 Individual level determinants of newly-
diagnosed STIs

Univariable associations

Theincidence of STIs is known to depend on the number of
sexual partners, and to be higher among men diagnosed
with HIV. The impact of HIV infection can be explained not
only by differences in sexual behaviour and the frequency
and extent of testing, but also biologically via altered
immune function. Its impact can also be explained epide-
miologically via differences in the composition and range
of sexual networks (Aral, 2002).

The range and composition of sexual networks or the
characteristics of sexual partners also influence the age
distribution of STIs. Among respondents not diagnosed
with HIV and under 25 years of age, anal and genital warts
were the most frequently reported newly-diagnosed STI
(Figure 6.11). Over 3% of respondents 20-25 years old
reported newly-diagnosed anal/genital warts.

Newly-diagnosed gonorrhoea peaked in the age group
25—-29 years old (around 3% of respondents), while the

proportions of newly-diagnosed syphilis and HIV infection
were highest among respondents in their 30s (around 2%
and 1.5%, respectively). The true incidence of many STls
is likely to be higher than that of HIV, because the testing
rates for other STls are lower, and testing performance for
other STls is less sensitive in most countries (see above).

Overall, infections with anal/genital warts and gonorrhoea
were the most common newly-diagnosed STIs among MSM
without diagnosed HIV infection, and anal or genital herpes
was the least common. Newly-diagnosed hepatitis C was
reported by 0.15% of respondents without diagnosed HIV
infection (not shown).

Eleven per cent of respondents without diagnosed HIV
infection reported having at some time been infected with
anal or genital warts and 3% had a history of anal or genital
herpes. Both infections have the potential to manifest
recurrently and cause persistent infectivity.

Among respondents with diagnosed HIV, the proportions
with newly-diagnosed STls were much higher in all age
groups (Figure 6.12). All but gonorrhoea had their age

Figure 6.11: Proportions of newly-diagnosed STIs (and HIV) among respondents not previously diagnosed with HIV,

stratified for age

Percentage

I Anal or genital warts
I Anal or genital herpes
I Chlamydia infection
Il Gonohorrhea

[ Syphilis

. HIV

<20 20-24 25-29 30-34 3539 40-44 45-49 50-54 55-59 60-64 65+ Total

Age

Figure 6.12: Proportions of newly-diagnosed STIs (and hepatitis C) among respondents diagnosed with HIV infection,

stratified for age
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Figure 6.13: Proportion (%) of newly-diagnosed STIs (and HIV) among respondents not (previously) diagnosed with HIV,
stratified for the number of sexual partners in the past 12 months
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Figure 6.14: Proportion of newly-diagnosed STls (and hepatitis C) among respondents diagnosed with HIV, stratified for
the number of sexual partners in the past 12 months
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Figure 6.15: Comparing individual-level associations with newly-diagnosed STIs vs. newly-diagnosed HIV

Categor Newly-diagnosed STls Newly-diagnosed HIV
= ] o ] T T YRy

25039 REF. 1 REF. 1

24 or younger 0.919 1.00 0.95 1.05 <0.001 0.59 0.51 0.68
40 or older <0.001 0.64 0.62 0.67 <0.001 0.65 0.57 0.73
Number of sexual partners inthe pastazmonths
None REF. 1 REF. 1

One 0.017 114 1.02 1.26 0.344 114 0.87 1.51
Two to five <0.001 176 1.60 1.94 0.631 1.07 0.82 1.39
Six to ten <0.001 2.4 218 2.67 0.296 116 0.87 1.55
More than 10 <0.001 3.53 3.20 3.91 <0.001 1.66 1.26 219

Diagnosed positive <0.001 3.08 2.94 3.23 N.A.

Sex venue <0.001 1.43 137 1.49 <0.001 2.01 177 2.28
Social venue <0.001 1.86 1.76 1.96 <0.001 2.08 1.78 2.44
No non-steady partners REF. 1 REF. 1

No analintercourse <0.001 0.57 0.51 0.63 <0.001 0.49 0.36 0.67
Consistent condom use <0.001 0.81 0.74 0.88 0.085 0.80 0.61 1.03
Inconsistent condom use €0.001 139 127 1.52 <0.001 2.37 1.84 3.04
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peak shifted towards younger age groups. Twelve per
cent of respondents with diagnosed HIV aged 25-29 years
reported having been diagnosed with gonorrhoea in the
past 12 months and 14% in this age group had been newly-
diagnosed with syphilis. Overall, syphilis was the most
common newly-diagnosed infection, followed by gonor-
rhoea and chlamydial infections. Newly-diagnosed hepatitis
C was reported by 2% of respondents with HIV, but this
measurement was not checked against injecting drug use
and hepatitis C was not necessarily transmitted sexually.

Thirty-eight per cent of respondents with diagnosed HIV
reported having at some time been infected with anal or
genital warts and 13% had a history of anal or genital
herpes.

As shown in figures 6.13 and 6.14, the number of sexual
partners during the past 12 months was strongly associated
with the proportion of men newly-diagnosed with STls,
particularly bacterial STIs such as gonorrhoea, chlamydia
and syphilis.

Multivariable associations

In multivariable logistic regression analysis, the strongest
association with the combined indicator for newly-diag-
nosed STIs was the number of sexual partners in the past
12 months, followed by HIV status (Figure 6.15). Young
respondents (up to 24 years of age) had the same risk of
STls as the main age group (25-39 years). Men aged 40
years or above were 36% less likely to have been newly-
diagnosed with STIs. Compared with men reporting no
sexual partners in the past 12 months, having just one
sexual partner increased the risk of STIs by 14%. Risk
increased steadily with more partners: newly-diagnosed
STls occurred more than three times as often in men who
reported more than ten sexual partners. Men diagnosed
with HIV were three times more likely to report new STis
than men not diagnosed with HIV.

Having frequented social venues for MSM in the past 12
months (meeting men in bars, cafes and other places
where sexual contacts are unlikely to happen ‘on the spot’)
increased the risk of STIs by 86% — more than having
visited a sex venue for MSM (having met men in gay saunas,
darkrooms, at cruising sites or at private or commercial
sex parties, which increased the risk of newly-diagnosed
STls by 43%). The dichotomised variables do not reflect
the frequency of visiting such places.

Men who had sex with non-steady partners but without
engaging in analintercourse had a 43% lower risk of STls
than men who did not have non-steady partners (the
reference group, most of them in steady relationships).
Respondents who had anal intercourse with non-steady
partners but reported always using condoms had a 19%
lower risk than the reference group. Respondents who
had UAI with non-steady partners ran a 39% higher risk
of contracting STls than the reference group.

Itis noteworthy that using condoms for analintercourse with
non-steady partners had little effect on newly-diagnosed
STls, particularly when compared with the impact of the
number of sexual partners. The impact of multiple partners

might be explained partly by the fact that most STIs — unlike
HIV — are easily transmitted via oral sex. Condom use is
not routinely recommended for oral sex and condoms are
not often used by MSM during oral sex. Moreover, the
EMIS questionnaire restricted questions on condom use
to analintercourse only. The association with condom use
might be higher for countries where rectal STIs are more
commonly diagnosed because of better performance in
STl testing. The impact of UAl on newly-diagnosed STls is
likely to be greater if the indicatorincludes more rectal STls.
More detailed analysis should be undertaken in this area.

In contrast, the patterns of the individual-level associations
with newly-diagnosed HIV infection were quite distinct.
Firstly, men aged up to 24 years were 41% less likely than
the main age group (25-39 years) to have acquired HIV
infection. Secondly, the impact of having more sexual
partners was much weaker than for acquiring other STls.
Reporting more than 10 sexual partners within the past 12
months increased the risk of newly-diagnosed HIV by 66%.

Compared with men without non-steady partners (who might
have engaged in UAI with their steady partners), men who
had sex with non-steady partners but without engaging in
analintercourse had a 51% lower risk of newly-diagnosed
HIV. The HIV risk for respondents who had engaged in UAI
with non-steady partners was over twice as high as that
for the reference group.

6.3.6 Summary and policy recommendations
(Part 2)

EMIS data suggest that prevention messages for STls should
have a different focus to prevention messages for HIV.
Testing rates for STls need to be driven by the number of
sexual partners, regardless of the extent to which condoms
are used. To achieve higher STl testing rates among MSM,
gay-friendly, non-judgmental, accessible and affordable
services are needed.

6.4 Hepatitis B vaccination
needs and hepatitis C

6.4.1 Hepatitis B vaccination needs

In 1992, the WHO World Health Assembly called for the
inclusion of hepatitis Bimmunisation — available since the
mid-1980s - in national vaccination programmes (WHO,
1992). As sexually transmitted infections with the hepa-
titis B virus were common among MSM before vaccination
programmes were introduced, the EMIS questionnaire asked
if respondents had been vaccinated against hepatitis B.
The following answers were possible:

* No, | am naturally immune to hepatitis B (because | had
itin the past)

e No, and | don’t know if I’'m immune

e Yes, and | completed the course of 3 shots of vaccine

Yes, but | did not complete the course of 3 shots of
vaccine

Yes, but | did not respond to the vaccinations

e | don’t know.
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To construct an indicator for hepatitis B vaccination needs,
natural immunity and completion of the course of three
shots were taken to indicate that there was no need of
vaccination. The response ‘I don’t know’ was re-coded as
amissing answer to increase the reliability of the indicator
and the remaining three options were included in the
indicator for hepatitis B vaccination needs.

Across Europe, 50% of respondents (country median) were
in need of hepatitis B vaccination, ranging from less than
40% in West (except Ireland), Central-West, and South-
West Europe (except Greece), to more than 60% in Estonia,

Slovakia, Slovenia, Ukraine, Bulgaria, and Serbia, and more
than 70% in Lithuania (Figure 6.16 and country tables).

The highest proportions of respondents who had completed
afull course of vaccination were in the UK, the Netherlands,
all the countries in the Central-West Europe sub-region,
Portugal, and Malta — with up to 60% or more. The lowest
proportions — less than 30% — were in Lithuania, Ukraine,
Serbia and Bulgaria (see country tables).

Many countries, particularly the EMIS countries with the
largest samples, set up vaccination programmes in the

Figure 6.16: Proportion of respondents in need of hepatitis B vaccination
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Figure 6.17: Individual-level associations of hepatitis B vaccination and age
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1990s, so coverage with hepatitis B vaccination is likely
to be negatively associated with age. Although hepatitis
B vaccination has been recommended for MSM in most
countries because of their increased risk of infection, the
age-dependency can be seen among EMIS respondents.
(Figure 6.17). The likelihood of ever having been diag-
nosed with hepatitis B increased with age. Over 20% of
respondents in the upper age groups indicated that they
had a history of hepatitis B.

The indicator for hepatitis B vaccination needs is much
less affected by age, however, as lack of vaccination is
counterbalanced by natural immunity. Because the total
European sample is biased towards respondents from
Germany, Spain, France, Italy and the UK, we can conclude
that at least 40% of MSM are in need of hepatitis B vacci-
nation across Europe, largely irrespective of age, and
that in many other European countries the proportion is
substantially higher.

6.4.2 Hepatitis C

Inthe last decade, increasing diagnoses of infections with
the hepatitis C virus (HCV) among HIV-infected MSM have
been observed and evidence suggests that a substantial
proportion of HCV infections were transmitted sexually.
Few studies have been conducted to determine the sexual
or non-sexual routes of transmission among MSM with HIV
infection who do not inject drugs. Alarge cohort of European
HIV-infected MSM who denied injecting drug use (IDU)
showed an HCV prevalence of 6.6% (Rockstroh et al. 2005).
The prevalence was similar among EMIS respondents with

the same characteristics. Figure 6.18 shows the propor-
tions stratified for the European sub-regions. The largest
proportions were found in West (7.5%) and Central-West
(7.3%) Europe.

Among respondents with a history of injecting drug use the
proportion of men who had at some time been diagnosed
with hepatitis C was highest in the South-West (8.5%),
North-East (6.5%) and East (6.4%) Europe. In these three
sub-regions, as well as in South-East, most cases were
not diagnosed with HIV infection, suggesting an epidemic
driven mainly by IDU. The proportions of EMIS respondents
with a history of IDU who reported being diagnosed with
hepatitis C are substantially lower than the prevalence
estimates of hepatitis C among injecting drug users (Roy
et al. 2002). The most likely reason for this finding is that
EMIS respondents with a history of IDU differ as a popu-
lation from the injecting drug users covered in specific
surveys on IDU.

Allrespondents who had ever been diagnosed with hepa-
titis C were asked about their current hepatitis C status.
Respondents could choose from the following answers:
‘I cleared it with treatment’, ‘I cleared it (spontaneously)
without treatment’, ‘l don’t know’, and ‘I still have it’. Figure
6.19 shows the respective proportions stratified by sub-
region. The absolute numbers of respondents with a history
of hepatitis C were small for North-East (n=27), Central-
East (42), South-East (EU) (32), and South-East (non-EU)
(26) and the respective proportions should therefore be
interpreted with caution.

Figure 6.18: Proportion (%) of respondents with a history of hepatitis C by European sub-region
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Self-reported clearance of HCV infection without treatment
might not always be reliable, but the reported proportion
of spontaneous clearance — 27% in total - is in the range of
what has been reported elsewhere. Among the sub-regions
with large enough sample sizes, access to treatment for
hepatitis C was highest in Central-West (46%) and lowest
in East Europe (19%). If respondents who did not know their
current hepatitis C status are considered to be probably
still infected, then 29% of men with a history of hepatitis
Carestillinfected in Central-West Europe, along with 31%
in North-West, 36% in South-West, 38% in West and 67%
in East Europe.

Recent evidence suggests that sexual practices associated
with bleeding, particularly if more than two sexual partners
are involved (group sex), are most likely to explain the
current epidemic among non-injecting HIV-infected MSM in
Europe (Schmidt et al. 2011). The sexual routes of hepatitis
Ctransmission seem to be different from the transmission
routes of other STIs (including HIV). There is an urgent
need to increase access to treatment for hepatitis C, to
increase testing for hepatitis C among men known to be
HIV-infected and to implement new prevention programmes
that address the routes of infection for hepatitis C.

6.4.3 Summary and policy recommendations

With regard to hepatitis B, there are extensive vaccination
needs for MSM across Europe: at least 40% of MSM are
in need of hepatitis B vaccination, and in many European
countries the proportion is substantially higher.

Hepatitis C infection among MSM was reported on the one
hand by MSM who also had a history of IDU and, on the
other hand, in the absence of a history of IDU, predomi-
nantly by HIV-positive MSM. Hepatitis C seems to be trans-
mitted mainly through injecting drug use in South-West,
North-East, South-East and East Europe, while in West,
North-West, and Central-West a considerable proportion
of hepatitis C infections seem to be due to transmission
among HIV-positive MSM. Access to specific care for hepa-
titis C was particularly low outside the European Union.

Figure 6.19: Current status of infection among respondents with a history of hepatitis C

West
North-West

Central-West
South-West
North-East

Region

Central-East
South-East (EU)
South-East (non-EU)
East

Total

o 20 40 60 80

Percentage

106

I | cleared it with treatment
1 cleared it spontaneously
without treatment

[ 1don't know

I | still have it



TECHNICAL REPORT EMIS 2010 - Findings from 38 countries

107



EMIS 2010 - Findings from 38 countries TECHNICAL REPORT

6.5 Country table

STIs other than HIV

o Perceived Blood tes;

caneceive| tofroeer| STHeStn STi toting

STitestif| affordable | P'®V!0US ,12 i in previous

needed (%) | STItesting months (%) previous 12 | 12 months

(%) months (%) (%)
at  Austria EU Central-West 31.0 94.3 88.5 29.6 773 84.5 21.4
be  Belgium EU West 34.0 921 88.3 4.9 80.4 93.6 1.2
bg  Bulgaria EU South-East (EU) 28.0 76.6 71.2 29.3 78.8 85.6 10.4
¢y  Cyprus EU South-East (EU) 30.0 81.9 63.2 20.7 82.7 84.6 19.2
¢z CzechRepublic EU Central-East 27.0 77.4 73.9 18.3 75.2 91.2 25.5
de  Germany EU Central-West 33.0 92.0 84.1 27.5 76.5 85.0 20.7
dk  Denmark EU North-West 34.0 97.9 95.8 34.5 67.1 87.0 36.0
ee  Estonia EU North-East 30.0 841 77.2 22.4 72.2 84.9 15.9
es  Spain EU South-West 32.0 91.9 81.8 36.6 733 92.0 15.6
fi Finland EU North-West 33.0 95.4 91.8 223 78.4 89.8 35.7
fr France EU West 34.0 933 91.4 40.3 83.8 92.9 12.4
gr  Greece EU South-West 30.0 84.8 66.7 30.6 775 87.8 15.9
hu  Hungary EU Central-East 28.0 83.0 68.3 24.2 83.4 91.7 235
ie  Republic of Ireland EU West 31.0 90.6 85.4 381 79.8 93.4 68.3
it Italy EU South-West 33.0 90.5 80.0 29.6 78.0 92.6 17.0
§ Lithuania EU North-East 27.0 87.6 40.3 174 67.0 79.4 13.4
lu Luxembourg EU Central-West 36.0 91.3 92.8 26.6 78.8 89.4 121
v Latvia EU North-East 30.0 87.0 65.0 26.4 73.7 87.7 18.1
mt  Malta EU South-East (EU) 32.0 80.5 87.3 30.4 85.3 97.1 79.4
nl  Netherlands EU West 40.0 94.9 94.0 52.7 771 92.6 48.1
pl  Poland EU Central-East 28.0 83.6 774 24.6 78.5 91.2 14.6
pt  Portugal EU South-West 30.0 83.1 779 27.6 77.6 911 12.4
ro  Romania EU South-East (EU) 27.0 90.0 65.9 32.2 84.2 91.4 9.1
se  Sweden EU North-West 35.0 96.4 93.7 37.7 84.0 85.8 50.6
si Slovenia EU Central-East 30.0 85.1 80.1 18.0 73.5 91.2 28.2
sk Slovakia EU Central-East 26.0 72,5 67.7 14.6 84.6 96.2 20.5
uk  United Kingdom EU West 36.0 95.8 94.7 441 78.7 90.3 61.8
ch  Switzerland EEA/EFTA/acceding Central-West 37.0 95.2 89.3 32.4 74.7 87.5 19.6
hr  Croatia EEA/EFTA/acceding South-East (non-EU) 29.0 86.0 85.4 20.0 83.2 82.2 14.9
no  Norway EEA/EFTA/acceding North-West 31.0 93.5 92.9 36.0 79.1 85.0 35.4
ba  Bosnia & Herzegovina other South-East (non-EU) 26.0 79.5 731 19.4 78.6 89.3 10.7
by  Belarus other East 27.0 90.4 86.0 42,5 80.4 87.8 20.9
md  Moldova other East 25.0 79.8 56.9 37.3 87.8 82.9 14.6
mk ;Zglfgm‘%’fﬁagf:ml . other South-East (non-EU) 28.0 85.1 78.3 235 85.2 926 1.8
rs  Serbia other South-East (non-EU) 28.0 86.1 75.6 23.6 83.3 88.4 10.0
ru  Russia other East 30.0 92.7 82.7 43.6 73.5 88.6 23.4
tr Turkey other South-East (non-EU) 27.0 65.5 64.3 15.6 66.0 83.8 18.5
ua  Ukraine other East 29.0 87.7 75.2 34.7 7.5 82.8 17.2
Low 25.0 65.5 40.3 14.6 66.0 79.4 9.1
Median 30.0 87.7 80.1 29.5 78.5 89.0 18.3
High 40.0 97.9 95.8 52.7 87.8 971 79.4
EU27 median 31.0 90.0 80.1 29.3 78.4 91.1 19.2
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STIs other than HIV

First First Hepatitis C

Ge:;ta;:::} ‘:"sal:‘rﬂl; Diagnosed | Diagnose i A i A diagnoses | diagnosis diagnosis In need of
sTI tzsting STl t';sting wjth any STI .\.Nit.h : of apal of anal , vaccinagion
inproion | impevious| "PSVOLS| SIS i | mpreos| eI | orge o
12 months | 12 months o P o 12 months | 12 months b . P o
%) %) (%) | months (%) %) %) previous 12 | previous 12 (%)
o ° o /| months (%) | months (%)
54.8 231 7.4 23 2.6 1.4 0.4 2.3 4.8 30.6 64.99
46.3 8.9 10.6 3.1 3.5 33 11 2.5 1.4 34.0 57.26
381 9.7 6.7 1.2 1.4 1.7 0.6 3.0 5.9 64.4 28.17
55.8 17.3 7.2 0.8 3.0 23 0.8 2.7 38.8 55.98
62.7 19.6 6.1 1.7 1.3 1.5 0.5 2.0 4.6 52.5 42.65
51.8 20.5 7.4 1.9 2.4 1.8 0.6 23 7.6 325 61.61
711 39.7 10.3 2.8 2.0 3.7 0.9 3.1 9.5 54.1 39.71
56.3 13.5 3.6 0.7 1.0 1.4 0.0 1.2 60.2 34.83
49.1 15.2 1.4 3.8 3.9 1.8 1.0 3.3 5.1 38.5 51.92
90.0 37.7 43 0.6 0.9 1.4 0.3 13 1.5 58.8 38.71
39.9 8.7 10.7 3.1 3.5 2.8 1.2 3.0 5.8 39.5 52.52
39.8 1.9 7.8 1.7 1.8 1.0 0.9 3.7 0.9 4.9 50.37
39.7 17.3 7.4 2.0 11 13 0.9 2.9 1.5 57.4 39.09
91.3 66.9 9.1 21 2.4 3.0 0.5 2.7 23 46.7 48.24
46.0 14.7 8.3 2.7 2.4 0.9 0.6 2.9 6.1 373 51.62
61.9 13.4 3.6 0.2 1.2 0.5 0.3 1.7 1.8 7.4 20.71
40.9 9.1 6.5 2.9 0.7 0.7 11 2.5 36.1 57.94
64.9 14.6 4.0 1.0 0.7 11 0.7 1.0 6.1 55.0 34.04
85.3 70.6 5.1 0.8 1.7 0.8 0.8 0.8 27.6 70.48
87.5 62.6 141 33 5.2 7.0 0.7 2.7 1.1 291 58.51
36.9 8.8 71 21 1.7 0.8 11 2.4 1.4 47.4 4714
67.9 9.5 8.3 33 2.8 1.0 11 1.8 5.3 29.1 64.02
45.6 6.5 71 1.9 2.0 1.0 0.7 2.0 1.4 58.4 33.20
923 58.8 6.3 0.6 1.6 3.4 0.6 15 6.2 51.4 44.01
51.2 28.8 6.3 1.5 1.2 11 0.3 2.9 63.2 32.95
60.3 16.7 2.4 0.3 0.3 0.9 0.2 1.0 61.5 33.03
94.7 69.4 10.7 2.0 33 51 0.9 2.5 7.0 36.0 57.94
54.7 15.4 8.9 23 31 2.8 0.7 2.2 6.7 28.8 64.35
41.6 9.9 4.3 1.0 1.0 0.6 0.6 1.6 56.3 39.14
84.5 47.2 7.0 0.7 1.9 3.6 0.4 1.6 1.3 48.7 46.37
35.7 14.3 4.8 0.0 1.4 2.0 0.0 1.4 48.9 38.04
87.2 16.9 1.6 4.7 3.9 6.4 1.7 33 55.7 35.94
48.8 171 9.5 2.6 2.6 3.4 17 3.4 531 35.94
63.0 18.5 9.6 0.0 1.7 3.5 0.0 4.4 45.6 45.57
351 4.4 6.4 0.5 0.6 11 0.6 4.0 68.7 21.82
72.0 18.4 10.5 4.7 3.5 4.0 1.5 2.6 4.8 53.5 37.42
54.0 13.6 10.9 0.6 5.1 0.7 1.6 5.0 9.4 51.4 38.95
61.5 14.2 1.3 5.2 2.8 41 11 2.4 12.2 64.3 21.28
351 4.4 2.4 0.0 0.3 0.5 0.0 0.8 0.9 27.6 20.7
55.3 16.0 1.4 19 2.0 1.6 0.7 25 5.9 50.2 433
94.7 70.6 14.1 5.2 5.2 7.0 17 5.0 12.2 71.4 70.5
55.8 16.7 7.2 19 1.8 1.4 0.7 2.5 5.8 46.7 48.2
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7. Sexual experiences, partners, behaviour

and contexts

7.1 Introduction

This chapter reports key findings on sexual experience and
sexual behaviour, such as unprotected anal intercourse
(UAI), condom access and use. Aggregated results are
presented in the text, and detailed results for individual
countries provided in country tables at the end of the
chapter. For most variables multivariable logistic regres-
sions were conducted to investigate potential associa-
tions with age group (<25 years, 25-39 years, 240 years);
educational level (lower [ISCED 1-4] vs. higher [ISCED 5-6]);
settlement size (<500 0oo inhabitants vs. larger cities) and
sub-regions (see Chapter 2 for a list of countries in each
sub-region). For variables on sexual behaviour in the past
12 months HIV status was also added.

Country medians are not weighted by country sample
sizes. The effects of sub-region are always controlled
for age, educational level, settlement size and — when
included - HIV status.

7.2 Sexual experiences with men

Almost all respondents (98%) reported some sexual experi-
ence with men (median 97%; range 90— 99%). The median
age of the first homosexual experience was 18 years. The
proportion of respondents who had their first experience
before the age of 18 varied between countries from 42% to
57% (median 49%). Men with a lower educational level were
more likely to have had their first homosexual experience
before the age of 18 (AOR=1.58; 95%-Cl: 1.55-1.61). The
proportion that had their first experience under the age
of 18 was higher than the median in North-West and West
Europe and lower in North-East and Central-East Europe
(sub-region range 44-53%; Figure 7.1).

Among respondents who had had a sexual experience
with men, 95% reported having had anal intercourse with

Figure 7.1: First homosexual experience before the age of 18
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Region

Central-East
Southeast (EU)
Southeast (non-EU)

East

a man (median 95%; range 89-97%) and 85% reported
having had anal intercourse during the past 12 months.
The median age of first male anal intercourse was 20 years.
The percentage of respondents who first experienced
male anal intercourse before the age of 20 varied from
40-61% between countries (median 51%), with percent-
ages higher than the median in South-East Europe (both
EU and non-EU) and lower in North-East and Central-East
Europe (sub-region range 47-53%; Figure 7.2). Men with a
lower educational level were more likely to have first had
male anal intercourse before the age of 20 (AOR=1.77;
95%-Cl: 1.63-1.71).

7.3 Unprotected anal intercourse
in the past 12 months: all
partner types

Unprotected analintercourse (UAI) is defined as ‘not consist-
ently using condoms for anal intercourse’ and may therefore
range from one instance of unprotected analintercourse to
never using condoms for analintercourse. Respondents who
reported having had sex with men in the past 12 months
were asked whether they had engaged in UAI with one or
more steady or non-steady partners. Overall, 58% reported
at least one instance of UAl with at least one male partner
in the last 12 months (median 59%; range 49-75%).

Men younger than 25 and men between 25 and 39 years
old were more likely to report UAI than respondents of 40
years and above (60% [AOR=1.41; 95%-Cl: 1.37-1.46]; 60%
[AOR=1.43; 95%-Cl: 1.40-1.46] and 51% respectively). Men
with diagnosed as having HIV infection were more likely
to report UAI than men not diagnosed with HIV (69% vs.
57%; AOR=1.86; 95%-Cl: 1.78-1.93). Educational level
and settlement size had marginal effects. Higher levels
of UAI were reported in South-East (EU) and East Europe
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Figure 7.2: First anal intercourse with a man before the age of 20
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Figure 7.3: UAl with one or more steady or non-steady partners in the past 12 months
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Figure 7.4: UAl with steady partners in the past 12 months among respondents who had sex with a steady partner
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Figure 7.5: Non-concordant UAI (ncAl) with steady partners in the past 12 months, among respondents who had sex
with a steady partner
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Figure 7.6: Number of non-steady sex partners in the past 12 months among men with a non-steady partner
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Figure 7.7: UAl with non-steady partners in the past 12 months among respondents who had had sex with non-steady

partners
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Figure 7.8: Non-concordant UAI with non-steady partners in the past 12 months among respondents who had had sex
with non-steady partners
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Figure 7.9: Sexual practices with non-steady partners in the past 12 months

Sexual practices with non-steady partners in the past 12 months

among men who had a non-stead

Mutual masturbation 89.8
Suck a man's penis 96.2
Get your penis sucked 96.6
Lick a man's anus 64.6
Have a man lick your anus 76.0
'Active' anal intercourse (you fucked a man) 7h.4
'Passive' anal intercourse (you were fucked by a man) 72.5
Put your hand into a man's rectum (fist-fucking a man) 1741
Have a man's hand in your rectum (being fist-fucked) 10.5

Figure 7.10a: Non-concordant UAI with any male partner in the preceding 12 months
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and lower levels in Central-West and North-West Europe
(sub-region range 54—67%, Figure 7.3).

7.4 Sex with steady male
partners in the past 12 months

Respondents were told ‘In this survey we use the term
‘steady partners’ to refer to boyfriends or husbands that
mean you are not ‘single’, but not to refer to partners who are
simply sex buddies’. Overall, 58% of respondents indicated
that they had had sex with a steady male partner in the
past 12 months (median 63%; range 49-73%). Two thirds
of these respondents (65%) reported one steady partner,
15% two steady partners and 20% three or more. Among
men who had sex with one or more steady partners, 67%
reported UAl with their steady partner (median 69%; range
60-82%), 23% consistently used condoms and 10% did
not have anal intercourse with their partner. Sixty-nine
per cent of men under 25 years and men between 25 and
39 years reported UAl with their steady partner, compared
with 59% of respondents aged 40 years and above (69%
[AOR=1.39; 95%-Cl: 1.34-1.45], 69% [AOR=1.48; 95%-Cl:
1.43-1.53], 59%). Again, educational status and settlement
size had marginal effects. Men who had been diagnosed
as having HIV were somewhat less likely to report UAIl with
their steady partner (62% vs. 67%; AOR=0.88; 95%-Cl:
0.84-0.93). UAl rates were highest in South-East (EU) and
East Europe, and lowest in West and Central-West Europe
(sub-region range 64-74%; Figure 7.4).

The above figures for UAI do not take into account the HIV
testing history of respondents and their steady partner(s).
To investigate this, a variable was constructed that distin-
guished HIV-concordant UAI on the one hand (respondent
and his steady partner have the same HIV test result)
from unknown, HIV-discordant or non-concordant UAI
(ncUAI) on the other. Overall, 22% of respondents who had
sex with a steady partner reported ncUAI (median 25%;
range 14-44%). Men under 25 years were more likely to
report ncUAI (31%) than men aged 25-39 years (21%) or 40
years and above (18%: AOR=1.53; 95%-Cl: 1.47-1.58 and
AOR=1.12; 95%-Cl: 1.75-1.92 respectively). Respondents
with lower levels of educational achievement were more
likely to report ncUAI than men with more education (26%
vs. 19%; AOR=1.42; 95%-Cl: 1.37-1.47). Men living in larger
cities were less likely to have engaged in ncUAI (20% vs.
25%; AOR=0.76; 95%-Cl: 0.74-0.79). HIV status was not
associated with this UAI measure. Men in South-East (EU
and non-EU) and North-East Europe reported the highest
levels of ncUAI; men in West and North-West Europe the
lowest (sub-region range 18-38%, Figure 7.5).

7.5 Sex with non-steady male
partners in the past 12 months

Non-steady partners were defined as partners other than
steady partners. Overall, 67% of respondents reported
sex with non-steady sex partners in the past 12 months
(median 74%; range 63-83%). Eleven per cent reported one
non-steady partner, 40% 2-5 partners, 19% 6—-10 partners
and 30% 11 or more non-steady partners.

The proportion of men reporting 11 or more non-steady
partners in the past 12 months varied widely by country,
from 7% to 43% (median 23%). Seventeen per cent of the
respondents who had had sex with non-steady partners
did not have anal intercourse (Al), 44% had Al and used
condoms consistently and 39% reported UAI with at least
one partner (median 40%; range 29—62%). The associa-
tions between non-steady UAI, age group and settlement
size were marginal. Men with lower levels of education
were more likely to report UAI with non-steady partners
than men with higher levels of education (42% vs. 36%;
AOR=1.37; 95%-Cl: 1.33-1.40). Men diagnosed with HIV
infection were more likely to report UAI with non-steady
partners than men who had not tested HIV positive (65% vs.
36%; AOR=3.53; 95%-Cl: 3.38-3.69). Finally, non-steady
UAl was more common in South-East Europe (both EU and
non-EU) and less common in Central-East and Central-West
Europe (sub-region range 37-50%; Figure 7.7).

Similar to the analyses with steady partners, a new vari-
able was constructed that distinguished HIV-concordant
UAI from non-concordant UAI (ncUAI). Twenty-five per cent
of men who had a non-steady partner had had ncUAI with
a non-steady partner in the previous year (median 25%;
range 16—47%). Age group, educational level and settle-
ment size were not associated with this measure, but HIV
positive men were more likely to report non-steady ncUAI
than men who had not tested HIV positive (45% vs. 23%;
AOR=3.03; 95%-Cl: 2.91-3.17). The highest levels of ncUAI
were reported in South-East Europe (EU and non-EU) and
the lowest in Central-East and Central-West Europe (sub-
region range 21-35%; Figure 7.8).

Respondents were asked which sexual practices they had
engaged in with non-steady partners in the past 12 months.

Mutual masturbation and oral sex were very common (290%)
with non-steady partners. Sixty-five per cent of respondents
reported licking a man’s anus and 76% reported having
had theiranus licked by a man. Regarding anal intercourse,
74% reported insertive anal intercourse and 73% recep-
tive anal intercourse. Fist-fucking was less common: 17%
reported fist-fucking another man, while 11% reported
being fist-fucked by another man.

7.6 Adjusted UAI rates for
steady and non-steady partners
combined

The following analysis combines behaviour with both
steady partners and non-steady partners in the past 12
months. Five per cent of the sample reported no sex part-
ners, 20% reported sex with steady partners only, 37%
with non-steady partners only and 39% both steady and
non-steady partners. Among men who reported sex in the
past 12 months, the overall level of ncUAI was 30% (27%
for men with steady partners only, 23% for men with non-
steady partners only, and 36% for men with steady and
non-steady partners).

Men aged 25 to 39 years and men 4o years and above
were less likely to report ncUAI than men under 25 years
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(30% and 27% respectively vs. 34% [AOR=0.85; 95%-Cl:
0.82-0.87 and AOR=0.73; 95%-Cl: 0.71-0.76]). Less
well-educated men were more likely to report ncUAI than
men with a higher level of education (AOR=1.22, 95%-Cl:
1.19-1.25). Finally, more HIV positive men reported ncUAI
than HIV negative and untested men (AOR=2.39; 95%-Cl:
2.30-2.48). Central-West and West Europe had the lowest
levels and South-East Europe (EU and non-EU) the highest
(sub-region range 25-41%, Figure 7.10a).

7.7 Sex with women in the past
12 months

Overall, 13% of respondents reported having had sex with
women in the past 12 months (median 15%; range 8—28%).
Among men who had sex with women, 64% reported having
had unprotected intercourse with women. Men aged 25 to 39
years and aged 40 and above were more likely than younger
respondents to report unprotected intercourse with women
(64% [AOR=1.78; 95%-Cl: 1.65-1.92] and 74% [AOR=2.98;
95%-Cl: 2.73-3.26] respectively vs. 53%). Men in larger
cities (2500 ooo inhabitants) were less likely to report
unprotected intercourse with women than men in smaller
cities (59% vs. 68%; AOR=0.72; 95%-Cl: 0.67-0.77). Men
who had not tested HIV positive were more likely to report
unprotected intercourse with women than HIV-positive
respondents (65% vs. 34%; AOR=3.83; 95%-Cl: 3.21-4.82).
The highest levels of unprotected intercourse with women
were reported in North-West and North-East Europe, and

the lowest levels in South-West, West and South-East
Europe (EU) (range 56—78%; Figure 7.11).

Forty-five per cent of the men who reported unprotected
sex with women in the past 12 months also reported UAI
with men.

7.8 The last non-steady male
partner

Respondents were asked detailed questions about their
last non-steady sex partner. Firstly, they were asked where
they had met their last non-steady partner. Most (58%)
had met their last non-steady sex partner on the internet,
21% at a sex-focused venue, 9% at a social venue and
12% elsewhere.

The percentage of respondents who had met their last
non-steady sex partner online varied substantially among
countries, from 46% to 77% (median 59%). Seventy per
cent of the encounters were with a new non-steady sex
partner, 11% with a man the respondent had had sex with
once before and 19% with a man the respondent had had
sex with at least twice before.

In the last encounter with a non-steady partner, 39% did
not have anal intercourse, 42% had Al with a condom and
19% reported UAI. Rates of UAl with the last non-steady sex
partner varied substantially between countries, from 10%

Figure 7.10b: Non-concordant UAI with any male partner in the preceding 12 months
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Figure 7.11: Unprotected intercourse with women in the past 12 months among respondents who had sex with women

West
North-West
Central-West
South-West
North-East

Region

Central-East
South-East (EU)
South-East (non-EU)
East

Percentage

Figure 7.12: UAIl with the most recent non-steady partner among respondents who had had sex with non-steady
partners
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Figure 7.13: No condoms available in the preceding 12 months
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Figure 7.14: UAl because no condoms were available in the past 12 months
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Figure 7.15: Sub-optimal condom use in the past 12 months, among men who used condoms for insertive anal intercourse
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(among men that used condoms for insertive anal intercourse) °

Using saliva as a lubricant 0.7
Not using any lubricant 35.4
Not using lots of lubricant on the outside of the condom 25.5
Having intercourse for over half an hour without changing the condom 19.0
Using an oil-based lubricant 141
Using a condom that is too large or small for my penis n7s
Putting lubricant inside the condom before putting it on 9.3

Figure 7.16: Sex abroad with a man who was not from the respondent’s country of residence
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to 36% (median 19%). Twenty-six per cent of respondents
who had had sex with their last non-steady partner more
than twice before engaged in UAI, compared with 20% of
respondents who had sex with their last non-steady partner
once before and 16% of respondents whose last non-steady
partner was a new partner. UAI with the last non-steady
partnerwas unrelated to age and settlement size but men
with lower levels of education were more likely to report
UAl than men with a higher educational attainment (21% vs.
16%; AOR=1.47; 95%-Cl: 1.42-1.52). More HIV-positive men
reported UAI than men who had not tested positive (39%
vs. 17%; AOR=3.46; 95%-Cl: 3.31-3.62). The highest UAI
levels were reported in North-East and South-East Europe
(non-EU) and the lowest in South-West and Central-East
Europe (sub-region range 15-27%; Figure 7.12).

Respondents were asked what they had told their last
non-steady partner about their own HIV status before or
during sex. Among men who had not tested positive, 28%
had said they did not know their status or that they were
HIV negative, 66% had said nothing about their status,
and 6% could not remember. Thirty-two per cent of men
with diagnosed HIV infection had said that they were HIV
positive, 62% had said nothing, 2% had told their partner
they did not know their HIV status, 1% that they were HIV
negative and 3% could not remember what they had said.
Among men who reported UAI with their last non-steady
partner 42% who did not have diagnosed HIV shared this
information, compared with 47% of HIV-positive respond-
ents. Sub-regional analyses on HIV status disclosure for
UAI with the last non-steady partner cannot be provided
since the numbers of HIV-positive men who had UAI with
their last non-steady partner were too small in several
sub-regions.

7.9 Access to condoms and sub-
optimal condom use practices

Overall, 20% reported one or more instances in the past
12 months when they had wanted a condom but none
was available (median 21%; range: 13-35%). Men under
25 years and men aged 25 to 39 years were more likely
than men aged 40 and over to report that a condom had
been needed but was not available (25% and 21% vs. 15%;
respectively, AOR=1.96; 95%-Cl: 1.89—-2.03 and AOR=1.47;
95%-Cl: 1.43-1.52). Educational level, settlement size and
HIV status were unrelated to problems with condom avail-
ability. Not having condoms available when needed was
reported most commonly in South-West and South-East
Europe (non-EU) and least in North-West and Central-East
Europe (sub-region range 16%-29%; Figure 7.13).

Thirteen per cent of respondents reported having had UAI
in the past 12 months solely because no condoms were
available at the time (median 14%; range: 8-33%). Being
younger and having a lower level of education and HIV posi-
tive status were associated with UAl that occurred solely
because no condoms were available (men under 25 years
17%, men aged 25 to 40 years 13%, and men 40 years and
over 10% (AOR=0.72; 95%-Cl: 0.70-0.75 and AOR=0.59;
95%-Cl: 0.57-0.62); lower educational attainment 15%,
higher educational attainment 11% (AOR=1.46; 95%-Cl:

1.42-1.51); HIV-positive men 16%, HIV negative/untested
men 13% (AOR=1.60; 95%-Cl: 1.52-1.68)). The highest UAI
levels were reported in South-East Europe (EU and non-EU)
and the lowest levels in Central-West and West Europe
(sub-region range 10%-27%; Figure 7.14).

Men who had worn a condom for insertive anal intercourse
in the past 12 months were asked if they had engaged in
any of the seven types of condom failure behaviour in
Figure 7.15.

Using saliva as lubricant and not using any lubricant were
the most commonly reported (42% and 35%, respectively).
Not using lots of lubricant was reported by 26%, having
intercourse for over half an hour without changing the
condom by 19%, using an oil-based lubricant by 14% and
using a condom that was either too small or too large by
12%.

7.10 Sex abroad

Travellers to foreign countries may disregard conventional
norms of behaviour and indulge in risk-taking behaviour
(Blatchford, 2000). Some studies suggest that the risk-
taking behaviour of travellers on vacation (for example,
alcohol or drug use, large numbers of sexual partners)
(Downing et al. 2010) may play an important role in the
dissemination of HIV infection and other STIs (Bellis et
al. 2004; Benotsch et al. 2006; Marrazzo, 2005) and the
spread of drug resistance for HIV and other STIs (Truong
et al. 2008; Memish & Osoba, 2006). The consistency of
these findings suggests that there is an increasing connec-
tivity within the global MSM community. In the era of the
internet and easier foreign travel this community is defined
less by geographic boundaries and linked more by shared
interests and social and sexual networks (Fenton & Imrie,
2005). Risk behaviour among MSM in Europe during their
vacations has not been thoroughly examined.

Men were asked ‘When did you last have sex in a country
outside the one you live in, with a man who does not also
live in [respondent’s country of residence]?’, which was
how ‘sex abroad’ was defined in EMIS. Twenty-five per cent
of the whole sample reported sex abroad in the previous
12 months (median proportion 26.3%). The countries with
the lowest percentage of men who had sex in another
country were Ukraine (12%), Germany (17%), Switzerland
(18%) and Lithuania (19%). The countries with the highest
percentage of men who had sex in another country were
Luxembourg (57%), Switzerland (48%), Malta (45%) and
the Netherlands (44%). The countries with the highest
rates of men who reported sex abroad were in the West
and North-West sub-regions (Figure 7.16).

Older men (= 25 years) were more likely to report sex abroad
than younger men (28% vs. 16%; OR=1.79), as were men
with higher levels of education (32% vs. 18%; OR=1.81).
Men who lived in larger cities were also more likely to report
sex abroad (31% vs. 20%; OR=1.57), as were HIV-positive
men compared with HIV-negative and untested men (40%
vs. 24%; OR=1.81).

121



EMIS 2010 - Findings from 38 countries

TECHNICAL REPORT

The countries in which respondents most commonly had sex
abroad were Spain (18%) and Germany (11%; Figure 7.17).
Spain was visited more commonly by men from western
countries and Germany by men from eastern countries.
Other countries in Europe where men commonly had sex
abroad were France (7%), the UK (6%), Italy (4%) and the
Netherlands (3%). The countries outside Europe where
men most commonly had sex abroad were the USA (7%),
Thailand (3%) and Brazil (2%).

7.10.1 Places where men met sexual partners
abroad

The most common way of meeting men for sexwhen abroad
was by using the internet (32% of men met the last man they
had sex with abroad this way). Potential sexual partners
can be contacted this way before or during a trip abroad.
In Europe, the internet was used particularly often for
meeting sexual partners when visiting Moldova (77%), the
former Yugoslav Republic of Macedonia (75%), Bosnia and
Herzegovina (72%), Belarus (72%), Kosovo (67%), Serbia
(59%), Russia (55%), and Romania (55%). Perhaps this

Figure 7.17: Countries in Europe where respondents had sex abroad most frequently
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Figure 7.18: Place where last sexual partner abroad was met
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0.3 14.9 0.7 1.5 36.1 15.3
2.5 19.4 4.0 3.5 27.2 7.2
0.3 18.0 0.2 2.7 20.4 17.6
1.4 214 1.4 6.5 253 19.4
0.9 1.9 1.0 8.5 383 17.6
0.8 13.6 1.0 8.3 31.4 14.3
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may reflect the relative paucity of other ways in which
foreigners could meet men in these countries.

The second most common meeting space abroad was gay
saunas (14% met their last sexual partner abroad this way).
Gay saunas were especially commonly used for meeting a
sexual partnerin Estonia (31%), Hungary (30%), Denmark
(25%), Norway (23%), and the Czech Republic (21%). The
third space where European MSM met sexual partners
when abroad was a gay disco or nightclub (13%), and this
was particularly common in Iceland (32%), Ireland (30%)
Lithuania (24%) and Spain (21%). Figure 7.18 shows the
meeting places most commonly used in the countries
where respondents reported that their last sex abroad
had happened.

7.10.2 Anal intercourse and condom use

EMIS explored the practice of anal intercourse on the last
occasion that men had had sex abroad. Overall, 61% of
men who reported having sex while abroad had had anal
intercourse with the last sex partner they had met abroad
(median proportion 62%). Outside Europe this practice

was reported by 71% of men who had visited Latin America
and the Caribbean.

Men who had anal intercourse with a partner they had
met abroad were asked ‘On that occasion did you and that
partner have anal intercourse (fucking) without a condom?”.
Twenty-six per cent of men who had had sex abroad in the
last 12 months reported having had UAl the last time they
had sex abroad (median 23.5% across the 38 countries).
UAl was least common during sex abroad among men from
Latvia (14%), the former Yugoslav Republic of Macedonia
(16%), Portugal (16%), Bosnia and Herzegovina (17%),
and Lithuania (17%). UAl was most common during sex
abroad among men from Malta (38%), the Netherlands
(35%), the UK (32%), Estonia (29%), and Sweden (29%).
The sub-regions with the highest percentages of men who
reported UAI when last having sex abroad were West (29%),
North-West (27%), and Central-West (27%) (Figure 7.19).

Age was unrelated to UAI abroad, but men with a lower
educational level reported UAI more than men with a higher
educational level (30% vs. 23%; OR=1.38). The prevalence

Figure 7.19: Frequency (%) of anal intercourse among men who had sex abroad in the last 12 months and UAI during last
sex abroad (UAI percentages ar